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ABSTRACT

UTILIZATION OF LONG TERM HEALTH CARE:

A HOSPITAL C H A N NELING PROGRAM

by J. Dianne Garner

As the number of people needing long term care expands 

and the programs to meet those needs diversify, one of the 

most critical questions will be the a p p ropriate utilization 

of services available. As such, "channeling" has surfaced 

as an important consid e r a t i o n  in a m u l t i p l i c i t y  of g o v e r n ­

ment pilot programs. Channe l i n g  is defined as a m e c h a n i s m 

for appropr i a t e l y  linking elderly clients to needed services 

on th.: c o ntinuum of home health to institutional care. The 

purpose of this study was to assess the o u tcome of a c h a n ­

neling project implemented in a large, private, acute, 

general hospital in central Arkansas.

The research targeted two groups of hosp i t a l i z e d  pa­

tients. The two groups selected for compar i s o n  were a 100% 

sample of persons who met the following criteria: 65 years

of age or older, in need of long term care, and referred by 

the physician between May 15 - August 15, 1982, for d i scharge 

planning. A standardized assess m e n t  instrument was used by 

the depart m e n t  social workers for di s c h a r g e  planning with 

the experimental g r oup (N = 51). The assess m e n t  instrument 

was the same tool being used in other areas of the state by 

the Office on Aging. The social work staff c o ntinued to
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complete the traditional, o p e n - e n d e d  assessment and discharge 

planning activities with the control group (N = 62). The 

two groups were then compared.

It was hypothesized that: 1. the use of a standardized

instrument would result in increased accuracy and c o nsistency 

of assessment and thus an increase in the a p p ropriate u t i l i ­

zation of long term care services, 2 . the assessment i n s t r u ­

ment would increase p a t i e nt/family involvement in the 

d e c i s i o n-making process, and 3. standardized assessments 

would decrease the number of p r e mature nursing home p l a c e ­

ments initiated by physicians.

Variables examined included: demographics of the groups,

levels of impairment, number of dia g n o s e s  and prescription 

medications, number of interviews and amount of time spent 

by the social worker, outc o m e s  relative to initial physician's 

orders, p o s t - discharge sat i s f a c t i o n  with the d e c i s i o n - m a k i n g  

process, and a compar i s o n  of outcomes (home health, extended 

care, or nursing home.)

The primary conclu s i o n  was that the outcomes between 

the experimental and control groups were comparable; there 

were no significant differences. The department was p r e ­

pared to implement a formalized channe l i n g  program in the 

hospital, but the findings did not m e rit such a change. It 

is important to note that the experimental group reported 

s i gnificantly less satisfaction with the deci s i o n - m a k i n g 

process, suggesting that the rela t i o n s h i p  between the social 

worker and the patient and the patient's perception of

v



involvement was negatively affected 

standardized instrument. The study 

ness of professional social workers 

post-hospital long term care of the 

client to those services.

by the use of such a 

supported the effective- 

in assessing need for 

elderly and linking the
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I N S T I T U T I ONALIZATION OR HOME HEALTH CARE?



MEETING THE LONG TERM CARE NEEDS OF THE ELDERLY: 

I N S T I TUTIONALIZATION OR HOME HEALTH CARE?

For many of the nation's elderly, long term care has 

become a way of life. Illnesses and trauma that would have 

once been fatal are now being survived. Survival is fre­

quently accompanied by e x tremely limited cap a b i l i t i e s  for 

independent functioning which result in the need for long 

term care. Meeting the long term care needs of the elderly 

in the m o s t  responsive and efficient manner has become a 

national dilemma and has spurred contr o v e r s y  b e tween p r o p o ­

nents of institutional long term care and home health care.

Ut i lizing recent practice and research literature, it 

is the purpose of this paper to (1 ) present the rationale 

for the e x a mination of in s t i t u t i o n a l i z a t i o n  and home health 

care in m e e t i n g  the needs of the elderly, (2 ) d o c u m e n t  the 

need for both home health care and institutional care as a l ­

ternatives for provision of care, (3) identify variables 

which impede the a p p r o p r i a t e  u t ilization of both i n s t i t u ­

tional care and home health care, (4) identify selected areas 

for future study and research needed to facilitate the d e v e l ­

op m e n t  and a p propriate utili z a t i o n  of long term care, both 

institutional and home-based, (5) design and analyze a p r o ­

gram focused on deci s i o n  making and channeling of elderly 

hospitalized clients in need of long term care, and (6 ) 

prepare a procedure for systematic assessment of program 

r e s u l t s .



RATIONALE FOR STUDY

Between 1977 and 2035, the total population in the 

United States is projected to grow by about 40%; the elderly 

population is projected to m o r e  than do u b l e  in size w i t h  over 

45% of the elderly being over 75 years of age by the year 

2 0 0 0 . 1  By 1 9 8 5 , the i n s t i t u tionalized e l derly popula t i o n  is 

expected to exceed 2 . 6  million, more than doubling the c u r ­

rent institutionalized elderly population.^ There is general 

agreement that long term care is an increasingly urgent p o l ­

icy issue, that there has been rapid growth in the numbers 

of the c h r onically ill and frail elderly, and that these 

problems will intensify as the popula t i o n  of c h r o n i c a l l y  ill 

and frail elderly expands.'* Ap p r o x i m a t e l y  1, 300,000 A m e r i ­

cans, including five percent of those 65 years or older, 

reside in 18,900 nursing homes. Additionally, some twenty 

percent of the elderly will spend some time in a nursing
4home prior to death. By contrast, the number of home health 

