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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
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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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Part 11

Richmond Home Medical Care Program

Hichmond, Va.

Origin of the Program

Since 1909, the Richmond [Va.] Department
of Public Health has been charged with the
responsibility of providing medical care to the
indigent population of the ecity. Until 1947,
Richmond, like many other communities, pro-
vided physician’s services to the indigent in
their homes through the use of “city poor
physicians.”

In 1947, however, a review of the service by
the health department stafl revealed many in-
herent weaknesses, among them lack of con-
tinuity of eare, lack of laboratory service, and
inadequate records.  As a result of that review,
the health department requested the Richmond
Area Community Council to appoint a commit-
tee to study the problem and to make recom-
mendations for an adequate home care service.
After an intensive period of study, the com-
mittee made the following recommendations:!

1. That the city abandon the services of its
six part-time physicians.

“2. That there be established within the
Medical College of Virginia three residencies in
general practice, and, that these residents
should work under the supervision of part-time
faculty preceptors.

“3. That a general practice clinie, to serve
as a family doctor’s office, be established within
the admitting clinic of the Medical College of
Virginia and be staffed by the residents and the
faculiy preceptors.

“4, That the hospitalization and outpatient
clinic program for the indigent be coordinated
with the home care service under the super-

! Richmond Department of Public Health: Richmond
[Va.] home medical eare program. Unpublished mate-
rial.
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vision of a qualified director in order that con-
tinuity of service could be assured.”

To aid in the establishment of the program,
the health department appointed a committee
which has continued to meet twice a vear in an
advisory capacity and which has been primarily
concerned with program evaluation. Its mem-
bership is composed of physicians (general
practitioners and specialists), a public health
nurse, and a social worker.

The program began operation on a citvwide
basis in July 1949, with the following specifie
program objectives:

“1. To demonstrate that medical care of
high quality, giving continuity of service be-
tween home, clinic, and hospital could be pro-
vided by a public health ageney to the indigent
and medically indigent under a coordinated
plan in cooperation with a medical eollege.

“2. That the residents, interns, and students
of the Medical College could be made aware of
the problems of a home medical care service
and the social aspects of the practice of medicine
among low-income groups.

“3. That in time, data might be collected
which would be of value from the research point
of view by providing complete medical histories
from home to hospital and back to home for
follow-up care."

The Richmond Home Medical Care Program
is an integral part of an organized medical eare
program for the indigent and medically indigent
in the city of Richmond. The program is ad-
ministered by the department of public health
and provides the following services to patients
with both acute and chronie illness: medieal,
nursing, social, and homemaker services; medi-
cations and medical supplies; X-rays; laboratory
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and other diagnostic tests; sickroom equipment ;
prosthetic appliances; and transportation.
Physical therapy, home teaching, and nutrition
services are available in limited amounts.

The program has been used to provide field
work experience for studentis of the Medieal
College of Virginia and of the School of Social
Work of the Richmond Professional Institute.

Program 1951-52

This section of the report is primarily con-
cerned with a deseription of the home care
program during the third year of operation,
July 1, 1951-June 30, 1952.

Statistical data, showing general patterns for
tvpes of patients served and services provided,
were estimated for the fiscal year from Inter-
national Business Machine (IBM) cards avail-
able for the calendar year 1951. Detailed IBM
data for the latter half of the fiscal year July 1,
1951—June 30, 1952 were not yet available at the
time of the study. Only certain summary
ficures were available for the entire fiscal period.
Cost data were taken directly from accounting
records kept within the program.

Administration

The responsibility for the administration of
the home care program was delegated by the
director of public health to the medieal aid
burean of the department of public health.
In addition to home ecare, the medical aid
bureau had the responsibility for making pro-
visions for outpatient clinic services, hospitali-
zation and institutional care, and dental, ambu-
lance, and coroner services to the indigent and
medically indigent in the city of Richmond.
Medical indigence was defined as including
members of the community receiving financial
assistance through public and voluntary agen-
cies and individuals not covered in these cate-
gories who, at the discretion of the director of
the department of public health, were found
to be unable to provide for medical care through
their own resources.

The staff of the home care program consisted
of a part-time clinical director, a part-time ad-
ministrative assistant, two part-time super-
vising physicians, a social work supervisor and
two staff social workers, a statistical clerk,
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clerical staff, switchboard operators, and a
part-time clinical nurse.

Administrative responsibility for the program
was divided between the clinical director and
the administrative assistant. The eclinical di-
rector, who was also professor of clinical medi-
cine at the Medical College of Virginia, devoted
approximately one-half of his time to the pro-
gram and was responsible for the quality of
medical care to patients and for the teaching of
medical students during their assignment to the
program. The administrative assistant devoted
approximately one-half of his time to the pro-
gram and was responsible for the interpretation
of established policies, administrative details of
budgeting and billing, and the supervision of
the statistical and clerical staffs.

The two supervising physicians (preceptors)
were assistant professors of clinical medicine,
and devoted approximately one-half of their
time to the program. They also acted as
assistants to the elinical director.

The chief social worker held faculty rank at
the Medical College of Virginia, with the title
of associate in public health. She had re-
sponsibility for the social aspects of program
planning, development of relationships with
community agencies, consultation and teaching
in home care, and for supervision of social serv-
ice staff and social work students. The two
staff social workers were responsible for pro-
viding casework services to patients in their
homes and for following cases referred to hos-
pitals that had no social service department.

A half-time clinical nurse was responsible for
maintaining stock medications and medical
supplies, eleaning and packing physicians’ and
medical students’ bags, and for a variety of
similar nonnursing activities,

The statistical clerk was directly responsible
for seeing that the central patient records were
complete and for handling related clerical
activities.

The directors of the nursing division, depart-
ment of public health, and the Instructive
Visiting Nurse Association were available to
the home care staff for consultation on the
nursing aspects of the home care program.

Cars equipped with radio-telephones were
provided by the Medical College of Virginia
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and the Richmond Department of Publie
Health for staff transportation.

Both routine and emergency ambulance
transportation of patients were provided by the
medical aid bureau, department of publie
health.

Serviees not available within the department
of public health were arranged for through
working agreements with the following com-
munity agencies: '

1. The hospital division, Medical College of
Virginia, provided hospitalization as required
for home ecare patients, laboratory and other
diagnostic tests, and medications and medical
supplies. Selected stock medieations purchased
by the department of public health were pro-
vided in quantity to the home care program to
be dispensed by physicians and medical stu-
dents. ' Prescriptions for other drugs were
filled at the hospital pharmacy.

2. The combined nursing services (depart-
ment of public health and Instructive Visiting
Nurse Association) provided nursing care to
patients in South Richmond, and the Instruc-
tive Visiting Nurse Association provided care
to patients in the remainder of the city. All
nursing service was paid for by the city at the
rate of $2.50 per visit.

3. Family Service Society provided house-
keeper service at the rate of 331 cents per hour.

4. Sickroom Loan Chest provided sickroom
equipment on a rental schedule basis.

5. Sheltering Arms Hospital, Community
Hospital, and City Home provided chronic and
convalescent medical eare at scheduled rates.

Source of Funds and Costs of Services.  All
costs for providing services were not recorded
by the program. The available cost figures
totaled $78,909.71 for operating the Richmond
home care program during the fiscal year July
1951 —-June 1952. About 83 percent of that total
was paid out of aciual funds received from the
Richmond City health department and the
Commonwealth Fund. The remainder was the
stimated value of services provided to the
program by the Medical College of Virginia.
These figures are summarized below. Using
the total caseload of 2,910 patients, the average
recorded cost per patient for the fiscal year
amounted to $27.12, of which $22.38 was
actual eash outlay and $4.74 was the estimated
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cost of services provided without charge to the
program. Services provided to patients for
which no separate cost figures or estimates were
available included medical consultations, phys-
ical therapy, X-rays, and transportation, all of
which were provided without charge to the
program by the Medical College of Virginia.

Funds received and estimated value of

Bervices sed . oo oo oo oo BIR908.T1
Fundareonived. - oo mm e G5, 109, 71
Richmond City health department___. 46, 774 71
Commonwealth Fund_ _ ____________ 18, 335. 0
Estimated value of services used, total 13, 800, ()
Medieal College of Virginia (payroll). 7. 040, O
Medieal College of Virginia (rent,
light, fuel, phone, suppliez, and
ot ] o [ O e S s S G, 70, 0

Table 1 shows a detailed breakdown of the
cost of services for the fiscal vear.

Operational Policies and Procedures

The policy of the home care program was to
accept referrals from any individual or agency
in the community. With the exception of
mental illness, all disease categories could be
cared for in the home. Patients with active
tuberculosis could be cared for in the home on a
selected basis. Prenatal and postpartum care
were provided in the home, but no patients were
delivered at home.

Calls from individuals and agencies were
received from 8 a. m. to 8 p. m., 7 days a week.
All requests for service were screened by the
switchboard operator to determine financial
eligibility and source of most recent medical
care.

Patients eligible for service were seen by a
physician or medical student within 12 hours
after the receipt of a request for service. The
deecision to continue care in the home or to make
other arrangements for care was made by the
physician.

When, in the opinion of the physician (pre-
ceptor, resident), alone or in consultation with
the director or the social worker, the services of
other personnel—such as nurse, social worker,
or homemaker—were required, the case was
referred to the appropriate agency by telephone
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Table 1. Recorded eosts of services provided by the Richmond Home Medical Care Program,
July 1951=Jumne 1952
Cloat of service
Type of service Total Expenditures Estgim:éﬁ:: ;:;ue
trom f]:lc:du: provided with-
ot out charge !

Total - Sapesbisr e ot St S e St e S e i e S7E, 909. 71 565, 109. 71 £13, 2800, 00
Direet serviee_ _ _____ SR e B e 44, 587. 71 | 23, 047, 71 10, 640, 00
Forsonmeligee i - oo e e 32 674. 71 26, 834. 71 &, &40, 00
Praotieing P BRI, - oo m e e e s o e i i B s o e 12, 458 00 8, Ba8, 00 3, GO0, 00
tesident physicians. =0 LA Ty | B e e 2 240, 0O
Consaltant physieians______________ ____ .. S00. 00 BOO. 00 |_____ s e
Murges_ 2 0 B R R Tl L e S e ' 7,876 71 7,676 71 il
Social workers. _________-.______ Ml by fi, 000, 00 G, 000, 00 et

Physical tHorapiate: o= S r i e 8 pietie shiant s B G Sb M. A R T e NiA
Homemakers®_ _ ______ . . s o 3, 600. 00 B 00 ] e bl
Other services and supplies_ ____.______ S E 11, 913. 0D 7, 113. 00 | 4, B0O. 00
Laboratory. . . e e e e L T e SR e i 3, 600, 00

Kermphzilzs o By i i Ll St L N. A, S e st N. A
Hospital equipment and applianees_ _ ______ . 113 00 | P18 000 e st e
Medieations and medical supplies________________________ 8, 200. 60 | 7, 000, 00 1, 200. 00

Transportation s A e N, A: fltap i SR M. A
Administration and other expenses__________ . ____________ 34, 322._0{}_; 31, ]EE, 0] [ 3, -.:I_éﬂ'. 00
Administration_ i 14 432 00 | 14, ~13_2. 1,1 ) __-__-:__d_
Mediesl director (M4 time) L TNy O Sy T L) [ ¥ EEMEL i) 7. 228, I]{I- rowialle 3. flvabe s
Administrative ascistant (14 time) ey | 2, 300. 00 28000 st e e
Chief aoeial 'worker 22 - 00 oA rTi T [ 4, 804. 00 | 4,904 00 |LIL ST T
Other expenses_ ______ = e | 19, SH‘G,—{)!}- I 165, '.'3‘£!. an 3 Iﬁaﬁ
Senior statistical elerk. .. ._________ S 2,850.00 |  2,850.00 |oocrciieoee
Other clerical staff and telephone operators o 9, 260, 00 0200000 |15 Samanit gt
Clinic nurse (4 time)?___ S Mee : o 1,200, 00 |- ____ ATy 1, 200, 00
Telephone_ _ ___ e LT AN TR & S5 e i P R TR CW e || 150 00
Overhead (space, light, heat, ete.) . . . _ e PR 00 e [ 1, 800, 00
Traval tomapbimn = R PG e Sy 585, 00 | BREOD LSt s A

General expenze s | __

N
L
not included in the program estimates were med
all of which were provided by the Medical Colleg
* A rate of 33)4 cents per hour was paid by
per hour was paid by the Family Service Societ

A —XNot available,

.

ost estimates were not made by the program for all services provided without charge.

4,035. 00 | 4, 035, 00 |

Among the services

:-:a.} %pnﬂultatimw. physical therapy, X-rays, and transportation,
& o
the program; the remaining 312§ cents of the total cost of 65 cents

irginia,

* The clinic nurse procured supplies for the visiting physicians,
* Items included were office supplies, automobile operation and maintenance, postage, and so on.

Nore: The total average annual cost per patient served was $27.12.

averaged 52238 per patient, and the estimated value

and later confirmed in writing on appropriate
forms.

Physician services were available from 8 a. m.,
to 8 p. m. 7 days a week; nursing services, from
8 a. m. to 5 p. m., 7 days a week: and other
services, from 8§ a. m. to 5 p. m., 5 davs a week.
Emergencies arising between 8 p. m. and 8 a. m.
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A Expenditures from home care funds
of services provided without charge averaged $4.74.

were answered by the ambulance service of the
department of public health and cared for by
the staff of the emergency room, Medieal
College of Virginia Hospital,

Records., An individual cumulative ease
record was on file in the home care office.
This record included identifying data, medical
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history, medical and social progress notes,
and complete social information on each
patient known to social service.

There was no formal plan for routine sum-
mary reports from participating agencies to
the home care program, but those received
were incorporated in the patient’s record.
There were f{requent telephone reports from
some agencies, but only occasionally did these
reports become a part of patient records.

Conferences. Case conferences were held
twice weekly under the leadership of the clinical
director or one of his assistants. These con-
ferences were intended to serve two purposes:
(a) sharing of information and the planning for
the eare of patients, and (b) as an aid in student
education. The conferences were attended by
the professional members of the home care
staff, by students assiened to the home care
program, and by workers from other community

Tahle 2.

agencies, such as public bealth nurses and
representatives from public and private or-
ganizations which were providing services to
patients and their families.

Serpices to Patients

The types and estimated amounts of serv-
ices provided to patients on the home care
program during the fiscal year 1951-52 are
indicated in table 2,

Medical Services. Direct medical services to
patients in the home were provided by the
physicians of the home care staff, and by
residents and senior medical students under
stafl supervision. Medical consultation was
available from the hospital staff of the Medical
College of Virginia. An estimated total of
9,634 visits were made to patients during the
year. The range of medical services included

Estimated numbers of services ! given to patients by the Richmond Home Medical Care Progrom.,

July 1951=June 1952

Bervieo

Professional services:
FPhysician—preceptor, resident, and student.._ . |
l‘ll} pipian—apeeialiste s T ey T A
Nursing (Instruetive Visiting Nurse Association :m:J,

health department) . _ __ *
BOSTIL RET ey e T
Physical therapy_ .. .. o ; S
Home teaching_ - - - ioiiac

Cither services and supplies;

A A e e T S
by e S :
Hospital equipment and appliances_ ______________
Mediecations and medical supplies_.______________.
S TE e e, o et i o Dl i Wk S i
LT T g e S L ST B D

Paticnts receiving

Average number of

services ; visits
Total o W
vigits  [Per patient
Number | Percent receiving | Per total
| r.-u:_h caseload
service
2. 910 | 100 9 634 | ik 50
40 1 40 | 1.0 (2}
317 11 3, 448 | 10. 9 L
G637 a2 ) MNaA LA
26 1 M. AL M. A. N. A,
M. A, . o S, M. AL N. A
Average number of
[ times
| Number i | T g
of times
service (Per patient
requested | receiving | Per total
each caselond
serviee
306 10 | 490 | 1. 6 0.2
5 i, N. A, N. AL N. A M. A
5 | TRR |0 T T Vol R 1T N. A
2,208 | Th D, 128 i 2.0
52 2 G4 1. 8 (%)
261 | 10 478 1.3 5 |

N. A—Not available.

! All figures shown are estimates, based upon recorded data for the ealendar year 1951 and adjusted upward to

eoincide with the estimated inerease in the patient load.
¥ Less than 0.05.
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histories, physical examinations and diagnoses,
uncomplicated diagnostic and therapeutic pro-
eedures (similar to those ordinarily provided by
private physicians), instructions to patients,
dispensation of routine oral drugs by the physi-
cian and through prescription, administration
of parenteral drugs, and revisits based on patient
needs. Such specimens as sputum, blood, and
urine were collected at home for simple diag-
nostic tests which were performed in the
laboratories of the city health department or
the Medical College of Virginia. Patients
requiring additional diagnostic and therapeutic
procedures, such as electrocardiograms, X-rays,
spinal taps, transfusions, and paracenteses,
were sent to the hospital for these services.
Consultation services in the specialty fields
were provided to about 1 percent of the patients
upon request of home care physicians.

Nursing Services. Direct nursing care was
provided to approximately 11 percent of the
patients on the program by the combined
nursing services in South Richmond and by the
Instructive Visiting Nurse Association in the
rest of the city. An estimated total of 3448
nursing visits resulted in an average of almost
11 wvisits per patient for those receiving nursing

Table 3.

Estimated mumbers! of various services provided, by ty

care. The range of services ordered by the
physicians included such care as dressings, in-
jections, irrigations, bed baths, health instruc-
tion, and teaching members of the family how
to care for the patient.

Social Services. Social casework services were
available to patients and their families through
the home cave staff medical social workers. Di-
rect casework service was provided (through
personal interview) to those patients and fami-
lics who needed help in understanding and
accepting the patient’s illnesses and in meeting
the social problems created by the illnesses.
Social problems not directly related to the illness
situation, but recognized by the home care staff
and in need of casework service, were referred
by the medical social workers to appropriate
community agencies, such as Department of
Public Assistance, Family Service Society, and
Catholic Charities. Referrals for homemaker
service were channeled through the social
service staff. Social services were provided to
an estimated 637 patients, or about 22 percent
of the total patients on the program.

Homemalker Services.  Homemaker service,
which included cleaning, cooking, and general
supervision of children, was available through

of illness of patient, Richmond Home

Medical Care Program, July 1951=June 1952

Services to patients with—
Total services
Diagnoses usually Diagnoses usually
chronie 2 ' acute ¥
Type of serviee H |
| Average | Average Average
| Num- | services | Num- | Per- | serviees | Num- | Per- | services
ber per ber cent | per bher cent per
| patient 'i | patient patient *
1
. [

Total patients served . o o o .. ..._...| 2,910 ' ........ T v I AEe s S 2 244 ] e e Rl
Medieal vislte: . oo oo R GE 8 | 3, 836 | 40 | 5 8 ! a, 798 G 2.6
Medical specialist visits. oo o oo oo di) L 24 | 60 || 16 1 s b
Nursing visits. . oo i) 8,448 | L lmans | e | TR 9]0 28 .4
Social services (number of patients)_________| 637 |.__.___. 287 F U R b A A et
Times drogs supplied . _ ___________________| 5 728 | 2.0 | 2 222 39 | 8.3 | 3, 506 Gl 1.6
Times laboratory services used. ... ........ 490 | o 266 a4 i . 4 224 41 i
Times homemaker services used____________ Pl 1] DA | i3 i AR e al e, il e O
Times patients supplied with transportation 378 | L 228 B0 | . 150 410 . 07

! Figures shown are estimates based on recorded data for the calendar year 1951 aad adjusted upward to coineide

with the estimated increase in the patient load,

* More detailed diagnostic categories are shown in table 6 for both chronie illness and acute illness,
* The average number of medical Rk}muiﬂ-lmt visits and the average number of times homemaker service were used
are not shown since both figures would be less than 0.05. The number of social services provided is not available.
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Table 4. Estimates of new admissions to the Rich-
mond Home Medical Care Program, by source of
referral, July 1951=June 1952 !

New admissions 2

———— o

Source of referral

| Number | Percent
A 1 B e e P -| 2 030 10}
Hospitals, inpntimlts‘____________| | ' 2
Outpatient departments and elinies. 278 14
Murzing agencies_._______.______ -| 199 110
Social agencies.___ o ._o... 144 7
Patients or relatives______________ 1, 2099 fid
Other sources (private physicians,
poliee, nursing homes, ete.)______ ] 59 3

I Figures are estimates based on recorded data for the
ealendar vear 1951 and adjusted upward to coineide
with the estimated inerease in the patient load.

? These data do not include readmissions.

the Family Service Society in accordance with
their established policy. The reported number
of patients who received this service was small—
52 patients, or 2 percent of the total patients.

Cther Direct Services. Upon specific request,
limited physical therapy and nutrition services
were available from students in training at the
Medical College of Virginia. Home teaching
for children was available through the publie
school system. About 1 percent of the total
patients were known to have received physical
therapy. Data were not available on home
teaching or nutrition services.

(ther Services. Hospitalization, prescribed
drugs and medical supplies, and laboratory and
other diagnostic procedures were available
through the facilities of the hospital division,
Medical College of Virginia. About three-
fourths of the patients received medications
and medical supplies, and 1 in 10 received labora-
tory services., Sickroom supplies and equipment
were made available to about 1 percent of the
patients through a loan service sponsored by
the Council of Jewish Women. Supplies pro-
vided included hospital beds, wheelchairs,
rubber sheets, hot water bottles, and a variety
of other items.

In table 3, a division has been made for the
Richmond program between diagnoses of dis-
eases that are usually chronic and those that are
usually acute, with the amount and types of
services provided to each diagnostic ecategory.
An estimated 666 patients (23 percent) on the
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program were considered to be ill with chronic
diseases and 2,244 (77 percent) patients were
considered to be ill with acute diseases. Pa-
tients treated for chroniec diseases received
relatively much more of the various services
than those treated for acute diseases. For
example, 40 percent of the home medical visits
and 72 percent of the nursing visits were made
to chronically ill patients, and 45 percent of the
social service cases were from this group. The
same trend of larger amounts of service provided
to chronically ill patients was apparent for all
other services.

This pattern is verified by the data showing
the average number of services provided per
patient. More than twice as many home medi-
cal visits and about nine times as many nursing
visits were made to patients with chronie
diagnoses as were made to acutely ill patients.
A 6-month sample of medical visits during the
period showed that 55 percent of the chronically
il patients received 3 or more medical visits
during the 6 months, whereas only 33 percent
of the acutely ill patients received 3 wvisits.

Table 5. Estimates of total patients receiving home
care and new admissions to the Richmond Home
Medical Care Program, by age and sex, July 1951-
June 1952 1

Number Percent
Age group _“____"1___"__"']" T
{years) | m L ey X Fe-
T'otal l"r!lulln:'i male | Total M:ﬂvl ST
All patients receiving home care
R aet
Total .- 2, 9101, 240;1. 6701 100, 100; 100
Under 15_.__.__.{1, 500 757| 752 52 61| 45
45-04_____ . __. 342 149 193 12 12 11

1b-44. ... ‘ Ga7( laby 47s 21 12 29

4331 185 247 15 15| 15
| |

e —— — e o E— E—T— T T e T

New admissions to the program 2

+ SHPEDEN L T
. |
Total____/2,030{ 883/1,147| 100{ 100 100
Under 15..ooeeo. 1,088 535 533 53] 61 46
1544 . | 447 115 332 23 13 29
At oian = | 235) 12| 123 1| 12} N
Ghandover._____ i EH!’.If 121 ].]'.}i l-Ii 14 14

1 Figures are estimates based on recorded data for
the calendar year 1951 and adjusted upward to coineide
with the estimated increase in the patient load.

2 These data do not include readmissions,

23



Table 6. FEstimates of patients receiving home care, Richmond Home Medical Care Program, by primary
dingnostic eategory, July 1951=June 19521

Patients
receiving
serviee
Primary diagnostic eategory 4 ok R T
Num-| Per-
her | cent
o e e Loy A 1040 |
Diagnoses usually chronie ¥ __.______.| 666 E_._Ll
Tubereulosis, all forms (001-019) 35 1|
Malignant ﬂEﬂT'IhL‘xl“‘\- (140-206) .- 52 2
Allergiz disorders (240-245) _ 2 : hHd 2
Diabetes mellitus (2600 ___ 29 1
Psychoneuroses and |1'3uim-{=- (300~
S18) 5 R 47 |
Vascular le sions  affec timg “central
nervous system (330-334) ______ . riLe) 3
(Other diseases of central nervous sys-
tem (340-357) .. 206 E
izeaszez of heart {4]{!—143]_._..... 140 5
Other diseases of eirenlatory svstem
(400102, 444468) 75 R oS =1 3
Um-uw:- of genitourinary svstem
(500-6G37T). BT 3
";rl:]tr!i:.-‘t and rheumatism {7"'“ 727) 45 1
(Other diseases of bones and organs of
movement (T30-T449) S fi ()
Diagnoses usually acute, total® ... 2 .-EH 77

Certain  infective and parasitio dis-

aases  common  among  children @

(050, 055, 056, 085, 059) . _____ H04 14
Other infertive and paragitic diseases

(020-049, 051054, 067084, (E6G-

0R8, 090-138) - - - _ - 148 5

| Figures are estimates based on recorded data for the
calendar yvear 1951 and adjusted upward to coineide
with the estimated inerease in the patient load,

I When patients ncmxe care for more than one diag-
nogis, the primary diaznosis is user . Figures in paren-
theses are Sivth Revision, International List numbers,

3 The division of the diaznostic ecatezories between
chronic and acute is arbitrary and based upon general

For this study an arbitrary division was made
between the chronic and acute illness categories,
and it is possible that some patients would
actually belong in the opposite ecategory if
individual analyses of the cases were made.
Most of the division of the general diagnostic
categories between chronie and acute was based
upon general usage, but some decisions were
based upon specific characteristics of the types
of patients served in this program.

More detailed data on amounts and types of
services provided to patients by diagnostic
category will be found in tables 11-14. Since
many of the individual diagnostic categories
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e ——————— ——

|  Patients
| receiving
service
Primary diagnostie category?

| Num- | Per-
ber J cent

|

| Diagnoses usually acute—Continued

Aleoholism, acute (322.0)____________| 35 1
Dizeases of eye (370-389) . ________| 17 1
Diseases of ear and mastoidl process

o T e e e | a8 1
Acute upper resviratory infestions

and ]'I".I e-rl,mn]n of tonsils and |

adenoids (470-475, 5100 __ .. __ i34 | 22
Influenza and prneumonia (450-493)_ _ 105 | 1
Other diseases of respiratory system |

(500-502, 511-527) ... e 7| 3
Dizeases of digestive svstem (530- |

B T e LU S 131 | 4
Complications of ji]‘E;"n!ll. v r-l-|1r1. |

hirth, and the pue r'pq.rmm (G40~ ; |
BO2: OTD=RBM -l o s e 35 1

; |
Diseases of skin and cellular tissue |

(OD=TI0) s o o s e 47 | 2
Congenital malformations -lr'n{! dis- |

eazes  reculinr to early infaney |

CTRO=T70y oLl o Sl T e 1
Accidents, poisonings, and violenee |

(NEO0-X090) _ BORR . M 0 [ 67 | 2
Other specified {‘wv L5es {mmdlm]j-. .l 44 2
Bvmptoms, senility, and ill-defined

dizeases (TRO-795) _ - . _____ 114 1
Special conditions and  unspecified

diggnoses (YOO=-Y00) & __________. 28R 10}

usage, but some were selegted because of the particular
cazes served on this program.

 Less than 0.5 percent,

i Idizeases included are searlet fever, diphtheria,
whooping cough, measles, and mumps.

& Prenatal care and postpartum observation without
abnormal symptoms are included, as well as medical
examinations when no diagnosis was specified.

shown in these tables are relatively small,
great caution should be exercised in using the
figures. It is certain that no econclusion that
similar amounts of the services would be utilized
for other groups of patients falling within the
same diagnostic eategories can be reached.

Characteristics of Patients
Approximately 2,900 individuals received
services during the fiscal vear 1951-52, of whom
about 2,000 were admitted to the program for
the first time. The data in table 4 show that
the patients themselves or their relatives ac-
count for about 64 percent of the initial requests
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for services. Nursing and social agencies re-
ferred 17 percent. About 14 percent of the ad-
missions were referred by outpatient’ depart-
ments or clinics and 5 percent were referred
from other sources.

Age, Sex, and Diagnosis. Of the estimated
total patients receiving care in the home, about
52 percent were under 15 yvears of age, 21 per-
cent were in the 15-44 age group, and 27 per-
cent were 45 years of age and older (table 5).

About 400 more females than males received
care. Most of this difference may be accounted
for by women patients in the reproductive vears
(15-44). At these ages about three times more
females than males received services.

1t is evident from the data in table 6 that vir-
tually all types of acute and chronic illnesses
were treated on the home care program. More
than three-fourths of the patients (77 percent)
received care for acute illnesses. The remaining
23 percent had illnesses that were usually
chronic in nature.

Of the many types of illnesses cared for, two
diagnostic groups together accounted for about
36 percent of the total caseload during the year:
(a) ‘‘eertain infective and parasitic diseases
common among children,” including scarlet
fever, whooping cough, measles, mumps, and
diphtheria; and (b) “acute upper respiratory in-
fections and hypertrophy of tonsils and ade-
noids” (table 6). Since this table shows only
an unduplicated count of patients and their
primary diagnoses during the year, it does not
indicate the total number of times patients may
have been readmitted to the program for treat-
ment for the same or different diseases. (All
tables showing diagnostic data in this report in-
clude only the primary diagnoses of patients.)

The largest chronic disease category was the
total cardiovascular disease group (heart dis-
ease, other circulatory disease, and vascular
lesions affecting the central nervous system),
which comprised about 11 percent of the total
caseload. Almost half of the patients in the
cardiovascular group were treated for heart
disease,

In table 7, the total numbers of patients
treated for acute and chronic diseases are shown
by age groups. The largest number of patients
(77 percent) were treated for acute diseases.
Of those patients, 65 percent were under 15
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years of age and about 85 percent were under
45 years of age. Conversely, only 7 percent of
the chronically ill patients were children under
15 years of age and only 35 percent were pa-
tients under 45 years of age.

Discharges, Table 8 shows the number of
discharges, by reason, from the home eare pro-
gram during the fiscal year. Because some
patients were readmitted to and discharged
from the program more than once during the
year, the total number of patients discharged is
a duplicated count.

About half of the discharges were made with
no further medical care indicated. Probably
many of these were patients with acute upper
respiratory infections, acute infective diseases,
or other acute illnesses with no apparent com-
plications. However, about 47 percent of the
discharges were made to hospitals and other
institutions, to outpatient departments, or to
private physicians for further care.

Home Care and Professional Education

The Medical College of Virginia has used the
facilities of the home care program for training
residents since July 1949 and for teaching
medical students since December 1949, The
School of Social Work of the Richmond Profes-
sional Institute of the College of William and
Mary assigned students for field work experi-
ence during the academic year 1951-52.

During that year all of the junior assistant
residents in medicine and all of the 101 senior
medical students were assigned to the home
care program for field training. Two social
work students were assigned to the program in
the same academic year.

Medieal Fiducation

Graduate and undergraduate medical educa-
tion in the home care program was the direct
responsibility of the part-time elinical director,
with the assistance of the two part-time pre-
ceptors. The director of public health, who
had overall responsibility for the home ecare
program, was also professor of community
medicine at the Medical College of Virginia.
Other staff members of the Richmond Depart-
ment of Public Health had faculty appoint-
ments at the college. These dual responsibili-
ties Jhave brought about a close relationship

25



Table 7. Estimates! of patients with acute and
with chronie illness,? Hichmond Home Medieal
Care Program, by age group, July 1951=June 1952

il | -
| Number Percent
|
e In
Bl be |3 |2 |
Age proup 2 |= - 2 |= e
(vears) = | E = E = % i §
& B, | o | =3 = = =
lEr|les| . _ |BA |28
NS R = o =
s e et il e
B |G | < =[5 | =
I :__ |__ |
Total, all ages_|2, 910/ 6662, 244| 1000 100; 100
Under 15__._____|1, o049 4Ti1,dﬁﬂ 52 '.T| 5
15-44. . ... 637 188 4389 21} 28 20
45-84 - SR oE 342| 201 141f 12| 30 6
Ghandover.._...| 432 23ﬂ| 202 14] 35I 0

1Al figures shown are estimates, baged upon recorded
data for the calendar year 1951 and adjusted upward to
coineide with an estimated inerease in the patient load.

2 The division of the diagnostic categories between
chronic and acute is arbitrary and based upon general
usage, but some were gelected because of the particular
eases served on this program.

between the department of public health and
the medical college. Close working and teach-
ing relationships were further fostered through
the operation of the medical aid bureau by the
department of public health.

Graduate Education. When the Richmond
Area Community Couneil committee studied the
problems of care of the indigent in 1947, one of
the recommendations was ‘“‘that there be
established within the Medical College of
Virginia three residents in general practice,
and that these residents should work under the
supervision of the part-time faculty preceptors.”

Each junior assistant resident in internal
medicine at the Medical College of Virginia
Hospital spent approximately 6 weeks full time
with the home care program. Two residents
were assigned at a time.

Their duties and responsibilities included :

1. Care of patients in their homes.

2. Supervision of student activities (a re-
sponsibility shared with the elinical director and
the two preceptors).

(@) Visiting patients with students on a
selective basis.

(b) Review and approval of students’ pro-
posed therapeutic plans for patient care.

(e) Review and signing of prescriptions.

(d) Approval of students’ requests for ambu-
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lance serviee and referral of patients to other
facilities.

(e) Review and eountersigning of students’
records.

3. Attendance at case conferences.

4. Attendance at ward rounds on hospital-
ized home care patients with the clinical direc-
tor or the preceptors.

[Undergraduate Fducation. As outlined by
the Medical College of Virginia, the objectives
of using the home care program for the training
of medical students were:

1. To introduce students by practice and
experience to the community resources avail-
able to patients.

2. To provide students with the practical
experience of serving as private physicians,

3. To give students an opportunity to see
how continuity of care for patients may be
provided in a community setting.

4. To give students an awareness concerning
public health problems, disease prevention, and
social and medical relationships involved in
community medicine.

As a part of the fourth-yvear curriculum, each
student spent 3 weeks full time on the home

Table 8. Estimates! of tients discharged from
home care, Richmond Home Medical re Pro-

gram, by reason for discharge, July 1951=June
1952

Patients dis-
charged 2
Reason for discharge
Num-| Per-
ber | cent
f b7 ) T e S SR S e S et iﬂ‘ =62 100
Mo further medical care indieated______[1, 924 a0
To outpatient departments___.._._____| 643 17
To hospitals and other institutions *____|1, 085 28
{ BT et e e e s oS e 43 1
Against medical adviee_______________ 4| (%)
Referred to private physicians_ ________ 70 2
Moved out of town_ __ ____ ___________ a3 o

LAl figures shown are estimates, based upon re-
corded data for the calendar year 1951 and adjusted
upward to coincide with an estimated inereaze in the
patient load.

* Figures shown for patients discharged are not an
unduplieated count. If a patient was readmitted and
diseharged more than once during the year, each time
ig counted as a patient discharge.

# Includes nursing  homes,
eustodial institutions, and so on,

¢ Less than 0.5 percent.

convalescent  homes,
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care program. Students were assigned in
groups of eight. During their assignment,
pairs of students covered each of the four
geographie distriets of the city, weekdays, 8 a. m.
to 5 p. m. Evenings, from 5 p. m. to 8 p. m.,
and weekends, from 8 a. m. to 8 p. m_, two
students answered all calls on a rotational basis.
The students were under the supervision of the
junior assistant residents, the two precepiors,
dnd the elinieal director.

The specific duties and responsibilities of the
medical students were:

1. To wvisit and examine assigned patients
referred to the home eare program and to plan
with the preceptor or the resident for treatment.

2. To maintain the patient’s medical charts,

3. To recognize the patient’s needs for addi-
tional services, such as specialty consultation,
nursing, and social and homemaking services,
and to request such services after receiving ap-
proval from the elinical director or one of his
assistants,

4. To participate in the regularly scheduled
case conferences.

5. To attend weekly ward rounds with the
clinical director or preceptor on hospitalized
home care patients.

6. To attend weekly seminars on public
health and community medicine.

Approximately 3 hours of the first day of the
student's assignment to the program were spent
in orientation, which mmcluded instruction on
the aims of the program, methods of providing
care in the home, the role of the social worker
in the program, the availability of community
resources, and the details of operation of the
home ecare program. The elinical director or
his assistants, the chief social worker, and the
administrative assistant and members of his
staff participated in the orientation of students.
Printed materials prepared by the clinical direc-
tor, explaining the wvarious phases of the
program, were given te each student.

Visits to patients were made by the students
in pairs, or a supervisor accompanied them.
Following a visit to a patient, the students
requested a followup visit by a junior assistant
resident if the patient’s medical condition
presented difficulties.

During the 6-month period July-December
1951, about one-fifth of the 1,432 home ecare
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patients were visited by the medieal students
only and were not seen at any time by the
resident physicians or by the preceptors on the
program (table 9). Of the 310 patients visited
only by medical students, 42 had diagnoses
classified as chronie. Most of the remainder
were treated for upper respiratory infections,
children’s infectious diseases, and minor tranma
due to accidents.

Table 9. Medical visits to patients on Richmond
Home Medical Care Program, July-December 1951

X um- Diiagnosiz

N -
Vizits made by— ":-}:i:l_ e ot
visits

tients | Chronie, Acute

1, 432 331 1,051 | 4,731

Phyvzicians and students

ikl - oG

together_ - _ L e 1, 122 349 783 | 2, 655
Stucents alone_________| 310 42 268 | 2076
1 visit only S 193 25 T i A
b T R 79 11 (15 (SIS,
3 or more visits ; 35 3 e L p (YT

Although about four-fifths of the patients re-
ceived home wvisits at some time during this
period from physicians as well as from medieal
students, almost 44 percent of the total medical
visits were made by students unaccompanied
by physicians (table 9). Without the services
of the medical students, it would have heen
necessary to increase the number of physicians
in order to take care of the patient load.

For detailed data on visits by physicians and
students to patients, by diagnostic category, see
table 14.

Informal conferences were held daily by the
students and their supervisors. In these con-
ferences, the students’ cases were discussed,
plans were made for patient care, records were
reviewed and countersigned, prescriptions were
approved and signed, and referrals to other
community agencies were approved. A mem-
ber of the social service staff was available for
these conferences to point up the social and
emotional needs of patients and their families,
and to accept referrals to social service from the
medical supervisors and students. "

Teaching and supervision were further en-
hanced through periodic review of records by
the residents and preceptors, by visits to the
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Table 10. [Number of patiemis receiving services
from the Richmond Home Medieal Care Pro-
gram, November 1949=June 1952, by fiscal year

Pa Medi- | Nurs-
Diate T cal ing
tents | yicite | visits
November 19489-Tdecember
15 P e e 3,441 | 9, 385 | 1, 301
July 1050=-June 1961 ....-..| 2, 486 | § 147 | 2 B87
July 1951-June 1952_________ *2 010 | 9674 | 3, 448

? Estimate.

I 14 months.

homes of selected patients by the clinical diree-
tor or preceptors with the students, and by
regularly scheduled case conferences, planned
to help the students correlate medical and social
information related to patient care. The clin-
ical director, or one of his assistants, and the
chiefl social worker selected cases for discussion
from the list of active cases on the home care
program. Six or eight cases were selected for
each conference, and students were encouraged
to initiate discussion on any or all of them.

Social Work Education

During the academic year 1951-52, two sec-
ond-year students from the School of Social
Work of the Richmond Professional Institute
were assigned to the home care program for
field work experience under the supervision of
the chief social worker.

Students were selected on the basis of their
expressed interest in social work in a medical
setting. They spent 2% days each week in
home care from October to June, with the ex-
ception of the school vacation periods. The
school required 1% hours a week of individual
conferences with the field supervisor. Liaison
between the field supervisor in the home care
program and the School of Social Work was
maintained by the faculty adviser from the
school, who visited the home care program twice
a semester to read student records and to dis-
cuss the students’ field work experience with the
field supervisor.

During the first week of their assignment to
the program, the students were given a brief
orientation, during which they met the staff and
learned policies and procedures. An average
of 10 eases a month were assigned to each stu-
dent by the chief social worker. The supervisor
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selected cases that would give the students the
broadest possible experience within the limits
of the setting.

The students worked with patients and fam-
ilies in situations in which the social problems
were directly related to the illness and in which
the family and the patient needed help in under-
standing and adjusting to the problems created
by the illness. The students were also given
an opportunity, through case situations, to
work cooperatively with community social
agencies. In thesesituations, the students were
responsible both for interpreting medical ree-
ommendations to the social agencies and for
bringing significant social data to the medical
staff of the home care program,

The social work students were responsible for
providing casework services to patients, for
maintaining social service records, for preparing
summary reports to be included in medical
records, and for attending stafl conferences.

Developments Within the Program

Changes occeurring since the ineeption of the
program have been relatively minor. Because
of stafling difficulties, the area served during the
latter part of 1949 was limited, but on July 1,
1950, it was expanded to include the entire city.
On July 1, 1951, dental extractions and, upon
request, nutritional and physieal therapy serv-
1ces were provided by students from the Med-
ical College of Virginia Hospital. The mediecal
social service staff was increased from 1 in 1949
to 3 in 1951.

The staff of the Richmond Home Medical
Care Program would like the following services
added to the program:

1. The services of a psychiatric consultant
to work with staff members in planning patient
care.

2. Rehabilitation services to include a physi-
atrist who could evaluate in the home a patient’s
potential for physical restoration.