care agencies approved for pa r t i c i p a t i o n  in the Medicare p r o ­

gram from 1970 to 1975 remained stable at about 2, 200.'* The 

impaired elderly living cur r e n t l y  at home may be i n s t i t u t i o n ­

alized as they grow older and experi e n c e  increased levels of 

impairment.® An e s timated 2 5% of those over age 7 3 will b e ­

come i n stitutionalized at some time if the c u r rent system of 

care p r o vision remains unchanged.^ C h ronic illnesses limit 

the activities of about 60% of those over the age of 75 years 

and prevent one person in five from carrying out basic 

activities of daily living.®



According to Robert A. Derzon, Administrator, Health 

Care Financing A d m i n istration of the Depart m e n t  of Health 

and Human Services, "Long term care will be government's
Qhealth financing dilemma of the '80's." To substantiate 

Derzon's claim, one need only examine some of the major find­

ings of the 1981 report prepared by the Health Care Financing 

Administration. Services for impaired elderly that involve 

a mone t a r y  transaction are increasingly becoming a government 

responsibility. For example, although total expenditures on 

nursing home services rose 280% between 1970 and 1979, public 

expenditures increased 343%. In 1979, Federal, State, and 

local expenditures totaled $ 1 0 . 1  billion and represented 

56.7% of the $17.8 billion total nursing home bill.

The report further states that Medicare and Medicaid 

account for about 90% of all Federal Long Term Care expenses. 

Approxi m a t e l y  half of all nursing home residents are supported 

totally or partially by Medicaid. Specifically, Medicaid 

paid $ 8 . 8  billion. Furthermore, Medicare is the largest p u r ­

chaser of home health services among Federal programs ($520 

million in 1978). As the population inevitably ages, the 

pressures for public involvement can only intensify.^®

A coherent policy on goals and methods in long term care 

has yet to be shaped. Elderly go without the care they need 

and others are in facilities inappropriate to their needs.

Many believe i n s t i tutionalization could have been postponed 

or prevented for thousands of current residents if viable 

home health care and supportive services e x i s t e d . ^



Public policy continues to favor institutional care over 

home health care particularly in the area of funding. E x p e n ­

ditures for home health care in 1978 came to no more than 1%
1 ?of both Medicare and Medicaid budgets while institutional 

long term care absorbed 25% of Medicare and Medicaid budgets.

Given the current and projected demographic data, the 

cost of providing long term care, and the current state of 

public policy in the area of meeting the long term care needs 

of the frail elderly, an e x a mination of both home health care 

and institutional long term care appears in order.

WHY HOME HEALTH CARE?

Although home health care services in the United States 

have been established sporadically since the Boston Dispensary  

started the first home care program in 1876, until recently 

this segment of the health care delivery system was largely 

i g n o r e d . ^  With the rising cost of health care, the c r i t i ­

cisms of institutional long term care, and the increased 

longevity resulting in increasing numbers of frail elderly, 

home health care has emerged as a possible solution to m e e t ­

ing the long term care needs of the aged.

A survey of the literature reveals that home health care 

is frequently proposed as an a l ternative to or postponement 

of long term institutional care. "It is gen e r a l l y  accepted 

that although 5 percent of the aged c u rrently reside in 

i h s t i t u t i o n s , a percentage of those mig h t  not if adequate 

p r ovision existed in the c o m m u n i t y . However, there seems 

to be a wide d i v e rgence in opinions about the percentage of



those elderly who are actually inappropriately placed. For 

example: a Connecticut long term care PSRO official e s t i m a ­

ted that the majority, 85 to 95 percent, of residents in 

skilled care nursing facilities were inappropriately placed 

in the State of C o n n e c t i c u t ; ^  Karnes, in 1976, stated that 

as many as 40 percent of the institutionalized elderly do 

not need the type of services, p a r t i cularly acute and skilled 

medical care, that long term care institutions p r o v i d e ; ^

Oktay and Sheppard asserted that assessments indicated that 

no more than 15 to 25 percent of institutional residents 

could be m a i n tained at h o m e ; ^  and the Plass study of one 

long term skilled nursing facility in Ne w  York State i n d i c a ­

ted that only 2 percent of the residents could have been d i s ­

charged home even if more ext e n s i v e  home health care services
1 Qhad been available. Whi l e  it is conce i v a b l e  that some 

statistical d i f f e r e n c e s  could be attributed to regional d i f ­

ferences, an exami n a t i o n  of those studies and articles reveals 

little or no expli c a t i o n  of the criteria used in assessing 

whether a resident of an institution could, in fact, be 

m aintained in the community. In addition, statements r e g a r d ­

ing postponement of in s t i t u t i o n a l i z a t i o n  appear to be s u b j e c ­

tive assessments rather than based on actual studies, and, 

once again, criteria for the a s s e s s m e n t  remain unstated.

Still, preventing or postponing i n s t itutionalization of the 

elderly whenever possible, regardless of the exact percentages, 

remains a legitimate argument for home health care, especially 

when considered with the 1976 Shanas and Maddox study which



found that 90 percent of elderly respondents with children 

preferred home health care to institutionalization, as did 

70 percent of those c h i l d r e n . ^  With the d i versity of st a ­

tistical findings and estimations, it remains difficult to 

assess the extent of the need for home health care in p r e ­

venting or postponing long term institutionalization.

Another justification for long term care being offered 

in the home is that it provides service to a wider range of 

elderly clients.^® The 1976 Plass study which tracked 100 

percent of the geriatric patients admitted over one year to 

a New York State hospital revealed that 13 percent of the 

hospital admissions were transferred to another hospital, 

and 70 percent of the geriatric hospital patients returned 

hone. The patients who returned home, a p p r o x i m a t e l y  500, 

p resented a profile that g e nerated c o ncern for their c o n t i n u ­

ing health care needs. Of those 500 patients, 175 presented 

a need for home health care; however, the existing home care

agency was able to provide a p p ropriate services to only about
21half those patients with defined needs. In addition, Shanas 

and Maddox estimate from their study that two to three times 

as many older persons who are either bedfast or homebound 

due to physical impairment live at home rather than in ins t i ­

t u t i o n s . ^  There is general a g r eement in the literature that 

the homebound physically impaired elderly represent a largely 

unserved or underserved population and that this ga p  in s e r ­

vices increases the utilization of both the long term care 

facility and the acute care hospital.



Another rationale for m e e t i n g  the needs of the elderly 

through provision of home health care is economic. If h o s p i ­

tals, nursing homes, and other institutions provided the only 

solution for the elderly who need some health care, the 

financial drain to society would be e n o r m o u s . ^  The o p e rating 

costs of both acute care and long term care facilities has 

increased as the character of health care has progressed from 

custodial to curative and restorative. The costs of personnel 

and of providing them with the complex physical plant and 

equipment to do their work has grown higher and h i g h e r . ^

The cost argument again centers around the either home health 

care or i n s t i tutionalization position and is based on the 

differ e n c e  in cost of a long term care facility or nursing 

home (approximately $4 5 per day) and that of m a i n t a i n i n g  a

patient through home care services (approximately $12-$14 
2 Sper visit). While cost effecti v e n e s s  can be argued from 

this position, how cost e f fective depends on d e termining 

the extent of avoiding or dela y i n g  institutionalization.

Oktay states that home care is cost effective p r imarily for 

cases in which the d i s a b i l i t y  is not severe. In addition, 

she states expansion of home health care services to the 

large number of persons in need of long term care who are 

not in institutions and who are now receiving no services 

would undoubtedly increase expenses rather than conserve  

t h e n . 26 Therefore, an overall cost efficiency argu m e n t  for 

home health care seems ill advised at this point. Seidle, 

et al, conclude that o p erational experi e n c e  with home care
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will show how varying c o n s i derations affect cost, as will 

c arefully designed research with randomized designs to 

assure an equal baseline between home health care and i n sti­

tutional nursing home care. Such study is basic to the un-
-) nraveling of cost considerations. C u r rently the cost 

effective position can only be advocated when the disabi l i t y  

is less severe and in those instances in which unnecessary 

i n s t i t u t i onalization is, in fact, avoided or delayed.

In summary, the d e velopment and/or expansion of home 

health care services to meet the long term care needs of the 

elderly is justifiable from a number of perspectives: (1 )

it can prevent or delay institution a l i z a t i o n  for some elderly, 

(2 ) home care has been found to be the stated preference of 

the majority of elderly, (3) it is a way of expanding s e r ­

vices to the elderly and of providing health care to a 

currently unserved or underserved population, and (4) at 

least for some, it is a c o s t - e f f e c t i v e  method of delivering 

health care.

WHY INSTITUTIONAL LONG TERM CARE?

The need for the m a i n t e n a n c e  of long term care f a c i l i ­

ties in m e e ting the health care needs of the elderly, e s p e c ­

ially those who are severly impaired can, perhaps, best be 

justified through a portrait of the c u r rent popula t i o n  of 

the nation's long term care facilities.

The a v e rage age of residents in long term 
care facilities is 82 years, and 70 percent are 
over 75 years of age. Studies reveal that r e s i ­
dents g e n e r a l l y  have four chronic or crippling 
disabilities. C a r d i o v a s c u l a r  disease ranks first, 
experienced by 65 percent of the population,
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followed by organic brain syndrome, fractures, 
and arthritis. Fifty-five percent or more of 
long term care residents are ment a l l y  impaired.
Less than half the patients can walk. About
55 percent require assistance in bathing, 47 
percent need help in dressing, 33 percent are 
incontinent, and 1 1 percent require assistance 
in eating.

The average institutional resident in long 
term care facilities takes 4.4 different drugs 
per day, some taken 2 to 3 times daily; 70 p e r ­
cent take five or more drugs per day; and almost 
50 percent take seven drugs per d a y .  28

A third of the residents of long term care facilities 

have no close relatives. Those who do have families have 

generally been institutionalized only as a last resort. For

the most part, families have exhausted all other alternatives,

endured severe personal, social and economic stress in the 

process, and made the final d e c i s i o n  to place in a nursing 

home with the utmost r e l u c t a n c e . ^  Population changes such 

as new and alternate family structures, an increasing divorce 

rate, a decline in birthrate, the increase in single parent 

families, and an increasing number of wom e n  in the work force 

all suggest a reduction of family available to provide c o n ­

tinual personal care for the elderly.-^®

It also seems fair to project that as people live longer, 

they will encounter more severe and m o r e  numerous disabilities. 