3. Occupational therapy and nutrition serv-
ices directly available in the program.

4. Messenger services as needed for delivery
of supplies to patients,

5. The orientation program for medieal stu-
dents to be amplified to include more informa-
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Table 11. Number of patients and numbers of services ! provided by the Richmond Home Medical Care
Program, by primary diagnostic category of patients, July 1951=June 1952

Mumber of viaits Number of I,Lr;ﬁ‘i gervices were
T?m]is o
: : : o patients| A~
Primary diagnostic category iy | Medi- Sie <.
gram | Medi- | cal | Nurs- | receiv- | Labo- | Home- Dam_m
cal |special-| ing ing g8 ratory | maker ptlﬂn
[ ist gocial
BETVices
e e aan] 2 0107|9684 | 40 | 3, 448 637 | 5,728 490 04 378
Diagnoses usually chronie, total *_ _ _ . 666 | 3, 836 24 | 2 468 287 | 2, 2322 | 266 I 63 228
Tuberculosis, all forms...________ 35 185 |- -ome. a7 158 02 b2 (S 10
Malignant neoplasms_____________| 52 | 472 2| 408 34 | 286 30| 14 | 43
Allergic disorders_ _ .. ____________ 52 229 2 3 14 160 IS, ' 3
Diabetes mellitus.. . _________.___ st PEH B e D | 179 | 14 166 33 7 20
Psychoneuroses and psychoses_ _ ___ 47 125 2 7 24 63 3 7| G
Vascular lesions affecting ceniral v
nervous syslem . - - - _-___ 76 434 2 183 43 2000 19 1 a5
Other diseases of central nervous | = - i

‘E']'Et-e:m_“.._______________.._.._ 25 116 2 48 10 | 7 3 2 17
Dizeases of heart.. o ______ 1400 | 1, 165 10 838 | 61 | 660 47 12 46
Other diseases of circulatory system. 81| 511 1 390 41 292 42 14 15
Diizeases of genitourinary system__ a7 | 241 1 34 16 120 | ar 2 19
Arthritis and rheumatism._ ________ 35 135 2 (il 10 | 02 13 4 11
Other diseases of bones and organs | . i .

i movement . .o cc oo 6 | T (S SR . 2 | 17 | i f) d 3

Diagnoses usually acute, total *______ 2 244 | 5, 798 16 Q80 aal I 3, H06 224 | al 150
Certain infective and parasitic - |

diseases common among chil- | | =

et e e e e | 404 | 1,146 | i 83 a8 751 15 2| b
Other infective and parasitie dis- |

CASES. - ... : S Rl R R, 148 T e B 207 | 12 206 18 2 8
Alecoholism, aewte_ _ _____________. 35 BT 1 T 10 40 2 1 3
Diseases of eye. . oo ____ 17 B o 10 4 17 2 2 2
Diseases of ear and mastoid process._ 38 g S SRR 2 | 74 1Y VTt R
Apute upper respiratory infections | |

and hypertrophy of tonsils and | | :

(P e - P i S S e 634 | 1,511 2 | 103 73 | 1,066 41 12 6
Influenza and pneumonia. - _______ 105 4 1 AR 41 20 | 202 a4 2 14
Other discases of respiratory sys- | ! ,

oo Pt i sy O I R AT 79 o b e S| a0 15 229 19 | 2 8
Diseases of digestive system._ ... _. 131 328 1 21 | 20 183 15 | 1| 15
Complications of pregnancy, child- | |

birth, and the puerperiuvm._____ 35 (7] B S il 31 | 5 29 - T R -| 10
Diseases of skin and cellular tissue_ G Pt R T 72 16 126 v 5 Ry i1
Congenital malformations and dis- e

eases peculiar to early infaney_ __ as a7 1 | i 1 11 2 :i-’ |]3
Acecidents, poisonings, and violence. 67 212 4 100 2 69 B 2 20
gt—he:r specified fise&scsi i _| 44 125 1 | 121 13 | 52 17 B NN )

mptoms, senility, and ill-defin =

i e ey | 114 | 405 1| e2| a1| 208| a3 2 25
Special conditions and unspecified

R o T P TR ST 288 | 424 1| 7| & ‘ 155 | 14 1 11

| : |

1 All figures shown are estimates, based upon recorded data for the calendar year and adjusted upward to
eoincide with the estimated increase in the patient load. h

2 The primary diagnosis is shown for which patients were given services at some time during the year (or at
time of admission for newly admitted patients). Sixth Revision, International List numbers for each diagnostic

category are shown in table 6. £ .
3 The division of the diagnostic categories between chronic and acute is arbitrary. Most of the selection was

based upon general usage, but some were selected because of the partienlar cases served on this program.
4 Diseases included are searlet fever, diptheria, measles, mumps, and whooping cough.
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tion relating to nursing and to how the nurse  ber 1949, During the 32-month period Novem-

functions in the community. ber 1949=June 1952, more than 6,600 different
Data on the number of patients served by  patients received services through the home
this program were not available before Novem-  care program.

Table 12. Percentage! of total patients and of various services provided by the Richmond Home Medical Care
Program, by dingnostic category of patients, July 1951=June 1952

| .
. - Fa- | |
Total £ oal ;
: Medical tients -

Primary diagnoztic category 2 lmt;::m.b Medieal| specialy Nurs- | receiv- Dirugs | ;ﬂn:tn::

L & £0oT] 2 visits ist | ing ing oratory| maker | £
Tt visits | visits | social
| ERIEE services, I'

Diagnoses usually chronie®___________ I 23 40 il 72 45 | ay a4 67 60
Tuberculosis, all forms____________| 1 18 R 15 9 | 3 2 o [ AL 3
Malignant neoplasms__ ___________| 2 i) 5 12 ) ] b 15 11
Allergie disorders_ ... ___________ 2 | 2 &l M 2 3 ) B 1
Diabetes mellitus. .o oo oo oo ee. 1 | B | B 2 3 7 8 5
Pzychoneuroses and psychoses. 1 1 ] 4 1 1 8 2
Vascular lesions affecting central |

MArVOLE BVSeM . oo e e 3 5 o b | 7 3 4 1 9
(Oher diseases of central nervous | |

L et e R P ] 1 1 5 | | 2 1 1 2 4
Diseases of hesrt..___________ . ___ 5 12 25 | 24 | 10 12 9 13 12
Other diseases of eirenlatory system._ 3 5 1| 11 | 6 b | 8 15 4
Izeases of genitourinary svstem_ _ 3 3 2| 1 | 2 2 7 2 5
Arthritiz= and rheumatism__________ 1 1 5 2 '] ) | z 4 3
Other diseases of boaes and organs | { |

of movement . oo eees (D T | o A e e () | Lol oty i 1

Diagnoses uzually acute, total ¥ ____ .. (ki ! G0 40 | 28 | 5d | 61 | 46 33 40
Certain infective and parasitic | '

digeazes common among chil-

PR e e e e 14 12 10 2 fi 13 3 2 1
Other infective and parasitic diseases_| 5 I P S O 2 4 | 4 2 2
Alcoholism, acute.________________ 1 1 3 [ 2 1 | (*) 1 1
Diceases of eyo__ . ______._______ 1 P | e ] 1 (&) (*) b 1
Diseases of ear and mastoid process_ 1 | ] P o] S Y i T L) e P e i) R < S
Acute upper respiratory infections i . |

and hypertrophy of tonsils aad [ I - |

Reele bl e R 22 16 | 5| 3 11 | 19 | 5 13 1
Influenza and pneumonia_________ 4 4 | 4 | ....... ' 1 | 3 5 | i 2 4
Other diseases of respiratory sEVelem 3 | e, o e | 1 21 4 | 4 2 2
Diseases of digestive system_______ 4 4 | 3 | 1 | 3 | 3 | 3 1 4
Complieations of pregnancy, child- I | i |

birth, and the puerperium. _____ 1 1 B pitrestir 13 1 | i) LA Lt s 3
Dizeases of skin and cellular tissue_ . 2 | PP | 2| 3 | 2 1| SRR e 3
Congenital malformations  and | '

diseases peculiar to early infancy . 1%} 1 3 (%) 1| @ LR 2 1
Aceidents. poisonings, and violenee._ o | 10 3 | 1 2| 2 5
Other speeified diseases_ __________ gl 1 o 4 @ 1 1 T 0
Bymptoms, senility, and ill-defined :

T S e e e LR 4 | 4 a| 2 6 | 4 7 2 T
Special conditions and unspecified | |

elibinReg " SN e s | 10 | 4 2 2 b 3 3 1 3

1 All figures shnwl} are estimates, based upon recorded data for the calendar year and adjusted upward to coincide
with the estimated increase in the patient load.

? The primary diagnosis is shown for which patients were given services at some time during the vear (or at time
of admission for newly admitted patients). Sixth Revision, International List numbers for m(ﬁ-. diagnostic eategory
are shown in table 6. ;

? The division of the diagnostic categories between chronic and acute is arbitrary. Most of the selection was based
upon general usage, but some were selected because of the particular eases served on this program.

4 Less than 0.5 percent.

# Diseases included are searlet fever, diphtheria, measles, mumps, and whooping cough,
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Since November 1949, the Richmond program
has been providing home care services to about
2,500 to 3,000 different patients per vear, The
number of home medical visits to patients has
totaled more than 9,000 each year, and the
number of nursing visits has shown a steady
increase each year, from about 1,000 to more
than 3,400 for the 1951-52 fiscal vear (table 10),

Collection of Data

The Richmond program utilized IBM equip-
ment to obtain statistical information on pa-

tients and services provided.

Monthly sum-

mary sheets made from the central patient
records showed all patients who received serv-

ices during the past month.

IBM cards were

then punched for each patient from the codde

Table 13. Average number! of various a-elnim iven by the Richmond Home Medical Care Program, by
diagnostic category of patients, July 1951=-June 1952

e

|
' | Times Times Times
: Total | Medieal | Nursing |  drugs laboratory | transpor-
Primary diagnostic category ? patients | visits vigits | supplied, | serviees [tation sup-
| in per per per used, per | plied, per
iprugram patient | patient patient patient patient
Lo A S el TF Rl o MO M ] i B T 3.3 1.2 2.0 02 0.1
Diagnoses usually chronic, total_____________ i 5.8 | 3T 3.3 .4 .3
Tuberculosis, all forms______________________ 35 39 0.1 26 . B .3
Malignant neoplasms _ _ : i 3 52 9.1 TT 5.5 T .8
Allergie disorders. __________________________ 52 4.3 | 3.1 l .1
Diabetes mellitus.._ ___ € o PARE M LS 29 | 8.3 6. 2 5.7 1.1 a
Paychoneuroses and psychoses_ o ___________ 47 | LT 1 1. 3 .1 = |
Vascular lesions affecting central nervous I
iy P e S e e S e ey R Th 5T 2.4 2.6 | e D
Other diseases of central nervous system._ .. _. 26 | 4.5 | 1.8 2.8 gl o
Pinanses of eanet - o0 o o ol She T il 140 | 83| 6. 0 4.7 3 -3
Other diseases of circulatory systemn. ... ... 81 | 6 3 | 4. 5 3.6 | .5 . 3
Diseases of genitourinary system._ _ ___________ | 87 | 2.8 | . 1. 4 .4 S
Arthritis and rheumatism___________________| 54 3.9 1, B 2.6 | -4 -3
Other diseases of bones and organs of move- |
T e e M e e L fi | e iy (ot e 2. 8 .B . 5
Diagnoses usually acute, total *__ _ . _ e o 2,244 | 2.6 | 4 1. 6 | a1
Certain infective and parasitic diseases com- ' | .
mon among childrem d____________________. 404 2.8 | .2 1.9 (%) (*)
Other infective and parasitie diseases_ ________ 148 2.4 | 1. 4 1.4 ol w1
al Et T o B T P R et e el a5 25 | .2 1. 1 wal o |
T R R - e S E D L e oL ; 17 2.3 | . B 1. 0 il v 1
Diseaszes of car and mastoid process___________| 3R 25 I ...... 1.0 | EN R ool
Acute upper respiratory infections and hyper- |
trophy of tonsils and adenoids. . ... .. ... 634 | 24 s 1. 7 il (*)
Influenza and poevmenia. . __________ 105 | 3.8 .4 28| -3 .1
Other diseases of respiratory syvstem. - .. .. 79 40 || 20 i .
Diseases of digestive svetemn_ - _______________ 131 | 2.5 -3 | ]. 4 1 .1
Complications of pregnancy, childbirth and
the poerperlam:= -0 oo = o i e R 35 1.8 .9 | .8 | . 3
Diseases of skin and cellular tisswe.___________ 67 3.3 1.1 | 1.9 (*) . 2
Congenital malformations and discases peculiar |
RO ERELY TR - o o o o e e o 38 1.8 | . el =1
Accidents, poisonings, and violenee__________. i 3.2 1. 5 1.0 el . O
Other specified diseases_ . ..o .. . 44 2.8 2.7 | 1.2 .3 .2
Symptoms, senility, and ill-defined diseases___ . 114 3. 6 -5 | 1.8 .3 | .2
Special conditions and unspecified diagnoses 288 1. & .3 l .3 (% ()

1 All figures shown are estimates, based upon recorded data for the calendar year and adjusted upward to

eoineide with the estimated increase in the patient load.

* The primary diagnosis is shown for which patients were given services at some time during the year (or at

time of admizsion for newly admitted patiemts).
category are shown in table 6.

Sixth Revision, International List numbers for each diagnostic

3 The division of the diagnostic categories between chronic and acute is arbitrary and based upon general usaze

but sonte were selected beeause of the particular cases served on this p
4 Dizeases included are searlet fever, diphtheria, measles, mumps, an

5 Less than 0.05,
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m,

whooping cough,
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summary sheets, and machine tabulations, pri-  used for program planning anii administration,
marily of annual data, were made. Monthly  teaching of medical students in the home care
hand tallies were kept of the total numbers of  program, community planning, and refsanrch.
patients. served, medical visits, and nursing For this program, the study team decided to
visits. The statistical data collected have been  use the fiscal year July 1951-June 1952 as the

Table 14. Number and percentage ! of various types of medical visits, Richmond Home Medical Care Program,
by diagnostic category of patients, July=December 1951

Number Percent
Visits made by— Visits made by—
Primary diagnostic category 2 Total Total
medicall o, ; medical] g, :
visits | gonte | Resi- Precep-| visits | 3. . | Resi- | Precep-
alone | dents tors alone | dents tors
e e e e 4,727 | 2,075 | 2, 300 a52 100 100 100 100
Diagnoses usually chronie, total 5____________ 1,960 | 765 | 969 | 2263 41| 87 42 | »i64
Tuberculosis, all fOrmMS . - - - oo oo oo oemeee e 67 22 32 13 1 1 1 4
Malignant neoplasms____________________| 248 88 121 30 5 4 5 11
Allergie disorders.__ .. __.._. BRI R 124 59 59 (i 3 3 2 1
Diabetes mellitus._ - - oo 124 42 68 14 3 2 3 4
Psychoneuroses and psychoses____________ 7 20 33 4 1 1 L 1 1
Yaseular lesions affecting central nervous
o) T R e e A L S 234 04 114 26 7] i) 5 T
Other diseases of central nervous system._ ___ 43 20 18 5 1 1 1 1
Digesesa of heart o0 Dot i S ran 585 | 217 298 7 12 11 13 20
Other dizeases of eirculatory system________| 212 | 87 107 18 4 4 5 5
Diseases of genitourinary system.___________ | 138 | 63 65 10 3 3 3 3
Arthritis and rheumatism_________________| 06 44 39 13 2 2 2 4
Other diseases of bones and organs of move- i
AT N e S G T R | 32 o 15 8 LI 1 3
Diagnoses usually acute, total ®______________ | 2, 767 | 1,310 | 1,331 126 59 | 63 58 | 36
Certain infeetive and parasitic diseases |
eommon among children & _ _________ 611 aa7 266 5 13 16 i2 2
Other infective and parasitic diseases______ 108 43 | ah 10 2 2 2 3
Alchoholiem; aeade i i i it 49 10 | 36 | 3 1 () 1
Dizseases of eve________ e | Ty e oty 0 2 7 | Bl () (4 ) Rl (e
Diseaszes of ear and mastoid process________ 35 19 iz S 1 1 B R | Bl g
Aeute upper respiratory infections and
hypertrophy of tonsils and adenoids_____ 730 380 335 15 15 18 | 15 4
Influenza and poneumonia_ .. _____________ 141 (it} a7 16 3 3| 2 5
Other diseases of respiratory system._______ 00 a0 52 7 2 2| 2 2
Dizeases of digestive system______________ 227 87 125 15 5 4 5 4
Complications of pregnancy, childbirth, and I
the puerperium._______ e e S L 26 5 16 21 1 ® 1 1
Diseases of skin and cellular tissue________ 129 61 59 9 | 3 3 3 3
Congenital malformations and diseases
peculiar to early infancy________________ 27 13 12 2 1 1 1 1
Accidents, poisonings, and violenee________ 114 40 53 12 2 3 2 3
Other specified diseases_._________________ i 39 40 7 2 2 2 2
Symptoms, senility, and ill-defined diseases_ 181 | 61 | 108 12 4 | 3 53 3
Special conditions and unspecified diagnoses_ 195 | 03 | 04 8 4 5 4 2

! All figures shown are estimates, based upon recorded data for the ealendar year and adjusted upward to coincid
Witl}.‘thl‘: estimated innrc:lnslui in the,pat{unt losd. i : ot
o[:a:i he p_nmlgry dm:’l;“giim _usts}&own for ;-;hi-::sh psl;lli]euts were given serviees at some time during the year (or at time

mizsion for newly admitte tients). Sixth Revision, Internati i 3 i
e S 15 tahe & - pa i tional List numbers for each diagnostic category

* The divizion of the diagnostic categories between chronie and acute is arbitrary and based upon general usage,
but some were selected because of the particular cases served on this PrOograim, .

* Less than 0.5 percent.

* Diseases included are scarlet fever, diphtheria, measles, mumps, and whooping cough,
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period to be studied since it was the most re-
cent fiseal period ended before the time of the
study. At that time, the summary sheet cod-
ing of individual patient records and the ma-
chine processing of data had not been com-
pleted for the 6-month period January—June
1952. Consequently, statistical data from the
IBM puncheards were obtained and tabulated
for the calendar year 1951. The program staff
was in agreement that the general types of
patients and services given had not changed

Public Health Monograph No. 35, 1955
378451 — 50— 4

from 1951 to 1952, but actual numbers of
patients and services were known to be larger.
By use of ratios, all figures were adjusted up-
ward to concur with the estimated increase in
total patients and services provided during the
fiscal year 1951-52. It was believed that the
resulting estimates of quantitative data for
1951-52 would give reliable indications of
certain general characteristics of the Richmond
home eare program,
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Montefiore Hospital Home Care Program

New York, N. Y.

Origin of the Program

Montefiore Hospital, a voluntary hospital for
chronic disease, located in the Bronx (1 of the 5
boroughs of New York City) established a
department of home care in January 1947 to
demonstrate the feasibility of caring for indigent
and medically indigent patients with long-term
illness in their homes through an extension of
hospital services.

The program was initially financed by the
New York City Cancer Committee and the
Greater New York Fund and served selected
patients living in the Bronx and upper Man-
hattan, an area easily aceessible to the hospital.

The plan for home care was projected by the
director of Montefiore Hospital i 1046 to
alleviate overcrowding in the hospital by pro-
viding extramural hospital care at home. It
was believed that it would provide a laboratory
for the observation, evaluation, and better
understanding of the social, emotional, and
environmental factors which are known to be of
ereat importance in illness. It was also ex-
pected that the program would effect savings in
the cost of hospital care and reduce the need
for costly hospital construction.

The program provided the following serviees
to patients: medical, nursing, social service,
physical and occupational therapies, house-
keeping hospitalization, medication
and medical supplies, laboratory and other
diagnostic tests, X-ray, sickroom equipment,
and transportation,

service,

Program 1951-52

This section of the report is primarily con-
cerned with a description of the home care
program during the fourth year of operation,
July 1, 1951-June 30, 1952. Statistical data
were abstracted from individual patient records
and from figures already compiled within the

34

program. Cost data were obtained directly
from records kept by the program,

Administration

The home care program was one of three sub-
divisions in the division of social medicine of
Montefiore Hospital. Administrative responsi-
hility for its operation was delegated to the
home care executive (a physician) by the chief
of the division of social medicine. In addition
to the home care executive, the staff consisted
of 4 half-time physicians, a half-time social
work supervisor and 2 full-time and 1 half-time
medical social workers, a public health nursing
consultant 1 day per week, a physical therapist,
2 occupational therapists, an administrative
secretary, 2 clerks, and 1 messenger.

The home care executive devoted approxi-
mately one-half of his time to administrative
duties and to the supervision of the home care
stafl physicians and one-half, to the care of
patients. The physicians serving on the home
care staff were practicing physicians in the
city and had appointments on the attending
stafl of the hospital.

The chief of the social service department of
Montefiore Hospital was also assistant chief of
the division of social medicine and was responsi-
ble for the social aspeets of program planning
for home care. The supervision of the home
care staff social workers was delegated to a
supervisor from the hospital social service
staff, who was assigned half-time to the home
care program,

A publie health nursing consultant from the
Visiting Nurse Service of New York spent 1
day a week in the home care program, partici-
pating in program planning, providing consulta-
tion on the nursing aspects of the program,
and serving as coordinator of nursing services to
patients,

The chief occupational therapist was re-
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sponsible for the planning and supervision of the
occupational therapy program. .

The physical therapist was responsible for
providing a variety of physical therapy treat-
ments to patients under the technical super-
vision of the home care physiatrist, one of the
staff physicians.

The administrative secretary was respgnsible
for all clerical functions in the office.

The messenger was responsible for cleaning
and maintaining equipment, packing physi-
cians' bags, maintaining a stock of medical and
sickroom supplies, and delivering these supplies
to patients when families were unable to call
for them,

Funds were available in the home care budget
to pay for limited housekeeping services in
selected situations, up to a maximum of 10
hours per week.

Arrangements were made with other depart-
ments within the hospital to provide the follow-
INg Services:

1. Medical consultation in the home or in
the outpatient clinic by physicians from the
specialty departments of the hospital.

2, X-rays in the X-ray department.

3. Processing of laboratory and other diag-
nostic tests in the hospital laboratory.

4. Medications from the hospital pharmaey.

5. Medical and sickroom supplies from the
hospital supply department.

. Hospitalization for home care patients as
needed, without delay.

Services not available within the hospital
were arranged for through working agreements
with the following community agencies:

1. The Visiting Nurse Serviceof New York was
to provide nursing consultation to the program
1 day per week at the rate of $4 per hour, and
nursing care to patients at the rate of $2.85 for
the first 45 minutes and 50 cents for each addi-
tional 15 minutes Progress reports were to be
made on patients after the first visit and each
month thereafter

2. An ambulance company was to provide
ambulance service at the rate of $8 per trip and
oxvgen and hospital equinment at scheduled
rates,

Source of Funds and Costs of Services. The
operating budget of the Montefiore Home Care
Program was $95,521.07 for the fiscal year
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1951-52. A total of 181 different patients were
on the program for 29,330 patient days during
the vear, at an average cost of $3.26 per patient
day. The sources of funds were:
Souree of fundz Amauni

Federation of Jewish Philanthropies____ 255, 004, 02
Other sourees

New York Cancer Committes. o __

Commonwealth Fund_ _______________

Patient fees (including welfare depari-

12, O, (00
16, 667. 00

ment payments) . .- ... EIED 2,355, 75
Estate of Claire H. Wedll_ ___________ 4. 405. 95
Estate of Florina Lasker____________ 4, 2849, 00

(iross income, total . _ ___ . __________ 05, G206, 72
Less payvment of New York Heart
Aszsociation (adjustment from pre-

i T -0 e o P E e e e P 105, 65

Netineome. o oo e Rh A2 OF

The Federation of Jewish Philanthropies, the
prime source of support for the Montefiore
Hospital, furnished about 59 percent of the
program budget Most of the remainder came
from various private organizations and estates,
Patient fees provided about 2 percent of the
total funds,

Detailed data on costs are shown in table 1.
Certain known administrative and overhead
costs were absorbed by Montefiore Hospital
and were not separated out for the home care
program. These costs included the part-time
services of a social work supervisor, services of
the hospital accounting and purchasing depart-
ments, and rent, heat, light, and so on.

Operational Policies and Procedures

The poliey of the home care program was to
provide care to selected indigent and medically
indigent patients with chronie illnesses living in
the Bronx and Upper Manhattan, Patients
having active pulmonary tuberculosis and men-
tal illnesses were not accepted for carve. Pa-
tients whose incomes were not adequate to meet
their medical needs were considered to be medi-
cally indigent. Patients who were financially
able to pay a maximum of $25.00 per month for
physician’s services were not eligible unless their
total medical needs exceeded that amount.

Referrals were accepted from Montefiore Hos-
pital, other health and welfare agencies, and pri-
vate physicians. Medical abstracts were ob-
tained from patient records for persons referred
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Table 1. Recorded costs of services provided by
the Montefiore Hoszpital Home Care Program,
July 1951=Jumne 1952

Type of service | Cost

T B e e R R 895, 521. 07
Direct services lo patients_______________. | 75, 483. 61
Personnel, total. ... oo-ocoeovee-----| 56, 853 85
Home care executive (half-time)__..| 4. 501. 32
Visiting physicians (4 half-time) ____| 17, 137. 94
Consulting physician’s fees.__._____| 1, 830. ()
Visiting nurse service 1____________| 4, 318 75
Social workera ¥ o .. 10, 736, D6
Physical therapist________._____._..| 3 137.74
Oecupational therapists (2)________ | & 814 26
Clinical paychologist (part-time)____| 1, 368. 50
By | e S o R P, SR L - 99, 08
Housekeepers. .- o-c—c..__.....| T, 808.30
(Other services and supplies. ... coeee ... _| 18, 629. 76
BN 0T ) o, - 1, 203. 50
3y AR T g i e e P B6T. ()

Hospital equipment *_ _____________

2, 506, 70
Medications and medical supplies. _|

9, 377. 59

Orthopedic appliances_____________ 581. 34
By glasnn: S m RS 33. 01
L e R S S Sl [ et e 1
Cecupational therapy supplies. ... 006, 44
T2 [T P e b Tl S et 525 00
1 111 e e e R T Yus ar. o
Ambulanee expense. ______________ 003. 21
Adminislration and other exrpenses______.._ 20, 037, 46

Personnel, total. o] 13, 27T. 43‘

Home care executive (half-time) 4, 501. 33

Administrative zecretary and clerks |
LR e T O e [ Sy
Messenger. ... . ... "I 1, G13. 42
Other expenses, total 4________________ | 6, 750. 98
Conference expense_.___.__._______ T46. 30
Printing and postage_____________. 145. 73
Office supplies and equipment______ 411. 21
Telephone and telegraph_ .. ... _. 480, 00
BO6. 75

Room and board—employees_ _____
Transportation of ﬁtufE ............ 2, 469, 83

Automobile maintenanee. _________| 414. 98
LT LTLEY | 443, 12
Compensation insurance. ... ._.__ 718 64
Miseellaneous . .. oL 123. 42

! Includes services of part-time nurse consultant at
#4 per hour,

2 2 full time, 1 half time. Does not include services
of part-time social work supervisor.
 * Inecludes rent of large equipment only. Does not
include small items such as bedpans, hot water bottles,
and so on,

4 Does not include such overhead expenses as the
time spent on home care by the Montefiore Hospital
accounting and purchasing department staff, or cost of
heat, light, and space.

Note: Average cost per patient day, $3.26.
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from Montefiore Hospital; and requests were
made for medical abstracts on patients referred
by private physicians and by other hospitals.
All patients referred for care were examined by
a home care physician, who consulted with the
patient’s attending physician.

All patients considered medically eligible were
referred to the medical social service staff work-
ers of the home care program for a social evalu-
ation.

Criteria for Service. Patients were considered
suitable for home care if they met certain cri-
teria. The medical eriteria were:

1. Patient had had a complete medical work-
up and the plan for treatment was such that
services could be provided in the home.

2, Patient required a physician’s wvisit at
least every 2 weeks.

The social eriteria were: .

1. A physically suitable place existed in
which the necessary care could be given.

2. There were family members or others to
assume necessary responsibilities in the home.

3. The patient was emotionally ready and
able to leave the hospital.

4. The status of family relationships and the
home conditions were conducive to the welfare
of the patient.

5. The patient's presence in the home was
not or would not be incompatible with the wel-
fare of the family.

After patients were accepted for home care
and were at home, they were referred to the
Visiting Nurse Service of New York for at least
one visit. During this visit, the patient’s need
for nursing care was evaluated and plans were
made for providing necessary nursing care,
teaching members of the family how to give
care, and giving general health instruction to
the patient and his family.

Patients accepted for home care were also
visited in their homes by the occupational ther-
apist, who determined their need for and gen-
eral interest in occupational and diversional
therapy. Following these visits, patients were
discussed with the physician and plans were
made to institute some type of therapy for
those who were interested and who were not too
sick to carry on some type of activity.

When, in the opinion of the attending physi-
cian, alone or in consultation with the physi-
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atrist, patients required physical therapy, they
were referred to the therapist with specific
orders. J

When services of community agencies were
required, the patient was referred by telephone
and the referral was later confirmed in writing
on appropriate forms.

An individual cumulative case record was
maintained for each patient and was on file in
the home care office. This record included
identifving data, medical abstract of previous
medical care, medical history and progress
notes, complete social information, and routine
summary reports from the nursing agency. Cor-
respondence and summary reports, when re-
ceived from other agencies, were incorporated
in this record.

Staff conferences were held weekly under the
leadership of the home care executive. These
conferences were devoted to discussions of
patient care and administrative policies and
procedures., When conferences were centered
around planning for patient care and involved
participation with other community agencies,
representatives from the respective agencies
were invited to attend.

Onece a month, each staff physician reviewed
his case records with a staff social worker.

Monthly conferences were held by a medical
consultant from the hospital with individual
staff physicians to review case records and to
visit selected patients with the physician.

Services to Patienis

A total of 181 different patients received serv-
ices during the fiseal year 1951-52. The
amounts and types of services provided to these
patients are indicated in table 2. (For data
by diagnostic category,see tables 10 and 11.)

Medical Services. Direct medical services to
patients in the home were provided by the home
care executive, staff physicians, and consultants
from the hospital staff. The range of medical
services included histories, physical examina-
tions, administration of medications, drawing
blood for laboratory analysis, diagnostic and
therapeutic procedures such as electrocardio-
grams, chest and abdominal taps, transfusions,
and surgical procedures. Consultant services
in most of the special fields of medicine were
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provided to patients either in their homes or
in the outpatient department of the hospital.
An average of 22 wvisits were made to each
patient on the program during the year. Using
as a base the average length of patient®stay,
which was almost 23 weeks, this would give an
average of slightly less than 1 visit per week
per patient. Consultations by medical special-
ists were provided to 72 patients, or 40 percent
of the total patients on home care during the
fiscal vear 1951-52. An average of 2.3 visits
were made to each patient receiving medical
consultant services,

Nursing Services. Direct nursing care to
patients was provided under the direction of
the Visiting Nurse Service of New York. The
range of services, as prescribed by the physi-
cians, included such care as dressings, injections,
health instruction and teaching members of
the family how to care for the patient, and
assisting the physician with such therapeutic
procedures as transfusions and surgical pro-
cedures. An average of 15.1 visits were made
to 133 patients, or about 74 percent of all pa-
tients on the program during the vear 1951-52.

Social Services. Direct medical social case-
work services in the home were provided by the
staff medical social workers. The range of serv-
ices included helping patients and families
adjust to the social and emotional problems in-
volved in having a sick person in the home;
giving support and encouragement to patients
and to families in their ability to care for
patients in the home; helping patients and
families utilize community resources to meet
economic needs and social problems not related
to the illness situation; helping patients and
families plan for patient care when home care
was no longer a suitable plan. All of the
patients were visited in the home by a medical
social worker at least once in 6 weeks, during
their stay on the program. Some of the patients
were visited much more frequently, and in some
instances their families were interviewed in the
office. During the study year, according to
summary figures provided by the social service
department, the home care medical social work-
ers had 1,235 interviews with patients and
families in the hospital or in the home care office
and 866 interviews in the home.

Physical Therapy. Physical therapy was
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provided by the staff therapist. The range of
service as prescribed by the physiatrist included
such therapeutic procedures as corrective exer-
cise, massage, short wave and ultraviolet
treatments, and wax therapy. The physical
therapist also served as a chiropodist, especially

to diabetic patients, Thirty-two patients, or
18 percent of the total, received some physical
therapy during the fiscal year. These patients
each received an average of 28.8 home visits.
Oceupational Therapy. Occupational therapy
was provided by staff therapists. The range

Table 2. Services to patients, Montefiore Hospital Home Care Program, July 1951-June 1952

Patients receiving | Average
services Number visits per
Tvpe of service | bl patient
TP ! services | receiving
i Number Percent each =ervice
o B Pyt — 8- ==
Total patients receiving service_ - . . ... 151 100. O frmmmmmmmm e e e m e
" Staft phiywisians (wisi) s inet s S SR e e oL E A R T 8 98.0 | 3,011 22.0
Medical consultations (visits) . .o ¢ eeimimasaeaa- 7 40. 0 | 1649 2.3
i {8 Ty TR Ty 1 | AR et SR e P s o e o R e L L, 133 740 2,014 15.1
|
b B R s TS T R ) e o T o] T e
Py Al e DY e e L e e e R e R e 32 | !S.E} 022 2&8
Decupatianal tharapr st A e e L 92 8l 0 G46 7.0
|
Housekeeping (howms) o e e icemmimem—————— 44 | 240 | o ] [ e .
Laboratory services ¥ _ _ _. LS e o B et U 118 | 65, 0 1 JE o R e SR
HErn R e e e e e it] i 38.0 | bl R e S S
|
Hospitaleouipmient 3 s Dl o b ko b e e = e it 880 | "'Ef_l oo oot
Medications (preseriptions)® _ . e 181 | 100, 0 0 BT e e R
Flactrocnrdiomrams ¥ s e e e L 27 15. 0 bl fe e Y
Blood tranehmtone Lo 8 e 10 | 6.0 | 2 v v S ke te
Paracenteses and thoracenteses ¥ _ . oo r o ccmcccacecscomncan D G (B | I e
Ambulanee transportation ®__________ _____________: i 1 TS T4 11, 0 | gt B e S e
LBl 7 VT Y1 e e e e N g e B it Tl S el 21 12. 0 e R e LS

N. A—Not available.

! Thiz table iz bazed upon the total number of different patients receiving any kind of service during the fiscal
vear 1851-52, Some of these patients may have been on the program for the entire year, and some only a few days.
The three patients not recorded as receiving home visitz were probably discharged from home care within aaéiw
days after the year period began,

? Tt was not possible to abstract social records to obtain data comparable to home visits by other professional
personnel.  See text (page 37) for quantitative data.

! Data collected by Montefiore program staff after completion of the study.

4 40 beds, 32 wheelchairs and 8 other pieces of miscellaneous equipment.

Table 3. Referrals to the Montefiore Hospital Home Coarve Program, July 1951=June 1952

Total referrals ! New sdmissions Readmissions
Source of referral == ; :
Number | Percent | Number | Percent | Number | Percent

, SN B,

v R B e Sl b 299 100 83 | 100 | 53 100
Montefiore Hospital wards. - o ciceemoconoooaens 200 G7 a8 | &3 | 7 a1
Montefiore Hospital outpatient department_____ _ 20 T a3 | 4 | 4 {5
Montefiore Hospital waiting list. .. ... .__. el 4 1 3 e s T T e e
Ofher Hogpliale = - fus sl g B T ekl 35 13 1] ) B eyt ety T
Other institutions and ageneies________________ s 3 1 2 21 2 | 4
Private physiclans____________________________ 34 11 5 | 6| T DM TN

| |
—_— — 1 —

! Total referrals include 133 rejections by home care and 166 acceptances, of which 83 are new admissions and
#3 are readmissions,
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of services covered both occupational and
diversional therapy and included such/activities
as knitting and leather work., About 51 per-
cent of all patients on the program were pro-
vided with some type of therapy during the
vear. Each patient provided with therapy
received an average of 7 visits,

Housekeeping Services. Housekeeping serv-
ices, which included cleaning, cooking, and
shopping, were provided, when necessary, to
patients and families. Forty-four patients, or
24 percent of all patients, received some house-
keeping service during the year.

(Other Serviees. Virtually all of the patients
on home care received some additional services,
Table 2 shows the types and amounts of these
services provided during the study year.

Characteristics of Patients

Two hundred and ninety-nine prospective
patients were referred by formal written appli-
cation to the home care program during the
fiscal year 1951-52. Of these, 83 were accepted
as new admissions, 83 were readmitted to the
program, and 133 were rejected. About 67
percent of the total referrals were Montefiore
Hospital ward patients. About 83 percent of
the new admissions and 91 percent of the
readmissions had been referred from the
Montefiore Hospital wards (table 3).

Other hospitals aceounted for 13 percent and
private physicians, for 11 percent, of the total
referrals, including both those rejected and
those accepted.  Eight percent of referrals were
originated by the Montefiore Hospital Out-
patient Department or were from the Monte-
fiore Hospital waiting list. The remaining 1
percent eame from other institutions or agencies,

Rejected patients amounted to about 45 per-
cent of the total written referrals. The reasons
for rejection are shown in table 4. The termi-
nology used in this table to indicate reasons
for rejection is that used by the Montefiore
program. Two of the categories could be
classified as medical reasons for rejection. The
first, “medically unsuitable,” comprised 70
patients, or more than half of the total rejec-
tions. A survey of the types of patients classi-
fied in this group showed that at least 28 were
rejected because they did not require medical
visits at biweekly intervals but were considered
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as primarily nursing, physiotherapy, and/or
custodial cases. Most of the remainder were
too ill or needed too extensive care to be
discharged from the hospital.

The second medical reason for rejection was
that the patient was able to attend the out-
patient department. This group made up 16
percent of the total rejections. Added to-
gether, the two medical reasons accounted for
91, about 69 percent, of the rejections for serv-
ices under the home care program,

Table 4. Rejection of patients referred to Monte-
fiore Hospital Home Care Program, July 1951=
June 1952

'l’ul_,iu:nt.ﬂ rie-
jected
Reasons for rejection ! T
Num-| Per-

ber | cent
i 0 T e e e e S T [ [ 1040
Medically unsuitable_ _ . _ oo __. 70 | 53
Able to attend outpatient department._| 21 | 16
Imadequate home situation___ - ________ 12 !
L e L R (I 3| 2
Patient does not want home eare__ _ ___| 1 3
Can afford private medical care________ T 5
Geographically ineligible. . .. ....] 4 3
Patient deceased before evaluation
T L s T 11 | 3
Admitted to another home care pro- | '
DT AT B o - UEg e i Lae . & e g 1

! Aceording to classifications used by the program.

A total of 26 referred patients, or about
19 percent, were rejected for socioeconomic
reasons—inadequate home situation, no home,
patient did not want home care, patient could
afford private medical care. A group consisting
of 11 patients, or 8 percent, were deceased
before an evaluation could be made; and 3 per-
cent were refused for geographic ineligibility.

Age, Sex, and I[hagnesis. A total of 181
different patients received services under the
home care program during the fiscal year 1951-
52. (In this total, each patient is counted only
once, no matter how many times he may have
been readmitted to the program during the
vear.) The average daily census during the
year was 80 patients.

A major proportion of the patients were in the
middle and older age groups, as shown in table
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5. Persons 45 years and over accounted for 71 years (table 5), The median age was 58.6

percent of the total patient population during  years.

the year, and 29 percent were 65 years and older. There were about two females for every male
About 5 percent were under 15 years of age and  patient served on the program. The same
17 percent were between the ages of 15 and 44  ratio between males and females held for new

Table 5. All patients receiving home care and patients newly admitted during the year to the Montefiore
Hospital Home Care Program, by age and sex, July 1951=June 1952

All patients Newly admitted patients
Age Both sexes Male Female Both sexes Male Female
(vears)

Num-| Per- | Num-| Per- :I Num-| Per- | Num-| Per- | Num-| Per- | Num-| Per-

ber | cent | ber | cemt | ber | cent | ber I.' cent | ber | cent | ber | cent
b 117 1 R ) e 1 | 100 oo .] 100 122 ‘ 100 83 100 27 100 ah 100
0 T Fi ot e 8 5 i 5 3 : 2 1 7] 2 T 2 4
s b 2 PR e i e 31 17 B 14 23 19 11) 12 3 11 T 12
ey e S e g e | 76 42 26 44 50 | 41 ] 43 13 44 23 41
86 snd owvar. . oo o | &8 29 18 a1 35| 29 26 | T 26 19 a4
LALY e o M e S I 13 7 2 3 11 | 9 T 9 2 7 5 0

Nore: Median age for both sexes, 58.6 vears; for females, 59.0; for males, 57.7.

Table 6. All patients receiving home care and new admissions to the Montefiore Hospital Home Care Pro-
gram during the year, by diagnostie category, July 1951-June 195£

All patients New admissions
Diagnostic category ! |
Number| Percent |[Number| Percent
Total, all dingnosen == - At I e el I L 181 100 53 100
Heart: disesise: [A10=40) - o e o e i e E i %5 30 27 32
Arterioselerotie heart disease and coronary disease (4200 ___________ 22 12 15 18
Rheumatic heart disease (410-416)_______ ____ . _____________._ 21 11 i 8
Other heart disease (421448~ Do oS T 12 7 5 (i3
Cfher sardiovassilar diseagn. oo oo R S s e i 16 0 i
Rheumatio fover (400—402) - oo oo ooooooooeoooooe =T W R :
Vascular lesions affecting central nervous system (330-334)_____________ 2 1 1 1
Other diseases of circulatory system (444-468, 754) . oo oo X 11 fi 5 G
Malignant neoplasms (140-208) - ____________________________._____.___ 57 |
Diabeted sl Dbus b o e e e R M T B ?{3 3-{1; 2‘3 3?
Arthritis (F)=TaDC st s iat T 20 o] e S Lo SIS, e — 8 4 3 4
Liiseases of digestive system (580-587, 756) . _______ ______ .l ____ 10 6 3 4
All'other diseases (abomig) it L or oo/ 0 S ARG WSS R T | 25 [ 14 13 16
Tuberculonks (D) I-OR8y.. 2 T e . U B e e 2 1 1 1
Allergic, endocrine system, and metabolie disease (240-254, 270-289)_ ___ (i} 3 4 i)
Diseases of central nervous system, except vascular lesions (340-357, 751). a 2 1 1
Diseases of respiratory system (470-527) .. ___ . . ____.______________ 5 3 1 1
Diseases of genitourinary system (590-637, 757) . oo 2 1 2 3
Accldents (NBOO-NOM - oo ool oigs il s S 1 1 1 1
All other specified diseases, residual . i 3 3 4

! Primary di 5 = i i iz :
" Naurwi;imﬁg??nﬂg?h Figures in parentheses are Sixth Revision, International List numbers,
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Table 7. Patients receiving home care services by
the Montefiore Hospital Home Care Program, by
total ]e:;;th of stay on the program, July 1951-
June 19

| Patients

Length of stay
{days) ; |

| Number | Percent

POERREN (at b bl 181 | 100

Less than 180. . oo a9 33
1L b7l B Sy £ i S e 42 23
BB0-T19. e e 46 25
e T PR R R | 16 | o
Lisdiand iovers S et iosassasu | 18 | 10

Nore: This table shows the length of stay of the
patients as of February 15, 1953, at which time 43 of
the 181 patients were still active. The total length of
stay was thus not complete for this group.  In addition,
there was probably a small group of patients in the
hospital at that time who were subsequently readmitted
to the home care program for a further stay. The
total patient-days for this group of 181 patients was
77,838, as of February 15, 19563. The mean length of
;lim}r was 427 days; the median length of stay was 310

ays.

admissions during the year. There were no
significant differences between the proportions
of males and females served in each age group.