One need only look again at the projected d e m ographic picture 

presented in the "Rationale for Study" to realize that even 

if institutionalization remains the necessary a l ternative  

for only 5 to 6 percent of the elderly, the w e i g h t  in sheer 

numbers will require not only m a i n t e n a n c e  but e x pansion of 

the capacity of the long term care institutions.



There is also a cost e f fective justification for i n sti­

tutional long tern care. More severely disabled clients will 

require more extensive services, and the more extensive the 

services, the more likely it is that an institution can p r o ­

vide it at less cost than a home care program. One of the 

structural benefits of an institution is its ability to p r o ­

vide centrally a range of services that, if provided in a 

d e centralized fashion in the community, mig h t  cost m o r e . ^  

Again, it seems that, as with home health services, the best 

indicator of costs for a specific person will be that person' 

level of disability and subsequent service needs. If the 

need is for 24-hour-a-day skilled care, it may not be either 

practical nor c o s t - e f f e c t i v e  to provide that care in the home 

In summary, the justification for the m a i n t e n a n c e  and 

even expansion of institutional long term care to meet the 

health needs of the elderly can also be presented from a 

number of perspectives: (1 ) the severity and number of d i a g ­

noses frequently found among a percentage of the elderly,

(2 ) the extent and level of care needed to ma n a g e  multiple 

diagnoses, (3) the hardship placed on families (when there 

are families) in attempting to meet demanding skilled care 

needs, (4) the numbers presented by d e m ographic projections 

of elderly likely to need institutional care, and (5) for 

those in need of on-going skilled care, i n s t i tutionalization 

is, in all probability, cost effective.



INSTITUTIONAL CARE AND HOME HEALTH; WHY NOT?

As previously stated the percentage of elderly experi- 

encinq chronic disease and combinations of chronic diseases 

is increasing. Even with acute illness, the period of 

recuperation for the elderly is frequently longer, increasing 

the need for both home health care and institutional based 

long term c a r e . ^  From data obtained in the Plass study, 

one can conclude that home health care cannot ameliorate all 

problems of the elderly and that home care cannot totally 

replace the long term care f a c i l i t y . ^  Neither is it rational 

to expect institutional long term care to meet the health care 

needs of the majority of elderly c u r rently living in their 

own homes or with family. While there will always be highly 

disabled patients who require full-time institutionalization 

in long term care facilities, persons capable of remaining 

in their own homes should have the right to c h o o s e . ^  In 

order for a choice to be made, there must of necessity be 

available sufficient institutional long term care and s u f f i ­

cient home health care.

IMPEDIMENTS TO LONG TERM HOME HEALTH CARE

While there are a number of factors which influence the 

a p propriate utilization of home health care in meeting the 

long term care needs of the elderly, it seems a p p ropriate 

for this discussion to limit the p r e s entation to the major 

impediments or barriers to appro p r i a t e  u t ilization of such 

services. Since for all practical purposes, long term home 

health care remains in the developmental process, it is
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first loqical to look at those factors which have slowed the 

development of home health care as a part of the health care 

delivery system.

Of primary importance is the issue of funding. Despite 

the high costs of in-patient care, the number of home health 

agencies have continued to decline because Medicare r e i m b u r s e ­

ment policies inhibit the use of such s e r v i c e s . 35 a s  a c o n ­

sequence, home health agencies are not yet available in 

sufficient numbers and they face financial problems. Home 

health services are not fully reimbursable as services in 

their own r i g h t . 36 Public funding policies have continued 

to support acute, short-term care and treatment within 

i n s t i t u t i o n s . 37 The insufficient level of federal funding 

for home health services and the elig i b i l i t y  requirements 

reqarding income and medical status for reimbursement 

(particularly for Medicare) are severe hindrances to the 

d e v elopment of home-based health care s e r v i c e s . 38 R e i m b u r s e ­

ment of home care services is largely limited to skilled 

nursing services or services that require the supervision of 

a p h y s i c i a n .39

Looking at the limited reimbursement pattern in home 

health care leads to yet another obstacle in utilization of 

home care services: What are home health care services? A

p amphlet published by the Amer i c a n  Hospital A s s o c i a t i o n —

The Hospital and the Home Care P r o g r a m — lists the following 

items as being basic to any home health care program:



1 . Medical care and supervision
T Nursing care and supervision

3 . Social work services

4 . Physical therapy

5. Occupational therapy

6 . Speech therapy

7 . Inhalation therapy

8 . Medical technician services

9 . Appliance, equipment and sterile supply services

10 . A v a i l a b i l i t y  of hospital in-patient services

1 1 . Nutritional guidance

12 . Laboratory and radiology services

13. Pharmaceutical services

14 . T r a n s p o r t a t i o n  for patient and equipment

15. Homem a k e r - h o m e  health aide services

Home health care programs sponsored by the Veter a n s  A d m i n i s ­

tration hospitals have followed the A m e r i c a n  Hospital A s s o c ­

iation m o d e l . H o w e v e r ,  the typical Visi t i n g  Nurse 

As s o c i a t i o n  sponsored program and Public Health Department 

program tend to place emphasis on nursing care and retain 

consu l t a n t s  to offer more c o m p r e h e n s i v e  s e r v i c e s . -*^ The 

typical propr i e t a r y  home health care program usually offers 

only nursing and home health aide services. In short, there 

is no clear d e f i n i t i o n  of home health care, frequently 

leaving the elderly and their families unaware of what s e r ­

vices can or could be provided. W h e ther funding shapes 

program or program shapes funding may be a cyclical question.
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However, the V.A., in the absence of the funding dilemma 

experienced by the remainder of the public, voluntary, and 

private sector, has tended to define home health care in its 

most c o m prehensive fashion. The separation frequently found 

in the literature between home health (usually referring to 

skilled care) services and home social services seems an 

arbitrary separation and by no means accepted throughout 

the literature.

A third problem interfering with the d e velopment and 

utilization of home health care is that of fragmentation. 

Nowhere is fragmentation more evident than in the delivery 

of home health services. Programs which provide medical or 

supportive services for the elderly in their homes include 

M edicare (Title XVIII of the Social Security A c t ) , Medicaid 

(Title X I X ) , the new Social Services Program (Title X X ) , the 

Public Health Service Act A m e n dments (home health g r a n t s ) , 

State and c o m m u n i t y  grant program for the elderly (Title III 

of the Older A m e r i c a n  A c t ) , nutrition programs for the e l ­

derly (Title VII), the Senior C o m p a n i o n  Program and Retired 

Senior V o l unteer Program both under Title II of the Domestic

V olunteer Service Act, and various programs under the
4 2C ommunity Services Act. As a result, programs are a d m i n ­

istered by a variety of dif f e r e n t  agencies leaving the 

elderly in need of a range of home health services traveling 

from agency to agency.



IMPEDIMENTS TO LONG TERM INSTITUTIONAL CARE

The c o mbination of cost of long term institutional care 

and the current funding pattern for institutional care erect 

a barrier to appropriate utilization of long term care 

facilities. Although funding is a problem in home health 

care, the problems in funding of long term care facilities 

are of a different order. In 1974, the average nursing 

home cost was in excess of $600 per month, while the average 

income for a retired person was under $200 per m o n t h . 4 3 

Medicare is of little help, paying only for short-term 

skilled care (referred to as extended care) following acute 

care hospitalization. It is Medicaid, requiring a means 

test, which is e x tensively used. Many are too proud to seek 

"welfare", while others refuse to participate because of 

their reluctance to virtually d e p lete their assets in order 

to become eligible for M e d i c a i d . O n  the other side, since 

there is at least payment available for institutional care, 

elderly who might otherwise be mainta i n e d  at home utilize 

institutional long tern care.

A second barrier to the a p propriate utilization of long 

term care facilities is their public image. Abuses of p a ­

tients have been well publicized and evidence of substandard 

care has been repeatedly d o c u m e n t e d . 45 Elderly who might 

benefit from institutional long term care refuse, out of 

fear of poor care and abuse, los's of liberty and human d i g ­

nity. To many Americans, nursing homes or long term care 

facilities have become synonymous with d e ath and protracted  

suffering before d e a t h . 46



Tied to the problem of substandard care is the difficulty 

in regulating long term care facilities. Regulation has been 

a continuing problem,and inspection sanctions have rarely 

been pursued vigorously. Substandard facilities have been 

allowed to remain open on the theory that patients in them 

would have no place to go if they were c l o s e d . H i s t o r i ­

cally, proprietary institutions have presented the greatest
48challenge to regulation, and 90% of the nation's long term

A Qcare facilities are proprietary. 7

DECISION MAKING IN U T I L I Z A T I O N  OF LONG TERM CARE

In addition to the previously discussed impediments and 

barriers, the deci s i o n - m a k i n g  process involved in the s e l e c ­

tion of services presents a series of obstacles to a p p r o p r i ­

ate utilization of long term health care services. Elderly

persons are often faced with making decisions, or having

decisions made for them, regarding long term health care 

needs under conditions of stress. The need for long term 

health care services frequently arises during times of 

diminished capacities and limited time frames, leaving the 

elderly person with a sense of little or no choice. F r e ­

quently, long term care, whether institutional or home- 

based, is presented by medical professionals and/or families 

as a mandate, rather than a choice in which the elderly 

recipient participates. Mot only do others decide that 

elderly individuals are in need of long term health care, 

but the decisions of what services are to be utilized, in 

what setting and provided by whom may be made with little or

no p a rticipation by the aged client.



When an individual perceives that outcomes are outside 

his,'her control, a phenomenon called "learned helplessness" 

occurs. It is c h aracterized by (1) depression, (2) d i s c o n ­

tinuation of efforts to control outcomes, and (3) inability 

to d i f ferentiate when one's action has influenced an o u t ­

c o m e . ^  In 1962, Ferrari d o c u m e n t e d  that m o r t a l i t y  was 

s ignificantly greater among those elderly who perceived that 

they had no choice in the plan to enter a nursing home in 

contrast to those who perceived that seeking ad m i s s i o n  to a 

nursing home was their personal c h o i c e . ^  In addition, Janis 

and Mann state that a decision making process in which there 

is a thorough search and explo r a t i o n  of options by the i n d i ­

vidual, leads to greater satisfaction with a d e c i s i o n  inde­

pendently of whether its implementation leads to satisfactory
c 2or u n s a t isfactory consequences.

In planning services for the elderly, there is a te n ­

dency to rely upon professionals' perception of service 

n e e d . ^  It may then be feasible to assume that attitudes of 

health care professionals impact on the decis i o n  making 

process in utilization of long term health care services. 