Malignant neoplasms, heart disease, and
other cardiovascular disease ranked as first,
second, and third, respectively, out of the
various primary diagnoses of patients cared for
on the program (table 6). Patients in these
three categories together accounted for about
70 percent of all 181 patients treated. There
were 57 patients with malignant neoplasms, 55
with heart disease, and 16 with other cardio-
vascular disease. There were 10 or fewer
patients in each of the other diagnostic cate-
gories.

Although this home care program served both
indigent and medically indigent patients, few
were strictly indigent. Of the 83 patients
newly admitted to the program during the
fiscal year, only 7 were receiving public financial
support at the time of admission.

Length of Patient Stay. During the fiscal year
1951-52, the average length of stay on home
care for 181 patients was 162 days, or about
23 weeks. (There was a total of 29,330 patient-
days during the year.) Many of these patients
spent interim periods in the hospital and then
were readmitted to home care within the year.
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Many patients have received services under
the home care program for several vears. The
total length of stay of the 181 patients from
first admission date through February 15, 1953
(the date of the field study) is shown in table 7.
About 67 percent of the patients were on the
home care program for 180 days or more. The
length of stay for 44 percent was approximately
1 year or longer. Ten percent of the patients
served during 1951-52 had been on the home
care program for at least 1,080 days, or about
3 years. (Interim periods in the hospital were
not included.) Average length of stay for the
181 patients was 427 days, or about 1 year and
2 months.

Diischarges. Of the 181 patients on the home
care program, 138, or 76 percent, were dis-
charged at least once during the year, and 34,
or 19 percent of the total patient load, had 2
or more discharges (table 8). In the case of
72 percent of these discharges, the patient was
admitted to a hospital—there were 127 admis-
sions to Montefiore Hospital and 6 admissions
to other hospitals from home care. The three
major reasons for admission to the hospital
from home care were: (a) the patient became
too ill to be cared for at home; (b) the patient
required special care which could best be given
in the hospital; or (¢) the family could no longer
take care of patient at home. Many of the
patients who entered Montefiore Hospital were

Table 8. Discharges of patients from home care,
Montefiore Hospital Home Care Program, by
reason for discharge, July 1951=June 1

Discharges
Reazon for discharge =T

Num-| Per-

ber cent
Total i s s oo et SeE g 183 | 100
Mo further medical eare indieated___ ___ 1 1
To outpatient department or elinie_____ 26 14
To Montefiore Hospital_______________ 127 G
Tao other hospitals. - - - oo . fi 3
To other institutions__ _______________ T 4
Died: st home: = =550 Sem=2 T 2 12 7
Movedoutof town.. _ . _______________ a2 1
Other and unknown___ - _______._._ - 1

Mote: 138 patients were discharged at least once
during the year; 34 patients were discharged 2 or more
times; 9 patients were discharged 3 or more times; 2
patients were discharged 4 times during the year.
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readmitted to the home care program later on
during the vear. Of 83 readmissions to the
program during the fiscal year, 77 were from
Montefiore Hospital.

Twentv-six patients were referred for clinie
eare, 7 patients entered nursing homes or similar
facilities, and 12 patients died while on the
program. Only 1 patient was discharged with
no further medical care indieated.

Home Care and Professional Education

The only formal educational program con-
nected with the Montefiore Hospital Home
Care Program was one for practical nurse stu-
dents. However, graduate students from sev-
eral schools observed the program for varving
lengths of time. Students from the School of
Public Health of Yale University spent 1 day
observing and in conference with the home
care staff. Third-year medical students from
the Clollege of Physicians and Surgeons, Clolum-
bia University, and the Cornell University
Medical College, and nursing students from
Teachers College, Columbia University, spent
one-half day observing and in conference with
the program staff.

Students of medical social work assigned for
field experience to the social service department
at Montefiore Hospital were assigned a patient
on the home care program so that they might
have the opportunity of becoming familiar
with this method of care.

In addition, members of the home care staff
participated in seminars at several of the
universities,

Because the use of practical nurses to care
for the sick at home is expected to expand, the
school for practical nurse training, Montefiore
Hospital, initiated a 2-yvear study in October
1952 to determine the functions and services
the practical nurse is best prepared to carry
out in the home.!

Subsidiary and corollary to this main objec-
tive, the following points were considered:
1. What is the role of the practical nurse in
the home?
(@) Without immediate supervision.

! Practical nursing training
Hospital—Unpublished material,

program, Montefiore
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(h) Asamember of an organized home care
team.
(e) Asa member of a visiting nurse serviee.

2. How much of the training year should be
devoted to training in the home?

3. What is the nature of the training in the
home?

{a) Techniques.
(6) Conferences and seminars.
(¢) Homemaking duties, and so on.

4. In addition to training in the home, what
changes are desirable in the basic curriculum
of the practical nurse's training which will en-
able her to do the best job in the care of the
sick at home?

5. What is the cost of such a program?

All practical nurse students were assigned to
the home care program for a period of 3 weeks
during the last quarter of their 1-year training
period. A public health nursing supervisor,
assigned to the home ecare program from the
training school office, was responsible for
planning their field work and supervising them.
The student’s orientation to the program in-
cluded two 4-hour conference periods with the
public health nursing supervisor, who explained
the home ecare program, duties of the home care
staff members, and the adaptations of nursing
techniques to the home setting; 2 days in
visiting the homes with various team members
to observe their activities; and 2 days in visit-
ing and observing in the homes with another
practical nurse student or a public health nurse
from the Visiting Nurse Service of New York.

Patients to be visited by practical nurse
students were selected by the public health
nursing supervisor. Students were introduced
to the patients they were to serve by the super-
visor, another practical nurse student, or a
public health nurse from the Visiting Nurse
Service of New York.

Practical nurse students were allowed to carry
out the following proeedures:

1. Complete general care.

2. Temperature, pulse, and respiration.

3. Dressing of pressure sores which are not
extensive.

4. Simple dressings.

5. Prepare and give unsterile vaginal douche.

fi. Prepare and give cleansing enema, colonie
irrigation, and colostomy irrigation.
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7. Measure and give all oral medication.

8. Prepare and give subcutaneous injections
by hypodermic when no fractiondl dose is
involved.

9. Continue help in crutch walking, light
massage, or exercise.

In addition, they were responsible for:

1. Providing nursing care and treatment to
patients assigned by program supervisor.

2, Continuing simple teaching which has
been started by the visiting nurse or the pro-
ETAIN SUPervisor.

3. Calling to the attention of the supervisor
any change in the patient’s condition whether
it be medical or in the social condition of the
home.

4. Referring to other members of the team
questions asked by the patient that eannot be
answered by a practical nurse,

5. Taking over the routine homemaking
duties as instructed by the program supervisor.

6. Recording all visits and treatments given
to the patient in the form of nursing notes, and
leaving these reports in the home care office
at the end of each day.

7. Attending home care staff conferences.

Teaching and supervisory methods included
demonstrations, visiting with students in the
patient’s home, individual and group confer-
ences to diseuss patient care, and review of
patient records.

Developments Within the Program

A number of changes have occurred in the
administrative aspects of the program since
it began operation. There has been a shift in
philosophy from emphasis on “home care” as
a means of relieving a shortage of hospital beds
to a conviction that “home care” is a sound
plan for providing better care for many patients.

During the second year of operation, the
policy for admission to the program was broad-
ened to inelude patients from private physicians,
hospitals other than Montefiore, and health and
welfare agencies.

Several changes were made relating to the
utilization of professional personnel. In 1951,
the plan for allocation of patients to physicians
was changed. Originally, all patients were
visited by any staff physician; but in 1951
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Table 9. Serviees provided by the Montefiore os-
ital Home Core Program, calendar year 1947 and
iseal vear 1951=52

| Calen-

iy | Fizeal
Services provided ,“ VEar
y e |1951-52
1947
Number of patients 1.____ 2 T 121 151

Patient-days of eare.______________./11, 146 | 29, 330
Average annual number of days care [

par-patianb S oo rne o enaetee e iled 162 0
Average daily patient census________ 49 6 80 1
Number of medieal visits?_ _______. 2,007 | 34,070
Medical visits perpatient.____.______| 16.6 | 225
Number of nursing visits_______ ... 1,150 | 2,014
Nursing visits per patient___________ R (S [ |

! Unduplicated count; does not include readmissions.
* Including consultations.
3 Tneludes 175 visits by medical specialists,

patients were assigned to individual physicians
on & geographical basis.

The range of physical and occupational
therapy services was expanded and occupa-
tional therapy became more closely integrated
with total patient care.

In 1950, arrangements were made with the
Visiting Nurse Service of New York to assign
a public health nursing coordinator to work in
the program 1 day a week.

Gradually, the Federation of Jewish Philan-
thropies, the prime source of support for Monte-
fiore Hospital, has assumed more financial
responsibility for the program.

The number of patients served and the
amounts of services provided have steadily
increased (table 9). During the first vear of
operation, 121 different patients received an
average of 92 days of home care per patient,
and an average of 16.6 medical visits and 9.5
nursing visits were made to each patient. Dur-
ing the fiscal year 1951-52, 181 patients each
received an average of 162 days of home care;
medical visits per patient averaged 22.5, and
nursing visits, 11.1.

At the time of the study, plans were being
discussed to extend the educational program to
include third-year medical students from the

Harvard University Medical School. The
course would be elective, with a l-month
assignment.

Plans also called for greater emphasis on re-
habilitation for home care patients as soon as a
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department of rehabilitation is established at
Montefiore Hospital.

Collection of Data

A central patient record, located in the home
care office and kept separately for active and
inactive patients, contained identifying data
and all medical and social information on each
patient. Also located in the home care office
were the following files related to patients or
services: referral file; bill file for services pro-
vided patients by outside agencies; file con-
taining welfare department payments for pa-
tients; and index card file of active and in-
active patients, In addition, daily logs were
kept of the active patients on the program.

From these sources of information, the ad-
ministrative secretary made, by hand tally, a
monthly activity analysis report, which con-
sisted of summary data on the following: num-

ber of patients and number of days of care;
source of referrals to home care service; number
accepted and reasons for rejection; amount of
various services rendered in the home; numbers
of elinic visits and of X-rays taken at Monte-
fiore Hospital. The data in this monthly report
were the only routine statistics compiled in the
program.

For this study, more detailed data on pa-
tients and services were necessary than were
routinely compiled. Consequently, specified
data were abstracted for each patient receiving
home care services during the fiscal year July
1951-June 1952. These data were obtained
from the central patient records and from the
other files on patient services. All subsequent
tabulations of the statistics were made after the
study team’s return from the field. When in-
dicated, the data in table 2 (page 38) were
collected by the Montefiore program staff after
the completion of the study.

Table 10. Number of patienis receiving specific ivpes of services, Montefiore Hospital Home Care Program,
by dingnostic eategory, July 1951=June 1952

Patients receiving services

— — - e

| | [
; : e | : |
Frimary diagnostic category 1 Total Medieal |
receiving| Visiting CON~ | ar roin Physicall Dﬁg‘;ﬁ?‘ House- S
any |physician| sulting |~ E therapy thars keeper -
SRrViees specialist ok 5
|
Number
Total, all diagnoses__________ 181 178 | 72 | 133 a2 02 44 it
Heark diseame. & - oo onoo i o0 55 54 19 42 4 32 15 23
Other cardiovascular disease_ ______ Z 1G 16 8 Q fi 11 4 T
Malignant neoplasms_ __ ___________ 57 ] 29 41 4 22 8 21
Disbetes mellitus_ . _._._.__ 10 | 10 2 8 3 4 5 2
Arthpibis. -5 T R ST 8 | 8 1 7 6 6 a 1
Diseases of digestive systemn. .. ____. 10 | 10 ) 8 a 5 4 4
All other diseases (chromic). . ... 25 ; 25 8 18 T 12 i} 10
Percent
Honrt dlsense. - _..ooooovocootios 30 30| 27 32 12 35 34 34
Other cardiovascular disease_ _______ 9 9 | 11 7 19 12 9 10
Malignant neoplasms._ _ ... ______ al a1 40 al 12 24 18 31
Dinbetes mellitus__________________ i 6 3 fi 10 4 11 3
Arthrtie. et R 4 4 1 5 19 T 5 1
Diseases of digestive system__ ______ ] 6 | 7 i i a3 9 ]
All other diseases (ehronic) .. ... ... 14 14 | 11 13 22 13 14 15

Note: Not shown in this table are certain other services provided under the program, such as medical social
services, orithopedic appliances, blood transfusions, and home teaching,

! When patients receive care for more than one diagnosis, the primary diagnosis is used. For Sixth Revision,

International List numbers of diagnoses, see table 6,
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Table 11. Numbers and types of specifie services provided to patients, Montefiore Hospital Home Care Pros

gram, by diagnostic category, July 1951-June 1952

Amount of services provided

Total
patients |
: i 1 aiving
Primary diagnostic category mL:;}EnE:lesicinn Nursing  [Physical Hovines
serviee | visits : Hisrapy:| o e
I | visits Visits ' A visits | hours

Number
Mietal) all dismnoses.. ... 181 ‘3,911 2,014 [1,346 | 922 8,513 | 128
Heaart digease. _______ ___________ bl 1, 488 H26 303 158 3, 120 a9
Other cardiovascular disease______ 16 270 7 63 a7 552 11
Malignant neoplasms____________ 57 939 700 | 547 a7 1, 310 30
Diabetes mellitus_ . ... ____. 10 252 32 19 52 531 3
TR o e 3 165 224 131 270 alb 1
Diseases of digestive system.______ 10 221 a1 45 40 | T80 15
All other dizeases (chronic) . _.____ 25 572 304 | 238 208 1, 705 29

Percent
Heart diseass____ .. 30 a8 26 22 17 33 37 30
Other cardiovascular disease.___._ 0 T 4 5 11 12 T | ]
Malignant neoplasms____________ 31 24 35 41 11 28 15 23
Diabetes mellitus. - _ - ... ___ (1] 1] 2 1 i 1 (1] 2
g 4 Gl L Lo IR S 4 4 11 10 20 7 | i 1
Disenses of digestive system__.___ 6 i 3 3 4 8 0 12
All other diseases (chronic) ... 14 15 19 18 22 11 20 23

Average number of vi@aita per patient

|
Total, all diagnNOBes . cee e e oo 21 6 15 E e 1 ) (s B 51 3.6 47. 0 0.7
Heartiatseame oo oo e e 27.1 il o WS BT B (R 2.9 3.9 6. 7 i
Other cardiovascular disease______|._______ 16. 9 .83 A4 39 6. 1 4 7 34 5 i
Malignant neoplasms__________ | 16. 5 1.4123| 9.8 1.7 a1 23. 0 o
Disbhetes mellitus. _ . __________|________ 25,2 1.0| 3.2 19 5.2 oy 53.1 .3
s e S b SRS e AN | 21. 1 1| 280 ) 16. 4 33. 8 6.0 64, 4 ]
Diseases of digestive system______|________ 221 La | 4.3 46 4. 0 R | 78.0 L3
All other disease {(chronie) . .- |- ______ 22.9 .0 [15.8 ] 9.5 83 3.0 68. 2 1.2

1 When patients receive care for more than 1 diagnosis, the primary diagnosis is used. For Sixth Revision, Inter-
national List numbers of diagnoses. see table 6.
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Queens General Hospital Home Care Program

MNew York, M. Y.

Origin of the Program

The New York City Department of Hos-
pitals i responsible for providing hospital care
to the indigent and the medically indigent. In
1948, faced with a critical shortage of hospital
beds, the department conducted a limited
home care pilot study at Bellevue Hospital (1).
The study was financed by a research grant
from the Milbank Memorial Fund. This study
demonstrated that home care was a practical
means of extending continuous medical care to
certain patients for whom no such ecare other-
wise existed. Tt also showed that home care
alleviated the shortage of hospital beds since
certain  patients eould be discharged at an
earlier date and, through continuous followup,
unnecessary readmissions could be avoided.

As a result of this study, a division of home
care was established in the department of hos-
pitals, and broad admimstrative policies for
home care were formulated. Responsibility
for developing individual programs within this
framework was delegated to the hospital super-
intendents. During 1948, programs were es-
tablished in 5 municipal hospitals; and by 1951,
home care programs were in operation in 13
ceneral hospitals, in 2 tuberculosis hospitals,
and in the 1 chronic disease hospital in New
York City. To facilitate development of the
home care programs, meetings were held every
2 months in the office of the general medical
superintendent in charge of home care to dis-
cuss common problems and to evolve working
policies. These meetings were attended by the
deputy superintendents, the coordinators of
nursing, and the directors of social service from
programs of individual hospitals, and by the
assistant director of nursing and the director
of social service of the department of hospitals.

The Queens General Hospital Home Care
Program began operation in December 1948
and provided the following services: medical
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Ccare, uurs:ing service, social serviee, ph;mirlli
therapy, housekeeping service, hospitalization,
medications and medical supplies, prosthetie
appliances, laboratory and other diagnostic
tests, X-ray, sickroom equipment, and trans-
portation.

Queens General Hospital, one of 33 munie-
ipal hospitals administered by the New York
City Department of Hospitals, is located in
Queens, one of the five boroughs of New York
City. The borough is one of the less congested
areas of New York City. It covers 127 square
miles, or about 35 percent of the total land
area, and, according to 1950 Census figures, it
contains about 20 percent of the population of
New York City. The median annual income
of families and single persons living in Queens
was $3,817, as compared to $3,073 for the city
as a whole.

Program 1952

The information contained in this section of
the report is primarily concerned with the
fourth year of operation, January 1-December
31, 1952, Statistical data were abstracted
from individual patient records for a 50-percent
sample of patients receiving home care services
during the calendar year 1952. Data were also
obtained from certain compilations made by
the program. Cost data were obtained directly
from program accounting records.

Administration

Responsibility  for administration of the
home care program was delegated by the super-
intendent of Queens General Hospital to a
deputy medical superintendent (who was also
responsible for the administration of the out-
patient department).

In addition to the deputy superintendent,
the immediate staff of the home care program
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consisted of a coordinator of nursing, a physical
therapist, two clerks, and two stenographers.

The deputy medical superintendent devoted
approximately three-fourths of his time to the
home care program and was administratively
responsible for all staff assigned and for overall
supervision of the program. His responsi-
bility included review of the clinical progress
of home eare patients, authorization of transfer
of patients to and discharge from home care,
and general supervision of medical services in
the home.

The public health nursing eoordinator par-
ticipated in program planning and was re-
sponsible for planning, directing, and coordi-
nating the nursing aspects of the home care
program.

The physical therapist was responsible for
providing a variety of physical therapy treat-
ments to patients.

The chief clerk supervised all the elerical
functions in the home care office.

The director of social service at Queens
General Hospital participated in program plan-
ning and was responsible for planning and ad-
ministering the social service aspects of the
home care program.

Provisions were made in the home care
budget to pay for housekeeping services, when
necessary, at prevailing rates up to a maximum
of 30 hours a week.

Provisions were made with other departments
within the hospital to provide certain services
to patients.

Medical services in the home were provided
by hospital residents from the medical, surgical,
pediatric, gynecological, and genitouriary serv-
ices, under the general supervision of the deputy
superintendent in charge of home care. The
increased workload was met by the appointment
of five additional residents to the staff of the
hospital.

Medical consultant serviees were provided to
home care patients by appropriate visiting staff
members in the outpatient department.

Social services were provided by the ward
medical social workers on the stafl of the Queens
General Hospital. To meet the increased work-
load ereated by the home care program, 1 social
worker was added to the staff for each 50
patients admitted to home care.
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Medications listed in the formulary of the
department of hospitals were provided through
the hospital pharmacy. Dressings and other
medical supplies were furnished through the
hospital surgical supply unit.

All X-rays were taken in the hospital X-ray
department.

Laboratory tests were processed in the hos-
pital laboratory. A technician was available
2 days a week to visit patients at home to draw
blood and collect necessary specimens.  Blood
transfusions, paracenteses, and other compli-
cated therapeutic procedures were performed
in the hospital or the outpatient department.

Hospital equipment and sickroom supplies
were furnished through the home care program.

Patients on home care could be transferred
to the wards of the Queens General Hospital
whenever they required hospitalization.

Cars with drivers were furnished through the
home care department for transportation of
patients, staff, medieations, and supplies.

Services not available within the hospital
were arranged for through working agreements
with the following community agencies:

1. The divizion of public health nursing of
the department of health provided nursing
care to patients in the major portion of Queens
County. These services were paid for by al-
lotting to the health department a sum
equivalent to the salaries of 7 staff nurses and
1 assistant supervisor of nurses.

2. The Visiting Nurse Service of New York
provided nursing care to patients at scheduled
rates, in the remainder of the county.

Source of Funds and Costs of Services. The
program was financed by the New York City
Department of Hospitals through Queens Gen-
eral Hospital. According to figures available,
the total budget for operating the home care
service was estimated to be $188,838.49 for the
calendar vear 1952. Actual costs were itemized
for ahout 83 percent of this total. The re-
maining budget of the program was for the
estimated value of services provided without
charge to the home care program by the hos-
pital itself or by the department of hospitals
and the estimated depreciation of equipment
and facilities.

The largest item in the recorded costs of the
liome eare program was for personnel services,
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which accounted for almost 80 percent of the
total. Further detail on personnel and other
costs of the program will be found in table 1.

Operational Policies and Procedures

The policy of the home care program was to
provide services to indigent and medically in-
digent patients living in Queens County who
had been hospitalized at Queens General Hos-
pital, although patients living in the area were
occasionally admitted to the home care service
from other city hospitals. Patients were con-

sidered to be medically indigent if their incomes
were not adequate to meet their medical needs.
Patients who were unable to pay $2 a day for
care were eligible for service. With the excep-
tion of those with active pulmonary tuberculosis
and mental illness, patients with all types of
diseases were eligible. Patients who were con-
sidered by ward personnel as likely candidates
for home care service were referred to the home
care department for evaluation. The deputy
superintendent and the chief medical resident
then visited the patients to determine whether

Table 1. Recorded costs of services provided by the Queens General Hospital Home Care Program,
calendar year 1952
Per- Per-
Type of zervice Cost Egti?f Type of service Cost ﬂtﬁf
cost cost
Total cost recorded . _ _ _ __ . S188, 538, 49 100 || Serviecez for which cost was esti-
— T e B S $31, 582, 03 17
ﬁcrv.if.nz g?‘;“}ihich actual cost 157, 256. 46 82 Services by Queens General
il e ] [ DF Hospitalo= 2 - L of 17, 700, 00 a9
Personnel services. . . _ . _____. 150, 197. 73 7 Ambulsnce trips. . ccecee--- 1, OO0 |
———— Ambulance attendant_ _ _ _ __ 250000 |______
Payroll, totel _____________ gL, 762 28 | oen.. Clinic visits. - - e e cecemean 5000 |o_.__.
: : — Laboratory assistants’ visits_ 500.00 |______
Deputy medical superin- Laboratory and X-ray ex-
tendent (8% months) .. ___ 3.802 46 | ... aminations. .-l .. _. Ay 1, 000. 00 |- ...
Resident physicians (salary Telephone rental . _______. 250.00 ). ____._
equivalent of 5 positions Stationery and forms_______ 100000 |- ..
plus maintenance) _ _ . _. G, 000 40 ... Proportion of overhead §____ 2,000 00 |______
Assistant superintendent of . 3 o i
L 3,717.80 |...... || Services by New York City
%m[ft.luuiﬁe (244 mﬂnt}'m}ﬁ.' £ 570.00 | _____ | Department of Hospitals_ 11, 0040, 00 (i
ractical  nurses  (salary | I I Repair of vehiclea___.______ I 1, 000, 00
enuivalent of 3 positions) _| To0. 81 |oooo.o : B 5 ! - Tmm=—
Medical w:gciall \\'urr;;c;s {s&:- b Proportion of overhead %, S 10,000.00 (______
ary equivalent of 4 posi- Depresiation. - - L. o 2. O
Gons) et s o e 11,142 68 |._____ ]]; = Y - Al e8| 5554 Fa 2
Physieal therapy technician.| 2 880.72 | _____ ospital and surgical equip-
Hospital helper, physical TORAL . oo 876.80 |_____.
therapy (11 months)____ 1,833.32 |_____. Office equIpment. ..o i 1B e 8 IS s
Clerks (2 positions) ..o oo oos 7,282 60 |.ooo_. Ear&m equipment_ _______. 1, 549 00 |oooaoo
Clerk-typists (2 positions) __| 4,908 50 |______ anrage addition_ _________ 180. 00 |- oo
Auto enginemen (chauffeurs) Office and storage space 100. 00 |______
(4 positions) . ... ..._._._| 11, 870, 00 -S| [ 3
— . ! Housekeepers were paid 85 cents per hour through
Housekeepers V__ ________._| 43, 990.76 |_._._.._ June 30, 1952, 95 cents per hour for remainder of yvear,
Visiting nurse serviee ______| 7. 110.60 | _____ * Visiting nurses were paid $2.65 per visit through
Department of health nurses®.| 30, 000. 00 |______ June 30, 1952, $2.85 per visit for remainder of vear.
Additional costs 4. _________ T334 00 | .. * Includes salaries for the equivalent of 7 nurses plus
= —— || 1 assistant supervisor of nurses,
Other services. .. i - __. 7, 058, T3 4 || . *Includes employees' pensions, compensation, health
insurance, and social security.
Dirngh i o i s 4 866.51 |_.___.. % Includes home care share of cost of supervision and
Surgieal supplies and appli- general expense,
T R S SR R B M e * Includes auditing and acecounting, dieteties, medical
Gasoline and oil for station records, and siatistics, construetion and repairs, lnun-
WA === 908.91 |- dry, and pharmacy,
Miscellaneous._ . ._____...___ 32.18 | ... Note: Average cost per patient-day, $2.44. Average
f——— annual cost per patient served, $374.68,
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or not their medical needs could be met at home.

The nursing coordinator visited each pa-
tient on the ward to evaluate his nursing care
needs and also made referrals to the appropri-
ate nursing agency for evaluations of the homes.
The medical social worker on the ward inter-
viewed the patient and his family and visited
the patient’s home to evaluate social suitability.
Following the individual evaluations, the evalu-
ation committee, composed of the chief medical
resident, medical social worker, and nurse
coordinator, with the deputy superintendent
acting as chairman, met to consider the patient’s
total suitability for home care. Patients were
considered suitable for home care services if
they met the broadly stated eriteria as outlined
by the staff of Queens General Hospital Home
Care Program.

Criteric _for Service. The medical ecriteria
for suitability for home care services were:

1. The patient had been diagnosed and a plan
for treatment had been made.

2, The patient no longer required specialized
hospital services,

3. The patient did not regularly require more
than two medical visits a week.

The nursing eriteria were:

1. The physical environment of the home was
such that the patient could receive adequate
Care.

2. The patient wished to go home, and there
were family members or others who could be
taught to provide the necessary care and who
were willing to assume this responsibility.

3. Necessary sickroom supplies and equip-
ment were available or procurable.

The social criteria were:

1. The patient was medically indigent (deci-
sion based on information supplied by the
financial investigations section of the hospital).

2. The patient had a home in which to receive
Care.

3. The patient wished to be cared for at home
and, if he had a family, the family relationships
were conducive to his welfare.

4. There was a person capable of assuming
responsibility for the patient, if necessary.

When the evaluation committee made a
decision to accept or reject the patient for care
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in the home, the patient and the appropriate
hospital personnel were notified of the decision.
When services of community agencies were
required, the case was referred by telephone
and later confirmed in writing on the appro-
priate forms.

Continuity of services to patients was aug-
mented by the sharing of information between
the personnel of the home care staff and the
personnel of other agencies. The methods used
included written reports, individual conferences,
telephone ealls, and the use of case records,

Records. The individual cumulative case
record for each patient contained both hospital
ward and home care service progress notes and
was transferable from one service to another.
This folder included identifving data, a com-
plete record of physician’s findings and progress
notes, laboratory reports, nursing progress
notes, correspondence, and summary reports
received from other agencies. Social service
summary records were maintained in a separate
file in the social service department. A nota-
tion was made in the patient's medical record
that the case was known to the social service
department.

Conferences. The only scheduled confer-
ences attended by representatives of the home
care staff were the administrative conferences
held bimonthly in the office of the general
medical superintendent of the department of
hospitals and conferences held every 3 months
with the nursing supervisors from the depart-
ment of health and from the Visiting Nurse
Service of New York to discuss patient care and
to clarify policies.

Staff members discussed patient care in-
formally, and residents were free to select a
home care patient for discussion at the scheduled
hospital medical elinical eonferences,

Mervices o Palienls

The estimated amounts and types of serv-
ices provided to patients by the home care
program during the calendar year 1952 are
indicated in table 2. The statistical data
shown in table 2 were obtained from a review of
a H0-percent sample of the patient master card
file on which were recorded the types and
amounts of service provided to individual
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Table I,

Estimates! of services to patients on the Queens General Hospital Home Care Frogram,
calendar vear 1952

Type of servics

Total patients. - ..o __.

Phydlalam =5 S e ta e e e s

Nursing. ...

Macdical BOGRl WOtk . 2oL 0 it SahE as e ST

Physical therapy . ...

Housekeeping (hours) . Ao A Az # By
Taboratory. o . i i
A AN o e e s

Hospital equipment ... . ...

Medieations and medical suppl-iér.z_. e D el e Lol B

Ambulance or ear transportation _ __

N. A, Complete data not available.

|
! Patients receiving Average number
| SCTVIeRs of visita Farhee
' | of visits
| | KNumber | per 100
of visits 3| . &F P&~ patient-
u!\‘nt I'E-'l;.er tﬂml dny.s!
Number | Percent ﬂ?‘:l.‘:,l;':g caseload | stay
' | service
404 104 I,-_--,---_-_-----_------:'“------
3 484 | 96 | 3,200 6. 8 6.5 | 4.3
460 01 | 12, 844 27.9 | 25 b 16, 6
268 53 ) e PR (R St ] R S
04 19 1, 724 18. 3 34 | 2.2
86 17| 168 2.0 i ) R
72 | 14 | 41,236 | 5727 | 8L S8 |.ocoa...
[ R W SRS RIS ey IR e e TRl e LT T
k- 0 e ] Sl MR B e e
212 | 42 1 |oicoaatben dane et =s
[ P NS ] L ) [ sy Mo | S i S
s b e e e e e e e

I Estimates based upon 50-percent sample of patient summary card file,

? Or other unit of serviee.
* This table is based upon

: atients receiving any kind of service during the calendar vear 1952, Home of these
patients may have been on the program for the entire vear, and some for only a few days.

Although physzician

services are provided to all patients while on the program, this table indicates there were 20 patients who did not

receive this service during the study yvear.

These were probably patients discharged from home eare within a few

davs after the vear period began, or admitted at the end of the period.
4 The amounts of these services were not obtained sinee the variation in the units of serviee i2 too great for

comparability.

Note: The amounts of serviees shown in this table were obtained from the summary cards kept for each patient

on the program.

It is known that the serviees to patients were incompletely recorded on these ecards. Based

upon other total serviee data available, the amounts of various services shown in this table are in most instances
about 6-8 percent lower than the amount of serviees indicated on monthly statistical reporis compiled by this

Program.

patients. (For detailed data by
category, see tables 10 and 11.)
Medieal Services. Medical services to patients
in the home were provided by the resident staff
under the supervision of the deputy medical su-
perintendent and the chief resident. The range
of services included reexaminations, administra-
tion of medieations, selected diagnostic and
therapeutic procedures (such as electrocardio-
grams), minor surgical procedures, and the
collection of blood for routine laboratory tests.
More complicated diagnostic procedures, such
as blood transfusions and paracenteses, were
performed in the hospital or in the outpatient
department, Medical consultation services
were provided in the outpatient department
or in the hospital. According to the 50-percent
sample of patients studied, an average of almost

diagnostic
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7 home medical visits were made during the
vear to each patient. Based upon the average
length of patient stay of about 22 weeks, an
average of approximately 1 visit every 3 weeks
was made to each patient,

Nursing Services. In the major portion of
the borough, direct nursing care to patients was
provided under the direction of the nursing
division, New York City Department of Health
The Visiting Nurse Service of New York served
the remainder of the borough.

The range of services included nursing
evaluation of the patient and the patient’s
home, dressings, injections, irrigations, personal
care, health instructions, and teaching members
of the household to care for the patient. About
91 percent of the home care patients were
estimated to have received nursing care during
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1 il . - QY e = _m
1952, with an average of almost 28 visits per

Patient. When based on the average length
Of stay of 22 weeks, this results in an average
Of more than 1 visit per week per patient,

Social Services. Medical social services were
provided to patients by the hospital staff
medical social workers under the supervision
of the hospital social serviee department.
Service was instituted by the medieal soeial
worker when a need for help was recognized
by the social worker making the social evaluation
or upon request of the physician or family
following the patient's transfer home., Services
included helping patients who were without
homes to find a suitable place in which to
receive care—for example, in the home of a
relative or friend or in a boarding home,
helping patients and families with problems
concerned with the patient’s adjustment in the
home, and making referrals to community
agencies. ;

During 1952, home visits were made to
approximately 53 percent of the patients to
assist. them and their families in adjusting to
home care. In addition, relatives and friends of
patients were interviewed in the hospital, and
social ageney contacts were made in behall of
patients.

The medical social workers were also respon-
sible for approving requests for housekeeping
service, helping patients and families to find
housekeepers, and supervising the housekeepers
while they were on duty in the patients' homes.

Physical Therapy. Physical therapy pro-
vided by the staff therapist included massage,
corrective exercise, infrared and other heat
treatment, and instruction in crutch walking
and in the use of prosthetic appliances.  Based
on the sample, about 19 percent of the patients
received some type of physical therapy. This
resulted in an average of approximately 18
visits per patient receiving physical therapy
during the period studied.

(ecupational Therapy. No direct occupa-
tional therapy services were available to
patients in their homes during the period
studied. Patients who had received occupa-
tional therapy while they were in the hospital
were sometimes provided with supplies when
transferred home; and limited consultation was
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available to the home care staff through the
hospital therapist.

Housekeeping Services.  When necessary,
housekeeping services, which included eleaning,
cooking, and shopping, were available from a
variety of sources. Based on the 50-percent
sample, 14 percent of the patients received an
average of 5373 hours of service during the year,
or 11 hours per week.

Other Services,  All other services, including
hospitalization, drugs and medieal supplies,
X-rays, laboratory and other diagnostic tests,
hospital equipment, sickroom supplies, and
transportation, were supplied through the
Queens General Hospital.  Complete statistical
information was not available, but the staff
reported that virtually all patients on home care
received some medications or medical supplies.
Information was also unavailable on the number
of patients who received appliances, laboratory
services, N-rays, and transportation.

Characteristics of Patients

A total of 504 different patients received
services during the calendar year 1952. (In
this total, each patient is counted only once, no
matter how many times he may have been
transferred or readmitted to the program during
the vear.) The average daily census during the
yvear was 213 patients, All data in this study on
patients and services were estimated from in-

Table 3. Estimates! of patients receiving home
care, by age and sex, ‘.l;lmemﬁ General Hospital
Home Care Program, calendar year 1952,

SEX

Male Female

Age (vears) Both sexes

Num- Per- | Num- Per- ;?\Cnm-: Per-
ber | cent | ber | cent | ber | cent
[

e ——

208 | 100 | 206 | 100

Total_----| 504 | 100
Under 15_.......| 16 3 b 4| 8 3
%dd . _____| 60| 12| 20| 10| 40| 13
45=-64__ . ___. 181} {1 el 38 | 100 a4
o and over. _ _ 248 449 | 100 48 | 148 | ol

I Estimates are based on a S0-percent sample of the
patient summary card file.

Nore: Median age: both sexes, 64.0 years; males,
G3.0 vears: females, 64.5 years.



formation abstracted for a 50-percent sample
of the total patients served during the year.
Age, Sex, and Ihagnosis. In the Queens
General Hospital Home Care Program, an esti-
mated 85 percent of home care patients served
during the year were 45 years old and over, and
49 percent were 65 years or older (table 3).
Children under 15 years of age accounted for

Table 4. Estimates! of patients recciving home
Care, diagnostic ecategory, (ueens General
l:lun]ul‘.u{ Home Care Program, calendar year 1952

— —_— T =
Paticnts
receiving
services
Diagnostic category 2 e — =
Num-| Per-
ber | cent
Al disgnoses. . .. ... ___ 504 100

Heart dizense (410—443) _ _ _ ____ _____. 114 23

Arteriozclerotic heart disease and

coronary disease (4200.__________ ah 11
Bheumatic heart disease (410-416)___ 28 i
Other heart disease (421-443)_ . ___ 30 G

Other cardiovascular disease__._______ | B8 17
Rheumatie fever (400-402)______ .. | fi 1
Vaseular lesions  affeeting r_'{-rltr'll [ |

nervous system (330-334) __ .. - 34 | 7
Other dizeazes of ecireulatory system
= B8). o Sl oo o 48 | L

Malignant neoplasms (140-205)____. .- a0 16

Diabetes mellitus (2600 - _______ | 46 0

Arthritis and rheumatism (720 JE:] S 18 3

Accidents (NS80O-NOO®) ... 74 | 15

All other diseases (chronic)______ 84 | 17
Tuberculosis? (001-019)___ ... 4 | 1
Allergie, endocrine syvstem, and mota-

bolic disease (240-254, 270-280) . __ 8 | 2
Diseases of eentral pervous syztem

(except vaseular lesions) (340-357,

LY. X e e R : 12 2
Dispases of ns]:lrntur} system (470~

T e et b e R 4 | 1
Diseases of digestive s;,stom (530 |

s i | R g e e S 16 3
Diseases of genitourinary system |

(G90-B8T, ThT) it il | 14 3
All other specified diseases. __ .. ___. 26 5

| Estimates are based upon a 50-percent sample of
the patient summary ecard file.

! Primary disgnoses only. Figures in parentheses are
Sixth Revision, International List numbers.

3 Nonrespiratory cases,

MNoTe: The 8 children on the program, as obtained in
the d0-percent sample, had diagnoses az follows: 2, non-
respiratory tuberculosis; 3, rheumatic fever; 2, rheu-
matic heart disease; and 1, an orthopedic condition.
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tients receiving home

Tahble 5 Estimates! of
i eens General Hospital

Care, Iarveliuf status,

Home Care Program, calendar year 1952
Patients
recelving
SRrVices
Status |
Num-| Per-
ber | cent
(T T I R e o 4 o 504 | 100
Monrelief statos_ oo oo oo 402 80
Unknown status._ . _____. pUE Bt (i 1
Ralinf gltatmssis s st maie e n g et i 19
Greneral assistanee_ _ o oooo oo /I S e
Aid to dependent children____. ... ] e i
Olcd-ngn ARSIStANCE oo oo [ 1 (e
Ad te-blind - s e el R Tl Sk i he
Ald todispbled: - =50 S E S g 2t o P R
ctabecharpes ool oo S ol " =

! Estimates are based upon a 50-percent sample of
the summary master card

only 3 percent of the total. The median age of
all patients in the sample was 64 years. There
were about 3 female patients to every 2 male
patients served on the program.

In order of their importance, heart disease
and other cardiovascular disease, malignant
neoplasms, and accidental injuries together
were estimated to comprize about 71 percent of
the primary diagnoses of patients (table 4).
Patients with a primary diagnosis of heart
disease alone comprised about 23 percent of the
total. The variation in the types of chronic
diseases treated under the home care program
was great, although certain categories were
represented by very small numbers of patients.

According to the sample of patients, only 19
percent of the total were receiving some form of
public assistance during 1952 (table 5). More
than two-thirds of this group were receiving old-
age assistance.

Length of Patient Stay. The patient-days of
stay on home care during 1952 totaled 77,254
days for the 504 patients served, or an average
of 153 days per patient. This time does not
include interim periods spent in the hospital
during the year by some of the patients.

Many of the patients had received long
periods of home ecare prior to the study yvear
1952. The total length of stay of these 504
patients includes all days of home care from
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the date they were first transferred to the home
care program from the hospital up through the
date of the study (March 10, 1953). The
data on total length of stay is shown in table 6.
According to the sample, about 56 percent of
the patients received home care services for a
period covering 180 days or more. The length
of stay for an estimated 32 percent was approxi-
mately 1 vear or longer. Four percent of the
patients had been on the home care program
for at least 1,080 days, or about 3 years or
longer. (Interim periods in the hospital were
not included.) Average length of stay for the
patients was estimated to be 320 days, or about
10% months.

Referrals and Discharges. Virtually all refer-
rals to the home care program were patients
in the Queens General Hospital wards. Oecca-
sionally, patients who bad moved to Queens
from another borough were referred by other
city hospitals or home care programs, These
patients, if determined to be acceptable for
home care, were admitted “on paper” to Queens
General Hospital and then transferred on the
same day to the home care service. In addi-

Table 6. Estimates! of patients receiving services,
total length of stay on the program, Queens
neral Heszpital Home Care Program, during

1952

|
| Patients re-

| ceiving serv-

| iees
Length of stay (days) = e
. - | Per-
ber | cent
Totalpatiemba. - .o o o ceoan - 804 | 100y
A T S L | 220 44
L e g DS TR S e s [ 24
LTS LT e S e R UL i (R 1) 20
el LS L g e e e e e S S a8 | &
1,080 amnd {n"ﬂl'...____________________‘ 20 4

L Eztimates are based upon a 50-percent zample of
patient summary card file.

Nore: This table shows the length of stay of patients
az of March 10, 1953, at which time about 35 percent
were still active on the program. The total length of
stay was thus not complete for this group. In addi-
tion, there was probably a small group of patients in
the hospital at that time who were subsequently trans-
ferred back to the home eare service for a further stay.
For this group of 504 patients, the total estimated
patient-days as of March 10, 1953, was 161,206. The
mean length of stay was 319.9 days; the median
length of stay, 208.5 days.
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Table 7. Rejection of patients referred (o home
care, QQueens General Hospital Home Core Pro-
gram, for calendar yvear 1952

Patients
rejected
Reazon for rejection ! |
Num-| Per-
ber | cent
T s e S B e I | 100
Medically unsuitable 2_____________._.. 46 18
Home care not necessary * ... _______ 5 30
I O S e T e 12 | ]
Inadequate home situation._._._______ 25 | 10
Patient or family rejected home eare.____ 26 | 10
Not medically indigent.____________7| 4| 2
Patient deceased____________________. 56 | 22
Geographically ineligible.._ . _________ 7 i 3

I The rejection eategories shown are those used by the
program,

? Includes patients medically uns=uitable at the time
of evaluation.

¥ Imcludes patients who were later found able to
attend an outpatient department and those who after
evaluation were found able to finance their own medical
BATE.

i Includes patients found financially ineligible before
evaluation.

tion, a few patients were referred to home care
during 1952 from the Queens General Hospital
outpatient department. Those patients ac-
cepted for home care in this program were con-
sidered as “transfers’” to the home care service
from the wards. If the need arose, they were
transferred back to the hospital for a period
of time.

There were 664 applications for home care
acted upon during 1952. About 62 percent of
these were accepted for home care, and 38 per-
cent were rejected. Of the 414 patients ac-
cepted, 81 percent were new to the program;
the remainder had received previous home care
services,

N umi-
Total applications acted upon during ber
1 bl A S = S N FE D R 664
Acceptances of patients new to the program. ... 334
Acceptances of patients who had received
previous home eAre_ oo 80
5P F [, e Mt s e S, 5 I et S0 250

The reasons for rejections of patients shown
in table 7 are those used by the program.
Almost half of the 250 patients rejected for
home eare during the year were either medically
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Table 8. Estimates ! of transfers or digcharges from
home care, Queens General Hospital Home Care
Program, calendar yvear 1952

Discharges or
transfers

Reaszon for discharge or transfer —_—_—
Num-| Per-

byer cent
Total:.ccsme b e s | 110 101}
Transfers:
To Queens General Hospital________ 238 58
Dhischarges:
To outpatient department_ __ _______ 02 22
To private physician_ _ _____________ 26 fi
Moved from area. . __ . __ ______._ 14 3
Died at home_ ___ _________________ 20 5
To nursing or econvalescent home._ _ _ _ B 2
To other AganoY_ = -0 ol Toiay i 2
Other reREODE 2. - o e as i 2

I Bazed upon a 50-percent sample of patient summary
cards.

? Includes patients discharged “at own risk” or with
no further medical care necessary.,

NorE: Approximately 348 patients were transferred
to the hospital wards or were discharged at least once
during the year.

unsuitable or were found financially able to
make their own arrangements for care.  About
18 percent of the patients were “medically
unsuitable” at the time of evaluation: and 30
percent were rejected because “home care was
not necessary.” The latter group included
those patients who were later found to be able
to attend an outpatient department and those
who, after evaluation, were found able to finance
their own mediecal care.

About 27 percent of the rejections during
the vear were made for socioeconomic reasons:
the patient had no home; the patient’s home
situation was inadequate; the patient or his
family rejected home care; or the patient was
not medically indigent.

A small number of patients were rejected
because they did not live in the geographic
area served by the program. The remaining
patients rejected had died before evaluation
or aceeptance could be made.

The movement of patients between home
care and the hospital wards was a frequent
occurrence. There were an estimated 238
transfers of patients from home care to the
hospital wards during the wvear. This group
accountedfforlabout 58 percent of the total 410
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times that patients were removed from home
care during the year (table 8). These patients
either became too ill for home ecare, necded
special procedures done in the hospital, or their
home situation warranted transfer to the wards,
In many instances, they were transferred to
home care again after a short interim in the
hospital. About 50 percent of the times that
home ecare patients were transferred to the
hospital wards during 1952, they were returned
to home care during the same year. The
average length of stay in the hospital for these
interim periods was 20 days. The shortest
stay in the hospital was 1 day and the longest
was 156 days. (These figures do not include
patients returned to home care after the end
of the yvear being studied.)

The next most frequent reason for discon-
tinuation of patients on home care was that
patients had recovered sufficiently to attend
the outpatient elinic. An estimated 22 percent
of the total removals of patients were those
discharged to the outpatient department for
further care. With the exception of patients
who moved outside the area served by this
home care program, or who died at home, only
about 2 percent of the discontinuations of

Table 9. Trend of services given by the Queens
General Hospital Home Care Program, 1950-52

1950 1951 1952

— e —

Number of patients served

during year 1.____ - __ .| ?505 | 2588 a4
Average daily census of pa-

T PR T e e T 201 226 213
Total patient-days stay._.._.____ 73, 384 |82, 521 |77, 254
Average number of patient- ;

days BEyIS ot Sl e 145 140 | 153
Physician visits_____________| 8,175 | 3,872 | 3, 506
Physician visits per patient.__| G| 7 i
Nursing visits .__________ .15, 867 (17, 144 |14, 970
Nursing visits per patient___ _| 31 20 | a0

! An unduplicated count of patients served on the
home care program during each year. Patients dis-
charged and readmitted during 1 yvear are counted only
onee for that vear. ;

* Estimated.

* During 1950-52, an average of about 84 percent of
the total nursing visits were made by health department
nurses; the remainder were made by the visiting nurse
service.

Nore: Data for this table were obtained from
monthly statistics compiled by the program and not
from the individual patient records, which were used to
obtain other data in this study.
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Table 10,

Estimated number and percentage ! of patients receiving various services by diagnostic eategory,

Queens General Hospital Home Care Program, calendar year 1952

4 Number of patients receiving—
: : ; Total : AL ] S T
3 v o |
Primary disgnostic category patients | Physi- Niraiiig ﬁ;gg;:?" Physical . .. | House- Huel}‘!ilulll
AL e e therapy st keeping | equip-
vidits : ictte visits i S T mént

|
Total, all disgnoses_________ 504 I | 486 | 160 268 94 | 86 72 | 212

T et |
Hgaxtotisaarno. oo oo ooc| 114 110 | 108 | 68 4 | 24 12 30

Vascular lesions affecting central | [ ' |
DETVOUS BYSBM._ .o oo oooce o ' 34 | 32 | 28 | 18 16 | 4 12 18
Other cardiovascular disease________ fid 54 | 50 | 30 8 | o 10 | 24
Malignant neoplasms.____ g 80 | 80 | T4 | a8 2 8 | 16 | 30
Diabetes mellitus__________________ 16 42 44 | 22 12 o e R 24
Arthritis and rheumatism__________ 18 15 18 | 10 g | 4 | 12
Acci11911t.n.1--..________________ T4 T2 Ga 38 34 | 24 10 42
All other diseases . ______. 54 TR 70 44 10 12 5 a2

Percent
Hanctiilease. oLl 22 22 24 26 4 28 17 | 14
Vascular lesions affecting central
NErvOUS SYEbOML_ . - o oo oo e 7 T fi T 17 b 17 ]
Dther cardiovascular disease_ 11 11 11 11 5 2 14 11
Malignant neoplasms_ _ ___________. 16 16 16 14 2 9 23 14
Diabetes mellitus....______________ 9 | 9 9 8 13 Rl e | 11
Arthritis and rheumatism.___________ 3 | 4 4 4 | 9 5 5 | fi
A s LR T e 15 15 15 14 | S 28 14 | 20
All'other diseases. .- . _ .. __.._...| 17 16 15 16 | 11 14 11 | 15
| !

I Estimates are based upon a S0-percent sample of the patient master card file.

# Dnly the primary diagnosis is used,

patients on home care were made without
provision for further care.

Developments Within the Program

The area of greatest change since the begin-
ning of the program was in the size and compo-
sition of the staff. The program began in 1948
with a home care director, five residents, and
a chief clerk. Medical social services were
provided by the hospital social service staff.
Since that time, the resident staff has increased
to 14, and a nursing coordinator and assistant,
2 physical therapists, 1 clerk, and 2 stenogra-
phers have been added. Four social workers
were added to the hospital social service staff
during 1950-51 to meet the extra demands for
services. The position of the oecupational
therapist was vacant at the time of the study.

In January 1953, the program began accept-
ing referrals from the outpatient department.
These referrals, however, were limmited to
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For Sixth Revision, International List numbers of diagnoses, see table 4.

patients who had recently been hospitalized at
Queens General Hospital.

The trend of services for the 3 calendar years
1950 through 1952 is shown in table 9. These
data were obtained from monthly statisties
compiled by the program and not from individ-
ual patient summary records. Although 1949
was the first complete year of operation for the
home care program, comparable data for this
period were not available. The number of
patients served was about 17 percent higher in
1951 than in the years 1950 and 1952. The
amount of medieal and nursing services provided
per patient remained about the same during
the 3 years. The annual average number of
patient-days of stay was slightly higher in 1952
than in the previous 2 years.

Collection of Data

In addition to the hospital chart, which was
transferred to the home care service with the

(] ]
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patient and which contained complete medical
information, a summary card file was kept for
active and for inactive patients and showed
data such as the amount of each service pro-
vided and the financial status of the patient.
Other files or registers containing patient infor-
mation were the referral register book, files on
housekeeping hours, physical therapy wisits,
X-ray and clinie visits, and monthly reports of
nursing visits.

A daily census of patients and monthly “ac-
tivity analysis’” were submitted by the home
care office to the department of hospitals. The

activity analysis included data on the number
of patients receiving home care, patient-days,
referrals, and rejections from home care;
amount of services provided in the home; prin-
cipal diagnoses; and age groups. This infor-
mation was obtained from data in the home
care files and from specific counts made rou-
tinely by the clerical staff.

For this study, more detailed data on patients
and services were necessary than were routinely
compiled in this program. Specified data were
abstracted from individual patient records of a
50-percent sample of patients receiving home

Table 11.  Estimated number and percentage! of various services provided to patients by diagnostic category,
Queens General Hospital Home Care Program, calendar year 1952
| Number of services
L Y ; Total
Primary diagnostic category 2 patients| Physi- B raing Physical Clinic | House-
cian Tk therapy =y keepin
visits vieits visits visila hﬂurﬁg

Total, All AIAETOBER. - oo oo oo oo eee | 504 | 3,290 | 12,844 | 1,724 168 | 41,236
14 FT AR ) 0 LS L e B e destiict | 114 856 | 3, 708 86 34| 7,736
Vascular lesions affecting central nervous system_______| 34 300 | 1,092 362 4 11, 638
Other eardiovaseular disease_ _ o _ . _______________ ! 5d 220 1, 560 48 2 2, 940
Maligmant nooplasins. - _ - - .. ! B0 390 | 1,226 2 18 4, D06
Driabetesimellibag: - Crs s LS oi s e S e e 46 306 HEE] 132 ) [ el
Arthritiz and rheumatism . - - - o e cc e ——- 18 144 354 244 fi 1, 986
Aidanib s - e L L L, 74 378 1, 558 a02 34 6, 574
Al okher disaneas; o e ceeeee s 24 206 2 318 348 5 b, 456

Percent
e b e e e e e | 22 26 a0 5 20 19
Vaszcular lesions affecting central nervous system_ ____ . | T 0 8 21 2 a8
Other cardiovascular disease. - oo oo o _____| 11 10 12 3 1 ¥
Malignant neoplaams . - o i deeeean 16 12 10 () 11 12
Eriabetes rmelttan: =0 S rs s i aE i 9 L] T 8 ] ey el
Arthritie and rheumatiam. - o= Co o0 o0 oo | 3 4 3 14 4 5
L e T i RO e e e S R ML s 15 12 12 29 20 16
All other diseasss =5 f s T e R | 17 18 18 20 23 13
Average number visils per palient :

Totad, all diagnosea . . oo i ninpnm i 6. & 25. 5 3. 4 0.3 81. 8
N X e | e m 7.5 33. 3 . B .3 67. 9
Vascular lesions affecting central nervous system_ _.__ . _|._______ 88 3z2.1 10. 6 ol 342, 3
Other cardiovascular disease_ _ _ oo | 59 28 9 .2 (*y 5. 4
Malignant meoplaama -0 TE e e e 4.9 15 4 Q] i 61. 3
Diabedoatrellitags ot ealii S ameiinns, G ris s st S T 6.7 20. 4 b e
Arthritis and rheumatism . ____| S BT 8.0 19. 7 13. 6 .31 11008
e e AR T R PR AR LRSI B SURAT BRI bl N 21, 1 6. 8 5 &8, 8
Al 'other:dlseanal:o. . - oter s R it R b e | 7.1 27. 6 41 T 65. 0

I Estimates are based upon a 50-percent sample of the
* Only the primary diagnosis is used. For Sixth Revision,

1 Less than 0.5 percent.
4 Less than 0.05 visits.
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tient master eard file,
International List numbers of diagnoses, see table 4,
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care services during the calendar year 1952
Every other patient was selected in alphabetic
sequence. These data were obtained from the
summary card file on patients and certain addi-
tional information was obtained from other
patient service files kept by the program. All
subsequent tabulations of the statistics were
made after the study team’s return from the
field. It was believed that the resultant data

Public Health Monograph MNo. 33, 1955
ETR451—00——-0

for the 50-percent sample of patients receiving
services during 1952 would give reliable indi-
cation of certain general characteristics of this
home care program,

Reference

(1} Unterman, I, DeGralf, A, C,, and Meleny, H. E.:
Study of home care in a municipal hospital.
J. A. M. A. 140: 152-155, May 14, 1949.
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Boston Dispensary Domiciliary Medical Service

Boston, Mass.

Origin of the Program

The Boston Dispensary has assumed the
responsibility of providing home medical care
to the indigent and medieally indigent in the
city of Boston for the past 157 years. Unlike
many other cities, Boston has never employed
city physicians for this purpose.

In 1796, a small group of public-spirited men
eztablished the Boston Dispensary. The prin-
ciples upon which the institution was founded
(1) were:

1. “The sick, without being pained by 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. “Thoze who have seen better days may be
comforted without being humiliated; and all
the poor receive the benefits of charity, the
more refined as it is the more secret.”’

A century and a half later the dispensary
still adheres to these principles.

In 1856, when a central outpatient clinie
was added, the Boston Dispensary provided
both home care (domiciliary service) and
outpatient eclinic services. Gradually, the
number and variety of services increased.
In 1910, a full-time director was appointed,
and the responsibility for the direction of the
domiciliary service was delegated to a super-
vising physician.

In 1929, the dispensary joined with the
Floating Hospital and Tufts College Medical
School to form the nucleus of the New England
Medical Center, which provides elinical experi-
ence to Tufts College medical students. Since
the formation of the New England Medical
Center, the stated objectives of the domiciliary
medical service have been:

1. To meet patients’ needs by providing high-
level physician services, and by making pro-
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visions for other services through effective
utilization of community agencies,

2. To provide a training experience in a
community setting for residents and fourth-
yvear medical students from Tufts College
Medical School.

Today, serviees available to both acutely and
chronically ill patients in their homes include
physician’s services, medical social services,
medications and medical supplies, laboratory
and X-ray services, nursing, physieal therapy,
hospitalization, housekeeping, transportation,
home teaching, hospital equipment and sup-
plies, and prosthetic appliances.

Program 1951-52

This section of the report is primarily con-
cerned with a deseription of the Boston Dis-
pensary program as it operated during the
fiscal year October 1, 1951-September 30, 1952,
Statistical data were obtained from material
compiled by the Boston program and from a
special hand tally made for a 9-percent sample
of medical visits. Cost data were obtained
directly from program records.

Administration

The responsibility for the planning and diree-
tion of the domiciliary medical serviee, and
related teaching responsibilities, were delegated
to a physician director by the director of the
dispensary. An advisory committee, composed
of the director of the dispensary and the dean
of Tufts College Medical School, met with the
director of the domiciliary medical service
approximately once a year to discuss policy
changes.

The domiciliary medical service staff was
composed of a part-time physician director,
4 resident physicians, 1 medical social worker,
1 chief clerk, and 2 part-time clerical assistants,
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The director of domieciliary medical service
devoted approximately one-half of his time to
administrative duties, teaching, and super-
vision of the medical staff.

The four residents spent about 75 percent of
their time in caring for patients and in assisting
with the supervision and teaching of medical
students. Approximately 25 percent of their
time was spent in the dispensary clinies,

The medical social worker, in addition to
providing direct services to patients, par-
ticipated in program planning and in the teach-
ing of medical students.

The chief clerk was
clerical activities,

Arrangements were made with other de-
partments of the dispensary to provide medi-
cations, X-rays, and some laboratory services.

Services not available through either the
domiciliary medical service or the dispensary
were arranged for by informal working agree-
ments with many community agencies. Some
of these agencies and the services they fur-
nished were as follows:

1. The Visiting Nurse Association provided
nursing services, physical therapy, some nutri-
tion consultation, and some mediecal supplies
without charge to the program.

2_The Boston Provident Society Homemaker
Service provided homemaker service without
charge to the program.

responsible for all

Table 1. Source of funds and value of services used
by the home care program, Boston Dispensa
Domiciliary Medimlp Service, Ocetober 1951-Sep-
tember 1952

Funds reecived and estimated

4 Amount | Perc
value of services used ount | Percent

5 SEE RS R e £41, 177 100
Funds received. . _______ 33, 970 g2
United Community Services...__| 23, 867 58
Pationts and families________.__| 2, 517 fi
Welfare department (for serv-
ices to patients on relief) _____ . 7, B86 18
Estimated value of services pro- |
- L B s e e e o B TR 15
Boston Dispensary (estimated).__| 2, 407 i
Tufts College Medical Sehool |
I e e St 4, 500 11
Mizeellaneous I:-E;timmd, appli- |
ances and equipment) - - - - | 300 !
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3. The Boston City Health Department
provided chest X-rays and laboratory services,
in accordance with its usual policy.

4. Community hospitals provided hospitali-
zation for diagnostic and therapeutic care.

Source of Funds and Costs of Services. An
estimated budget of $41,177 was set up by the
domiciliary medieal service to provide home
care to patients during the fiscal vear October
1951 through September 1952. About 82 per-
cent of this amount was actual eash outlay by
the program. The remaining budget items were
the estimated values of specific services pro-
vided by the Boston Dispensary and Tufts
College Medical School without charge to the
home care program (table 1). No cost esti-
mates were available for many other services
provided to patients without charge to the
program. Among these were the services and
supplies provided by the Visiting Nurse Asso-
ciation, the Boston Provident Society, the
State and city health departments, and various
other agencies. The value of services of medical
students was also not included in the cost data.

Detailed data on the available costs is shown
in table 2. Personnel services, including direct
services to patients and administration, ac-
counted for about 69 percent of the costs
listed. Other direct services to patients, such
as laboratory, X-rays, medications, and sup-
plies, amounted to 9 percent of the costs, and
other overhead expenses accounted for about
22 percent of the costs.

Sinee the number of patients served was not
known and therefore could not be used as a
base figure, the unit cost figure used by this
program was based on the number of visits
made by physicians and medical students. The
program staff estimated that the average unit
cost per medical visit was $2.85 for the fiscal
vear 1951-52, This figure included the cost of
social service; laboratory, X-ray, and medical
supplies; and other direct services. It was de-
rived by dividing the total cost of operating the
program by the total number of medical visits
($41,177 divided by 14,434 visits).

Operational Policies and Procedures

The policy of the domiciliary medical service
was to provide care to indigent and medically
indigent patients with both acute and chronie
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Table 2. HKecorded costs of serviees provided by the Boston D;?z?c"“ﬂ Domieiliary Medical Serviee, October
1951=-September 1
Cost of serviee
Type of service Expenditures EEEFH?::{I ';;:]ue
Total from home \Aarl writh
care funds provided with-
out charge
g et Eonte s T T G BT SR ST S 541, 177 33, 970 87, 207
ERroct Bervicaastr st iy vl Wi L0 i) Moy 0 D 22,719 17, 984 4, T35
P arBiiiEa] e S g ST s T e R s e 19, 088 14, 713 4, 375
Phvsicianz:
Jrector ol sarvioe . e e 500 1 P R 2
Beanidenls: srlisnp o e B R e e A 14, 288 | 11, 288 3, 000
Consnl bR siue s o e e e e e b | R [ S 200
Bbmdeaite sy e R e e TN P
Nurses (Visiting Nurse Assoeiation) . oo . oo eeeeeme e i e e e o n
Boninl worlera e css faetn s b b il o e e S S 2l 4, 100 | 2, 925 1,175
Ctharrperormal - S B e e T B e
Other services and supplies ¥ _ _ . _________ 3, 631 3, 271 2640
B UTV Ty o R L R e P e 0y S e e S PR 331 11 R e e ey
5By e e Sl oo B 5 ¢ LS T e S T L T [ 1] Rt o, 1
Hospita ] aquipmmrl S e e e el 1 P 100
Medieations and medieal supplies._______________________ 1, 706 T 0 i e
et hopedio B pl e e e i N 200
Transporéstion of patiemts: . _ - o ol .. 10 s ST e 10
Tramaportatbonof stall - o o A el . I.E:H! A O e IS e L
Administrative and other expenses_________ I 18, 458 | 15, 9806 2,472
Porponnal oiesor s it e e e 9, 495 | 8, 495 | 1, 000
Frogram dipectupstsaer ot Rl ey sty e 5, 500 4, 500 1, D00
iRl plrles - R I E A S L T8 L e e Tl 2, 100 B L = e WL Sl
Other clorks (2 part fime) 0o 0n ol e e e 1, 885 g8 -1+ |l e O i ik
B T 1 e s b e e oy S &, 063 7, 491 1,472
Orverhend (apace, lght, hedt) o o oo oo aaao e B, B33 a, 361 1, 472
Office supplies and equipment____ e 537 | B8 e e ey
L L e e e 1, 4893 i PR L s s e

! No estimate was available for value of services provided by visiting nurses.
? Ineludes part-time chief of social service of Boston Dispensary and 1 full-time social worker.
! No estimate was available for value of direct services provided by personnel such as physical therapists,

nutritionists, home teachers, and houzekeepers,

* The figures shown under “other services and supplies” are only those provided through the Boston Dispensary.
Laboratory, X-ray equipment, and supplies were also provided by the State and city health departments and other

agencies,

Note: Average unit cost recorded by the program was $2.85 (total available cost of $41,177 divided by 14,434
total medical visits during year). Not included are costs for many services provided by other agenecies.

illnesses living in specified areas in the city of
Boston. The “Boston Uniform Admitting
Policy” (2) used by hospitals and outpatient
departments was the base from which judg-
ments were made. Some of the factors taken
into consideration were:

1. Nature of medical problem,

2. Family income, resources, and indebted-
ness.
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3. Availability of health and hospital in-
surance.

4. Special resources available and the publie
health responsibility of the institution.

Referrals for persons living within the area
covered by the service were accepted from any
individual or agency in the community.
tients with all diseases were eligible. However,
patients with active pulmonary tuberculosis

Pa-
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were accepted only under unusual circumstances
and obstetrical cases were not eligible. Calls
were accepted from 8:00 a. m. to 12 noon 7 days
a week, and visits were made the same day.
Calls received after 12 noon were accepted for
visiting the following day. Patients or families
requesting emergency service were referred to
the nearest hospital.

All patients who were referred and who were
eligible for service were visited at least once by
a staff physician. The decision to continue
medical care in the home, to make other ar-
rangements for care, or to terminate services
was made by the resident, alone or in consulta-
tion with the director. When, in the opinion
of the resident, alone or in consultation with
the director or the medical social worker, the
services of other personnel-—such as nursing,
physical therapy,or homemaker—were required,
the case was referred to the appropriate agency.
Personnel of the service staff and personnel of
other agencies gave continuity of services to
patients by sharing information with each other.
The methods used included individual econ-
ferences, telephone calls, case conferences, case
records, and some written reports.

Reeords. The individual case record included
identifying data, medical history and ex-
amination, physician’s progress notes, and
abstracts from other medical facilities when
received. When the patient was known to the
social service staff of the program, summary
social service notes were incorporated in the
case record. Although there was no formal
plan for routine summary reports from partici-
pating agencies, there were frequent telephone
conferences that centered around patient care.
These were, however, rarely recorded in the
patient records.

{Conferences. Several scheduled conferences
were held under the leadership of the director
of the domiciliary service. Staff conferences
for resident physicians were held monthly in
order to discuss medical policy. Case confer-
ences designed to plan for patient care were
held weekly., These were attended by the resi-
dent physicians, medical students, medical
social workers, and representatives from com-
munity agencies that were providing services to
patients. Frequent informal stafl conferences
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were held to discuss plans for individual pa-
tients and operational policies.

Although the director of the service was em
ployed on a part-time basis, he had an office in
the dispensary building and was usually avail-
able to discuss patient care or problems with
staff members.

Services to Patienls

There were no available data on the amounts
of services provided except the number of resi-
dent physician and medical student visits and
the number of patients known to social service.

Medical Services. Direct services were pro-
vided by resident physicians, fourth-vear medi-
cal students under medical supervision, and
medical consultants. The range of services
included histories, physical examinations, ad-
ministration of medications, collection of speci-
mens for laboratory examinations, diagnostic
and therapeutic procedures (such as electro-
cardiograms and chest and abdominal taps), and
minor surgical procedures. Consultation serv-
ices in pyschiatry, gyvnecology, and ophthal-
mology were provided in the home. Other
medical consultation services, such as physical
medieine, dermatology, surgery, dentistry, and
gpecial fields of internal medicine, were provided
in the dispensary outpatient elinics. As shown
in table 3, a total of 14,434 visits were made by
staff physicians and medical students during
the fiscal year 1951-52. Approximately 22
percent of these visits were to patients newly
admitted to the service; about 41 percent were

Table 3. Medical visits to patients, by admission
atatusg, Boston [Dispensary Domiciliary Medical
Serviee, October 1951=-September 1952

| Medical visits

Admizsion status k
MNum- Per-
her cent

A o) e ] AT S R e R S T [ S 1040
Initial visits to new admissions__.._.| 3, 115 | 22
Initial visits to reinstated ! paticnts_ .| &, 993 | 41
Revisits to patients for any 1 illness__| 5, 326 | a7

|

i In this program, the term “reinstated’ is used in-
gtead of “readmission,” This term implies pationis
yreviously served by the program and inactive for an
indefinite period of time who are visited by the physi-
cians for a new episode of illness.  Any patient can be
reinstated once or several times during a year period.
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to patients reinstated to the serviee; and 37
percent were revisits to patients for any one
episode of illness.

Social Services. Medical social services were
provided to patients by the medical social
worker assigned to the service. During fiseal
year 1951, 332 limited services and 16 compre-
hensive services were provided.

Limited serviees included uncomplicated re-
ferrals to other agencies for financial assistance
and homemaker service, referrals to family and
children’s agencies, assistance with transporta-
tion, help in securing special equipment and
appliances, and reports to other agencies in-
volved in patient care.

Comprehensive services included continued
casework service to patients and families to
help them understand and cope with problems
related to the illness. Complicated referrals
to other agencies were also counted as a compre-
hensive service.

Nursing Services. Direct nursing seryices to
patients were provided under the direction and
supervision of the Boston Visiting Nurse Asso-
ciation. The range of services included dress-
ings, injections, irrigations, demonstrations,
teaching members of the household how to care
for the patient, and health instruction to
patients and families.

Physical Therapy. Prescribed physical ther-
apy treatments were provided in the home by
registered physical therapists on the staff of the
Boston Visiting Nurse Association.

Nutrition Services. Nuftritional instructions
were provided through consultations to staff
and direct services to patients in their homes,
Direct services were provided by the nutrition-
ist from the dispensary food clinic and by a
staff nutritionist from the Visiting Nurse
Association,

Homemaker Services. When the need was
indicated, homemaker services, ineluding clean-
ing, cooking, and general supervision of children,
were provided by the Boston Provident Society.

Medications. Necessary medications were
provided through the dispensary pharmaey.

Laboratory and Diagnestic Tests.  Laboratory
examinations of blood, sputum, and urine were
provided through the dispensary laboratory.
Throat cultures were sent to the city health
department for processing.
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Hospitalization. Although hospital service
for diagnosis and treatment was usually pro-
vided by the Boston City Hospital, other hos-
pitals in the area frequently provided care.

Other Services. Patients were provided with
prostheses, hospital equipment, sickroom and
medical supplies, and transportation from a
variety of community sources.

Characteristics of Palienls

Although the number of different patients
served annually was not known, some indica-
tion of the size of the program can be obtained
from the number of visits made to patients by
physicians and medical students. Of the
14,434 medical visits made to patients in their
homes during fiscal year 1951, 3,115 were visits
made to new patients for the first time. In
addition, 5,993 initial visits were made to
patients reinstated with a new episode of illness.
(Patients who were previously served by the
program and who were then inactive for an in-
definite period of time were “reinstated’ when
the physicians and medical students wvisited
them for any new episode of illness. Any
patient could have been reinstated once or per-
haps several times during any year period.)
From the above figures, it may be assumed that

Table 4. :'E-e-:liml visit= to new and reinstated
patients, by general age group, Boston Dispensary
Domiciliary Medical Serviee, October 1951-Sep-
tember 1952

Medical visits

Age and admission status

| Number Fer-

cent
New patients on program.._._______ | 3, 115 104
Childrap:d o cooeis 0 SN 2, 348 75
Adinltad it S THY 25
Reinstated patients_______________| 5,003 100
ORIMARRL ., L0t e it S| e 83
Adilie s LS R e N A 17

! Tnder 16 vears.

¢ 16 years and over.

! In this program, the term “reinstated” iz used in-
stead of “readmitted.” This term as used implies
patients previouzly served by the program and inactive
for an indefinite period of time who are visited by the
physicians for a new episode of illness, Any patient
ean l:\‘c reinstated once or several times during a year
period,
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Table 5. Medical visits to patients, by diagnostic eategory and admizsion status, Roxbury and South Boston
Districts, Boston Dispensary Domiciliary Medical Service, October 1952 and Ju:?unry 1953
' Medieal visits
| In o Patients
Diagnostic category Roviilts for
Total = = any one
Newly ad- . illness
mitted Reinstated
I Number
ey e e SR L e U e Lt S S | 1, 237 281 520 436
T T e S S 1, 032 250 | 461 i 321
Upper respiratory infections®_______. SA U 494 134 235 125
Infectious diseases common among children®___________ 69 16 38 12
A b T R e R i - 469 | 97 18 184
el T e S o S P S AR e SV S TR 169 19 a9 111
R PO e e e N e R D e S :mi 12 20 4
Percent
Reite disenses;total- - oo oo 83 80 =8 | 74
Upper respiratory infections . ________ __________________-_ 40 48 45 29
Infectious diseases common among children. ... ... 5 7 7 3
Diher Raae: diseases: =0 LT IRE T e e e a8 34 36 | 42
Ehrrmaidissasegtes Ele T KT e I L 14 7 8 | 25
T TR A L s L A e B S B 3 4 4 | 1
I

! Includes common colds, tonsillitis, pharyngitis, laryngitis, and sinusitis,

? Includes mumps, chickenpox, whooping cough, and scarlet fever,

? Includes diseases for which patients require %mmu eare for 3 months or more,
i Ineludes conditions with no evidence of physical disease or with undiagnosed symptoms only.

Nore: In order to ascertain the general diagnostie categories of patients visited on the program, an attempt was
made to obtain a representative sample of vizits made, by diagnosis. Sinee it was known that upper respiratory
infections and children’s infectious diseases were most prevalent in the winter months and least prevalent in the
summer and fall, 1 winter month and 1 early fall month were chosen to help offset this seasonal bias. Time periods
close to the date of the study were selected becanse diagnosis data on the patients visited were more readily available.
The districtz of Roxbury and South Boston were selected for tudy because it was believed by program administra-
tors that these two districts would provide a representative cross section of the patient populations served by the
program. About 60 percent of all visits during Oetober 1952 and January 1853 were made to patientz in the 2

districts selected,

the number of different patients served during
the vear fell somewhere between the lower range
of 3,115 patients (total new admissions) and
the upper range of 9,108 patients (total new
admissions plus reinstatements).

Age, Sex, and Diagnosis. About 75 percent
of the new patients admitted to the program
during the fiscal year were children under 16
vears of age (table 4). This proportion of
children and adults among the new admissions
would probably give at least a fair indication of
age proportions among the total number of
patients.

A sample of medical visits made to patients
during 2 months (October 1952 and January
1953) was used to obtain an indication of the
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This would yield about a 9-percent sample of all visits made during the entire yvear,

diagnoses of patients (see note to table 5).
About 83 percent of all medieal visits in the
sample were made for acute diseases, of which
upper respiratory diseases alone accounted for
about 40 percent (table 5). This coineided
with the large proportion of visits to children.
Although almost 48 percent of all visits to new
patients were made because of upper respiratory
infections, only about 29 percent of revisits
were made to patients in this diagnostic cate-
gory. The reverse relationship was found for
visits to chronically ill patients. Although only
14 percent of total visits in the sample were
made to chronically ill patients, about 25 per-
cent of the revisits were made to these patients.

Visits to patients, by relief status, are shown
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Table 6. Medieal visits to patients, by relief stalus,
Boston Dispensary Domicilinry Medical Service,
October 1951=September 1952

i Medical
| vigits
Relief status -.i
Num- | Per-
ber | cent

Total 2 rr=r et D 14,434 | 100

Py S oo e e ) T T R
| bkl e

(Md age assistance._ ... . R -I 469 3
Aid to dependent ehildren_ _______. 1, 890 3
Ceneralmaliel - o e 1, 28 0

Nonrelief patients. .. __________._ | 10, 791 75

in table 6 for fiscal year 1951-52. About 25
percent of all visits were made to patients re-
ceiving public assistance. More than half of
these visits were to patients receiving assistance
under the Aid to Dependent Children program.

Home Care and Professional Education
Medical Education

The domiciliary medical service has been
used as an educational resource for graduate
and undergraduate medical training since 1929,
when the Boston Dispensary and Tufts College
Medical School became parts of the New
England Medieal Center. The director of the
domiciliary mediecal serviee, who is in charge of
the educational program, is an assistant profes-
sor of medicine in the department of medicine
of Tufts College Medical School, and partici-
pates in the planning of the fourth-vear
curriculum. A

Graduate FEduealion. The program of grad-
uate teaching was established to provide
medical school graduates with practical experi-
ence in medical care in the home. At least 1
vear of internship and a license to practice
medicine in Massachusetts are prerequisites
for acceptance as a resident. One year of
service as a resident can be used toward
fulfilling the requirements of the specialty
boards in internal medicine or pediatries. The
residency, which is for 1 vear, may be renewed.
Residents have appointments as assistants in
medicine or pediatries in the medical school.
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Under the supervision of the director of the
domiciliary medical service, the residents are
responsible for home visits to patients and for
supervision of fourth-year medical students
assigned to the program. Residents in medi-
cine are required to attend morning staff
rounds in the New England Medical Center
Hospital before going to the Boston Dispensary,
where they work in the medieal clinic from 10
a. m. to 12 noon. They are expected to attend
all lectures and clinieal conferences held for the
hospital staff. Pediatric residents have the
same responsibilities in the Boston Floating
Hospital (pediatric) and the pediatrie clinic of
the Boston Dispensary. All of the residents
mayv attend such educational activities as
those of the Bingham Associates Program,
which are held at the New England Medical
Center.

During the study period, four residents were
on the staff. Because of the inability to
recruit more residents, the director of the
service was planning to assign to the program
medical residents from the New England
Medical Center Hospital and pediatric resi-
dents from the Boston Floating Hospital.
These residents would serve as stafl physicians
on the domiciliary medical service for 3 months.

Undergraduate Fdueation. During their
fourth vear in medical school, students are
assigned to the domiciliary medical service for 1
month full time. The assignment is designed
to give the students, under direct supervision,
practical experience in medical care in the home.
Upon assignment, students are oriented to the
service through meetings with the director of
the domiciliary medical service, the director of
social service of the Boston Dispensarv, a
representative from the visiting nurse associa-
tion, and the office executive of the program.

Each student is assigned two or three cases
per day by the resident—usually two new
visits and one revisit. On all new visits, the
student is under the direet supervision of his
resident. The student goes into the home alone,
takes the history, and makes the physical
examination. The resident meets the student
in the home and checks his work, and together
they plan for treatment and necessary revisits.
Revisits are made by the student alone. If
necessary, he may telephone the director of the
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service for further guidance. Cases visited
by the student alone are discussed with the
resident on the following day. The 'director
reviews each student's caseload to make sure
that he is assigned a wvariety of cases. The
director also holds individual conferences with
the students once a week to diseuss their cases,

Students are required to attend clinics at the
Boston Dispensary 6 days a week from 10/ a. m.
to 12 noon. They choose to attend either
the medical or pediatric clinic, but they may
attend one of the specialty clinics if one of
their home care patients has been referred for
diagnosis or consultation.

Planned clinical conferences are held periodi-
cally from 9 to 10 a. m. During these confer-
ences, members of the department of medicine
of Tufts College Medical School discuss specific
discases. Two mornings a week, from 9 to 10
a. m., a physician on the staff of the Boston
Dispensary holds conferences with the home
care students to discuss selected cases from the
dispensary.

During the month’s full-time assignment,
each student prepares a report on one of his
home care cases, selected for its interesting
medical and social content. These reports are
reviewed by the staff medical social worker, who
selects the best reports for presentation at a
regularly scheduled weekly social service con-
ference. The conferences are attended by the
director of the program, all home care students,
the staff medical soecial worker, the director
of social service of the Boston Dispensary, and
representatives from those other community
agencies which are providing services to the
patient under discussion.

Table 7 shows the proportion of wvisits to

Table 7. Medical visits made by physicians and
medical studenis, Boston Dispensary Domiciliary
Medieal Serviee, October 1951=September 1952

Medical visits

Vizit made by

Num- | Per-

ber cent
elobale o o ) oo s Jise g 14,7404 100
Plly.-si-:ia.ﬂaalmu.-..________________.: 8, 288 | a7
Physicians accompanied by students. .| 3, 876 27
2,270 16

Btudentsalone. . e mcccmmmma-
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home care patients made by medical students,
as compared with those made by residents.
Sixteen percent of all home medical visits were
made by students alone, whereas they ac-
companied the physicians on their home
visiting rounds 27 percent of the time. The
remainder (57 percent of all medical visits
during the fiscal year 1951-52) were made by
the physicians alone.

Developments Within the Program

Although there have, of course been many
changes during the 157 years that the Dom-
iciliary Medical Service has been in operation,
the primary objectives, as outlined in 1796, have
remained the same,

Major changes have oceurred primarily in
administrative patterns and in the range of
services, which has been increased to keep pace
with advances in medical science, Starting
with physician serviee in 1796, the program has
been expanded to include nursing care (1814),
social serviee (1908), nutritional guidance (1918).
and gradually, over the years, many of the var-
ious specialized fields of medicine, ineluding re-
habilitation, have been made available to
patients in their homes.

Depending upon funds available, the size of
the professional staff of the Domiciliary Medical
Service has varied from 1 physician, paid on a
fee-for-service basis during the first vear of
operation, to an all-time high of about 20 full-
time physicians and 30 to 40 part-time physi-
clans.

The areas covered by the program have been
reduced from the entire city to those sections
of the city where the greatest needs exist.

Until the establishment of the Community
Fund in the early 1930's, contributions from
civie-minded individuals were the major sources
of operating funds. In September 1951, the
department of public welfare began reimburs-
ing the program for medical services provided
to all recipients of public assistance.

Records have been changed from a ledger-
type record to more inclusive individual cumu-
lative records.

During the first year of operation (1796),
records show that about 80 patients received
medical care in their homes. The program
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grew until it was giving home care to thousands
of patients each year. It is not known just how
many different patients received home medical
services each year prior to 1928, when individual
records were first kept. For the years 1928-52,
there were approximately 150,000 different pa-
tient records, which would yield an average of
6,000 new names added to the records during
each year of the 25-year period. This figure,
of course, would be less than the annual average
number of different patients served, since many
patients would be carried over from year to year.