References to medical neglect and disin t e r e s t  in the aged 

by physicians and other professional groups are sprinkled 

throughout the professional literature. In 1968, Spence, 

et al, found that m e d ical students perceived old people as 

more emotionally ill, disagreeable, inactive, economically 

burdensome, dependent, dull, socially undesirable, d i s s a t i s ­

fied, socially withdrawn, and d i s r uptive of family harmony
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than youths or other a d u l t s . ^  If one g e neralizes the find­

ings of the Spence study to practicing physicians or to a 

percentage of practicing physicians, it is rational to c o n ­

clude that physicians would not generally want to spend the 

time necessary in involving the aged in deci s i o n  making 

around long term health care needs, nor would physicians be 

inclined to view that process as a priority for other health 

care professionals such as social workers. Since the health 

care system in the United States tends to be physician 

dominated, the attitudes and actions of physicians are p a r ­

ticularly significant to clients and other health care 

p r o fessionals alike.

Nowhere are the problems w i t h i n  decision making around 

long term health care for the e l d e r l y  m o r e  evident or t r a u ­

matic than with the h o s p i t a l i z e d  e l d e r l y  patient. Many 

older people have adverse reactions to hospitalization. 

S eparated from familiar surroundings and in heightened states 

of a n xiety around physical well-being, the elderly may become 

more easily confused and disoriented, or even d e l u s i o n a l .^

If the decisions about long term health care o c cur during 

h o s p i t a l i z a t i o n  when the e l derly ma y  be at their m o s t  d i s ­

oriented, the risk of inappro p r i a t e  planning, such as 

premature or unnec e s s a r y  nursing home p l a cement is heightened.

Hosp i t a l i z a t i o n  is by d e f i n i t i o n  a time of stress; m e n ­

tal, emotional, and physical cap a b i l i t i e s  are diminished by 

acute illnesses or e x a c e rbation of chronic illness, or a 

combi n a t i o n  of the two. W i t h  the increased emphasis on



shortening acute care hospital stays, there is little time 

for exploration of options or a thorough as s e s s m e n t  of 

personal, family and c o mmunity resources a v ailable to meet 

the long term care needs. The actual d i s c h a r g e  of a h o s p i ­

talized individual usually occurs within 24 to 48 hours 

after the physician's d e c i s i o n  to d i s c h arge.^® It is not 

atypical for the deci s i o n  to d i s charge and the physician's 

deci s i o n  to recommend or order post di s c h a r g e  long term 

health care to come c o n c o m m i t a n t l y , giving the elderly p e r ­

son, their family, and the hospital social wo r k e r  (if there 

is a social worker involved) from 4 to 48 hours to make 

appro p r i a t e  arrangements. Still another frequent and o b s e r ­

vable phenom e n o n  is the phy s i c i a n  writes an order for nursing 

home p l acement or specific home health services, taking the 

deci s i o n  c o m p letely out of the hands of the elderly person. 

Given the previously d i scussed increased d i s o r i e n t a t i o n  that 

ac c ompanies hospitalization, c o upled with the physician's 

deci s i o n  being based on a s s e s s m e n t  of the individual during 

hospitalization, there is accel e r a t e d  need for careful 

a ssess m e n t  and planning w i t h  little time to a c c o mplish the 

task. Unfortunately, many patients, families, and social 

w o rkers simply follow the doctor's order.

More than any other adult g r o u p  in society, the elderly 

find themselves dependent o n  p r ofessionals and family in 

making d e c isions which have dramatic impact on their life. 

Given the circums t a n c e s  under which the e l derly must make 

consequ e n t i a l  life decisions, or find dec i s i o n s  being made
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for them, one can conclude that the decision making process 

itself is frequently a barrier to appropriate utili z a t i o n  of 

long term health care services.

TRENDS AND INDICATIONS FOR FUTURE STUDY

The review of the literature revealed that practice 

focused literature and descr i p t i v e  studies far outweighed 

the number of evalua t i v e  studies. Evaluative studies are 

difficult to implement in service to the aged, a field in 

which data are so soft and criteria for evaluation so 

amorphous. The impact of research on policy remains limited. 

Most d e cisions about expanded programs continue to be made 

on the basis of societal preference and influence expressed 

in a political arena, not on the basis of c o nclusions from 

rational a n a l y s i s . ^  While there is substantial literature 

in the area of long term care in m e e t i n g  the needs of the 

elderly, estimates and projections appear throughout. 

Increasingly, issues related to long term health care and 

the aged, and recommended programs to meet those needs, 

appear in testimony before both House and Senate Commit t e e s  

and Sub-committees. However, even in testimony before legis­

lative committees, there are co n t r a d i c t o r y  statements and 

opinions, and frequently there is little e x p lication as to 

how and by w h o m  facts and figures were gathered.