Table &. Number and average cost of medical visits
made by physicians of the Boston Dispensary
Domiciliary Medical Serviee, selected calendar

vears 1ES6—~1949 and fiseal years 1950=51 and 1951=52

o Number Average
Year | of visits | unit cost 1
[

1-17 T e g T 18,400 |o ...
A B I E L e s B A b (e Re
19T e o 4, 724 S0, 83
1Ol e T Tl e
1939 . Z T = 5d, 503 1. 0
g1 e T P R L T 16, 286 1. 67
T OREA B e T e e ol T g St B
I e e e 14, 434 2. 35

1 Does not inelude value of services provided withonut
charge,

Using available medical visit data as an indi-
cation, the number of patients served annually
has varied greatly throughout the history of this
program. If we assume that the number of
visits per patient during recent years has stayed
about the same, it would appear that the num-
ber of patients served annually varied according
to prevailing economie conditions. At the end
of the depression in 1939, 54,503 home medical
visitse were made. Similarly high numbers of
visits were made during all the depression years,
In recent vears, the total number of medical
visits has decreased, ranging between 13,000
and 16,000 visits per year. The past 25 years
have witnessed an increase in the average unit
cost (cash expenditures of the program divided
by total medical visits) from about $0.83 in the
calendar year 1927 to $2.35 per medieal visit in
the fiscal year 1951-52 (table 8). (These cost
figures do not include the value of services pro-
vided to the program without charge, which, for
1951-52, brought the unit cost up to $2.85.)
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Collection of Data

In the home care program at the Boston Dis-
pensary, a numerical record file is kept in
chronological order for all patients given serv-
ice since 1928. It was estimated that this file
contained more than 150,000 different names,
as of the date of the field study. Identifying
data, referral data, and physician’s reports on
each patient are kept in this file. In addition,
an alphabetical index eard file is maintained for
each patient. A daily logbook is kept for each
district in the program, which contains data on
medieal visits and the diagnoses of new and
reinstated patients visited. Routine monthly
statistics compiled by the program personnel
contain certain summary data on medical
visits. No compilations are made of the total
number of different patients served during the
vear (an unduplicated eount of patients), nor
of patient characteristics, such as age group
and diagnosis. No records are kept on the
amount of services other than medical visits.
{The agencies providing these other services do
not keep separate records for the Boston Dis-
pensary home care patients. )

An indication of certain general character-
istics of patients was obtained from the medical
visit data compiled in the program for the fiscal
vear October 1951-September 1952 ; the number
of visits to adults and to children, to new
patients, and to patients on relief, and the
number of visits made by physicians and by
medical students,

In order to obtain information on the
diagnoses of patients visited on the program,
a hand tally from the medical visit logbhook
was done for a sample of visits made. The
diagnosis for which visits were made was
shown in the loghook for new and reinstated
patients, The diagnosis of patients revisited
for any one episode of illness was not indicated.
By tallying visits made during recent months,
the diagnosis of patients revisited could more
readily be filled in by program personnel.
Sinee it was known that upper respiratory
infections and children’s infectious diseases
were most prevalent during the winter months
and least prevalent during the summer and
fall, 1 winter month (January) and 1 fall month
(October) were chosen to help offset the seasonal
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bias. Two districts served by the program
(South Boston and Roxbury) were selected for
study because it was believed by the program
administrator that they would provide a repre-
sentative cross section of the patient popula-
tions. About 60 percent of all medical visits
during the 2 months selected for study were
made to patients in the two districts selected.
This would equal about a 9-percent sample of
all visits made during the entire year,

To have obtained complete data on the
number of patients and the amounts of various
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services provided would have necessitated ab-
stracting a large number of individual records
in the program and in other agencies. In the
limited time allotted for field study, this proce-
dure was not possible.

Relerences

(1) 150 years a good Samaritan. Boston, Boston Dis-
pensary. Undated.

(2) Hospital Council of Metropolitan Boston: State-
ment of hospital admitting poliey. Boston,
Hospital Division of United Community Services,

May 1950.
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Massachusetts Memorial Hﬂspituls Home Medical Service

Boston, Mass,

Origin of the Program

The Home Medical Service of the Massa-
chusetts Memorial Hospitals was begun in 1875
as a joint activity of the hospitals and the Boston
University School of Medicine. The program
was designed to care for both the acute and
chronic illnesses of the needy and medically
needy living in the South End section of Boston,
and to provide an educational experience for
fourth-year medical students. The program
was administered by the department of medi-
cine, School of Medicine, until 1948, when a re-
organization transferred administration to the
department of preventive medicine of the School
of Medicine. Since that time, educational pro-
grams centered around patient care in the
home have been developed for third- and fourth-
vear medical students, medical social work
students, and senior student nurses.

The objectives of the program are:

1. To provide, through an organized ap-
proach, more comprehensive services to patients
in their homes and to place emphasis on the
preventive aspects of medical care.

2. To develop the “team concept approach’
to patient care at both the stafl and the student
level.

3. To utilize already established eommunity
services 1o help meetl patient needs.

Theservices available to patients include phy-
sician serviees and consultation in the various
specialties of medieine, medical social service,
nursing, physical therapy, homemaker service,
hospitalization, laboratory tests and other
diagnostic procedures, drugs and medical sup-
plies, hospital equipment and sickroom supplies,
prostheses, and transportation.

Program 1952

The information contained in this section of
the report is primarily concerned with a deserip-

6l

tion of the program as it operated during the
calendar year 1952, The area served by the
program included the South End seection of
Boston and small adjacent sections in Roxbury.
According to the 1950 United States Census,
the population of the South End was 54,563,
or about 7 percent of the total population of
Boston. More than 41 percent of the popula-
tion in the area were 45 years old or older, as
compared to 32 percent for the city as a whole’
The median family income was 81,500, as com-
pared to the median income of $2,643 for the
total eity. Almost 52 percent of the dwelling
units were dilapidated or had no private bath
as compared to 15 percent for the city as a
whole.

Statistical data for this report were obtained
from compilations made within the program
and from hand tallies of about 9 percent of the
medical visits during the vear. Cost data were
obtained directly from program records.

Administration

Responsibility for the administration of the
program was vested in the professor of pre-
ventive medicine, Boston University School of
Medicine, who also served as the director of the
outpatient department, Massachuzetts Memo-
rial Hospitals.

In addition to the director, the service and
teaching staff of the program consisted of 2
resident physiciang, 1 medical social worker,
a half-time public health nurse, 1 administra-
tive assistant (clinical nurse), and secretaries.
The assistant professor of mental health, the
associate professor of psychiatry, and the in-
structor of preventive medicine, Boston Uni-
versity School of Medicine, provided consulta-
tion to staff and students and participated in
teaching conferences.

The director devoted approximately one-half
time to the program and was responsible for
administration, overall supervision, and teach-
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ing. The two residents taught and supervised
the fourth-vear medical students, who provided
patient care.

The medical social worker participated in
program planning and in the teaching of
medical, nursing, and social work students
assigned to the program. She was responsible
for liaison with community agencies, supervision
of social work students, and provision of direct
services to patients.  Approximately 75 percent
of her time was spent in the teaching program
and in the supervision of social work students.
The remainder was spent in working with
community agencies and in providing direct
services to patients,

The public health nurse devoted approxi-
mately half-time to the home care program.
She participated in program planning and teach-
ing conferences for medical, nursing, and soeial
work students. She was responsible for deter-
mining nursing needs, referral of patients to
the nursing agency, the selection of patients
to be seen by student nurses, and the super-
vision of patient care provided by student
nurses. In addition, she taught prineiples of
public health nursing in the basic curriculum
and was responsible for interpreting the domicil-
iary medical care program and the public health
aspects of nursing care to the nursing staff of
the hospital.

The administrative assistant, a graduate clin-
ical nurse, was responsible for screening all calls,
maintaining supplies and equipment, instructing

Table 1.  Source of funds, Massachusetts Memorial
Hospitals Home Medieal Serviee;, ecalendar year
1952

Source Amount
) o b 8 I D S T S S A LA NISR  + r L

Boston University School of Medieine '_ ____ 7,082

Commonwealth Fund *_______________ 14, 519

Fublic Health Service Yoo oo oo 1, 750

Massachusetts Memorial ngimm (psti-
mated value of services provided) ?_______| 14,465

! Salaries.

! The welfare department was billed for 510,041 in
behalf of patients served during 1952. This sum was
to be paid to Massachusetts Memorial Hospitals to
defray costs of home care. This amount was not de-
ducted here because it eannot be ag:gléed to any 1 year.
At least part of this money woul used during the
following vear.
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medical students in nursing techniques, and for
a variety of elerical and housekeeping duties.

The secretarial stafl was responsible for
clerical funetions.

Arrangements were made with other depart-
ments in the Massachusetts Memorial Hospitals
to provide the following services:

1. Medieal econsultation in the home or in
the outpatient department by the staff of the
hospital.

2. X-rays in the hospital X-ray department.

3. Processing of some laboratory and other
diagnostic tests in the hospital laboratory.

4. Medications from the hospital pharmaey.

Services not available through the program
or the hospital were arranged for by informal
working agreements with the following com-
munity agencies:

1. The Visiting Nurse Association, without
charge to the program, provided nursing care,
physical therapy, some nutrition consultation,
and medical supplies.

2. The Boston Provident Homemaker Serv-
ice furnished homemaker service without charge
to the program.

3. Boston City Health Department took
chest X-rays and performed some laboratory
tests,

Source of Funds and Costs of Serviees. Funds
and services amounting to $37,816 were shown
on the program budget for 1952. Most of the
funds came from private sources (table 1).
The major exception was reimbursements to
Massachusetts Memorial Hospitals from the
Department of Welfare for care given to recip-
ients of public assistance. The department
was billed for $10,041 for services provided
during 1952, but not all of this amount was
actually received by the hospital during the
study year.

Details on the recorded costs of services are
shown in table 2. Salaries of personnel ac-
counted for $24,911, or about 66 percent of the
total. This included salaries for teachers, ad-
ministrators, and persons providing direct
services to patients. (Visits by medical stu-
dents were made without charge.) The remain-
ing 34 percent of the cost was spent for drugs
and supplies, depreciation, maintenance, and
utilities.

Many figures on the costs for providing
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Table 2. Hecorded operating costs of Massachusetts
Memorial Hospitals Home Medical Serviee, calen-

dar year 1952

| Amount

Type of service

Tofh] -t A s s e S R BT
Halairian s e e S | 24,911
Physician diveotor d .o oiooioois {4,810
Assistant professor of mental health 2___ __ | 1, 750
Instruector in medical social work ?________ | 2, 769
Azzociate professor of psyehiatry 2________ 250
Public health nursing instructor®________. 2, 000

Instructor, department of preventive med- "
folnaBteEn e it S S 1, 350
Medical residenta (&) _ _ _________________ 6, D00
Administrative assistant_____________.____ 3, H00
BHanralarine e T o e pE e 1, 920
Seppadaned S il o d L T e G632
Othergapyieaa: _— 0 o 12, 905
Pharmacy and supplies._________________ ! 1, 100
Depreciation of equipment 4. . - oo oooooo.| 226
Owerhead expense®__ ___________________ | 11,574

e e —

I The physician direetor of this program was also
director of the outpatient department and professor of
preventive medicine in Boston University Medieal
School. It was estimated that about half of his time
was spent on the home medieal care program, of which
time about one-third was for teaching and two-thirds
was for administration.

2 Part time,

? Full time,

i Depreciation at 6 percent per annum on equipment
used exclusively by the home medieal ecare program,

8 Overhead alloeation is based on the percentage of
gpace utilized by home medieal care in tllm outpatient
department building, This estimated cost includes
maintenance, utilities, and depreciation of buildings
and furnizhinga.

Nore: Average unit cost was $3.05 (fotal program
budget of $37,816 divided by 12,391 total medical
vigits during yvear). This figure does not include costs
of many services provided to patients without charge
to the program, such as nursing visitz, clinie visits,
laboratory, and X-rays,

services were not available, These included
costs of nursing and housekeeping services,
clinic visits, laboratory work, and X-rays.

Operational Policies and Procedures

The policy of the home medical service was
to provide care to the indigent and medically
indigent in the South End section of Boston.
Mediecal indigency was determined on an indi-
vidual basis. The “Boston Uniform Admitting
Policy,” (1), used by hospitals and outpatient
departments, was the base from which judg-
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ments were made. Some of the factors taken
into consideration were:

1. Nature of medical problem.

2. Family income, resources, and indebted-
ness,

3. Awvailability of health and hospital insur-
ance.

4. Special resources available and the publie
health responsibility of the institution.

Referrals were accepted from any individual
or agency in the community for persons living
in the area served by the program. Patients
in all age groups and with all diseases were
eligible for home ecare. Calls were accepted
daily from 8 a. m. to 3 p. m. for visiting the
same day. Patients or families requesting
emergency service were referred to the Boston
City Hospital. All patients eligible for service
were visited at least once by a fourth-year medi-
cal student. The decision to continue care in
the home, to make other arrangements for care,
or to terminate medical services was made by
the student, alone or in consultation with the
preceptors.

When, in the opinion of the medical student,
alone or in consultation with the preceptors and
other staff members, other services, such as
nursing, physical therapy, social service, or
housekeeping serviee were required, the case
was referred to the appropriate staff member
or to a community ageney.

The methods used for interchange of informa-
tion between personnel of the program and per-
sonnel from other agencies included individual
conferences, case conferences, telephone ealls,
case records, and some written repoits.

Records. For teaching purposes, individual
patient records were maintained by type of
service and were filed separately. The mediecal
record included identifving data, medical his-
tory and examination, progress notes, and, when
received, abstracts from other medical facilities.
Notations indicating services provided by other
professional personnel were entered in the
medical record.

Comprehensive social services were recorded
in detail on separate social service records and
were filed in the hospital social service depart-
ment. Limited social services were recorded
on consultation sheets and filed in the patient’s
medical records.

A Study of Selected Home Care Programs



The nursing records ineluded identifying data,
patient’s diagnosis and physician’s orders for
treatment, progress notes, and pertinent social
data.

There was no formal plan for routine sum-
mary reports from participating agencies on
eare provided to patients. However, there were
frequent telephone conferences centered around
patient care, and notations were made in the
appropriate record.

Conferences. There was a variety of teaching
conferences centered around patient care, some
of which were attended by personnel from all
categories and by representatives from partici-
pating agencies. When indicated, staff con-
ferences for planning and administrative pur-
poses were called by the director.

oervices o Palients

The only available data on the amounts of
services provided to patients were the number
of visits made by physicians and medical stu-
dents and the number of patients known to the
social service staff.

Medical Services. Direet services to patients
in the home were provided by fourth-year

medical students under the supervision of the
two residents. The range of services included
medical histories, physical examinations, ad-
ministration of selected drugs, and collection
of specimens for laboratory examination. Staff
members in all the mediecal specialties at the
Massachusetts Memorial Hospitals provided
consultation services to patients, either in their
homes or at the outpatient clinic. A total of
12,391 home visits were made by medical stu-
dents and residents during the year, of which
approximately 48 percent were initial visits to
patients for any one illness and 52 percent were
revisits to patients during any one illness
episode.

Social Services. Medieal social services were
provided to patients by the medical social
worker and by the two students assigned to the
program. During the calendar year, 70 lim-
ited services and 57 comprehensive services were
given. Limited services included uncompli-
cated referrals to other agencies for financial
assistance and homemaker service, referrals to
family and children’s agencies, assistance with
transportation, help in securing speecial equip-
ment and appliances, and reports to other

Table 3. Medical visits to patients, by diagnostic category and general age group, Massachusetts Memorial
Hozpitals Home Medical Service, 48-percent sample of visits made during January and October 1952

Medical visits

Children under

Diagnostic category | Total | 15 years Adults
| 1
MNum- Per- | Num- | l"m'-_ ‘ Num- Per-
ber cent | ber | cent ber cent
I 1
b e e e IR S R | 1, 146 L{H) 857 | 100 280 | 100
g e e LTI RO IR SRR e RS Y] I T AT | Y R T 19
Upper reapiratory infections ' o cccccacaanana- -| 384 34 347 40 42 15
Infectious diseazes common among children 2 249 22 245 20 4 I 1
Otheracute diseases - oo e 315 27 220 206 05 33
FrT e AN e W B N O [ e [ aads 17 2 [ 131 45
Unelassified ¥ oo momcccmcm e mccnn e cem e 45 | 4 28 3| 17 6
| | | {

I Ineludes common eolds, tonsillitis, pharyvngitis, laryngitis, and sinusitis,
2 Ineludes measles, mumps, ehickenpox, whooping cough, and scarlet fever.
3 Ineludes patients with no evidence of physical disease, or with undiagnosed symptoms only.

Nore: Effort was made to obtain a representative sample of medical visits to patients, in order to show an indica-

tion of the

neral diagnostic categories and age groups of patients. Since it was known that more respiratory infec-

tions and children’s infectious diseases were prevalent in the winter months, one winter month and one early fall
month were chosen to help eliminate this biaz. All visits made by two student doctors in each month were tallied,
which amounted to 48 percent of all visits made during the 2 months, The sample equaled about 9 percent of all

vigits made during the entire year 1952.
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agencies involved in patient care. Compre-
hensive services included continued casework
services to patients and families when the major
problem centered around the illness situation
and involved the patient’s and the family's
understanding and acceptance of the illness.

Nursing Services. Direet nursing services
were provided under the direction of the Boston
Visiting Nurse Association. The range of serv-
ices included dressings, injections, irrigations,
personal care, health instruction to patients and
families, demonstrations, and teaching a re-
sponsible member of the household how to care
for the patient.

Physical Therapy. Preseribed physical ther-
apy treatments were provided in the home by
registered physical therapists on the staff of the
Boston Visiting Nurse Association.

Nutrition Services. Limited nutritional in-
struction was provided to patients by the nu-
tritionists on the staff of the Boston Visiting
Nurse Association,

Homemalker Services. Homemaker services,
including cleaning, cooking, and general super-
vision of children, were provided, when indi-
cated, by the Boston Provident Society.

Medications. Medications were provided
through the pharmacy of the Massachusetts
Memorial Hospitals.

Laboratory and Diagnostic Tests. Simple lab-
oratory tests, such as routine blood and urine
tests, were performed by the medical students
under the supervision of a member of the de-
partment of preventive medicine. More com-
plicated tests were sent to the laboratory of the
Massachusetts Memorial Hospitals for process-
ing. Some throat cultures, sputum, and cul-
tures for diphtheria were sent to the city health
department for examination.

Hospitalization. Hospital services for diag-
nosis and treatment were provided by the
Massachusetts Memorial Hospitals and the
Boston City Hospital.

Other Services. Patients were provided with
prostheses, hospital equipment, sickroom and
medical supplies, and transportation from a
variety of sources in the community.

Characteristics of Patients

Although the number of different patients
served annually was not known, some indica-
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Table 4. Medical visits to patients, by relief status,
Massachusetts Memorial Hospitals Home Medical
Service, calendar year 1952

Medical visits

Reliel status
Num= Por-
ber cent

12, 301 100

Total visits to all patients__________.

Visits to patients on relief___________ 2 077 32
Old age assistance. . __________-. % 461 4
Aid to dependent children_________ 2, 362 19
General relief . _._____________| 1,000 8
Aid to disabled, to veterans, and |

Bl e e e Y : 154 1

Visite to nonreliel patients__________| 8 414 ! 68

tion of the size of the program could be obtained
from the number of home medical visits made to
patients and from the number of new admis-
sions to the program. Of a total of 12,391 home
medical visits made during the calendar year
1952, 2187 were made to new patients. In
addition, 3,734 initial visits were made for new
illness episodes of patients previously visited.
(It is probable that a number of patients on the
program were visited for two or more episodes
of illness during the same year.) From these
figures it may be assumed that the number of
different patients served fell somewhere between
the lower range of 2,187 patients (total new ad-
missions) and the upper range of 5,921 patients
(total new admissions plus initial visits to pa-
tients for new episodes of illness).

Since no data had been compiled on the char-
acteristics of the individual patients served, a
sample of the visits made by two medical stu-
dents during January 1952 and by two others in
October 1952 was tallied to show the general
diagnostic categories and age groups. Since
comparatively more respiratory infections and
children’s infectious diseases are known to be
prevalent during the winter and early spring
months than in the summer and fall, one winter
month and one fall month were chosen for tally
in order to get a more representative sample.
The visits in the sample equaled about 9 per-

cent of all visits made during the entire year
1952,

Of a total of 1,146 visits tallied in the sample,
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953 visits (83 percent) were made for diagnosis
and treatment of acute diseases (table 3).
Upper respiratory infections and ‘children’s
infectious diseases, such as measles, mumps,
whooping cough, scarlet fever, and chickenpox,
accounted for about two-thirds of the visits to
patients with acute illness. About 13 percent
of the medical visits in the sample were made to
patients suffering with chronic diseases, and the
remaining 4 percent were made to patients with
unclassified illnesses or special conditions.

Almost three-fourths (857) of the visits in the
sample were made to children under 15 vears
of age. Acute illnesses accounted for about
95 percent of these visits. Of the 289 visits
made to adults, about 49 percent were due to
acute diseases, 45 percent were due to chronie
diseases, and the remainder were made to
patients with no definite diagnosis.

The medical visits to patients on relief during
1952 are shown in table 4. Of a total of 12,391
medical visits made during the vyear, 3,977
visits (almost one-third) were made to patients
receiving public assistance. The largest group
was composed of recipients of aid to dependent
children, to whom 2,362 wvisits were made.
Patients receiving general relief received 1,000
visits during the vear. Four hundred sixty-one
vigits were made to old age assistance recipients,
and the remaining visits were made to recipients
of disability, veterans, and blind assistance.

Home Care and Professional Education

The home medical care program was used
as a resource in the education of hospital resi-
dents, medical students, student nurses, and
medical social work students. The students
from the wvarious professional schools were
oriented together, and all attended the joint
professional case conferences concerned with
patient care. The cases discussed at these con-
ferences were selected by the medical social
worker. The medical, nursing, and social
work students were responsible for preparing
and presenting information on the various
aspects of the patient and family situation.
The medical social conferences were intended to
develop an understanding of the social needs

of patients and families and of family interrela-
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tionships and to point out the community
resources available to meet patient and family
needs.

[t was the hope of the program director and
supervisors that by working and planning
together at the student level, the three student
groups would develop both a basis for mutual
professional understanding and a team approach
to patient care.

Graduate Medical Education

Each year since July 1, 1949, two residents
from Massachusetts Memorial Hospitals have
been assigned full time for 1 year to the depart-
ment of medicine to work in both the home
medical care program and the outpatient depart-
ment. ‘They are required to have had 1 year
of approved internship and 1 vear of residency,
and they are allowed to count the training
on this program as a year's credit toward the
requirements .of the specialty boards (internal
medicine and pediatrics). Under the direction
and supervision of the director of the program,
these residents devoted approximately two-
thirds of their time to outpatient elinic activi-
ties. Their responsibilities for the supervision
of medical students included daily group con-
ferences with students regarding patients being
treated in the home, home visits with students
to selected patients, and review of students’
records.

The residents participated in teaching confer-
ences in both the home medical care program
and the hospital.

Undergraduate Medical Edweation

Fourth-vear medical students from the Bos-
ton University School of Medicine were as-
signed in groups of six to the home medieal
care program for a period of 1 month, full
time. Under the supervision of the residents,
students were responsible for providing medi-
cal care to patients. The range of services
provided included histories, physical examina-
tions, diagnoses, dispensing simple medications,
collecting blood and urine for testing, collecting
other specimens for laboratory diagnosis, and
maintaining patient records. Under the super-
vision of a member of the department of
microbiology of the medical school, students
did their own plating for throat cultures and
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for cultures from suppurating lesions. Thor-
acenteses and paracenteses were done by the
students in the patient’s home with a resident
present. Students carried a large part of the
caseload. At least four residents would have
been required to make home visits if medical
students had not been assigned to the program.

In addition to their conferences with resi-
dents, the medical students attended a weekly
conference conducted by the staff psychia-
trist, where the psychosomatic aspects of cases
were diseussed.

A program designed to give third-year med-
ical students an opportunity to observe chronic
illness in the home was also conducted by the
Boston University School of Medicine. At the
beginning of his third year, each student was
assigned a family from the rolls of the home
medical care program. Under the supervision
of the professor of preventive medicine, the
student was responsible for general medical
care, health instruction, and disease prevention

for the family for a period of 9 months. This
program was started in September 1949,
Nursing Education
The Massachusetts Memorial Hospitals

School of Nursing inaugurated an educational
affiliation with the home medical care program
on an experimental basis in December 1952.
In order not to duplieate established community
nursing services, patients to be seen by students
were cleared with the Visiting Nurse Associa-
tion.

The objectives of the educational experi-
ences were: !

1. “To provide concrete educational expe-
rience for third-year student nurses through
observation, demonstration, and participation
in the care of the patient in the home.

2. “To learn basic techniques so that re-
sponsibility for actual ecare can be safely
administered.

3. “To develop an appreciation of the func-
tions and experiences of medical students and
social work students.

4. “To understand better the patient as an
individual correlating such factors as may affect
his physical, emotional, economie, and soeial

! Massachusetts Memorial Hospitals: Unpublished
materials.
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well-being in the home, community, and hos-
pital.

5. “To acquaint the student with the need
of health teaching of the patient and family
emphasizing nutrition and mental health.

6. “To increase the knowledge of the nurse
in application of past experience through care
for a patient and family as a whole.

7. “To develop an appreciation of the nurse's
role in the continuity of medical care including
prevention of disease and promotion of physical
and mental health.

8. “To help to ecreate positive attitudes
toward the aecquisition and maintenance of
health.

9. “To learn about and appreciate com-
munity resources and the contribution they
offer to individuals.”

The plan provided for the assignment of all
senior nursing students to the home medical
care program full time for a period of 4 weeks.
A public health nursing instructor on the faec-
ulty of the Massachusetts Memorial Hospitals
School of Nursing was assigned part time to
the home medical care program to be respon-
sible for planning and supervising the student’s
educational experience.

During the student’s orientation to the pro-
gram, she was introduced to staff members and
other students, learned policies of the home
care program, read selected materials, and at-
tended general orientation conferences given to
students in all categories as well as conferences
devoted specifically to nursing service.

During the 4-week assignments, the students’
time was about equally divided between indi-
vidual and group conferences and patient care.
The students were given caseloads that pro-
vided opportunities to observe and ecare for
patients with both acute and chronic illnesses
and to work with both adults and children.
Their responsibilities included providing nurs-
ing care to selected patients, giving simple
health instruction on normal putrition and
health measures, maintaining patient records,
and participating in conferences with students
from other professions in planning for patient
care. When patients whom they had seen in
the home were hospitalized or referred to the
outpatient department, the student nurses were
encouraged to visit them. These visits gave
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the student an opportunity to review the pa-
tient’s record and to observe his physical con-
dition and his general attitude toward his ill-
ness and environment.

Teaching and supervisory methods included
demonstrations, visiting with students in the
patients’ homes, individual and group confer-
ences to discuss patient care and related prob-
lems, and review of patient records. The stu-
dents’ activities were closely supervised.

The home medical care program had been
used for student nurse training for only 3
months at the time of the study and no evalua-
tion of the educational experience had vet been
made. The community nursing aspects of the
program were to be evaluated at the end of 6
months by a committee composed of represen-
tatives of the hospital school of nursing, the
visiting nurse association, and the director of
the home medical eare program. This evalua-
tion was to include a review of the selection and
clearing of patients visited by the students and
a determination of whether or not nursing
services were being duplicated, or whether there
were gaps in services so that patients needing
care did not receive it from either a student or
a member of the Visiting Nurse Association
staff. Educational values of the program were
to have been evaluated at the end of 1 yvear.

Social Work Education

During 1952, two second-vear students from
the Boston University School of Social Work
were assigned to the home medical care program
for field work experience.

They were assigned for 3 full days per week
from September through May, with the excep-
tion of the school vacation periods. They were
supervised by the medical social worker in the
home medical care program. It was a require-
ment of both the program and the school that
the supervisor spend 2 hours per week in con-
ference with them. Liaison between the super-
visor of the program and the school of social
work was maintained through gquarterly reports
by the students and monthly supervisor's con-
ferences at the school of social work. In addi-
tion, the faculty supervisor of medical social
work made field visits in order to read case
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records prepared by the students and to discuss
their field work experience with the supervisor.

During the first week of assignment to the
program, students were given an orientation,
which consisted of meeting staff and learning
policies and procedures. With social service
students assigned to other departments of the
Massachusetts Memorial Hospitals, they par-
ticipated in monthly meetings throughout the
school year as a part of a planned program for
orienting students to the hospital setting. At
these meetings, members of the hospital staff,
such as the hospital administrator, the chief
nurse, and the chaplain, talked with the stu-
dents and explained their various services.

Cases were assigned to the students by the
supervisor, who tried to select cases that would
oive them a broad range of medical and social
problems, as well as an opportunity to work
with both children and adults. The students
worked with patients and families whose social
problems were directly related to illness and
who needed help in understanding the illness
and in adjusting to the problems it created.
The students were also given an opportunity,
through case situations, to work cooperatively
with community social agencies, to learn to
interpret medieal recommendations to social
agencies, and to bring significant social data
to the staff of the home care program.

The students were responsible for providing
casework services to selected patients and fam-
ilies, for maintaining social service records, for
preparing summary social serviee reports, for
preparing quarterly reports to the school, for
attending monthly social service staff confer-
ences, and for participating in weekly medical
social teaching conferences.

Developments Within the Program

Since the 1948 reorganization, there has been
an inerease in size and composition of the pro-
gram staff, and the teaching program has been
expanded to include medical social work and
nursing students. Two medical residents and
a medical social worker were added to the staff
in 1949 to supervise student activities and to
provide some direct services to patients. A
part-time public health nursing instructor was
added to the staff in 1952 to supervise the activ-
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Table 5.

Trend data, Massachusetts Memorial Hospitals Home Medical Serviee, July 1%48=December 1952

Calendar yvear

Number of new admissions to the program '___________________

Number of medieal wisits._ . ________________._._.

Initial visits for anv one illness._ . .. ______
Revisits for aame illness. . i i ..

Average unit cosb__ - _______._

N. A —Not available.

I Average number of new admissions per year was 2,260,

ities of student nurses assigned to the program,
and to participate in program planning and
teaching programs for other student categories.

Table 5 shows trend data in relation to new
admissions, medical visits, and average unit
costs for the period July 1948-December 1952.
During this period a total of 10,199 different
patients were admitted for services, or an aver-
age of 2,266 new patients per year.

The average unit cost (program budget di-
vided by total medical visits) increased from
$2.12 in 1949 to $3.05 in 1952. This unit cost
does not include the value of services provided
without charge to the program.

The director of the program would like to
provide for greater continuity of patient care by
assigning medical students to home medical
care, to the outpatient department, and to the
hospital ward simultaneously for a 4-month
period. In this way, the patient would have
greater continuity of medical care and the
students would have an opportunity to follow
the patient from one service to another.

Collection of Data

In this program, individual medical records
were on file for all patients served since the
program was organized in its present form in
July 1948. (There were about 10,000 different
records as of December 31, 1952.) Each pa-
tient record folder contained the following in-
formation: identifying data, date of referral
for each illness, diagnoses, detailed report on
medical visits, and reports of other services to
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July=

December ————— I =

L343 1040 | 1950 | 1951 | 1952
1, 170 : 2,800 | 2,005 | 1,947 | 2,187
| N.A 111,608 | 14,734 | 14, 148 | 12,301
_______ M. A. 5001 | 4,046 | 5578 | 5,021
SEFET W [ ETY 6,517 | 9,780 | 8570 | 6, 470
N. A. $2.12 | N. A, | $220| $3.05
patients. A daily call book was kept, showing

certain information about requests for service.
Daily log sheets containing summary informa-
tion on patient visits were kept by the medical
students.

Routine monthly statistics showing the num-
ber of initial medical visits for any one illness,
revisits, and visits to patients receiving public
assistance were compiled. In addition, a tally
was kept of the number of new admissions to
the program each year. No data were compiled
on the total number of different patients served
annually, or on services other than medical
visits,

For purposes of this study, the data already
compiled in the program were supplemented by
a special hand tally of about 48 percent of the
medical visits made during January and Oe-
tober 1952, Visits made by two student physi-
cians in each period were tallied from the daily
logbooks.  Since upper respiratory infections
and children’s infectious diseases are most
prevalent during the winter months and least
prevalent during the summer and fall months,
one winter month and one fall month were
chosen for tally in order to obtain more repre-
sentative samples. The resultant sample
equaled about 9 percent of all medical visits
made to patients during the calendar vear 1952,

Reference

(1) Hospital Council of Metropolitan Boston: State-
ment of hospital admitting policy. Boston,
Hospital Division of United Community Services,
May 1950,
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Philadelphia Intensive Home Care Plan
Philadelphia, Pa.

Origin of the Program

A study of chronie illness by the Philadelphia
Health and Welfare Council in 1945 laid the
foundation for the Philadelphia Intenzive Home
Care Plan. The study revealed that 50 percent
of persons with long-term illness, known to
agencies and institutions in metropolitan Phila-
delphia, could be eared for in their homes if the
necessary home services were available. A
committee of the council was appointed to
study the problem.

In 1948 the committee recommended that
home care services be established as a pilot
program in the Germantown section of Phila-
delphia. The plan was designed to:

1. Facilitate and extend home care and re-
habilitation to persons with long-term illness by
correlation and expansion of medical, nursing,
and allied services.

2. Demonstrate that such a program is a
practical and economical method of providing
satisfactory care for many patients with long-
term illness and that it could be extended suc-
cessfully to cover the entire Philadelphia area.

The Philadelphia Visiting Nurse Society was
selected as the most appropriate administrative
agency for the program because it furnished
home nursing service and physical and oceupa-
tional therapy and was in a position to develop
and extend the program to other sections of the
city. The plan was approved by the Phila-
delphia County Medical Society, with the stipu-
lation that the medieal consultant would be a
practicing physician.

The bases for selecting the Germantown area
were its fairly typical residential character, the
availability of many of the necessary commu-
nity services, and the community’s interest in ex-
tending services to meet the growing problem
of chronie illness,

According to the 1950 census, the population
of Germantown was 326,487 persons (about 16
percent of the total population of Philadelphia).
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Living standards in Germantown were appar-
ently above the city’s average, for only about
3 percent of the dwellings had no private bath
or were dilapidated, as compared with 12 per-
cent for the city as a whole. The average
monthly rent in the Germantown area was
$55.97, as compared with $40.19 for the entire
city.

The program began operation in April 1949,
Services available to patients included medical,
medical consultation, nursing, social work, phys-
ical therapy, oceupational therapy, part-time
housekeeping, laboratory and X-ray procedures,
transportation, speech therapy, and hospitaliza-
tion. Drugs and medical supplies, appliances,
sickroom equipment, and sickroom supplies
were also furnished.

Three distinet features of the Philadelphia
Intensive Home Care Plan are:

1. The plan is administered by an allied med-
ical agency.

2. The patients remain under the care of their
private physicians.

3. The services of the plan are available to
persons who can pay, as well as to the indigent
and medically indigent.

Program 1952

This section of the report is primarily con-
cerned with a description of the program as it
operated in the Germantown area during the
calendar vear 1952, The statistical data on
services provided were obtained through ab-
stracts of individual patient records, and the
cost data were taken directly from records
maintained by the program.

Administration
Responsibility for administration of the
program was vested in the director of the
Visiting Nurse Society. The staff of the home
care program consisted of a part-time medical
consultant, a full-time coordinator of nursing,
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and a part-time secretary. A steering com-
mittee, including the part-time medical con-
sultant and representatives from civic and
professional groups, assisted the director in
policy formulation and fund raising. The
administrative details were delegated to the
public health coordinator of nursing, and the
medical administrative aspects of the program
were the responsibility of the part-time medical
consultant.

The medical econsultant devoted approxi-
mately one-fourth of his time to the program.
He was responsible for determining the medical
suitability of patients referred to the program,
for all linison with private phvsicians and the
medical staffs of hospitals, for monthly review
of reports from private physieians, for conduet-
ing patient evaluation conferences, and for par-
ticipation with the director and the steering
committee in overall planning and interpreta-
tion of the purposes of the plan to interested
community groups.

The coordinator of nursing was responsible
for sereening all referrals and for evaluating
the general suitability of patients’ homes.
She participated in planning conferences for
patient care, was responsible for seeing that all
services ordered by the attending physicians
were provided, facilitated the coordination of
services through formal and informal con-
ferences and reports, and initiated requests for
consultation on special problems.

The secretary was responsible for the major
portion of the secretarial and elerical duties
connected with the home care program.

The home care administrative plan provided
that the staff and facilities of the Visiting
Nurse Society would furnish:

1. Nursing care by the nurse serving the area
where the patient lived.

2, Physical therapy by a staff physical
therapist.

3. Oceupational therapy by a stafl occupa-
tional therapist,

4. Nutrition and mental hygiene consultation
by stafl serving the patients through the nutri-
tion and public health nursing mental hygiene
consultants.

5. Sickroom supplies and equipment.
Provisions were made in the home care
budget to pay for moderate amounts of house-
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keeping services at prevailing rates and for
drugs and medical supplies.

Services not directly available through the
Visiting Nurse Society were arranged for
through informal working agreements with the
following individuals and community agencies
in the Germantown area:

1. Private physicians were to provide all
medical care to patients. Medical consulta-
tions were provided by hospital medical staffs
or private medical consultants,

2. Starr Centre Association was to provide
nursing service to patients living within a
specific section of the Germantown area.

3. Speech therapy was to be provided by a
private therapist.

4. Local hospitals were to provide hospital-
ization, X-rays, and laboratory and other
diagnostic procedures.

5. Family Society was to provide social serv-
ice consultation to the staff and casework
services to families,

6. Medical supply companies were to provide
hospital equipment.

7. Voluntary groups were to provide trans-
portation for patients and visitors.

Source of Funds and Costs of Services. Funds
for general use in the home care program were
provided by wvarious private sources, ineluding
the Community Chest, private foundations and
trust funds, private agencies, and individuals.
During 1952, a total of $12,650.33 was given
directly to the home care plan for general use.
In addition to this amount, refunds from
patients for specific services totaled $311.16.
A salary equivalent to the salary of one full-
time public health nurse and the overhead and
administrative costs of operating the home care
program were paid by the sponsoring organiza-
tion, the Visiting Nurse Society of Philadelphia.
The value of these services, provided without
direct charge to the IHCP (intensive home care
plan), was estimated {o be $15,956.16 for the
calendar year 1952.

Fundsz given directly to THCP account__ . $12, 650. 33

Refunds from patients for specific serviees. 311. 16
Total funds. _________ . __.__._ 12 98L 49

Estimated value of services provided by
Philadelphia visiting nurse soeiety__.___ 15, 956. 16
Total funds and services provided.. 28, 917. 65
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Costs of operating the program during 1952
charged directly to the THCP amounted to
$12,443.90. This amount did not include the
costs of most of the physician visits made to
home care patients, which were paid by the
patients themselves or by the department of
public assistance. In a very few instances the
costs of physician visits were paid by the
IHCP. Frequently, arrangements were made
by the IHCP with other agencies to provide
services for which the patient would make
direct payment to the other agency. No
record was kept of the costs of these services.

From available records in the program, the
net expense of operating the IHCP for 1952 was
derived as follows:

Cost of services charged directly to IHCP_. $12, 443. 00
Less refunds from patients for speecified

Ty s A N PR 311. 16

—————

12, 132, 74

MNet direct expenses_ - oo,

Estimated cost of services charged to

vigiting nurse society operating account. 15, 956. 16

_ 28 (088 90

Total expenses (direct and indireet)
Less approximate income earned by field
gtaff in fees from home care patients or
(U e (e L eyl e A R 4, 650. 00

Mok axpanees T ST e e s 24, 438. 90

The larger proportion of direct services to
patients provided by the field staff of the IHCP
and the Visiting Nurse Society were paid for by
the IHCP. Services for 24 patients, or about
28 percent, were paid completely by IHCP
(exclusive of physician services.) Seventy per-
cent received at least part of their home care
services through payments made by IHCP, with
the remainder being paid for by patients them-
selves or by third parties, such as life insurance
companies, the American Cancer Society, and
the department of public assistance. The
details on recorded costs of providing services
to patients during 1952 are shown in table 1,
including costs of direct services, administra-
tion, and overhead that have been charged to
the IHCP budget.

Only two patients (2 percent) paid for all
services provided to them in home care (table 2).
Twenty-nine patients (about 34 percent) paid
for part of their services. The remaining 55
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patients (64 percent) did not pay for any of
their home care services (exclusive of physician
services.) Of payments made in behalf of
patients, two life insurance companies paid for

Table 1. Recorded costs of roviding  services,
Philadelphia Intensive Home élan: Plan, ealendar
vear 1952

Type of service i Amount

Cost of serviees charged directly to THCP |

account:
Coordinator of nursing. ... _.....| %3, 473 42
Fhyeical therapisb. o & . oo oo lio.. 2, D82, 92
Occupational therapist. . .... T18. 37
B s L e 1, 55, 32

Medical consultant . _________________ 1, 971. 62

Speech therapists and private physicians .

o pRian e s S e e 300, 50
Housekeapers. _ .o oo oececece e [ 334. 45
Medical supplies, surgical applianees, |

(= r e A e e = e e N 34278
Difice suppilisgs S0 i ene e 56, 42
Publahty oot e i s et i -| 658. 10
Conference eXpenses . - ... _.___. 100, 00

Total direct expenses. - - __.__ 12, 443. 90
Refunds from patients for services: l

Speech therapists. - oo -- 124, 50

Honmesalzaapare =2 0o S e 20. 00

Medical supplies, ete. oo e e e 166, 66

A B 2 B el oy o RO e E P 311. 16

Net direct eXpenses .- - - - - oo veeeom - 12, 182. 74

o m——————

Estimated cost of services charged to VNS |
""rﬂ-t“'lﬂ' Recoumt:
Maintenance for field staff (2% per-

aons):! l
(_"art‘am| 937. 50
Nursing supplies_ . - ______. 250. DO
8ty o Te RIS R e R [ 200, 00

HBalary for field nurse not Jl:thtlml in
direct costs (1 full-time nurse)_______| 3, 408. 00
Overhead for nurse coordinator and |
BOCTOLATY - - - <o csimemmmancecanee 3, 480. 00
Administrative overhead for special
BTy e e e el A e = 2, 080. 66

Total from VNS operating account __| ]:r 956, 16

Total expenses, direct and indireet__| 23. 088, 90
Less approximate income through fees

from home care patients 3_____________| 3, 650. 00
Nt GXPENBe. - covcceceeeemea| 24, 488, 90

1 Staff used for nursing, phy=ieal therapy, and oceu-
pational therapy visits.
? 8 percent of total Visiting Nurse Society projeet

EXPENSE.
¥ Ineludes fees paid by patients and those paid in
bhehalf of patients by insurance companies and the

department of public assistance.

Nore: The average gross cost per patient-day during
1952 was %207 (based on gross expense of $28 058,90
divided by 13.589 total patient-days). The average
net cost per |mhp|1t—cla} was 51.80 (based on net expense
of 524 438,90 divided by total patient-days).
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Table 2. Number of patients, by method of pay-
ment for services, exclusive of visits by physicians,
Fhilmlc‘-gihia Intensive Home Core Plan, ealendar

vear 19

Patients

Method of payvment ! |
| Num-l Per-

| ber | cent

TR s A Sy | 86| 100

Full payment by patients or families__ _| 2 2

Part-pay by patients_ . _______ | 28| 34
Remainder paid by: 5

Intensive home ecare plan (IHCP) .. 23 27
Life insurance companies and |

1F & el R B T D i | b (i}
American Cancer Society and i

20 B L e e e 1 1

No payment by patients___.__________| 55 i

All payments made by:
T 24 28
Life insurance companies and

N B e 16 19
American Cancer Society and

TH. O Pt £ Tttt e s A 2 2
Department of Puhblic Assistance

et N 2 e e R R s 13 | 14

! With wvery few excepiions, all fees for private
physician visits are paid by the patients themselves or
by the department of public assistance and are paid
directly to the physician. The methods of payment for
patient serviees indieated in this table are for all other
serviees to patients, except physician visits,

part of the services for 21 patients, or about
one-fourth of the total patients. The depart-
ment of publie assistance made payments for
part of the services provided to 13 patients,
or about 15 percent.