There has been a marked growth in the professional 

literature about home health care in the past decade. In 

addition, home health care is co m m a n d i n g  increasing a t t e n ­

tion in legislative c o mmittee hearings. Both would tend to
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indicate a trend toward the development and expansion of 

home health care in meeting the long term care needs of the 

elderly. There has also been an increase in the number of 

home health care programs sponsored by government over the 

past decade. There is a trend in most recent national policy 

toward the position that the health care needs of the elderly 

should be met first in the home with institutionalization  

offered when care in the home is not feasible.^®

Studies which have tended to argue from either side, 

home health care versus institutional care, especially in 

reference to the current institutional population, have come 

up with widely di v e r g e n t  findings. Since criteria for find­

ings remains largely unstated, it would seem that there is 

need for development of uniform criteria, including medical 

and social factors, to assess the ability of current nursing 

home residents and hos p i t a l i z e d  aged to be mainta i n e d  in the 

home. Statements regarding p o s t p onement of i n s t i t u t i o n a l i ­

zation are even less well documented. However, it would 

seem possible to arrive at an assessment in that arena by 

utilizing the same uniform criteria and applying it to the 

medical and social records of residents at the time of a d ­

m i s s i o n  to a long term care facility or prior to discharge

from a hospital. Only then can the extent of the need for

long term home health care be determined in preventing or 

p ostponing institutionalization.

It is a more dif f i c u l t  task for researchers to d e t e r ­

mine the extent of the need for home health care for the
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elderly living in the community. However, tracking of g e r i ­

atric patients as done in the Plass study following discharge 

from the acute care hospital would appear to be feasible to 

begin to identify the unserved and underserved population 

returning to their homes with health care needs.

There appear to be adequate desc r i p t i v e  studies of the 

institutionalized population, no doubt, related to the c a p ­

tive nature of residents in long term care facilities and 

the relative ease with which data is retrievable. D e s c r i p ­

tive studies of the i n s titutionalized population will need 

to be continued by researchers, especially with the emergence 

of home health care as an alternative, to d e termine the nature 

of the institutionalized popula t i o n  as trends shift. One 

mig h t  hypothesize that as home health care expands, allowing 

the less severely impaired elderly to be m a i n t a i n e d  at home, 

the institutionalized p o p u l a t i o n  will be more severely im­

paired than is currently the case requiring more skilled 

care within the nation's institutions. There is evidence 

that home health care is m o r e  readily available in New York 

State than is currently true nationwide. (70% of the 

nation's Medicaid expenditures for home health care were in 

New York State, according to the 1978 U. S. C o ngressional 

budget office.) Therefore, it mig h t  be possible to begin 

to get a picture of the impact of home health care on the 

nature of the i n stitutionalized population by doing a c o m ­

parative d e s criptive study b e tween the institutionalized 

population of New York State with a state in whi c h  home 

health care is less available.



23.

While some authors have stated the issue as home health 

care versus institutional care, there appears to be an i n ­

creasing awareness in light of d e m o g r a p h i c  p r ojections that 

institutionalization will cont i n u e  to be a necessity for 

many elderly and that both home health care and long term 

institutional care are n e cessary c o m p onents of the health 

care system. More recently, and m o r e  appropriately, the 

trend is to focus on how to utilize and d e v e l o p  home health 

care and institutional care in m e e ting the needs of the aged.

A lthough public policy and newly emerging programs 

reflect an awareness for the need of home health care, major 

funding sources, specifically M e d i c a r e  and Medicaid, c o n ­

tinue to support institutional care to a much greater degree 

than home health care. That fact is c o n s i s t e n t l y  stated in 

both professional literature and Co n g r e s s i o n a l  reports. A 

case can be made for the u t i l i z a t i o n  of research findings 

in influencing public policy makers, either directly or by 

using findings as a basis for m o b i l i z i n g  public pressure 

w ithin the political arena.

C e r tainly there remains a need for d e f i n i t i o n  of home 

health care services; however, the reality may be that the 

d i f ferences in defini t i o n  are largely reflective of the 

differences in care needs e x p e r i e n c e d  by the elderly living 

in the community. Some clients may, in fact, need c o m p r e ­

hensive home health services (including social services) 

while others can be m a i n t a i n e d  with limited services, either 

skilled or unskilled. It m a y  be that, as is the case for
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other areas of health care, levels of home health care may 

well emerge as desirable. Once again, needs a s s essments are 

critical in determining both the range, c o m prehensive to 

limited, and level, skilled to unskilled, of home health 

care needed by the elderly.

Fragmentation is a continuing and recurrent p r oblem in 

the delivery of home health care. While, as with funding 

inequities, fragmentation is con s i s t e n t l y  referred to 

throughout the literature, there is little statistical 

do c u m e n t a t i o n  of the impact of fragmentation on either 

dupli c a t i o n  of home health care services, or u n d e r u t i l i z a ­

tion of those services. Research d e s i g n e d  to statistically  

d e monstrate dupli c a t i o n  of services w i t h  the inherent cost 

of such service dupli c a t i o n  dem o n s t r a t e d  could be an e f f e c ­

tive tool toward pressing for changes in public policy. 

Another, but perhaps more dif f i c u l t  area to research, would 

be identifying those elderly in need of home health care 

that is a v a ilable but so fragmented as to be inaccessible.

On the whole, institutional long term care has been a 

much more fully researched area than home health care.

Again, this is probably reflective of the relative ease of 

g a t hering data and doing research w i t h  an institutionalized 

population, as opposed to a d i fficult to identify population 

within communities. Still, there remains a need for o n ­

going research in long term care facilities p a r t i cularly 

around quality of care issues.