Operational Policies and Procedures

The Philadelphia Intensive Home Care Plan
offered a combination of medical and allied
services to selected persons of all age groups
with long-term illness living in the Germantown
area. Persons with tuberculosis and mental
illness were not considered eligible for care in
the home. Referrals were accepted from any
individual or agency in the community, but
patients were considered for care only with the
consent of their private physician. Medical
abstracts and social summaries were requested
from private physicians and hospitals for all
patients referred.

Patientsz were visited by the medical director

a0

and the nursing coordinator to determine
suitability for care. Patients were considered
eligible if they met the following broadly stated
eriteria:

1. The patient’s needs could be met in the
home,

2. The patient and family wanted the service.

3. The patient’s home environment was
physically suitable.

4. The patient wanted to be at home and a
responsible member of the household was able
and willing to provide adequate care.

Patients considered suitable for care were
discussed with the patients’ own physicians by
the medical director. The need for services
such as nursing, phyvsical and occupational
therapy, social service, and housekeeping were
discussed and detailed orders for patient care
were secured. Following this discussion, per-
sons who were to be concerned with patient care
met in conference to plan for instituting services,

There was interchange of information on
patient care among the personnel of the pro-
gram, the private physicians, and personnel of
other participating agencies. The methods used
included written reports, individual and group
conferences, telephone calls, and case records,

An individual folder which ineluded identify-
ing data, medical abstracts, correspondence,
monthly summary reports from private physi-
cians, and monthly reports from personnel pro-
viding direct services was maintained for each
patient. Cumulative progress notes were re-
corded on separate records by persons responsi-
ble for each type of service. When the patient
was discharged, these notes were filed in his
folder,

In addition to the initial planning conference
at the time a patient was admitted to the pro-
gram, periodic evaluation conferences were held
to discuss patient progress and future plans.
All personnel working with the patient were
invited to attend these conferences.

Serviees to Patients
Care was provided to 86 persons during the
calendar year 1952, The average monthly
census was 40. The amounts and types of
services are indieated in table 3. (For detailed
data by diagnostie category, see table 10.)
Medical Services. Direct medical services to
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Table 3. Services to 86 patients,! Philadelphia Intensive Home Care Plan, calendar year 1952

Patients receiving Visits per | Average

servicees - watient | number

Type of service I .::.?P ":_'i':;‘:esr: : ré;;eiving | of visits

each | per total

Number | Percent | | service | easeload

- — a2 | . — e — —— e

e T e A (Y] 80 | Bl 8 4 7.6
O R T R e R R R T e (e SR B R 7| 5 | 10 . 4 wl
Medical consultant_ ________________________|. e 53 [2 i 1.2 il
Nursing coordinator_ .. ________. 3 N G0 | 70 | 78 15 .8
bR A e AN S R R D 72 84 | 1, 566 21. 8 | 18. 2
Physical therapy_____________._. 1A e e 58 (i 1, 045 18. 0 12,8
Deenpational therapy. - 0ol 2 oo - - 0 o 32 37 283 58 3.3
8 h t.hcrnp}'______. SN TS BT [ T E| 151 21. 6 1.8
asework service {Palmh %Dcteu}_________.__._._.__' 5 fi 1 B (SRR SRl - o e
Hnusckmpmg Pt B T KR Sl e : o ] 11 | B R R e | et
e(flt.aleqm e L e 4 5 Pl e e R e R
ical supplies and appliances______ . = T & M. A, - . =

"‘\. A, —Cmnpll,tc flat.a nut available.

! This table is based upon the total number of different patients receiving any kind of serviee during 1952, Some
of these patients would have been on the program for the entire year and some, for at least several months during
the vesr. Other patients would have been discharged within a short time after the start of the st udy vear or ad-
mitted shortly before the vear was ended. This latter group of patients would have reecived many serviees while
on the program which would not be included in this table. or example, medical, nursing, and ot her services would
have been given to these patients either prior to or following the stndy year.

2 Or other unit of serviee,

* Units of services provided were not eomparable.

4 It is known that many additional patients received these services through arrangements made by the program,
The costs were paid directly to the providing agencies by the patienis themselves, thus no record of them was kept
in the program.

Nore: X-ray and laboratory services were provided to patients on the program, but data on these serviees were
incomplete,

patients were provided by private practi-  the staff of the Visiting Nurse Society. The
tioners in the Germantown area. All patients  services included such procedures as corrective
were visited by their physician sometime while  exercises, massage, lamp treatments, wax ther-
on the program. Of 86 patients active on the  apy, and erutch walking. A total of 1,045
program during the study vear, 69, or 80 per-  visits were made to 58 patients during the study
cent, received a total of 651 visits, or an average  year. This amounted to an average of 18.0
of 9.4 visits per patient. The remaining 17  visits to each patient receiving this service.

patients, for whom no physician’s visits were Occupational Therapy. Oceupational ther-
recorded, were probably patients discharged apy was provided by therapists on the staff of
from the program a short time after the study  the Visiting Nurse Society. A total of 283
vear began or admitted just prior to the close  visits were made to 32 patients during 1952,

of the study year. This amounted to an average of 8.8 visits to
Nursing Services. Direct nursing care was  each patient receiving the service,
provided by the staff of the Visiting Nurse Speech Therapy. Speech therapy was pro-

Society and the Starr Centre Association. The  vided by a private therapist to 7 patients, who
range of services included personal care, dress-  received 151 visits (ar average of 21.6 visits per
ings, injections, health instruetion, orthopedic  patient receiving the service).

nursing, and teaching members of the family Social Services. The Family Service Society
how to care for the patient. A total of 1,566  (Germantown office) provided casework service
visits were made to 72 patients during the study  to five families of home care patients. The
vear, an average of 21.7 visits per patient who  service was centered primarily around problems
received nursing care. created within families by the patient’s pres-

Physical Therapy. Physical therapy was rmw{, in the home.. In addition, a caseworker
provided by registered physical therapists on f from the Family Society served in a consultant
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capacity to the home care staff on nine cases.

In addition, consultation on special problems
was provided to staff nurses by the mental
hygiene consultant (nurse) on the staff of the
visiting nurse society.

Other Services. Housekeeping services, hos-
pital equipment, drugs, medical supplies, and
appliances were supplied in a limited number
of instances through the program. The figures
shown in table 3 do not include the patients
who may have secured these services through
their own resources or from other agencies in
the community.

Data on X-ray and laboratory services pro-
vided to patients were very incomplete, since
no record was kept of these services when they
were arranged for by the patients themselves.

Characteristics of Patients

About 46 percent of the total 86 patients
served during 1952 had been referred for service
by the Visiting Nurse Society or by the Starr
Centre Association, another health ageney,
(table 4). Private physicians accounted for
31 percent of the referrals during the year.
Hospitals referred about 17 percent and the
remainder came from other agencies and insti-
tutions.

Of the 48 patients newly admitted for service
during 1952, about 52 percent had been referred
by mnursing agencies, with an accompanying

Table 4. Source of referrals of patiemts, Phila-
delphin Intensgive Home Care Plan, ealendar year
1952

Tatal New admis-
patients sions during
served year

Souree of referrals

Num-| Per-
ber | cent

e —————

Num-| Per-
ber | cent

by v IR L 86 1M} 48 | 100
Visiting Nurse Society_.__| 28§ 32 20 42
Starr Centre  Associa-

T 1 e S sl 11 135 7] 10
Private physiclans_ . . _ .. 27 | 3 14 29
Germantown Hospital 2. 11 13 | 7] 10
Other hospitals_ _ _______ 4 | 5 | 1 2
Other agencies and insti- |

1.ulions--------------l 5 i | 3 o

VA health and nursing ageney.
? Most of these referrals came from the soeial service
department of the Germantown Hospital,

a2

Tahle 5. Patients pecri.vinz; home care services, by
age and sex, Philadelphia Intensive Home Care
Plan, calendar year 1952

Sex
Age (years) | Both sexes . Male Female

— |
Num-| Per- |Num-| Per- |Num-| Per-
ber acntl her | cent | ber | cent

T8 A TR
Total..___| 86 | 100 | 22 [ 100 | 64| 100
Under 16 oo oo ] L] I 0 | 0 : i} 0
1h=—ad 15 15 o | bt 13 21
dh=d - o e 30 35 B| 25 22 a5
65 and over_ _ _ .. 40 47 12 ] 28 44

TUnknown. . - -—- 1

oYy et )i (oL

1 Percentages are computed exclusive of patients
whose ages are unknown,

Norg: Median age for both sexes, 62 wyears; for
females, 61 years; for males, 67 years.

deerease in the proportionate numbers referred
by private physicians and hospitals.

Age, Sexr, and Diagnosis. Of 86 patients
receiving home care services on the program
during the calendar vear 1952, 70, or about 82
percent, were 45 yvears of age or older (table 5).
Forty-seven percent were 65 yvears of age or
older, and there were no patients under 15
yvears. Almost three-fourths of the patients
were females.

Vascular lesions affecting the central nervous
svstem, arthritis, and aceidents ranked first,
second, and third, respectively, as the primary
diagnostic categories for which patients were
given care during 1952 (table 6). Together
these three categories accounted for 67 percent
of all patients. Vascular lesions were the
primary diagnosis of 32 patients, or about 37
percent of the total.  Arthritis was the primary
condition being treated in 14 patients, or 16

percent. Of this number, 13 patienis were
il with rheumatoid arthritis and 1, with
osteoarthritis.  Of the 12 patients with acci-

dental injuries, 11 had fractures of the hip,
pelvis, or lower extremities, and 1 patient was
suffering from paralysis due to electric shock.
Diseases of the central nervous system, exelu-
sive of vascular lesions, comprised the fourth
largest disease group. Nine patients on home
care were in this category.

Length of Patient Stay. During the study

A Study of Selected Home Care Programs



vear 1952, the 86 patients on the home care
program received 13,589 days of care, an average
of 158 days, or almost 23 weeks per patient
(table 7). Interim stays in the hospital of some

Table 6. Patients receiving home care services,
Philadelphia Intensive Home Care Plan, by diag-
nostic eategory, calendar vear 1952

|  Patients
[ receiving
2ervices

Primary dingnostic category !

e ——

| Num-| Per-

| ber | cent
AW bt R R e S, R l 8ii 100
Heart disease (410-443) _ _____________ 2 2
Vasecular lesions affecting central nerv- |
ous svstem (330-334)_______________ ' a2z a7
Other eardiovaseular disease {4[!1—4!]2
444-468, T04) . o o o e - 2 2
M&Ilgnnnt neoplasms {140—2!]5}__,.- e fi T
Diabetes mellitus (2600 _______________ 4 5
Diseases of central nervous system
{axuept vascular lesions) (340-357,

T e 9 11
Arthyitis (720-727) o coecccccccccccaaac| 214 16
Accidents (N80O-N099) _______________| %12 | 14
All other specified diseases (residual) _ _. ‘5 (]

! Includes only the primary dmmmsls for which each
patient was receiving services, Figures in parentheses
are Sixth Revision, International List numbers.

2 Includes 13 patients with rheumatoid arthritis and
one with ostecarthritis.

# Tneludes 11 patients with fractures of the hip, pelvis,
or lower extremities, and 1 patient with paralysis,

4 Includes 1 patient in each of the following dizsease
categoriea: diseaze of the respiratory system, digestive
system disease, skin disease, disease of the bones or
other organs of movement, disease of the genitourinary
system,

Table 7. Length of stay on program., patienis served
during Philadelphia Intensive Home Care Plan,
calendar vear 1952

| |Average

Num- | Num- |number

Period on program ber of | ber of |of days

patients) dayvs e

| patient

During study year 19521 ... 86 |13, 589 | 158
For entire time on program,
11 through April 15,

'553 .................. 86 (246, 002 302
Interim }mriﬂds apent in hos-
pital during entire time on

Drogant s oo 13 G35 449

! Does not inelude interim days spent in the hospital.
2 The date of the field study of this program.
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of these patients were not included in the above
figures.

Many of the 86 patients who received services
during 1952 had been on the program before
and remained after the study year. Their
entire length of stay up to the date of the study
was 26,002 days, or an average of 302 days per
patient. Thirteen of these patients, or 15 per-

Table 8. Discharges of patients from home care, by
reason for discharge, Philadelphia Intensive Home
Care Plan, ealendar vear 1952

Reason for discharge Num-| Per-

| ber | cent

i B D e sl e ol | 54 100

No further need for home care_________ 34 i3

Referred to other agency or institution. 12 22

LYeatli of patient i s i e oL 1 7

Moved from area sepved_____ . _____ 1 2
Service refused (by physicians or pa-

47w ) LA P v e g U R s (1]

NoreE: This table does not include patients who
were admitted to the hospital for a temporary stay
and later returned to the home care program. In
this program, patients admitted to the hospital for
interim periods are not considered as discharged.
During 1952, 8 patients spent interim periods in the
hospital totaling 202 days, or an average of 37 days
per patient. One patient was discharged to a nursing
home during the yvear and later readmitted to the
program. There were no other readmissions during
1952.

Tahle 9. Patients admitted to home care, Phila=
delphia Intensive Home Care Program., April 1949-
December 1952

Tatal

| |
! New | Average

“ale . . | patients ;
Calendar year : a;i[z:;: on pro- L1é:¥:t21;
| Eram s
Totals_ v Y St 8 by A RO ENE ) e
April-December 1040 _ 19 19 b
1| e e e a2 G4 23
1T ol o e ' 58 o7 as
1! R e e s 148 i | 40

1 As of end of each month.

2 Does not include 1 patient readmitted to the
pProgram.

¥ This total differs from the figure for number of
patients in 1952 shown elsewhere in this report.  All
other tables in the report were based on the 86 patients
actually receiving some kind of services during 1952,
In this table, the figure for total patients includes those
patients who did not receive service but who were in
the hospital for interim periods and who were expected
to be returned to home ecare, and who thuz were not
discharged from the program.
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Table 10. Types and number of services provided to patients, by di“%““ﬂtiﬂ' category, Philadelphia Intensive
Home Care Plan, calendar year 1952
Type of visit
Total C
Primary diagnostic r‘;ﬁ‘:ﬂr Med-| I‘Erxl
category ! any gph}.gi_ ltts ;‘;‘i ﬂ?q;;l;ds?- Nurs- | Physical Ei":g::ﬁf‘ Speech | ences?
| services | cian | “UUCH Se” | Cagor | E | therapy | gorapy | therapy
| ant |
Number
Al disgnoses_.____.__| 86| 51| 10| 63 78 [1,566 | 1,045| 288| 151| &3
Heart disease (410-443)_____| | e b R e e 2 2 Bl e R R
Vascular lesions affecting | |
central  nervous aystem | [ | |
(830-888) e n mo v mn e P ena il agp it 27 31 | 306 | 485 77 144 16
Other cardiovascular dizsease | | : |
(400-402, 444468, T54) ____| 2 | [ 1] e 3 3 42 30 | G4 [ SRt 2
Malignant neoplasms (140- | I [ |
B0b) S e e (i} 04 | 2 2 4 252 | i FRREE e e S R TR S
Diabetes mellitus (260) - ___ ! 25 1]. 2 3 20 | 30 - LR A z
Diseases of central nervous | | |
ayatem (except vascular | | |
lesions) (340-357, T51)____ . e} " b S 4 5| 228 | 48 43 7 b
Arthritis (720727 _ _ _______ 14 126 | i a 13 468 226 | B E 5 IS i 15
Aceidents (NSDO-N999) ___ __ 12 43 1 B 11 166 | o9 19: ) awinea T
All other specified dizeases
{reidual)czs=d 5s L S iF a 1 ] G 54 20 il e S i
Percent
Heart disease (410-443) _____ 3L e 0 S RS R e e e
Vascular lesions affecting . . | :
central mervous system : | I
(AR0=884)__ il 37 36 | | 43 40 20 46 | 27 95 | a0
Other cardiovascular disease [ |
(400402, 444468, T."}-l}____l 2 1 ] |k __| 3 4 3 3 i e S 4
Malignant neoplasms (140~ | ; | ; |
P P e LR L e 7 14 20 3 5 16 | y i B S Wi it s
Diabetes mellitus (260) ... _..| ] 4 10 3 4 1 G | ) T et 4
Diseaszes of eentral nervous | | | |
system  (except  vascular . | | | | I
lesions) (340-357, TH1)_____ 11 | s 6| 6 14 5 i5 5 | 10
Arthritis (720-727) - ... 16| 19| 60 % | 17 | 30 | 22 I I (b
Accidents (NS00O-NOO9).__ __ 14 71 10 3 14 L1} ] g BTSN T 13
All other specified diseases | - : :
(residual). 52w ol ! i 5 e 0 8 | 3 2 g T . 11
| | | |

cent, spent interim periods in the hospital and
then returned to the home care program for
further care. Altogether, these patients spent
635 days in the hospital for interim stays, or an
average of about 49 hospital days per patient.

Of the 54 patients discharged during 1952, 34
(about 63 percent) were discharged because
they had no further need for the specialized
services of home care (table 8). Twenty-four
of the patients in this group were able to resume
activities of daily living under the supervision
of their private physicians, while 10 patients

&4

required some additional care either from their
families or from the Visiting Nurse Society.
Other reasons for discharge of patients were as
follows: 12 patients, or about 22 percent, were
referred to institutions or other agencies for
further care; 4 patients died while on home care:
1 patient moved from the home care area, and
3 refused the services of home care.

In this program, patients admitted to the
hospital for interim periods and later returned
to home care are not considered as discharged.
During 1952, 8 patients spent interim periods,

A Study of Selected Home Care Programs



Table 10. Types and number of services

Home Care

li'ln

rovided to patients, by diagnostic category, Philadelphia Intensive
n, calendar year 1952—Continued

Type of visit |

Toatal !

;i : ; patients | | Con-
Prl.m:.ﬂrirutl';:.grr;nstm receiving :'tff_‘t':— N | 3 L
EOLY any |Physi- o .| ;E‘?,']_ mé':;’f_ Nurs- [Physical ﬁ}:lz:i‘ Speech |ences?
| services ‘ cian ey Sk ing | therapy thlcmpv therapy
| . ant
| | | | | |
| Average number per patient
All dingnoses__._______|________| 7.6 () () (&) | 182 122 33 1.8 | *
i e b D ) RN - 1 1. 1 ] (SR | I |6 S F (S
Vascular lesions affecting | | |
eentral mervous system | . I
i gL i b P e 7.4 = 8.6 | 15. 2 | 2.4 4, Dol
Other cardiovascular disease [ [ . |
D 10 L P % o T T TR (N I 'O NSNS — S —— ) L1 S | SR (11 2 IS e
Mgll::g;mnt neoplazms  (140- | i hoir [ e ( |
¥ . ] 1N ]| PR ) (R R S el 1 R I T e [ SRR [} 0
Diabetes mellitus iﬂﬁl:l}____ i crr EEsR ey R e 1 el Rt | (R i 5. 0 14. 8 | oehilsEssiss: | 2
Disenses of central nervous | [ [ | .
system (except vascular [ | | e : :
lesitma 0867, 7oL} _— |- | &8 oooclooioao|eosiiiioi2snl | 5.3 4. 8 e o
4 T A R e S ) (SR e | | e (S | 33. 4 16. 1 b rR [ s S e o
Accidents (NSOO-N999) _ ____ [Eoa=ianss L AR P o L T i B o 82 ) L) e et
All other specified diseases | ' | |
et AT e s et ) L ot o 10. 8 | 4.0 1.4 I________i. e

1 Only the primary diagnosis for which each patient was receiving serviees is uséd.

are Sixth Revision, International List numbers.

T S e e I s

Numbers in parenthese

? Ineludes evaluation, family service, mental health, nutrition, oceupational therapy, and physical therapy

conferences. E
¥ The number of these services was too small to be

totaling 292 days, in the hospital, an average of
37 days per patient.

Developments Within the Program

Services expanded greatly in the first 4 years
of operation of the program. As the home care
census increased, the time of the nursing co-
ordinator was inereased from half to full time.
The staff of the Visiting Nurse Society was in-
creased to allow the time of one full-time
physical therapist and a half-time occupational
therapist to provide additional services to home
care patients. In 1952, a private speech ther-
apist was obtained. Projected plans included
changing the name from the Philadelphia Inten-
sive Home Care Plan to the Philadelphia Home
Care Program, and an arrangement with the
Jewish Family Service to provide casework
services to Jewish patients.

By December 1952, 177 different patients had
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fipured on a per patient basis.

been admitted to home care since the program’s
beginning in 1949 (table 9). Although only
19 patients were on the program during 1949,
by 1951 there were 97 patients.

In February 1953 staff was being obtained
to extend the program to West Philadelphia,
which has a population of 350,000 persons.

Collection of Data

A number of different records pertaining to
home care patients and services were kept in
this program. Patient record folders were filed
separately for active and inactive patients.
These folders contained identifying data, re-
quests for services, and detailed reports of
various services provided to patients, including
private physician services. The activity file
for active and inactive cases contained summary
data on services provided to patients. Other
records pertaining to patient services kept in
the program included daily reports of visiting

s



nurses and physical therapists, daily call slips,
authorizations for pavment for specified serv-
ices, a file of participating private physicians,
and a patient loghook kept for each diagnosis.

A monthly statistical report was compiled in
the program showing a total number of patients
under care during month, admissions, dis-
charges, and amount of services. A summary
was made each month of services provided to
each patient and entered on the patient activity
record. A cumulative summary was kept of
the number of patients, by diagnosis for which
they were receiving different types of services.

Since this home care program provided serv-
ices to a relatively small number of patients,

data were abstracted for all patients receiving
services during the calendar year 1952, These
data were readily obtainable from the activity
file of patients. Supplementary information
on housekeeping services, speech therapy,
hospital equipment, and appliances was ob-
tained from payment records. Data were not
obtainable from the program records for X-ray
and laboratory services and for the total re-
ferrals and reasons for rejection of patients,
Certain allied services, including equipment
and supplies paid for by the patients were ob-
tained through arrangements with other agen-
cies. No record of these services was kept by
the program,

A Study of Selected Home Care Programs




King County Hospital Extension Service

Seattle, Wash.

Origin of the Program

In the Seattle-King County area, the King
County Hospital System provides hospitaliza-
tion to the indigent and medieally indigent. In
July 1952, on the recommendation of the Seattle
Health and Welfare Council, the King County
Hospital Extension Service was begun, with the
following specific objectives:

1. To provide better medical care for the
chronically ill in the community.

2. To achieve greater spread of the tax
dollar.

3. To provide practical educational experi-
ence for medical and nursing students.

Services available to patients in their homes
included medieal, nursing, and social services.
Medications and medical supplies, laboratory
tests, orthopedic appliances, hospital equip-
ment, transportation, and home teaching were
furnished when necessary.

The home eare program was financed by the
State department of health, the agency that
has the legal administrative responsibility for
providing medical, dental, and allied services
to the indigent and medically indigent in the
State of Washington.

Program July 1952-April 1953

The information contained in this section of
the report relates to the first 10 months of
operation, July 1, 1952-April 30, 1953. Statis-
tical data were abstracted for each patient from
patient card files kept in the program. Addi-
tional information was obtained from statistics
already compiled by the program. Cost data
were taken directly from the program account-
ing records.

Administration

The responsibility for the administration of
the program was delegated by theJgeneral
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superintendent of the hospital to the medical
director of the hospital, who devoted approxi-
mately half time to the program. In addition
to the director, the staff consisted of a part-
time coordinator of nursing, two medical soeial
workers, and a secretary. Medical care was
provided to patients by fourth-vear medical
students from the University of Washington
School of Medicine, under the supervision of
the director of the hospital extension service.

The coordinator of nursing devoted approxi-
mately three-fourths time to the program and
participated in program planning and policy
formulation, in the selection and evaluation of
patients for home care, and in medical educa-
tion through informal, individual conferences
and participation in ecase discussions. She
was responsible for the nursing evaluation of
the suitability of patients for home eare and
the coordination of the nursing aspects of
patient care. Approximately one-quarter of
her time was spent on teaching activities for
the University of Washington.

The two medical social workers (one em-
ploved in August 1952, the other in January
1953}, participated in overall program planning
and policy formulation, developed relation-
ships with community social agencies, made
social evaluations on all patients referred, and
provided easework services to patients and
their families. In addition, through formal
and informal discussions, they participated in
the educational programs for medical students.

A car was owned and maintained by the
hospital extension serviee for staff transpor-
tation.

Arrangements were made with other depart-
ments within the hospital to provide the follow-
ing services to patients:

Medical consultant services in the out-
patient department by the staff of the King
County Hospital.
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Medications listed in the hospital formulary,
through the hospital pharmacy, at cost.

Medical supplies through the hospital central
supply at cost.

Laboratory and other diagnostic tests proc-
essed 1n the hospital laboratory.

Hospital equipment and sickroom supplies
through the hospital supply room.

Ambulanee transportation by the hospital.

Arrangements were made with the Combined
Nursing Services of the Seattle-King County
Department of Public Health and the Visiting
Nurse Service to provide nursing care to
patients in their homes and to submit monthly
progress reports on individual patients. Serv-
ices were to be provided at a rate of $3 per
visit,

Arrangements were made with the Seattle
school system to provide home teaching for
children on an individual basis.

Source of Funds and Costs of Services. Ac-
cording to available figures, $20,798.98 was
spent by the program during the first 10
months of operation. Details for the recorded
cost items are shown in table 1. The largest
single item was salary expense, which accounted
for more than 58 percent of the total costs

Tahble 1. Recorded costs of services provided by the
King County Hospital Extension Service, July
1952=-April 1953

Tvype of serviee ! Cost

LA e e e e R
Balaries 1 .0 o e a1 fdasnn
Bpecial services 2. __..... S 3, 081. 25
Medical supplics and drugs 3_____________ 37a. o0
Hospital equipment and appliances *.___ . | TRE 05
Traneporkation d. [ . oo e i 286, 33
Automotive equipment 5. .. ._...| 1,678 92
(Mfice supplies and equipment__________ __| 2, 544. 24

! Ineludes monthly salaries of the following person-
nel: medieal director (half time), $500; chief medical
social worker (from August 1952), $345; medical social
worker (from January 1853), §340; stenographer, $235;
and purse (part time), $250,

* Virtually all of this expense was for visiting nurses
at 33 per visit.

1 These services were supplied at eost by the hospital,

1 Includes transportation of patients by ambulance
and cab; mileage allowance for the medical director's
car averages about $17 per month; and gasoline for 1
hospital ear aversges about $12 per month,

& Purchase of car for the medical director.
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shown. It should be noted that these figures
do not include laboratory tests, X-rays, physical
therapy, and such overhead expenses as ufilities,
telephone, and space, all of which were provided
by the King County Hospital.

It must be remembered that the cash ex-
penditures by the program had not stabilized,
sinee it had been in operation for less than a
vear at the time of study. This was reflected
in the fizures showing cost per patient-days’
stay. For the first 6 months, July-December
1952, the average cost to the program per
patient-day was $2.75. For the next 4 months,
January-April 1953, because of an increase in
the number of patients served, the average
cost per patient-day had fallen to $1.33. The
cost per patient-day paid out of county hos-
pital funds averaged $1.93 for the 10 months.

Operational Policies and Procedures

The policy of the hospital extension service
was to provide care to selected indigent and
medically indigent patients living in Seattle and
referred from the wards of the King County
Hospital. Persons whose incomes were no
larger than the established budgets of the de-
partment of welfare were considered to be
medically indigent.

With the exception of active pulmonary
tuberculosis and severe neurotic syndromes,
patients with chronie diseases were eligible for
care. Patients were not accepted for care in
the home until a diagnosis and plan for treat-
ment had been made. '

Patients who were considered by the ward
personnel as possible candidates for home care
were referred to the home care department,
where a medical, nursing, and social evaluation
was begun. Medical suitability was determined
by the director of the program.

All patients considered medically suitable for
home care were referred to the nursing and social
service stafl for evaluations.

Criteria for Service. Patients were considered
suitable for home care if they met certain
criteria. outlined by the staff of the program.

The medical criteria were:

1. Patient did not regularly require more
than one visit a week by a physician,
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2. Patient did not require intravenous injee-
tions, oxygen therapy, or other procedures,
which, in the opinion of the director, were more
appropriately performed in the hospital.

The nursing criteria were:

1. The physical environment of the home was
such that the patient could receive adequate
care.

2. The necessary sickroom supplies and
equipment were available and procurablé.

3. The patient was willing to go home and
there was a responsible member of the household
who could be taught to provide the necessary
care and who was willing to assume this re-
sponsibility.

Criteria for eligibility for social service were:

1. The patient was medically indigent and
lived in Seattle. (Financial information sup-
plied by hospital business office.)

2. The patient had a home in which to receive
care.

3. The patient wished to be cared for at home
and the family attitudes and relationships were
such that they were conducive to the patient’s
welfare.

4. If necessary, there was a person capable of
assuming responsibility for the patient.

Following the individual evaluations, a joint
decision was made to accept or reject the patient
for care in the home, and appropriate hospital
personnel were notified of the decision. When
services of community agencies were required,
the case was referred by telephone and later
confirmed in writing. There was interchange
of information on patient care between mem-
bers of the home care staff and personnel of
other agencies. Methods used included records
and written reports, telephone calls, informal
conferences, scheduled staff conferences, and
case conferences,

Records. An individual cumulative case rec-
ord was maintained for each patient. This
record included a medical abstract from the
hospital record, progress notes by the physician
and summary reports and correspondence from
community agencies participating in patient
care. Social service records in summary form
were maintained in a separate file.

Conferences. Formal staff conferences were
scheduled every week to discuss problems,
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evolve policy, and plan for patient care. Staff
from other agencies providing care to patients
were invited to attend conferences at which
patient care plans were discussed.

Services fo Patients

According to records kept in the program,
services were provided to 101 different patients
during the first 10 months of operation of the
program. This figure does not include three
patients who were accepted for care but who
did not actually receive any home care services
during the period. Two of these patients were
admitted for a day or two, and were then trans-
ferred back to the hospital. One patient was
admitted 2 days before the end of the period,
but no services were provided during that time.
The recorded amounts and types of services
provided to patients by the program during the
10-month period are shown in table 2. Detailed
data on services provided by diagnostic cate-
gory are given in table 3.

Medical Services. Physician services to pa-
tients in the home were provided by fourth-year
medical students from the University of
Washington School of Medicine under the
supervision of the director of the program.
The range of services included followup physical
examinations, administration of medications,
and collection of blood for routine laboratory
tests. Patients requiring medical consultation
and more complicated diagnostic or therapeutic
procedures were brought into the outpatient
department or were transferred back to the
hospital. A total of 1,108 visits were made to
the 101 patients during the 10-month period—
an average of 11 wisits per patient. Based on
the average length of stay of 107 days during
the period, patients were visited by the phy-
sician on an average of about once every
10 days.

Nursing Services. Direct nursing care to
patients was provided under the direction of the
Combined Nursing Services of the Seattle-
King County Department of Public Health and
the Visiting Nurse Service. The services in-
cluded such procedures as dressings, injections,
irrigations, personal care, health instruction,
and teaching members of the household how to
care for the patient. Sixty-six patients, or 65
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Table 2, Services to patients, King County Hospital Extension Service, July 1952-April 1953

Type of serviee

Total patients receiving any serviee ' ___________ [

P e e A e e e e
b [ 100 e Mt Loy T R S i e Pt

Medical social gervice 2. - e eeeea
Clinie 4. oottt o e

L R e s e e e e o S
Xrayn. b i e Saizizs
Medieations and medical supph-.*..-- T s G g e R
Hospital equipment._ . ________. = B |
Apphinnnesir ey Jia - T e M F i e

Visiting teaching__.___.
Ambulanes or eab. __ __

N. A. Complete data not available,

l
Patients receiving Average number of
sorviees visits —
—| Number
| of :
) Per patient
| wvisiis 3
Number | Percent mii";'ﬂng L:;E}g;ﬁl
} service
|
101 | |1, o PRI e s P, [l e
101 100 1, 108 | 11. 0 | 1.0
66 65 l.l}ET| 16. 5 | 10. 8
12 12 ) R L
11 11 | 22 | 0 D
21 a1 ) L) SRRt eSS
2 2 o PR [ | e SR
a0 89 (*) | e
6 6 | VR BERE TR s T Ol
4 | 4 | %) e | 5
1 1 | M. A. SRS AR L T e TR e, S
14 44 s T S| TR RN R I e

! Does not include 3 patients who were aceepted for eare, but to whom no home care service was actually

wovided during the period.
s pital.
time,

Two of these patients were admitted for 1 or 2 days, then were transferred to the
1 patient was admitted 2 days before the end of the period, but no services were provided during that

? This figure ineludes patients who were visited in the home after they had been accepted on the program.
All patients received social service during the evaluation, prior to acceptance.
¥ The amounts of these serviees were not obtained sinee the variation in the units of service was too great for

comparability.

1t Includes visits to medical specialists in the elinic and physical therapy services.

Note: Only those serviees to patients that were recorded on patient summary eards kept by the program are

ghown in this table,

percent of the total served by the program
during the first 10 months of operation, received
1,087 wisits, or an average of 16.5 wvisits per
patient.

Social Services.  Medical social services were
provided by the two social workers on the home
care staff. The range of services included
evaluation of social suitability for home care,
referral to community agencies, and direct serv-
ices to patients and families.  All of the patients
were evaluated for social suitability and, in
addition, 12 patients, or 12 percent of the total,
received home visits following their acceptance
on the program. Direct casework service was
provided in situations in which emotional prob-
lems centered around the patient’s illness and
care in the home. In addition to the 12 percent
of the patients receiving casework service, an
unrecorded number of contacts were made
with community agencies and with relatives
and friends of patients in behalf of the patients

Other Services. Medical consultation, physi-
cal therapy, X-rays, laboratory tests, medica-
tions and medical supplies, and hospital equip-
ment were provided as needed by the hospital.
The types and amounts of these services are
shown in table 2.

Characteristics of Patients

Age, Sex, and Diagnosis. Of the total 101
patients, 40 percent were males (table 4). Only
4 patients were under 15 years of age; 84 were
45 vears of age or older, and 66 of these had
passed the 65-yvear mark.

Heart disease, aceidents, and malignant neo-
plasms ranked first, second, and third, respec-
tively, as the primary diagnoses for which
patients received services (table 5). These
three disease categories together accounted for
about 52 percent of all patients served. There
were 21 patients with heart disease. Seventeen
patients had aceidental injuries, of which 12

A Study of Selected Home Care Programs



Table 3. Amount of various services provided, by

diagnostic eategory, King County Hospital Exten-
sion Serviee, July 1952-April 1953

| Total Type of visit
(patients|
Primary diagnostic | receiv- |
category ! ing e
any | Ph¥si- | NUrs- | e
bareloe | Cian ing |
Number I
All diagnoses___ 101 | 1, 108 |1, 0BT | 22

Heart dizseaze (410- [

L e St S S 21 ‘ 224 | 170 12
Vazcular lesions affect-

ing central nervous |

system (330-334) _ __ 11 120 | 219 3

Other ecardiovascular |

disease (400-402, : I

444468, T64) oo - 7 57 AR
Malignant neoplasms !

(140=-205) - oo ccam - 14 | 107 iy b B
Diabetes mellitus (260). 10 150 | 170 | 2
Arthritis (720=-727).__. 7 107 By
Accidents (NS00-N899). 17 | 160 | 109 | 5
All other diseases._ _ . .. 14 | 174 i T A

| |
Percent

Heart disease...____. - 21 ! 20 17 | ]
‘azeular lesions affect |

ing central nervous |

System_ . _ - e 11 | 11 20 13
Other cardiovascular | |

LY. v S 7 | 5 AL
Malignant neoplasms i4 (i) IS 1 SRR
Diabetes mellitus.. - . 10 | 14 | 16 | 0
Arthritiss oo 7| 10 gl
Aceidents. o ______ 17 | 14 10 23
All other diseases__ . 13 | 16 B I e

All diagnoses.___|._.____ 1.0 | 10.8 0.2

Heart disease._____ _ | | 10.7
Vascular lesions affect-
ing central nervous |
e it T bt e [ T | 10.9 | 19. 9 sk
|

Other eardiovazcular

el T e e e g 21 e T Sl
Malignant neoplasms__|______. rEitd (VR eh] by EieE S
Diabetes mellitus. .. .. |- o .- - 15.9 | 17.0 2
Arthritis.__ . . ____ TR LA TETH BT Y
Accidents_____ . Lt SR | 9.4 | 6.4 3
All other diseases_ ____|_. _._. | 12.4 i 12 4 o

! Primary diagnosis only is shown for each patient.

Figures in parentheses are Sixth Revision, International
List numbers,
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were fracture cases. Malignant neoplasms
were the primary illnesses of 14 patients.

The fourth highest group of diagnoses was
vascular lesions affecting the central nervous
svstem. Eleven patients were being treated
in this diagnostic group. In fifth place, dia-
betes mellitus accounted for the diagnoses of 10
patients. These 5 major disease categories ac-
counted for 73 percent of the patients served.

Of the 101 total patients served during the
10-month period, 72, or 71 percent, were re-
ceiving public assistance payments from the
welfare department.

Table 4. Patients receiving services, by age and sex,

King County Hospital Extension Serviee, July

1952-April 1953

Sex

Male

e e e

Both sexes Female

Age (yvears)
—- :
Num-| Per- |[Num-, Per- Num-| Per-
ber | eent | ber | eent | ber | cent
[ [

Total__.._| 101 [ 100 | 40 | 100 | 61| 100
Under 15_______ B ("1 4 2 5 3 3
e e | 13 13 & 7 10 16
dBoRdt s e Ll s 9| 23 9 15
65 and over_ ____ J 66| 65| 26| 65| 40 G

MNore: Median age for both sexes, 68.0 years; for
females, 70.0 years; for males, 66.5 vears,

Length of Patient Stay. Since the program had
been i operation for only 10 months at the
date of study, all patients were newly admitted
during the period and their lengths of stay
would therefore be less than if the program had
been in operation longer. The 101 patients re-
ceived 10,792 patient-days of care. (This does
not include the stay for the 3 patients who were
accepted for home eare but received no services
during the study period.)

The average length of stay of the 101 patients
was 107 days during the 10-month period.
About 40 percent of the patients were on the
program for more than 120 days, or more than
4 months (table 6). About 70 percent re-
mained on home care for at least 61 days or
more.
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Referrals and Discharges. All patients re-
ferred to the program were patients on the King
County Hospital wards. During the 10-month
period, 332 patients had been evaluated for
hospital extension service with the following

results:
Number Pereent

Taotal patients sereened___________ 332 100
Patienia accepbed. ___ . ______.___ 1104 31
Patients rejected. o oo ooooooo.o 217 (it
Special problems, pending_________ 11 3

! Includes 3 patients who did not receive any serviees
during the period.

Slightly less than one-third of the patients
screened were accepted for home care.

A special study of the reasons for rejection of
patients was done by the program's social
service personnel. A 50-percent random sample
was selected from the total patients rejected
during the first 10 months of operation plus
those still pending at the end of the period. Of
114 patients in the sample, 44 percent were re-
jected due to program policy on eligibility: 23
patients needed housekeeping service, which
was not provided by the program; 20 patients
lived outside the geographic limits of the pro-
gram; and 7 patients were financially ineligible
(table 7). Social reasons accounted for 26 per-
cent of the total, or 30 patients. Twenty-one
of the rejections in this group were due to the
family or the patient being unwilling or unable
to accept home care. In seven of these cases the
homes were unsuitable, and in two, the patients
themselves were unsuitable because of severe
emotional problems. Fifteen patients, or 13
percent, were rejected because their mediecal
condition changed after the time of referral.
Nineteen patients, or 17 percent of the total,
preferred other types of medical care to the
home care plan.

To obtain data on the total patients removed
from home care for any reason during the
10-month period of program operation, trans-
fers of patients back to the King County Hos-
pital must be included with discharges from
the program. During the study period, 48
patients were either transferred back to the
King County Hospital wards or discharged at
least once,

Fifteen patients were removed from home
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care two or more times during the period.
Altogether there were 67 transfers or discharges
(table 8).

Thirty patients were transferred back to
the hospital 41 different times. This comprised
61 percent of the total times that patients
were removed from home care during the period.

Table 5. Patients receiving services, by primary
dingnosiz, King County Hospital Extension Service,
July 1952=April 1953

Patients
served
Primary diagnostic category? s
Num-| Per-
ber | ecent

O e e N 1] 100

Heart disease (410443 ______________| 21 21
Arteriosclerotic  heart disease and

coronary disease (4200 ... ___.. = =

Rheumatic heart diseaze (410—416) i i

Other heart disease (421-443)________ | b b
Vascular lesions affecting central nerv-

ous system (380-384) . .. _.. 11 11

Other cardiovascular diseases_________ _E .?_ I_-L-E

Rhenmatice fever (400-402)__________ 2“ 2
Other diseases of eirculatory system

(444488, 7O oo 9| 3

Malignant neoplasms (140-205)______ 14 | 14

Diabetes mellitus (260)_____________ 10 | 10

Arthritis 2 (Ta0=727 ). oo, i T

Apcidents ¥ (NSQO=-N990)___________ 17 17

All other dizeases. _ ___ e e 14 13
Tuberculosis (nonrespiratory) (010-

3 F 1Y et Cob SR e e SO T 1 1
Allergic, endoerine system, and met-

abolie disease (240-254, 270-280) _ _ P 2
Disease of central nervous system (ex-
cept  vascular lesions) (340-357,

7 {73 | NP WY P T ST L 1 1
Diizeases of respiratory system (470-

i) T L e Tl T e 3 3
Discazes of digestive system (530-

[rvaarga] 1] Pome o SO e SURT s SR 2 2

All other diseases (residual)_________ 3 4

! Figures in parentheses are Sixth Revision, Interna-
tional List numbers,

# Includes 5 patients with rheumatoid arthritis and
two with other forms of arthritis.

¥ Includes 12 patient= with fractures and 5 with other
forms of injury,

Nore: The diagnoses for the 4 children under 15
vears of age on the program were as follows: 2 with
rheumatie fever, 1 with congenital heart disease, and 1
newborn infant whose invalid mother was alzo on home
CAare.
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Table 6. Patients receiving services, by length of
stay, King County Hespital Extension Serviee,
July 1952-April 1953

-

Table &, Transfers or discharges of patients from
home care, King County Hospital Extension Serv-
ice, July 1952=April 1953

Patients served

Length of stay
(days)
| Number | Percont
A b T B e e T | 101 100
e e s O R
il e e Tt S S S a0 30
S e M S 17 17
e e e e 23 22
U T e e 1| 1

These patients became too ill for home care,
needed special procedures done in the hospital,
or their home situation warranted transfer to
the wards. In many instances, these patients
were transferred to home care again after a
short interim in the hospital.

Other important reasons for discontinuation
of home care were discharges of patients to
the outpatient department or to private phy-
sicians. Nine discharges made to outpatient
departments and seven made to private phy-
sicians comprise 24 percent of all removals of
patients from home care. With the exception

Tahble 7. Reasons for rejection of patienis in sam-
ple,! King County Hospital Extension Serviee,
July 19532=April 1953

Patients
rejected

— e e e —

Reasons for rejection

Num-| Per-
| bher | cent
Total patients in sample_______ -1 114 101D
Patient needed housekeeping or attend-
B ] oo ST S S B 20
Patient lived outside geographic limits | |
i e S S - | 1 15
Patient found finaneially ineligible for |
B e e T 7 fi
Patient or family unwilling or unable to | :
ST e e S S S s S e e 21 | 15
Home condition unsuitable for required |
[y e R e e T e N 7 fi
Patient had severe emotional problems_ | 2 2
Medical condition changed (improved, ;
pegreased) o ocnenma=a| 1D 13
Patient preferred other medical eare ___| 19 17

! A random 50-percent sample of patients evaluated
and rejected during the period or still pending at the
end of the period.
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Discharges
or transfers
Reason for discharge or transfer 1|

Num-| Per-

ber cent
oAl o o e R it 100
Transferred to hospital . _____________. 41 il
Discharged to outpatient department. .| ) 4
Discharged to private physician_ ______ | 7 10
Died. sos . asd e e sl ol ol g e 2 3
D e e e 2 3
Momrad 2 om0 LS TR I S . 1 2
Reazon for discharge not recorded______ 5 T

| Patients discharged because of lack of cooperation
on the part of the patient or family, or for other reasons.

NoTE: 45 patients were removed from home care
at least once during the period; 15 of these patients
were removed 2 or more times.

of those patients who mowved outside the area
served by the program or who died at home,
only about 10 percent of the discontinuations
of patients from home care occurred without
provision being made for further care.

Sinee the program was new, data on dis-
charges are not representative of what would
happen after the program had been in operation
for a longer time.

Home Care and Professional Education

Sinee its ineeption, the hospital extension
service has been used for the education of fourth-
vear medical students at the University of
Washington School of Medicine and for selected
nursing students who were candidates for the
bachelor and master degrees at the University
of Washington.

Medical Education

The 74 students i the fourth-year class par-

“ticipated in the program. The educational pro-

gram was established with the following
objectives:

1. To develop a home call technique.

2. To learn by actual observation the course
of one or more chronic diseases,

3. To learn the interplay of physical and

emotional factors in disease,
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4. To learn about the work of various com-
munity agencies.

Each student was assigned a patient whom
he followed throughout the year. The students
were responsible for furnishing physician service
in the home. They made periodic visits and
were also available for home visits at all times
upon request of patients. Approximately 2
hours per week were spent by each student on
the home care program.

The students, with the approval of the
medical director of the program, were also
responsible for referrals for other kinds of serv-
ice. Preseriptions for drugs were countersigned
by the medical director.

The medical director, who supervised student
activities, was also clinical associate professor
of medicine at the University of Washington
School of Medicine. Supervisory methods in-
cluded individual conferences after student
visits, and visits by the medical director to
patients’ homes unaccompanied by the students.
These visits were made periodically to check on
the status of patients, as judged necessary
from student reports on the patient’s condition.

In addition to conferences with the medical
director, the students discussed the care of in-
dividual patients with the public health nurse
and the social workers at frequent intervals.
The medical director met the students as a class
four times a year to discuss home care.

Approximately a third of the students used
the information on their home eare patients for
social case study reports, a number of which
were selected for presentation to the whole
class as part of the course in public health.

Nursing Edueation

During the first 10 months of operation, nurs-
ing educational experience in the home care
program was limited to two selected nursing
students from the University of Washington.
One student for the bachelor's degree, who was
interested in chronic illness, spent 4 hours
weekly for 11 weeks observing and participat-
ing in planning for the care of patients in the
wards of the King County Hospital and in the
home care program.

Another student observed in the home care
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program as a part of a research project for her
thesis for her master’s degree.

The coordinator of nursing, who was adviser
to these two students, planned for the observa-
tion, for conferences with the medical social
workers and physicians, and for the students’
participation in program activities. The edu-
cational experience of these students was to be
evaluated by the faculty of the University of
Washington department of nursing edueation
and the coordinator of nursing, and plans for
extension of field work experience were to be
dependent on this evaluation.

Developments Within the Program

The program began operation in July 1952
with a staff composed of the director, a co-
ordinator of nursing, and a secretary. Two
medical social workers were added, one in
August 1952 and one in January 1953. Pro-
jected plans at the time of the study included
the addition of a full-time medical assistant
to the director, another medical social worker,
and a secretary.

The director hoped that the range of service
might be expanded in the near future to include
physical therapy in the home.

Sinee the program had only been in operation
for about 10 months at the time of the study,
the general characteristics as portrayed by
quantitative data were not yet stabilized. A
picture of the growth of the program during its
first. 10 months of operation is readily demon-
strated by the following monthly data showing
the number of patient-days:

s Number
Maonth: X ﬂfﬁ':;;m!
g s e Sl s 0
Amguat. oo SR et e e s 258
Beplemberas ool Lt S Epet 617
Daotober. .o -cuauas T S a7
Wonambep: 17 5 ST s TR e mSeel 1, 201
Dsgemnber ol nfis o7 S e = 1Lav
1858
January...... S S e S e 1, 344
FABTIATT:: o i e S e e, e B 5
MArAN e e e e e ] )
(Y o1 | A STV SR T
B e S i i
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Collection of Data

A visible card file contained identifying data
on patients, diagnoses, admission and discharge
dates, wvisits, and other service data. Cards
for patients were filed in the following cate-
gories: active patients, readmissions to the
hospital, discharged patients, deceased patients,
and candidates for hospital extension service.
Patient record folders were kept in separate
files for active and for inactive patients. Each
folder contained detailed reports from the
physicians who visited patients, as well as
records of nursing referrals and orders. A rejec-
tion file showed reasons for rejection of each
patient. Separate bill files were kept on a
monthly basis for nursing service, drugs,
hospital equipment, and appliances.

A weekly census list of patients on the hos-
pital extension service was routinely compiled
by program personnel. A monthly statistical
report showed the number of patients on home
care, admissions, discharges, patient days, and
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total amounts of various services provided to
patients. At the time of the study, the medical
social workers were making a special study of
the total costs of care, by diagnostic group, for
all discharged patients,

Since the hospital extension service was
relatively small, it was decided to abstract
information for each patient served. The data
were readily obtainable from the visible card
files on patients, with supplementary informa-
tion obtained from other files and from the
routine reports in the program. Because it
was felt advisable to obtain data on patients
and services for as long a period as possible,
abstracts of patient records were made covering
the period July 17, 1952-April 30, 1953. Since
the hospital extension service was in process of
growth during this period, the information ob-
tained, particularly on costs and services, would
not be representative of data obtained after
the program had been in operation for a year
or two.

95



University of Vermont Home Care Program

Burlington, Vt.

Origin of the Program

The University of Vermont Home Care
Program was established in 1925 by Dr. J. N.
Jenne, dean of the College of Medicine at the
University of Vermont. Services to patients
began in 1927. The purposes of the program
were to provide free care in the dispensary and
at home to indigent and medically indigent
residents of the city of Burlington, and to
expand the clinical facilities available for the
teaching of fourth-year mediecal students.

Through an agreement between the City of
Burlington and the College of Medicine, the
responsibility for the administration and opera-
tion of the program was delegated to the uni-
versity. From its beginning, the program was
jointly financed by the city and the university.
Services available to patients at the dispensary
included medical, surgical, pediatric, derma-
tology and allergy, and mental health. Serv-
ices provided in the home included physician's
services and, through community agencies,
nursing services and limited social services upon
request from the physician. Medications and
medical supplies were available in limited
amounts.

Program 1951-52

This section of the report covers services
provided in the home during the fiscal year
July 1, 1951-June 30, 1952. No attempt will
be made to deseribe the clinie program. Sta-
tistics and cost data were obtained fiom figures
compiled by the program and from a 5-percent
sample of physician’s home visits during the
year.

Administration

The responsibility for the administration and
operation of the program was vested in the

26

assistant dean of the College of Medicine. He
devoted approximately one-tenth of his time
to the home medical service and was responsible
for the quality of medical care provided to
patients and for the teaching aspects of the
program. Direct medical services to patients
were provided by a resident from the Mary
Fletcher Hospital, one of the teaching hospitals
of the College of Medicine. This resident was
assigned full time to the home care service.
The resident had a College of Medicine appoint-
ment and servaed as preceptor to medical stu-
dents during their assignment to the program.

Medications and medical supplies that were
stocked by the free dispensary were provided
to patients in their homes. Additional medica-
tions and supplies were purchased for patients
by the public welfare agency and the Howard
Relief Society.

The following services were arranged for:

1. Nursing services without charge through
the Burlington Visiting Nurse Association.

2, Social services without charg: through the
public welfare agency, Howard Relief Society,
and the Catholic Charities.

3. Hospitalization at the Mary Fletcher and
the Bishop DeGoesbriand Hospitals.

4, Transportation and ambulance serviee,
through the police department.

Source of Funds and Costs of Services. Since
the home medical service was operated in con-
junction with the free dispensary (outpatient
clinic) and since many facilities were used
jointly, the funds for operation of the two pro-
grams were in one budget. For the fiscal year
July 1951=June 1952, total funds of $26,803.04
were used for operation of the free dispen-
sary and home medical service. The City
of Burlington provided $11,100 of this total;
the remaining $15,703.04 came from the Uni-
versity of Vermont,
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The eash disbursements for operation of the

~ home care program and the dispensary, ex-

clusive of the mental hygiene eclinic, during
1951-52 were as follows:

Total cash expenses______________ $26, 803. 04

A e e e e S e e cee= 11, 540. 00

Director, (azzistant dean of College of

Medicine)...ccnc.--. feman 0 N 00
Dispensary nurse_ __ . ______.________ 3, 045. DO
Gity phyalelan. - oo L. i 3, 400, 00

A e i siaeese 2 BB0 DD
Clerk, part-time _ ____________________ Q00
TN T e e B e e 1, 789, 00

Operating expensze (drugz, surgical sup-
plies, phone, rent, maintenance, and
office supplies) _ _ ____________________ 12 128 (4

Purchases of equipment_ . - .. ..._.... =) 446, (0

Of the expenses listed above, the salary of
the city physician ($3,400) can be applied en-
tirely to home care, since he spent all of his
time on this service. It was estimated that the
director spent approximately one-tenth of his
time working on the home medical service:
thus, about 8500 of his salary could be charged
to home care. An undetermined proportion of
the operating expense item would also be
charged to home care, Cost figures were not
available for certain services provided by other
agencies in the community. These services in-
cluded nursing visits, laboratory tests, X-rays,
social services, and transportation,

Operational Policies and Procedures

The poliev of the home medical service pro-
gram was to accept referrals 24 hours a day
from any individual or ageney in the community.
Except for obstetrical, active pulmonary tuber-
culosis, and mental cases, patients in all disease
categories were accepted for care. However,
in unusual situations, patients with mental ill-
ness or active pulmonary tuberculosis were
cared for in the home until another plan could
be made.

Calls for service were received through a tele-
phone answering service and were relayed to
the resident, who was responsible for providing
service.
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All persons requesting service were visited by
the physician at least onee.  If they were found
to be eligible for service, a plan for care was
made.

Individual cumulative medical records were
kept. They contained such information as
histories, summary reports from other medical
facilities, physical findings, and medical progress
notes,

There were no formal conferences at which
the physicians and representatives from com-
munity agencies discussed patient care, but
there were frequent informal conferences be-
tween the physicians and the staffs of the
nursing agenecy, the Howard Relief Society, and
the public welfare agency.

Services to Palients

There was no record of the number of patients
or of the services furnished to them other than
medical services during the fiscal year 1951-52.

Medical Services. Direct medical services to
patients were provided by the resident and
fourth-year medical students under the super-
vision of the program director.

The range of medical services included his-
tories, physical examinations, uncomplicated
diagnostic and laboratory procedures, dis-
pensation of drugs, and administration of
parenteral drugs, Revisits were basad on
patient needs.

Patients requiring specialized medical con-
sultation were admitted to one of the two Bur-
lington hospitals.

During the fiscal year 1951-52, a total of 7,212
home medical visits were made to patients by
the resident and the medical students.

Nursing Services. Direct nursing services
were available upon request through the Bur-
lington Visiting Nurse Association without
charge and in accordance with its usual policy.
The range of services included such care as
dressings, injections, irrigations, personal care,
health instruction, and teaching members of the
household how to care for the patient, and
occasional assistance with such procedures as
abdominal taps.

Social Services. Financial assistance, child
placement, and some counseling services were
available to home care patients upon request
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by the physician. The agencies providing
these services were the Burlington Welfare De-
partment, the Howard Relief Society, and the
Vermont Catholie Charities.

(Other Serviees. Laboratory tests, X-rays,
drugs, medical supplies, transportation, hos-
pital equipment, and sickroom supplies were
provided. Since most of the arrangements for
these services were on an informal basis and no
records were kept, it was impossible to obtain
data on the amounts of services provided.

Characleristics of Palienis

No record was kept of the number of different
patients served in this home care program each
vear, nor were compilations made of the ages,
diagnoses, or other characteristics of patients.
There were on file records of approximately
5,000 different patients who had received home
care services at some time between 1946 and
1953. It was estimated by program personnel
that about 1,500 to 2,000 different patients
were served each vear, about 200 of whom were
chronically ill patients who received a home
visit by a physician at least once a week, plus
additional services as needed,

During the study, a count was made of ap-
proximately a 5-percent sample of patients who
had received home medical wvisits, It was
found that, of 408 medical visits in the sample,
118, or about 29 percent, were made to patients
with chronie illness,

Home Care and Professional Education

The University of Vermont College of Medi-
cine appointed a hospital resident from the
Mary Fletcher Hospital to provide home med-
ical care for a 6-month period. The resident
was required to have at least 1 vear of intern-
ship and was selected from the residents in
medicine.

The resident, under the supervision of the
director of the dispensary, was responsible for
medical services in the home to indigent and
medically indigent patients. He supervised
the fourth-year medical students during their
assignment to the service and, in addition, made
rounds at the Mary Fletcher Hospital to evalu-
ate and approve patients for home care. He
also made weekly rounds at the City Poor
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Farm, where he gave medical care 'to 8 to 10
patients with chronic illness. He likewise
visited public assistance recipients in nursing
homes.

The 44 students in the fourth-year class were
assigned to the service for 2 or 4 weeks full time,
Students with only 2-week assignments spent
an additional 2 weeks with a general practi-
tioner. Only two or three students were as-
signed at any one time. The objectives of the
training were:

To gain experience with illness at home.

To learn about types of illness not seen in a
hospital or outpatient department.

To obtain training in the management of
patients with acute and chronic illness at home,

To observe the effects of marginal living on
health ;

To increase social consciousness.

Each student was oriented to the program
by the resident on the first day of his assign-
ment. Students were responsible for accom-
panying the resident on home visits, planning
with the resident for the course of treat-
ment, and making followup wvisits. Students
were also responsible for following patients ad-
mitted to the Mary Fletcher Hospital and for
checking supplies and keeping the physician’s
bag ready for use.

In the future, it is planned to have the stu-
dents attend the dispensary every afternoon
during their assignment to the service. This
will allow the students to see the patients who
have been referred for outpatient service.

Developments Within the ngrnm

During the first 20 years, the program was
operated by having a loeal physician provide
home medical services to patients and partiei-
pate in the teaching of medical students.
This physician was employed by the College of
Medicine of the University of YVermont. In
1947, the plan was changed and a hospital
resident was assigned for 1 year to provide
care to patients and to assist the program
director with the teaching and supervision of
medical students.

In the fiscal year 1952-53, the resident as-
signments were for a 6-month period, but,
beginning with the fiscal year 1953-54, the
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resident assignments were to be for a 4-month
period.

The trend in numbers of home medieal
visits has been upward during the past 5
fiscal years, from 4,796 visits in 194748 to
7,212 visits in 1951-52 (see table). However,
the number of home visits has always been

Physician visits and costs of care, University of
Vermont Home Care Program

Physician visits Costs of

! | dispen-
Fiscal year 35 sary and

e ispen- . | home

Total SAry Home B,

1947-48________| 11, 065 &, 2069 4, TOG | 3224, 543
104849 _______| 13,817 | 6,811 | 6 506 | 22 661
1949-50_______ | 13,738 | 8363 | 5375 | 31,732
1950-61......_.| 15,406 | 8,062 | 7 344 | 27, 242
1961-52 . _____..| 15 151 | T, 212 26, 503

7, 039

fewer than the number of dispensary (elinie)
visits made each year. In 1951-52, about 700
fewer home than clinic visits were made.
The difference was greater in most of the
preceding vears.

Collection of Data

An alphabetical patient record file has been
kept in this program and contains the names
of all patients who have received home visits
by a physician at some time since 1946, These
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records show data on visits by physicians and
progress reports. A daily logbook is kept and
shows the date of visit, name of patient, and
name of physician. No separate records are
kept of nursing visits, laboratory tests, X-rays,
social serviees, or other serviees. These serv-
ices are arranged for home eare patients on an
informal basis with other agencies, and it
would be difficult, if not impossible, to collect
numerical data on them.

Routine monthly statisties kept in this pro-
gram consisted of a count of home visits by
physicians, tallied along with the patient’s
visits to the dispensary. Cost data was kept
jointly for free dispensary and the home medi-
cal serviece, since many of the same personnel
and facilities were used for both programs.

No data were abstracted for individual pa-
tients in this home care program. It would
have been necessary to sort out needed data on
patients from the physicians’ progress reports,
a lengthy task not feasible in the time allotted
for this study. Furthermore, since only data
on physicians’ services would be available from
these records, the data on all services to pa-
tients thus obtained would be very incomplete.

Figures for this study were obtained from
data already compiled in the program. In
addition, a tally was done of a 5-percent sample
of home visits by physicians during a vear, to
determine the ratio of visits to chronically ill
patients and visits to acutely ill patients,



Alameda County Tuberculosis Home Care Program
Alameda, Calif.

Origin of the Program

The Department of Institutions of Alameda
County, Calif., i1s responsible for the institu-
tional care and treatment of indigent and
medically indigent tuberculosis patients in the
county. These patients receive care in three
institutions: Highland-Alameda County Hos-
pital, a general hospital, at OQakland; Fairmont
Hospital of Alameda County, a chronic disease
hospital, at San Leandro; and the Arroyo-Del
Valle Sanitorium, at Livermore.

The Alameda County Home Care Program
for tuberculosis patients was established in July
1949 by the Alameda County Department of
Institutions to alleviate a shortage of beds and
to reduce long hospital waiting lists,

The purposes of the home care program ! were:

1. “To assure adequate medical supervision
for all tuberculosis patients on the county home
CAre Progran.

2. “To insure as far as possible free choice of
physician by the patient and free acceptance of
patient by the physician,”

Services available to patients include medical
care, medieations, and medical supplies, X-rays,
laboratory procedures, transportation, hospital
equipment if needed, and, to a limited extent,
nursing care and social services.

Program 1952

This section of the report is primarily con-
cerned with a description of the program during
the third year of operation (calendar year 1952).

Administration

Overall responsibility for administration of
the home care program was delegated by the
director of the department of institutions to the
assistant superintendent of Fairmont Hospital.

! County of Alameda Department of Institutions:
Care of tuberculosis patients in the home. Unpublished
paper.
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A medical board composed of the chief of the
tuberculosis service, Alameda County Institu-
tions, the superintendent of Arrovo-Del Valle
Sanatorium, and three panel physicians ap-
pointed vearly met as often as necessary to
assist the director of the program in formulation
of policy and in overall operation of the pro-
gram. Specifically, their functions included
promulgating regulations for medical treatment
of the patient and maintaining a panel of ap-
proved physicians to care for tuberculosis
patients in their homes.

Arrangements were made with the depart-
ment of institutions to provide the following
services:

1. Social services by staff members of the
medical social service department.

2. Laboratory and other diagnostic tests.

3. Medications and medical supplies at cost.

4, Ambulance transportation for patients.

5. Hospitalization in the appropriate facility
as required.

Arrangements were made with other individ-
uals and agencies in the community to provide
the following services to patients:

1. Medical care by selected private physi-
cians at the rate of $30 per patient per month.

2. Nursing service by the local health de-
partments and the local visiting nurse associa-
tions.  Nursing services were provided by the
health departments without charge. The visit-
ing nurse associations of Berkeley and Oakland
were paid at the rate of $75 per month per nurse
January—June and $135 per month per nurse
July-December 1952 to provide nursing care in
the home to all types of patients, including those
with tuberculosis referred from the Alameda
County Department of Institutions.

3. X-rays in the home by commercial firms
at scheduled rates.

Source of Funds and Costs of Services. All
funds used in this program were provided
through the Alameda County Department of
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Tahle 1. Costs of

roviding serviees to patients,
Alameda County

uberculosis Home Care Pro-

Type of servies Cost
O e s 815, 778. 37
Payments to private physicians #__ 14, -lﬁU.-é:i-'
Administration 3_ _ _ __ : e T 372. 50
e e S T R 445, 00

1 Does not inelude additional administrative salaries
and costs (particularly at Fairmont Hospital), overhead
costs, or costs of nurzing, medical social serviee, labora-
tory, and drugs. -

? Payments at the rate of $30 per month per patient.

1 Figured at a fixed percentage of administrative
costs at Highland-Alameda County Hospital.

Note: Average cost per patient-day during the vear
was §1.13 (based on 13,973 days divided into the
available cost, $15,778.37).

Institutions. The total identifiable costs for
the home eare program amounted to$15,778.37
in 1952 (table 1).

More than $14,000 of this amount consti-
tuted payments to the private physicians who
visited patients, at a rate of %30 per month
per patient. The cost of providing X-rays
($945) and a small amount for administration
were allocated to the home care program.
Many other costs of providing services to the
home care patients were paid out of other
budgets of the department of institutions, and
could not be identified as home care costs.
Among these items were nursing and social
services, laboratory procedures, drugs, overhead
costs, and additional administrative costs.

Operational Policies and Procedures
The policy of the Alameda County Home
Care Program was to accept referrals of in-
digent and medically indigent patients with a
diagnosis of tuberculosis from the wards of
the Alameda County institutions, ineluding
Highland and Fairmont Hospitals and Arroyo-
Del Valle Sanatorium, and from waiting lists
for admission to these three institutions.
Patients were placed on the home care pro-
gram by certification of the assistant superin-
tendent of Fairmont Hospital. Certifieation
was based on the following provisions: *
1. Determination of medical eligibility by
the superintendent of Arroyo, for patients from
that institution, and the chief of tuberculosis

? Bea footnote 1.
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service for Fairmont and Highland Hospital
patients.

2. Determination of social and finaneial
eligibility by the social service department of
the Alameda County Institutions, Certifica-
tion for eontinuing home care at county ex-
pense was repeated at practical intervals.

3. The health department, within whose
jurisdiction the patients lived, investigated and
certified those homes where conditions were
adequate from a public health standpoint to
permit the return of patients as home treatment
CASes,

Except in unusual situations, all patients
accepted for home care were required to spend
a period of 6 weeks in a tuberculosis ward in
one of the hospitals. This was done in order
to initiate appropriate therapy and to teach
the patient and his family the essentials of
1solation and care at home.

All patients aceepted for care in the home
selected a physician from the panel maintained
by the medical board. This physician became
responsible for the patient’s total treatment,
and requested such serviees as he considered
easential to the patient’s welfare.

Records maintained for home ecare patients
consisted of bimonthly reports from the panel
physicians and ecommunications from com-
munity agencies.

Conferences to discuss policy and problem
cases were scheduled every 3 months. These
conferences were attended by the assistant
superintendent of Fairmont Hospital, the super-
intendent of Arroyo-Del Valle Sanatorium,
the chief of tuberculosis service at Highland
Hospital, panel physicians, health officers and
the supervisors of nursing from the various
health departments, representatives of the
medical social service staff from the three in-
stitutions, and representatives from the welfare
department.

Weekly medical conferences were held to
discuss the clinical aspects of selected tuber-
culosis patients both in institutions and on
home care. These conferences were attended
by the residents and the visiting stafls of the
hospitals and by the health officers.

Services to Patients

During the calendar year 1952, care was pro-
vided to 93 patients with active tuberculosis.
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Table 2. Patients served,! by age and sex, Alameda
County Tuberculosis Home Care Program, calen-
dar year 1952

| Bex

Both sexes Female

Age (vears)

—

|
| [ 1 | L | T

{Num- Per- | Num- Per- | Num-| Per-
| ber | eent | ber | eent | ber | eent
|

Male !

=

100

Total.._._| 93 | 100 | 47 | 100 | 46
Under 16 .- __ | 1 | Beimienl oty : 1 3
15-44_ ... 52| 68| 23| 66| 29 80
¢ N i MRS e [ b 22 i 12 I 20 & 14
65 and over_____ 7 9| 8 15 1 3
Unknown .. ____ 16 | (8 |

6l ® | 10| ®
|

——a - e — e e

I Does not inelude 2 patients who received only drugs
through the program.

! Pereentages are computed exclusive of patients
whose ages are unknown,

Nore: Median ages: both sexes, 36 years; males, 43
years; females, 31 vears,

Although the administrative plan provided for
medical, nursing, and social services to patients
in their homes, as well as medications, X-rays,
and hospital equipment and supplies, no records
were available to show the amounts and types
of services provided during the study vear.

Characteristics of Patients

At the time of the study (June 1953), there
were 1,675 tuberculosis cases—active and in-
active—in Alameda County, according to a
register kept by the department of institutions,
Only cases known to the department of insti-
tutions were listed in this register, although
there were other cases in the area. During 1952,
the home care program of Alameda County
Institutions provided services to 93 patients
with active tuberculosis. Two additional
patients received only drugs through the pro-
gram. Of the total 93 patients, 52 were new
admissions to the program during the vear.

Age, Sex, and Diagnosis. The age and sex of
the patients on the program are shown in table
2. There were no age data for 16 patients.
Fifty-two patients (68 percent of those whose
ages were known) fell in the age group 15-44
years. Of the remaining patients of known age,
one was under 15 and the rest were 45 years or
older. Seventeen patients were 45-64 vears of
age and seven were 65 yvears and over.
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Males and females were almost equally
represented on this program, with 47 male and
46 female patients. More males were in the
older age groups. Eighteen men (almost 44
percent of those whose age was known) were
in the age groups 45 years and over. Only 6
women (17 percent) were 45 vears of age or
older. This follows the general pattern of sex
differences in incidence of tuberculosis by age
group.

The majority of patients on the program were
in the moderately advanced stage of tuber-
culosis (table 3). Fifty-eight patients (62 per-
cent) were at this stage of infection. The
smallest number, 12 patients, were minimal
cases of tuberculosis. Twenty-three patients
were in the far-advanced stages of the disease.

Length of Patient Stay. A total of 13,973
patient-days of care were provided by this
program during 1952. Some of the 93 patients
were on the program for the entire year; others,
for much shorter periods. The average length
of stay was 150 days per patient.

Many of the patients served during 1952 had
been on the program prior to that time, and
many were continued on home care subsequent
to 1952. The total length of stay of this group
of patients, including time prior to, during, and
after 1952, amounted to 26,821 days. The
average length of stay per patient was 288 days,
or almost double the time for 1952. Thirty-
nine percent of the patients were on the program
for less than 180 days, or about 6 months (table
4); 33 percent were on the program for approxi-
mately 1 year or longer.

Discharges. Sixty different patients were dis-
charged from the home care program during

Table 3. Stage of infection in patients served ! on
the Alameda County Tuberculosis Home Care
Program, calendar vear 1952

Patients served

Stage of infection
Number | Pereent

Total patients. ... ______.___ a3 100
1.5 BT T T TP S 12 13
Moderately advanced_________ : A8 62
Far advanced. o oo ccececcca s 23 25

! Does not include 2 patients who received only drugs
through the program,
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Table 4. Patients receiving services, by total length
of stay on the program, Alameda County Tuber-
culosis Home Care Program, calendar yvear 1952

Patients served
Length of stay (days) ! —_— -
| Number | Percent

- Pt | |
—_— —...___I___ —

i F Bt U R | 93| 100
I Y N 36 39
1Bl ] e Sl G lh s el 26 28
e A e s R M 20 | @3
L R e i = 6 | [
T20and over. _ ______________. 3 b

! Total length of stay of patients as of May 31, 1953,
at which time 22 of the total patients served during 1952
were still active. The total length of stay was thus
not complete for this group. For the 93 patients, total
patient-days as of May 31, 1953, were 26,821, The
mean length of stay was 2588 days; the median, 213 davs.

Table 5. Reasons for discharge from home care,
Alameda County Tuberculosis Home Care Pro-
gram, calendar year 1952

Discharges

Reasons for discharge

I
i Number | Percent
i

L e e | i1 100
b i el 45 | 74
Tohospital. . o e e ] 15
To private physieian_ ____________ 2 3
T Es b e N R o 3
Moved out of area. . _____________ 1 2
Unknown reason. . _ - - - .—___| 2 3

Nore: 60 different patients were discharged during
1952; only 1 patient was discharged twice during the
yvear. A total of 14 patients were readmitted onee fo
the program during the year; 7 of these were patients
who had been discharged earlier in the same vear; and
:-'Ellgﬂfﬁhur 7 had been discharged in the previous year

1952. The total of 61 discharges is accounted
for by the fact that 1 patient was discharged
twice during the year. The largest number of
discharges (45, or 74 percent of the total) were
patients able to attend the clinie for further care
(table 5). Nine patients were discharged to the
hospital for needed care or procedures; 2 pa-
tients were released to the care of a private plivsi-
cian; and 2 died while on the home care program.

Of the 60 patients discharged during 1952, 7
were readmitted to home care during the same
vear. Four of these patients were readmitied
after an interim stay in the hospital and 3, after
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a term on clinic care. In addition, there were
7 patients readmitted to home care during 1952
who had been discharged during the previous
vear, making a total of 14 readmissions to the’
program in 1952,

Deve]ﬂpments Within the Program

There have been no major changes in the ad-
ministration and operation of the program since
it began operation in July 1949,

The program started with 26 patients served
during the first 6 months of operation (July-
December 1949). The highest number of pa-
tients (127) were served during 1951.

Number

patienis

Year served
July=December 1949 (6 months)______________ 26
JOR S e e abe i e e i e A T i 118
L B B L e Ll 127
1o Ly e e TR T . T e O M TN R 103

| Does not include 2 patients who reecived drugs
only.

Collection of Data

Patient record folders were kept for each home
care patient in the medical record library at
Fairmont Hospital, the county chronic disease
and custodial institution. The following records
were kept in each folder: medical authorization
for home care; notification of discharge from
hospital; summary of patient’s hospital record,
including identifying data: and bimonthly prog-
ress reports from visiting physicians. Separate
card files of home care patients and physicians
were keput at the Highland-Alameda County
Hospital by the office manager for Alameda
County Institutions. Admission and discharge
data on patients were kept in these files.

No routine statistics were compiled by this
home eare program. Since the program was
relatively small, it was decided to make indi-
vidual abstracts of patient data for purposes of
this study. The data on admissions, discharges,
and length of stay were obtained for each pa-
tient from the card files. Data on age, sex, and
diagnosis were obtained from the record folders.
The amounts of various services provided to
home care patients were not abstracted, since
these data were very incomplete for some sery-
ices and not available for others.
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Programs of Home Care in Social Agencies

The descriptions of the programs of the Benjamin Rose Institute
and the Chicago Welfare Department are included in this report, not
because they are primarily eoncerned with home medical care but be-
cause they provide such services as an integral part of their programs
and thus meet the total needs of their clients,

The Benjamin Rose Institute

Cleveland. Ohio

The Benjamin Rose Institute is a private
social agency which was established in 1909
from a trust fund set up by the will of Ben-
jamin Rose, who bequeathed his estate to be
uged for the care of older people. The purpose
of the institute is: “To grant assistance to older
persons in trouble and in need, in such a way
as to help them maintain their self-respeet and
place in the community.,”

Women over 60 and men over 65 years of
age who are Cleveland residents and of Anglo-
Saxon origin are eligible to apply for care.
Applicants are acecepted only after a eareful
analysis of their social and economic needs and
only when it is determined that their needs ean-
not be met through other community resources.
Some of the clients accepted by the institute
are not primarily in need of financial assistance
but are in need of other services provided by
the institute, such as ecounseling, easework
services, medical care, or nursing home place-
ment,

The institute is administered by an executive
director who is responsible to a board of 15
women, as stipulated in the Rose will.

From 1909 to 1929, the institute’s program
consisted chiefly of providing financial assist-
ance to its clients. However, in the early
1930°s, the program began to broaden in an
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effort to meet the total finaneial, health, and
social needs of its clientele. The nucleus of
the institute program today is a staff of social
caseworkers who are responsible for evaluating
client needs and for coordinating institute and
community resources to meet these needs.

Sinee the present study was concerned pri-
marily with medical services provided to clients
in their homes, this report does not include a
description of the total program of the Benjamin
Rose Institute.

Because complete medical care was an in-
tegral part of the total program for clients of
the institute, any type of medical care needed
was provided. In addition to hospitalization
and institutional care, a plan for providing
services to clients in their homes was inaugu-
rated in 1940, Services include medical, nurs-
ing, social casework, dental, and housekeeping
services, physical and occupational therapy,
and transportation. Drugs, medical supplies,
appliances, and sickroom equipment are fur-
nished as needed.

The home medical service of the institute is
administered by the executive director, with
the assistance of a medical advisory committee.

The institute's first objective in treating the
older person is prevention of disease. All ap-
plicants undergo a physical examination to dis-
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cover conditions—which may or may not be
known to the applicant—and to apply treat-
ment which may insure prolonged activity.
This examination is given by one of the physi-
cians from the panel that serves the institute.
Patients who require treatment for any condi-
tion are raferred to the physician of their choice,
provided that he is & member of a hospital staff
and that he is willing to work within the limi-
tations established by the institute. If a client
has no private physician, he may select one
from the panel maintained by the institute,
Physicians are paid on a fee-for-service basis at
the rate of 85 for a home visit. Except in
emergencies clients are requested to secure prior
authorization for care,

Nursing services are provided by the Cleve-
land Visiting Nurse Association; physical ther-
apy, by the Rehabilitation Center; and house-
keeping services, by the Family Service Associa-
tion—all at scheduled rates.

Prescribed medications are purchased from
reputable pharmacies, which allow a discount
to the institute.

Transportation for patients is provided
through the use of taxis and private ambulances,

Characteristics of Beneficiaries

Statistics and cost data shown for this pro-
gram are for the calendar year 1952. They were
obtained from abstracts of individual records
and from data already compiled by the program.

Two hundred and eighty-three persons were
beneficiaries of the institute during 1952,
Forty-three of these were new admissions, 31
died, and 3 were discontinued as beneficiaries
during the vear. 'The remaining patients were
on the program for the entire year.

The average age of the beneficiaries was
about 80 years. Only 68 persons, or 24 percent
of the total beneficiaries,were under 75 vears of
age. The same number, 68 persons, were 85
vears of age or older (table 1). About 92
percent, or 259 beneficiaries, were women.

It was not possible to differentiate, for
statistical purposes, between those receiving
so-called home care and those receiving other
tvpes of medical care. The data which follow
pertain to the total caseload of the institute
during the study vear 1952.
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About 91 percent of the beneficiaries were
known te be under medical care for various
types of illnesses, The existence of any illness
was not known in the remaining 9 percent.
Of the 257 beneficiaries being treated for illness,
148 persons were receiving medical care for 1
illness, 60 persons for 2 illnesses, and 40 persons
for at least 3 illnesses. There were 9 benefi-
ciaries known to be receiving medieal care out-
side the auspices of the institute, whose type
or number of illnesses was not recorded in the
program.

Number  Percent

Total beneficiaries__ _______ 253 100

With no llesg V______________.__ 26 0
Doe lness. o e e 148 K3
Two illnoessen:- o0 o200 il 21
Three illnesses. .. o o .- . 40 14
Unknown illnesses *_____________. 9 3

! Beneficlaries with no illness for which they were
known to be receiving medical cars,

* Beneficiaries who were known to be receiving med-
ical eare through their own resources outzide the
institute, but for whom the types of illnesses being
treated were not recorded.

The types of illness found among the bene-
ficiaries of the institute in 1952 are shown in
table 2. Three diagnostic categories together
made up about 49 percent of the total primary
diagnoses of the beneficiaries. Heart disease,

Table 1. Beneficiaries on program, by age and sex,
Benjamin Hose Institute, calendar year 1952

Sex

Male

Both sexes Female

Age (years)

Num-| Per- Num- Per- 'Num-| Per-

ber | eent | ber r cent | ber | cent

e e __I__1__5_ ——
Total ... 283 | 100 | 24 | 100 | 259 | 100
Under 60......_.| 14 T [ O o R B o )
T VI S B | Y T 0 4
g=rd- - =] kel 19 4 1171 e 19
hgd . 137 | 48| 10| 42|27 19
85-0d.........| 64| 23| 6| 25 | 58 | 22
95 and over_ . 4 | | 1 4 | 3 1
4 1 1 | 9 4

Unknown. ... .. ] :

I Imcludes 4 women who were invalids: 2, aged 51
years; 1, 51 years; and 1, 38 years.

! Invalid husbands of women on the program.

Nore: The average age of the bencficiarics was
about 80 vears.
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Table 2. Beneficiaries receiving medical eare, by
diagnostic ecategory, Benjamin Hose Institute,
calendar vear 1

Primary .
. - All ding-
diagnoses
puly noses

Diagnostie category 1 <

Num-|{ Per- I*'C'um-| Per-
ber | cent | ber | cent

Total diagnoses_ ... .. [ 257 | 100 | 397 100

Heart disease (410-443)______| 48 19 T2 18
Vascular lesions affecting een-
tral nervous system (330—

b T e T NS ot S e = 88 16| 43| 11
Other cardiovascular dizeasze !

(444—468) . ____________.___| 18 7| 31| 5
Malignant neoplazsms (140—

Pl | i R e e e 81 3| 11 3
Diabetes mellitus (260)_._____| 10| 4 12 3
Anemias (200-203)__ . ___.__._ 31 1 o 2
Psychoses and psychoneuroses |

T I R R 7 3 10 3
Diseases of ceniral nervous |

system—exclusive of wvas- {

cular lesions (340-357) .. _. 5 3| 8 .
Dizeases of eve (370-380)____| 14 6| 36 49
Diseases of digestive system {

(BB0ERT N e T 2 1| 15 4
Ilizeases of genitourinary sys- {

tem (590-637)____________ 4 2 i 1

Arthritis and rheumatism
I Ry PR R T
Other diseases of bones and
organs of movement (T30-

30 |a‘ 60 | 15
|

7| 2
| 5%

i 1) e O i e Y 2O el (i} 2
Accidents (NS00-ND99).____._| 23 L] 20
All other specified diseases [
(residual) - o oo SR 19 T 39 10
Unknown diagnoses ________ ] 4 0 2

! Numbers in parentheses are International List
numbers, sixth revision.

* Although these beneficiaries were known to be re-
eeiving medieal care, all of it was being obtained out-
side the auspices of the institute, and no record was
kept by the institute of the types of illnesses,

which was the primary diagnosis of 48 persons
(19 percent of the total) ranked first. Arthritis
and rheumatism, the second highest eategory,
accounted for the primary illness of 39 bene-
ficiaries. Vascular lesions affecting the central
nervous system ranked third, with 38 bene-
ficiaries being treated primarily for this category
of illness.

The fourth highest primary diagnostic cate-
gory was accidental injuries, most of which were
fractures. Twenty-three beneficiaries were be-
ing treated for accidental injuries. Virtually
all of the primary illnesses being treated among
the beneficiaries were chronie in nature, as in-
dicated by the categories shown in table 2.
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Table 2 shows not only the primary diagnoses
found among the beneficiaries, but also the sec-
ond and third diagnoses. Although there were
257 beneficiaries known to be under medical
eare for one or more illnesses, a total of 397 con-
ditions were being treated in these persons.
Heart disease again ranked first and was present
as a primary or secondary illness in 72 of the
beneficiaries. Arthritis, which ranked second
as a primary or secondary diagnosis, was found
among 60 beneficiaries. Cerebrovascular le-
sions were being treated among 43 persons, and
diseases of the eyve among 36 persons.

Of the 249 beneficiaries still on the program
at the end of 1952, 153, or 61 percent, were
living in a protected environment, such as a
nursing home, boarding home, institution, or a
residence home for the aged. One hundred and
ten beneficiaries, the largest number in a pro-
tected environment, were living in nursing
homes (table 3). Ninety-six beneficiaries lived
in their own homes, in apartments, or in rooms.

Medical Services

Although 91 percent of the beneficiaries were
known to be receiving medical care during 1952,
only 74 percent were receiving that care at in-
stitute expense. Table 4 shows the number of
beneficiaries receiving each type of medieal
service provided through the auspices of the in-
stitute. One hundred and fifty-eight different

Table 3. Living arrangements for beneficiaries of

of Benjamin Rose Institute, as of December 30,
1952

Beneficviaries

Living arrangement
Num-| Per-
ber | cent

e —am—

S R e ) 100

Total__

Living in own home, apartment, or

POOEIL Gl s e e s i s R 0 40
Living in protected environment_______| 153 (i} ]
Nursing home____ ________ . _.___.__. | 110 44
Boarding home_ .. _______ .. __ I 18 7
Belford House Y _ _ _ _ oo eeenn 10 4
Braeburn House V. _________________ T a
Other institutions_ _ _ _ L 2 1

! Residence homes operated by the Benjamin Rose
Institute.
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Table 4. Beneficiaries receiving medical eare, by
types of services provided, Benjamin Rose Insti-
tute, calendar year 1952

Beneficiaries
receiving
medical care
Type of service

—— e

: Num- ! Per-

her! | cent

Total beneficiaries. ___________ | 283 100
No medical care serviees ¥ _________ 7 26
Physician (home or office)_______ _____ 158 56
Booial services. . ool e, | 283 100
Mureing (home)- 20— 0 - o 34 12
Irenbalieare. oo o af 13
Psychiatric consultation. _ ___ _________ 1 *)
Physical therapy_.._____ i eyl 2 1
Oeccupational therapy. .. ______. 1 %)
Housekeeping_ _ - oo oo | 18 i
Medicatlons. .l ool = 151 53
Special medical supplies_____________ | 21 T
R [ R R e G S e LTS | 926 0
Hospital inpatient earc i _______ Hi g 3
Ambulanee or taxieab transportation i 28

! Unduplicated eount of beneficiarics receiving each
gerviee,

* Beneficiaries who received no medical eare services
through arrangements made by the institute. Tt was
known that some of these beneficiaries did procure
medical care through their own independent arrange-
ments, for which they paid the entire cost themselves,

! Less than 0.5 percent.

i Doez not include 24 bencficiaries whose hospital
care was paid from other funds.

5 55 bheneficiaries were provided ambulance service,
and 49 had taxicab service paid for during the year.

persons, or 56 percent of the total, were pro-
vided with physician’s services. One hundred
and fifty-one persons received medications.
Ambulance or taxicab transportation was pro-
vided to 79 persons, or 28 percent of the total
beneficiaries.  Varving numbers of heneficiaries
were provided with many other types of serv-
wees, including nursing, dental care, psychiatiic
consultations, physical therapy, oeccupational
therapy, housekeeping services, and hospital
care. They also received special medical
supplies and eyeglasses.

Source of Funds and Costs of Services

During 1952, the institute budget included
$18,350 for medical care.  An additional $3,000
was budgeted for housekeeping service, making
a total of $21,350 available for these two
categories.
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The net cost of medical care for beneficiaries
paid by the institute during 1952 amounted to
£19,290.22. The average annual medical care
cost for each beneficiary was 8$68.16.  Although
this figure included housekeeping service for
beneficiaries, it included neither the cost of
social service provided beecause of illnesses of
beneficiaries nor the cost of administering the
medical care program for them. In addition,
it was known that a number of beneficiaries
received all or part of their medical care through
means outside the institute. The above cost
figure does not, therefore, represent all medical
care received by the beneficiaries during the
year.

Refunds for medical and hospital ecare from
beneficiaries, relatives, and private agencies
totaled $1,326.34 during 1952. Refunds from
Aid for the Aged amounted to $709. Adding
these refunds to the net costs paid by the
institute would yield a gross cost of $21,325.56
for medical care provided through the program
during 1952, Detailed data on net costs of
medical care paid by the institute are shown in
table 5.
Table 3.

beneficiaries, Benjamin
vear 1952

Recorded cost of ﬁmﬁtling medical care to
o=¢ Institute, calendar

Type of service | Cost !
|

Mobalcs ot e mman i - Lt 181 92022
Physician visits (home or offiee) __________ 2, 553 04
Nursing visits (home) ..o o.o.....]| 2 880 9]
Therbal napas 25 s h, & e e = 997. 38
Pavehiatrie consultation._ .. .. ..... 15. 00
Phyzieal therapy and occeupational therapy_ 142. 00
Housekeeplng: s oo o vie L LoD 2,097, 35
PMedivations s sons Lo oo e E s | 4, 540. 62
Special medical supplies_ .. _______ [ 134. 61
o e e e e e a6s. 81
Hospital care . i ceccccccceceoa| 3 887 91
Ambulsnes and taxi. oL CLoiooii L 772, 60

i

! Ineludes only those costs paid by funds of the
Benjamin Rose Institute. Tt is known that a number
of beneficiaries procured all or part of their medical
eare through independent arrangements, at their own
expense, or at the expense of a third party. Also not
included here are ecoztz of medical eare provided
through arrangements of the institute, but where the
cozt was refunded by Aid for Aged or by other sources,
(Aid for Aged refunded $700.00; beneficiaries, relatives
and private agenciez refunded $1,326.34 for hospital
care and other medical care,)

* Imeludes both inpatient eare and outpatient services
such as X-rays and laboratory tests,

Nore: Average annual medical care cost for each
bepeficiary was 365,16,
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Collection of Data

Although extensive home medical care was
available to beneficiaries, when needed, it was
impossible to differentiate completely, forsta-
tistical purposes, between those receiving “home
care’” and those receiving other types of medical
care, In the first place, the terms “admission to™
and “discharge from’ home care did not apply
in this program. The beneficiaries received
all types of medical care wherever needed—
at home, in the doctor’s office, in a boarding
home or nursing home, in a hospital, or else-
where. Since medical service in the home was
an integral part of the total medical care pro-
vided, no clear-cut separation of patients on
home care could be made; for example, would

a single medical visit in the patient’s home be
classified as home care, or a single nursing
visit, or even two or three visits? And how
would beneficiaries be classified who receive
housekeeping service due to illness but little
or no medical eare through the institute? To
make any distinction, it would have been
necessary to set up an arbitrary definition
of “home care” for specific use in this particular
program, with obvious pursuant difficulties.
Therefore no attempt was made to differentiate
“home care” from other forms of medical
care provided to each beneficiary.

A record of the medical services provided
through the institute was awvailable in the
beneficiaries’ ledger. Information on age, sex,
diagnosis, and living arrangements were readily
obtainable from social service case records,

Chicago Department of Welfare

Chicago, 111.

Origin of the Program

The Chicago Department of Welfare is
responsible for providing general assistance to
indigent residents of Chicago. Its program is
designed to aid recipients in a manner that
will conserve and develop human resources,
create opportunities for self-development, and
contribute to the general welfare of the indi-
vidual, the family, and the community. This
philosophy has guided the development of
individualized case services, and has led to a
steady inecrease in the scope and intensity of
services available to recipients.

The importance of health in overall plans
has long been recognized by the department,
and a comprehensive plan for medical care
was organized in 1933, In addition to the
medical care program, the department operates
a convalescent home, and has responsibility for
casework services, vocational counseling, train-
ing and placement, home cconomics services,
and services to children in foster homes and
institutions.
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The medical section of the department's
service bureau is responsible for—

1. Determining the employability of appli-
cants and recipients and establishing their work
limitations, if any.

2. Providing types of medical care not im-
mediately essential to maintain life, but neces-
sary to make a person physically able to
support himself and his family; for example,
dental care, medical appliances, eve glasses,
and elective surgery.

3. Providing medical and convalescent care
to recipients who were acutely or chronically
ill or who had been injured.

4. Participating in the formulation of general
assistance policies and procedures relating to
medical care,

In order to meet these responsibilities, the
bureau has made arrangements to furnish a
full range of services, including medical care,
nursing care, medical social serviee, dental
care, physical and occupational therapy, and
such supplementary items asg special diets and
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prosthetic appliances. The arrangements pro-
vide that such services may be given in the
patient’s home, nursing or convalescent homes,
outpatient departments, or in the hospitals,
depending upon the needs of the individual
patient.

Program 1952

Beeause this study was concerned primarily
with medical services provided to patients in
their homes, no attempt has been made to
deseribe the total medical care program of the
Chicago Department of Welfare, but only to
outline the framework within which the home
care is provided. All statistical and cost
data were obtained from figures already com-
piled by the program.

Administrafion

The medieal service section was administered
by a medical social worker administratively
responsible to the director of the special services
division of the department of welfare. In
addition to the director, the staff of the medical
services section included medical social workers,
medical aides, nurses, physicians, and clerieal
personnel.

There were four standing committees whose
functions were to advise and consult with the
director of the medical service on policy
formulations and technical aspects of program
operation.

An Advisory Commitiee on Health and Med-
ical Care met once every 2 months. This
committee included such representation as
physicians; dentists; nurses; hospital and clinie
administrators; representatives of the taxpayer
group, including a lawyer or business executive;
and a member to represent civie groups such
as the League of Women Voters and the Parent-
Teachers’ Association.

The specific functions of this committee were
as follows:

1. To recommend to the commissioner of
welfare general policies or procedures designed
to improve the health and medical program.

2. To advise and assist in coordinating the
health and medical program with other com-
munity activities in the field of health and
medical eare, and to promote sound community
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planning in this field as it may affect, or be
affected by, the health and medical program of
the department.

3. To consider applications from medical
agencies in the community—particularly hos-
pitals, clinies, and nursing agencies—for author-
ity to participate in the program and to recom-
mend to the department aceeptance or rejection
of each application.

4. To advise on rates of payment for services
of physicians, dentists, and nurses: for hospital
and clinic care; and for drugs and other expendi-
tures for the health and medical program.

5. To consider questions which may arise
regarding services provided by medical agencies
or related to the administration of the program
and to investigate such questions and make
recommendations regarding disposition.

A second advisory committee ecalled the
Medical Advisory Committee was appointed
by the Chicago Medical Society and consisted
of eight physicians who represented the various
medical specialty fields. This group met once
each month and served as medical technical
advisers to the staff of the medical service
section in maintaining standards of medical care.
The committee reviewed reports on problem
areas, made recommendations on fees in unusual
situations, invited panel phvsicians to appear
before the committee to discuss questionable
medical practices, reviewed with the physician
the policies of the medieal society and the
department of welfare, and, when considered
necessary to protect the quality of medical care,
advised that individual physicians be dropped
from the panel. Individual members of the
committee were available to answer technical
questions between the regular meetings.

There were two other standing advisory
committees, one on dental care and one on
drugs. These committees met when necessary
to consider problems in their specialized fields.

Services o Patients al Home

The services provided to patients in their
homes included medieal service, nursing and
social services, physical therapy, nutrition
consultation, home teaching for children, home-
maker service, selected laboratory procedures,
medications and medical supplies, prosthetic
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appliances, hospital equipment, and trans-
portation.

Arrangements were made with individuals
and community agencies to provide all services
except social service, nutrition consultation,
and homemaker service. These were provided
through the welfare department.

Direct. social services to patients were pro-
vided by the casework staff of the Chicago
Welfare Department. Medical social workers,
assigned from the medical service to the various

units of the welfare department, provided
consultation to the casework staff. They
interpreted patients’ medical social needs,

arranged for medical care, and served as liaison
between the casework staff and community
health agencies. Psychiatric consultation was
available to the casework staff through the
services of a part-time psychiatrist. Nutrition
consultation service and homemaker service
were available through the specialized services
provided by the welfare department.

Medical serviees were provided on a fee-for-
service basis by a roster of approximately 1,000
licensed physicians who had expressed their
desire to participate in the program. Recipients
selected their physicians from this roster. No
formal referrals were necessary. These physi-
cians were approved by the Medical Advisory
Committee of the Chicago Medical Society.
Physicians were paid at the rate of 83 per visit
for day calls and $4 per visit for night calls.

Nursing and physical therapy services, as
preseribed by the attending physicians, were
provided by the Chicago Visiting Nurse Asso-
ciation at the rate of $2 per visit, in accordance
with their usual policy.

Medications and medical supplies were pro-
vided at scheduled rates by drug stores operated
by pharmacists licensed in the State of Illinois.
Recipients were free to use the store of their
choice from among those that had an agreement
with the department.

Hospital equipment and sickroom supplies
were provided on loan from the department’s
convalescent home or, when necessary, purchased
or rented through commercial supply houses.
Necessary transportation was provided by pub-
lic ambulances or by community ambulances
and taxis at scheduled rates,

Other services available to patients included
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hospitalization as required, prosthetic appli-
ances, and specialized relief grants to meet
individual needs.

Characteristics of Recipients

During 1952, the Chicago Welfare Depart-
ment gave some form of assistance to an aver-
age of 29,021 persons per month (18,886 cases).
Of this number, a monthly average of 24 695
persons received general assistance; 4,083 chil-
dren received foster care in children’s institu-
tions or foster homes; and 243 adults were
cared for in institutions, ineluding the Chicago
Welfare Department Convalescent Home, the
Oak Forest Infirmary, and various hospitals.

No data were kept in the department on the
number of cases receiving medical care. Fur-
thermore, home care was an integral part of the
medical care program. For these reasons, it
was not possible to obtain any statistics on
home care in this program. The data shown
here give some indication of the medical needs
of recipients, of which home care is a segment.

Of 13,713 cases opened for general assistance
during the calendar year 1952, 4,346 cases, or
32 percent, were opened primarily because of
loss of support of the wage earner due to illness.
This figure included only a few cases in which
illness was a contributing, but not the major,
cause of need.

A student in hospital administration at
Northwestern University made a special study
of medical needs, using a 10-percent sample cf
general assistance cases opened by the Chicago
Welfare Department during September 1952.
He found that within 3 months after date of
opening, 92 percent of the cases in this sample
had need for some kind of medical care. Dur-
ing a l-month period (September 1952), 39
percent of the sample were hospitalized. All
the medical needs in these cases were being
cared for by the Chicago Welfare Department.

Cosis of Medical Care

During 1952, costs of medical care consti-
tuted about 11 percent of the total obligations
for assistance incurred by the Chicago Depart-
ment of Welfare. This figure included all
medical ecare to persons on general assistance,
as well as costs of caring for persons in the Oak
Forest Infirmary and for medical care provided
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Obligations incurred for medical care, Chicago
Welfare Department, calendar year 1952

’ Per-
Type of serviee Amount |eent of

total
T M L [ [« 11 1000
Clinde eare. - ____. ey 170, 72 a9
Eertalienre o oo Do Ll 95, 314 5
Hospital care._.._..__._.___._| 800,281 | 40
Medical appliances_____________. 32,256 | 2
Convalescent home______________ 234, 997 12
Physician office visits '___________ a0, 858 3
Physzician home visits *__ ________ 61, 642 3

Drugs (provided by physicians)___| 459 1 @

Home nursing serviee____________ 16, 945 1
Drugs (direct from pharmacies)___ 75, 570 4
Miscellaneous medical 4. _________| 83, 623 4
Children's division 5.___ . _______ | 22 663 1
Oak Forest Infirmary_ ... ... : 326, 096 16

125,429 office visits at 82 per visit.

220,423 home visits at $3 for day calls and 24 for
night ealls.

* Less than 0.5 percent.

! Mainly the services of the Medical Review Board,
who made evaluations for emplovahility.

4 Servieez of the medical staff of the children’s
divisiom.

by the children’s division of the welfare
department.

Detailed data on obligations incurred during
1952, by type of medical care service, are shown
in the table. The total cost of medical care was
almost $2,000,000. The largest single cost
item shown was for hospital care, which
amounted to more than $800,000, or 40 percent
of the total medical care obligations. It would
be impossible to sort out the cost of “home
care” from the total medical care items shown in
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this table. Although separate figures are shown
for medical and nursing visits in the home, all of
this care could not necessarily be classified as
“home ecare.” (For example, one isolated
medical or nursing visit in the home would not
be termed “home care.””) In addition, it is
known that there were other tvpes of services
that were provided in the home, for which no
separate fizures were available.

Collection of Data

The home medical care program in the
Chicago Welfare Department was operated as
an integral part of the total medical care pro-
gram, and no separate data on home care were
available. There were no “admissions to” or
“discharges from” home care in this program—
home medical care was provided when needed
to any person receiving assistance. Care in the
home may have consisted of one visit by a
physician during the yvear or of continued and
varied medical care services throughout the
entire vear.

Separate records were kept in the medical
division of the welfare department for all per-
song currently receiving medical care (many
thousands at any one time). A special study
could be set up to determine the types of
patients served and the amounts of wvarious
medical care services provided during a specific
period of time, but unless an arbitrary definition
of “home care’” were made, such a study would
still not indiecate how much home care was
provided to whom during the period,
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Appendix

Schedule A
Characteristics of the Community Served by the Home Care Program
Name of program Address Date of study
I. Definition of area to be studied

II.

III.

IV.

'l

VI

VII.
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A. Exact geographic area served by home eare program.  (Aecurately define area in terms of census tracts or
other political subdivisions, if possible, Indicate also whether this area is coextensive with a hospital
service area, a health jurisidietion, ete.)

1. If the exact area served cannot be defined in census terms, describe the census area most nearly cor-
responding.

B. Total community within which the home care program is loeated. (This must be a censug-defined area,
but may consist of a city, an entire metropolitan area, a eounty, or a borough, as in New York City. This
choice will depend upon which census area would be the best for purposes of comparizon with the smaller
area actuslly served by the home care program.)

Age and =ex distribution of the population (Source of data: U, 8. Census)

Age group Number in home eare area, 1850
and lolal communily, 1950 by sex

Total, all ages

By S-vear age groups

Inknown

Dieseription of the general socioeconomic characteristics
A. Home care area B. Total community

Area in square miles: Number of square miles Source of data
A. Home care area
B. Total community

——=

Longest distance in milez from home care administrative center to perimeter of home care area
and longest travel time by car

Average annual income of families, 1950 (includes individuals who are not members of family units)
Type af average
Arverage annual tncome (Mean, median, efe.) Source of dala
A. Home eare patienis 8
B. Home care arca
. Total community

Housing characteristics, 1950 (Source of data: U. 8. Censug. The terminology used in this table is taken
directly from census data on housing characterizties.)

Home care area Tatal communily

:,.'u-

Total dwelling units
B. Total ocenpied units

1. Ownership
a. Owner occupied
b. Tenant ocenpied

2. Persons per room
a. Number reporting this data
b, Number with 1.51 or more persons per room
C. Total dwelling units by state of repair and plumbing
equipment
1. Kumber reporting
2. Needing major repairs or no private bath
Id. Average monthly rent or rental value
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VIII. Public assistance caseloads and payments, 1950 (Source of data:

Schedule A—Continued

Twpe of assistance

A, Community, total
1)
2.

R

b =

S oo @

GGeneral assistance

Aid to dependent children
a. Payments to children
Old age assistance

Aid to blind

Aid to disabled

Other

lome care area, total

General assistance

Aid to dependent. ehildren
a. Payments to children
Old age assistance

Aid to blind

Add to disabled

Other

—

Number
of families
ar cases

| Number of

recipients

Per family or cass

Average monthly payment

Per recipient

IX. Availability of medical and health facilities in total community

A. Are hospital beds readily available for all patients?
B. Are beds in other facilities readily available for all patients?
C. Are outpatient facilities readily available for all patients?

). What other medical, social, and health services are available?
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If no, deseribe limitations.
If no, describe limitations,
If no, deseribe limitations.
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Schedule B

General Administrative Characteristies of Home Care Program

ORIGIN AND DEVELOPMENT OF PROGRAM

I.
I1.
HI.

IV.

Give a brief history of the early development of the program.

Original objectives and philosophy of the program.

Original administrative agency (organization originally responsible for the administration and operation of the
program. Give name and type of organization).

Date services to patients began,

. Sources of funds for the original home care budget. (Give names and types of organizations or groups con-

tributing.)

CURRENT PROGRAM (to cover most recent fiscal or calendar year for which statisties and eost data are avail-

able,

Specify vear.)

I. Administrative structure of the home care program

I1.

I11.
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A.

B.
C.

Administrative agency (organization currently responsible for the administration and operation of the pro-
gram. Give name and type of organization.)

Iz home care a part of an organized medical care program?  Deseribe

Other participating agencies (organizations or groups of individuals providing financial support or patient
gervices in home or elsewhere under formal or informal agreements) ; indieate by agenecy, the type of arrange-

ment made with the ageney (contraet, individual arrangement, ete.), type of serviee or support (for list of
services see part IV, A, also indieate where services are provided ontside the home) and charge for serviees

and bazis (per vigit, month, ete.)

. Becure or prepare a chart showing funetional relationship of the home care unit to the administrative

agency and to other participating agencies,

. If an advisory committes exists, indicate group interezts represented,

General groups eligible for services
(Check appropriate types)

A,
B.
.
D.
E.

———General public
Members of specific organizationz (specifly name and type of organizations)
Indigent
Medically indigent (define)

———0ther general group criteria (specify, e. g., specific hospital, ete.)

Disease categories of patients accepted for care (check only one)

A,
B.

C.

All disease categories

All dizsease categories, but preference shown to certain diseases (list these diseases and state reasons
for preference)

All disease eategories with speeific exelusions (list exclusions, and state reasons why)

D, ——Bpecific disease categories only (specify disease categories, and state reasons why)
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A. Type of services

Sehedule B—Continued

IV. Type and source of direct services to patients

1. Medical
a. Visiting physician
b. Consultation

2. Nursing

3. Bocial service

4. Physical therapy

5. Oceupational therapy

6. Nutrition

7. Speech therapy

8, Health education

9. Home teaching

10, Housekeeping

11. Laboratory and other dingnostic pro-

eedures (specifly important types)

12, X-rays
a. Diagnostic
b. Therapeutic

tant types)

14. Medications and medical supplies

a. Medications
b. Medical supplies

|
|
|
13. Hospital equipment (specify impor- ‘

15. Orthopedic appliances (specify im-

portant types)
16. Transportation

a. Patients

b. Staff

e. Bupplies

e. Equipment, other
17. Other services (specify)

Source of services

11:1]-_““& Other agencies
ik (name and
(check) type of agency)

|

If fee charged patients

Amount and Paid through

: T home care
basiz (per visit, | unit? (ves or
eto.) nol

B. What services to patients are available on an “around the clock” basis and how are these provided?

V. Personnel and agencies providing services to home care patients

A. Personnel on the home care staff,  Fill out a separate Schedule BB for each personnel category used in the
program, covering the topies listed below.

1. Home care staff positions
2. Training and experience
3. Duties and responsibilities

B. Agencies providing a major portion of specific gervices to patients.

each agency.
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Fill out a separate gchedule BBB for
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Schedule BB

Personnel on Home Care Staff (Year Period Lo 3}

Mame of program Pergonnel category

(Physician, nurse, social worker, ete.)

I. Home care stafl positions

I1.

III.

N
YI.

116

| |
[ | !' Number of

| Number of | | vacant po-
i ﬁ:]i;%spg;" | Bouree and amount E:;?; a“urnu
FGTi e Duri of salary™* Administra- Technically alaft Tor
atafl S tively respon- | responsible to: whiE N ons
Position™ L annoink sible to: (title | (title of person | is availahla:'r
E}I::H:L of person and and organi-
- A : ety S T T, M ik e | | organization) zation) [N
I 1|
Full | Part | DO, et S S Full | Part
time | time- budget ! (spe i) time | time

——— | . . e | s s, . | . o e e, | e e it s | . . e, — — . — B Er e oy e | e e | . e

*Enter appropriate titles for each pozition (e, g., director, supervisor, consultant, senior staff, ete.) If the
game statuz does not apply to person with the same position title, then fill out separate lines for each.

#**Either salary range for the position or the present salary of the incumbent may be used, but should be
20 indicated.

Nore: List students, residents, ete., if considered part, of staff.

Training and expericnee.  (Use a separate sheet for each professional position on home care staff.  If defined re-

quirements or qualifications for these pozitions have not been set up, then outline the actual training and

experience of the incumbents in the respective positions, )

A. Education (general and professional). Indicate college or university, degree, field of specialty, and year of
graduation.

B, Professional work experience. Indicate title of position, vears of supervised work experience, and years of
unsupervized work experience,

Dties and responsibilities—Give in detail the duties and responzibilitiez of each position. (Give details of
serviees to patients, administrative duties, program planning, teaching, recordkeeping functions, ete, Indicate
whether specific serviees to patients are performed in home or elsewhere. List any other professional positions
held by incumbents.)

Schedule BBB

Agencies Providing a Major Portion of Specific Services to Patients

. Name and address of ageney providing services to home care patients.
IT,
III.
IV.

Terms of agreement with home care program,
Types of services provided by ageney to home care patients and any adjustments made to provide these services,

Category and level of personnel providing serviees to home eare patients—(ineludes the professional or non-
professional classification of personnel and their positions on the staff.)

If more than one level of a personnel eategory iz used, what are the criteria for staff assignment?

Give in detail the duties and responsibilities of the ageney for home care services, Give details of service tu
patients and of administrative, teaching, supervisory, and other responsibilities.
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Schedule
Operational Policies and Procedures

Name of program Date of study

I. Information about referrals required by the home care program in addition to identifyving data,

uged, secure a copy, otherwise indicate kinds of information required.)
(Check information reguired.)

A.
B.

II. Admission of patients to the home care program

Diagnosis C. —  Bummary of therapeutic plan

Prognosis ' 1. Other (specify)

A. Describe procedures used for screening and evaluation of patients prior to their admission

(If a form is

B. Personnel eategories participating in the evaluation, and the eriteria they use (check categories, and list

criteria used by each).

1. Physician
2 Nurse
3. Hovial worker
4. Other personnel categories (specify)
C. Decision to accept patient for home care (check one)
1. A joint decision (if so, give categories of personnel participating and means used for reaching
decizion)
2 Decision of one person (give title of person)

D. How is referral source informed of the decizsion?

IIT. Provision of services to home care patients
A. Alloeation of staff to patients
1. What is the administrative plan for allocating patients to specific stalf members?
2, Are staff assigned to specific patients whom they continue to serve?

d. Describe the circumstances under which personnel who were in prior attendance continue to give

gervices to the patientz after they are admitted to the home eare program.

B. Deseription of planning conferences; indicate reasons for conference, regularity or frequency, personnel

categories participating from (1) home care staff (2) other organizations
C. Requestzs made to other agencies for services

1. How are requests made to other agencies for services for home care patients?
(Check methods uzed.)

a. Written
b. Verbal
£ Verbal, but eonfirmed in writing

2. What patient information, in addition to identifying data, is transferred to the other agency? (Check

types of information.)

. — Bpecific service requested from agency

Diagnozis

Prognosis

Physieian's orders for patient care

Nursing summary

— Social summary
. Other (zpecify)

. Records and reports (if possible, obtain samples of all record forms)

1. Indicate types of records kept (check)

a.
b.

m2En T

reports from other ageneies

i, Other records (specify)

Centralized patient records, including only services rendered by home care staff
Centralized patient records, including services rendered by home care staff and summary

2. 1f home care program is hospital based, are patient records transferable from hospita file to the home

care file?
3. Where are home care patient reeords filed after patient is discharged?

E. Deseribe the plan for interchange of information on patient care within the home care stafl and between

home care program and the other agencies providing services,
summary reports, telephone ecalls, ete., and the frequency of use.)
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Sehedule C—Continued

IV. Discharge of patients from the home care service

A. Personnel categories determining final disposition of patients, and criteria they use (check categories and
list eriteria used by each)
1. Physician
2. Nurse
3. ——Soeial worker
4. Other perzonnel eategories (specify)

B. Deeizsion to discharge patients from home eare program (check one)
1. A joint decision (if s0, give categories of personnel participating and means used for reaching

desizion)

2. Dwecision of one person (give title of person)

V. Describe and give reasons for important changes in the administration and operation of the program since
services to patients began and changes contemplated in the future

A. Objectives

K. Geographic area covered (present geographic area is described in schedule A)
. General groups eligible for service

D. Disease ecategories eligible or preferred

E. Patient referrals
1. Sources of referrals
2. Procedures nsed
F. Admission procedures and eriteria
1. Services to patients
1. Range of services provided
2. Allocation of patients
3. Coordination of services
H. Patient records
I. Dizcharge procedures and eriteria
J. Bize and composition of staff
k. Bources of funds
L. Other
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Sehedule D

Education as a Function of the Home Care Program

I. Is there a planned inservice training program for home care staff? If yes, describe the program.

II. I= the

re a planned educational program directed toward securing community interest and participation? If

yes, deseribe the program.

ITI. Use of home care program by schools or colleges for formal teaching or training. (Fill out a separate section

III of

this schedule for each school or eollege and field of study, such as medicine, nursing, social work, ete.)

A, Details of training program,

1. Name and type of school or college (secure copy of school or college catalogue).
2. Objectives in ugsing home care program as an educational resource (secure formal objective, if available),
3. Date that the use of home care program as an educational resource was inaugurated.,
4. Level of trainee: [Undergraduate (specify year), intern, graduate (specify vear), ete. If more than one
level in program, fill out a separate section I of this sehedule for each lovel ]
5. Are all persons on this level assigned to home care program?  If no, describe bases for selection,
6. Number of trainees in period tio (most recent calendar,
fiscal, or school yvear: specify which 3,
a, Total 1.
b. Greatest number at any one time
7. Length of assignment to home care program (specifly whether part time or full time).
8. Department or service assuming responsibility for trainees’ educational activities in this field.
a. Name of depariment or serviee (if joint, so indieate).
b. Describe relationship of this department to the school and discuss statuz of home care staff on the
faculty.
9. Is there an orientation program for trainees? If yes, deseribe the program.

10. Duties and responsibilities assigned to trainees,

11. Supervision of trainces
a. Person responsible for trainee’s actual performance of home eare assignment (position).

b. Bupervisory methods used (e. g., conferences, field visits, ete.).

12. On what bases are patients assigned to trainees?

13. Does trainee prepare, as an assignment, a case report (or reports)? If yes, indicate information
ineluded.

8. When and to whom are these reports made?
b. How are the reports used?

14. Are any changes in the present eduecational program planned for the future? If ves, give details,
following preceding outline. Indicate how definitely each change is planned, approximate date it is to
be put into effect, and reazons for change.

15. What changes would those working in the program like to make in addition to those planned?

B. Evaluation of training program.

1.

2.
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Has any study been made of trainees’ evaluation of program as educational technique? If yes, briefly

gummarize findings.
Evaluation of program as educational technigue by:
a. Department or service responsible for trainees’ educational activities in this field.

b. Home care staff.

. Has any study been made of trainees’ attitudes, reaction to program, etc., after leaving school? If yes,

briefly summarize findings.

_ Indicate educational values for trainees of the home care teaching program that are not obtained else-

where in the earriculnm.
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Sechedule D—Continued

III. Use of home care program by schools or colleges for formal teaching or training—Continued
C. Administrative problems related to training program,

IV.

120

1

Where the program is not set up primarily for training purposes, have any provisions been made to aug-
ment home care stafl to compenzate for extra time required for teaching? If yes, describe such pro-
visions., If no, are the services provided by trainees thought to compensate for the time required of the
home eare 2talf for their training?

Are there any periods when trainees are not assigned to the home care program?  If yes, do these periods
create a problem for the home care program?  If ves, what provizions are made to meet this problem?
Legal status of trainee (indieate whether special status iz conferred by State law or whether limitations
are imposed by Medieal Practices Act).

Explanation given to patient of trainee’z pozition (include terminology used in referring to trainee in
talking with patient).

Patients' attitudes toward having trainees render service.  (If any study has been made of this question,
secure copy of findings. I not, enter impressions of home care stafl, and bases for these impressions.)

Other contributions made to formal and informal educational programs by individual members of the home
care stafl: Give position of home care staff member, type of activity and frequency (e. g., lectures, teaching
of classes), name of group to which education is directed.

. Research studies completed, under way, or in planning stage (indicate which) in eonjunction with home care

program. Secure copies if possible. If not, describe briefly, including names of cooperating agencies,
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Schedule E

Statistical Report of Program Operation for Period from to

{Uspci éenza; recent data available for an entire fiscal or calendar vear.  All data will cover this period unless otherwise
specified. ’

I. Total number of patients admitted to service and patient davs of eare during past five years. (Indicate
whether ealendar or fiseal.)

II. Total number of patients on service at end of each vear. (Indieate whether calendar or fiscal.)

III. Referrals and admissions during the year by source

Number Number
Sauree of referral referrals admissions
Total referrals
Hospitals, inpatients —— e

Hospitals, waiting lists =00
Outpatient departments or clinics
. Private health and welfare agencies e e e T
Public health and welfare agencies
Private physicians
. Patients or relatives R — Pra—
H. Other sources (speeify) LS e

cEEYOW

IV. Number of referrals not admitted to home care program, by reason.

V. Number of patients and visits to patients referred but not admitted to home care during the year

g |  Number of evaluation visits
Number of| =_

patients | |
| Total In home |In hospital

Type of personnel

A. Physicians
1. Practicing physician
2. House staff
a. Intern
b. Resident
3. Medical student
a. Third vear
b. Fourth year [
4. Consultant |
B. Nurses
1. Visiting nurse association
2. Health department staff
3. Home care stafl
4. Other (zpecify)
Soegial workers .
1. Home care staff [
2. Other (specify)
. Physical therapists
Occupational therapists
KNutritionists
. Bpeech therapists
. Health educators
Home teachers
Housekeepers (hours) |
. Other types (specify)

o

HemEmomEY
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VII.

VIII.

IX.

A.

122

Schedule F—Continued

Admissions during the vear by sronomie status at time of admission to home care

Economic stalus Number
Total admiszions
A, Relief status, total
General assistance
Aid to dependent children
MNd-age assistance
Aid to blind
Aid to disabled
Other
Unknown
B. Nonrelief status, total
1. Medically indigent
2, Other

T4 20 h

Referrals, admissions, patients receiving care, and discharges during the year by age and sex

1
A | B C i D E
R i
Age group® and sex "‘Ium't:-er. M'—Tut.nl patients
Referrals | Admissions| beginning hrgﬁ':é‘g:ﬁa Discharges

of year | (R4 C=D)

e — e — — —— e — e —— e L —

A. Total, both sexes, and by 5-year age groups
B. Males, total, and by 5-vear age groups
C. Females, total, and by 5-year age groups

*Age as of beginning of vear,

Referrals, admissions, patients receiving care, and discharges during the vear by diagnosis for which home
care is given. For each diagnostic category show referrals, admissions, ete. as in item VII. (Note: If
data have been classified by diagnosis, use same classification and identify; if not, List C of the Sixth Re-
vision of the International Lists of Diseases and Causes of Death, 1948, will be adapted for use in this
study.)

Patients on the program during the vear, by pay status,
Patfents' pay status Number
Total

A. No pav, total
1. Payments by third party

B. Part pay, total
1. Payments by third party

C. Full pay

Discharges from home care during the year, by reason
Reazon Number
Total

A. No further medical care indicated

B. To outpatient department for further care

. Readmitted to hospital, total
1. Medical reasons
2. Home unsuitable

. To other institutions for continued care
E. Death

F. Against medical advice

(i. Other reasons (specify)
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Sehedule E—Continued

XI. Number of patients and visits to patientz on home ecare during the vear

Number of visits

Number of
patients |
|

Type of personnel Tatal In home : In hospital

-. E‘Fﬂ-l- I':'V-EI_I hﬁ' ].-1-51 |
uation| = uation nation |nation

Servies

rvice ] Hervice

A. Physicians l
1. Practicing physician
2. House staff
a. Intern
b. Resident _
3. Medical student |
a. Third year |
bh. Fourth year
4. Consultant
B. Nurses | i
1. Viziting nurse association 1 .
2. Health department stafl ' '
3. Home eare staff I |
4. Other (specify) , |
Soclal workers '
1. Home care staff ! [
2. Other (specify) [
. Physical therapists ! |
Oeeupational therapists
Nutritionists ' ,
. Speech therapists . !
. Health educators | |
|

Q

Home teachers

Housekeepers (hours) | |
. Dther types (specify) ! . |

e m o

XII. Number of patients given other services and supplies
Number of Number af

Type of service patienis FeTpices
Laboratory and other diagnostic procedures =
X-rays is S e, F BN

Hospital equipment (hospital beds, bedpans, ete.) e

. Medications and medical supplies e

Orthopedic appliances (braces, shoes, ete.)
Transportation —
Other services and supplies (specify)

eEEYaREE

XIII. Statisties collected by the home care program
A. What statistics are regularly collected?

B. How are these statistics obtained?
€. For what purposes are the program statistical data used? (e, g., administration and program i}lmmms.

ete.)
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Schedule EE

Abstract of Individual Patient’s Records

Time period covered in study to
(All data will cover this period, unless otherwise specified)

I. Identifying data; name, address, patient number, birthdate, and =ex.

I1. Final admizsion diagnosis (eode, using International Btatiztical Classification of Diseases, Sixth Revision,
19458, When care is given for multiple diagnozes, decision will have to be made as to which disgnosis to use
for statistical purposes.)

A. Primary (for which home care is given)
B. Contributory
C. Other (noncontributory)

ITI. Bource of referral Date of referral
{Check one)
A,

Huospitals, inpatients

B. Hospitals, waiting lists
C.  Outpatient departmentz and clinics
D, __Private health and welfare agencies
E. Public health and welfare agencies
F. Private physicians
G — Patients or relatives
H. —__ _Other (specify)
1V. Disposition of referral (check appropriate one)
A Admitted to home care program Date of admission
B. Not admitted (to be answered only if records on total patient referrals are available). Give reason,

V. Days of home care received during vear

VI. Was this patient a recipient of public assistance at time of admission to home care program?
If ves, cheek category of assistance:

A General assistance D. Aid to blind
B. _Aid to dependent children E. —_Aid to disabled
. Old age assistance F. Other (specify)

VII. Patient's pay status at time of admizsion (check one)

A No pay B. Part pay C. Full pay
VIII. If discharged from home eare, show reason Date discharged

{Check one)

A. —_ No further medical care indicated

B, To outpatient department for further care

. Readmitted to hospital for medical reasons

D, Readmitted to hospital because home is unsuitable

E. . __To other institution for continued care

B Death

Q. Against medieal advies

H. (Mher reason (specify)
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Schedule EE—Continued

IX, Number of vizits to patient dur:[m_f the year

: |
Total In home | In hospital

Type of personnel e N
| Eval- |
(uation |

Ewval-
uation

Ewval-
uation

—

Herviee Sorviee service

A. Physicians |
1. Practicing physician | ,
2. House staff |
a. Intern |
b. Resident i | |
3. Medieal =tudent | ‘ |

a. Third year
b. Fourth vear
4, Consultant | ' ! .

B. Nurses [
1. Visiting nurse association
2. Health department staff
3. Home care stafl
4. Other (specify)

. Social workers
1. Home care staff
2. Other (specify) | .
. Physical therapists ,
Oceupational therapists
Nutritionists
Speech therapists
. Health educators -
Home teachers
. Housekeepers (hours)
K. Other types (specify) |

X, Other services and supplics
Number of
{Check if provided) BETTICES
Laboratory and other diagnostic procedures
N-rays
Haospital equipment
Medications and medical supplies
— Orthopedic appliances
Transportation
Other services and supplies (specify)

aEEDaREE
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II.

III.
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Schedule F

Source of Funds and Costs of Services for Period from to

(Use most recent ealendar or fiseal year for which data are available)

Funds received and value of serviees used by home eare program during period

A, Tundz received, total
1. Balance of funds from previous year
2. Income from organizations (list by amount)
3. Income directly received from patients and families
4. Income from other sources for services to specific patients
a. Insurance, prepaid medieal plans, ete.
b. Welfare agencies, private charities, ete.

B. Estimated walue of personnel, other services, supplies, and space provided without charge to home care

pProgram
1. By administrative organization
a. Berviees for which actual value ean be obtained
b. Bervices for which value is esfimaded
2. By other participating organizations (list by amount)
a. Actual value
b. Estimated value

Funds expended and estimated value of services used by home care program during period

A Funds expended for home care (same as TA)
1. Ddirect services to patients (from I1I)
2. Administrative and other expenses (from 1V)
3. Unexpended balance at end of year
B. Estimated value of serviees used by home care program during period (same as IB)
1. Direct gerviees to patients (from ITT)
2. Administrative and other expenses (from IV)

Cost of direct services rendered to home care patients

Expenditures
Type of service Total | from home
care funds

Value of services
provided without
charge to home
care budget

Actual

Estimated

Total b -]
A. Personnel, total
1. Physicians
a. Practicing physicians
br. House staff
(1) Interns
(2) Residents
¢. Medical students
(1) Third year
(2) Fourth year
d. Consultants
2. Nurses
a. Visiting nurse association i
b. Health department staff
¢. Home care staff
d. Other (specify)
3. Social workers
a. Home care staff
b. Other (specifv)
Physical therapists
Oecupational therapists

I
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Sehedule F—Continued

l | Value of services
provided without
, Expenditures|  charge to home
Type of service Total | from home | care budget
’ eare funds

I | | Actual ‘E-Et-ill"lﬂtﬂﬂ

A. Personnel, total—Continued :
6. Nutritionists .
7. Bpeech therapists |
8. Health educators .
0. Home teachers | |
10. Housekeepers !
11. Other (specifv)

B. Other services and supplies, total

e. Of supplies, equipment, and other
(her services (specify)

1. Laboratory and other diagnostic procedures .
2. X-rays |
3. Hospital equipment [ ; |
4. Medications and medical supplies ; | !
5. Orthopedic appliances :
6. Transportation i

a. Of patients

b. Of staff :

=1
a

IV. Administrative and other expenses (indireet services)

e —— e e ——— — - ——

| Value of services
provided without
Expenditures| charge to home
Type of service otal | from home care budget
care funds

Actual : Estimated

Tatal |
A. Program director |
B. Administrative stafl (list positions and include educational

supervision)

C. Clerical staff

D. Overhead (space, light, heat, ete.) |
E, Oifice supplies and equipment
F. Other

e

V. Describe methods used for obtaining figures in IV above

¥1. Total costs of home care services related to individual patients

A. Are costs kept separately for each patient? If yes, deseribe how this is done, particularly for costs of
serviees that are provided on a salary basis or are donated to the home eare program. (Obtain copy of
individual patient expense record, if available)

B. Does the home care program make estimates of the cost per patient day? or per patient visit? If yes:
1. Show the estimated average cost per patient day or per patient visit for each year such data are available.
2. Deseribe methods used to obtain these figures. (Indicate whether costs of administration, overhead,

and donated servieces are included,)
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