V>'hile the Shanas and Maddox study found a 90 percent 

preference for home health care over institutional care, the 

degree to which preference is found may, in part, be r e f l e c ­

tive of the public perception of substandard care in long 

term care institutions. Long waiting lists do exist for 

long term care facilities perceived as offering high quality  

c a r e . ^  It might, therefore, be informative to replicate in 

part the Shanas and Maddox study stipulating quality i n s t i ­

tutional care. There is also a need for additi o n a l  c o m p a r a ­

tive research around q u ality of care in public, voluntary, 

and proprietary institutions. Depending on individual r e ­

search findings in the area of q u ality of care in long term 

care institutions, research could serve as public protection  

or to dispel the myths around long term care institutions, 

or both.

Studies concerning the decision ma k i n g  process in u t i ­

lization of long term health care hig h l i g h t  a m u l t i p l i c i t y  

of dif f i c u l t i e s  for the nation's elderly. Once again, the 

need for e s t ablished crite r i a  emerges to assist families, 

the elderly, and health care professionals in selecting 

appropriate services. There is clear evidence to support 

involvement of the aged client in the deci s i o n  to enter a 

long term care facility. However, relocation of the p h y s i ­

cally ill from hospital to their own homes has not been 

studied from the p e rspective of personal c h o i c e . ® 0 While 

it is g e n erally assumed that the hos p i t a l i z e d  elderly are 

more likely to be referred to and cons e q u e n t l y  receive
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appropriate long term health care services, current studies 

tend to suggest that h o s p i talized elderly may be at greater 

risk than the general elderly population.
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CHANNELING: A PROGRAM DESIGNED TO FACILITATE

THE APPROPRIATE U T I LIZATION OF LONG TERM 

HEALTH CARE BY THE H O S P I T A L I Z E D  ELDERLY

DESIGN

As the number of people needing long term health care 

expands and the programs to meet those needs diversify, p e r ­

haps the most critical questions will concern the appropriate  

utilization of the services available. Although barriers to 

the utilization of long term care services do exist, there 

remains a need for both institutional long term care and 

home-based long term care. With the recognized importance of 

ap p ropriate utilization of long term health care services, 

channeling has surfaced as an important consideration, if not 

the focus, in a m u l t i p l i c i t y  of govern m e n t  pilot programs and 

projects. At the same time, guidelines for e l igibility for 

long term services are in a constant state of flux; and p r o ­

grams, particularly in the area of home health care, are 

increasing in both number and range of services.

The National Channeling De m o n s t r a t i o n  Program was created 

to d e v e l o p  and test m e t hods to maximize the efficient use of 

existing long term care resources. In an effort separate from 

the national project, the Arkansas Office on Aging began a 

pilot channeling project in January, 1982. The Arkansas 

ch a n n e l i n g  project began from a federal systems development 

grant, a forerunner of the National Ch a n n e l i n g  Demonst r a t i o n  

Project, which resulted in the passage of Act 380 by the
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A rkansas Legislature m a ndating the deve l o p m e n t  and impl e m e n ­

tation of a c o mprehensive long term care assessment system.

(See Appendix I .)

ARKANSAS CHANNE L I N G  PROJECT: BACKGROUND

The Arkansas project began in selected counties in 

northern and southern sections of the State of Arkansas.

The pilot project focused on individuals applying for state 

assistance (Medicaid) in financing long term health care.

The goals of the State project were as follows:

1. To present an alte r n a t i v e  model for l o n g ­

term care services,

a. To d e v e l o p  a c o ordinated system of 

c omm u n i t y - b a s e d  services to assist 

M edicaid recipients in maintaining 

independent living,

b. To improve or m a i n t a i n  clients' 

functional abilities,

c. To encourage and support family care 

giving and informal support networks,

2. To encourage the use of home or community 

care whenever it is appropriate and less 

expensive than institutional care,

3. To target services to Medicaid eligibles 

who are at risk of being institutionalized,

4. To contain or reduce total per capita public 

e x p e n d i t u r e s ,

5. To promote analysis of system-wide implications,
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C. And to develop a coordinated policy

direction between various state and local 

service providers.^

The primary m o t i v a t i o n  for the passage of Act 380 and the 

subsequent devel o p m e n t  and implementation of a public 

channeling project was to contain and, preferably, to reduce 

state public expenditures for long term care.

In Arkansas in 1981, the State legislature made three 

separate appropriations of Medicaid funds totaling $302.3 

m i llion for the fiscal year beginning July 1, 1981. The 

Division of Social Services found these amounts short of 

that required for the year at the planned program level.

The projected shortage of $31 million has far-reaching 

effects on the avai l a b i l i t y  of health care services for many 

Arkansas residents. In Arkansas, approx i m a t e l y  85 percent 

of the nursing home residents are supported by Medicaid 

funds.^ Alloc a t i o n s  indicate that 51.7 percent of all the 

Medicaid budget is expended on nursing home care, leaving 

small sections of the budget for all other services provided 

by Medicaid. As a result, the State legislature called for 

a m o r a t o r i u m  on nursing home c o n s t ruction and expansion and 

asked for a l ternative considerations in a c o s t - e f f e c t i v e  

long-term care deli v e r y  system. In particular, home or 

c o mmunity services were promoted as a l t e rnatives to "expensive" 

institutional care. The legislature directed the three major  

agencies in the State who deliver alternative long-term care 

to devise a plan for a c o s t - e f f e c t i v e  long-term care system.
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As a result of this directive, the Arkansas Office on Aging, 

Arkansas Social Servic e s - M e d i c a i d  Division, and the Arkansas 

Department of Health proposed a long-terir, care channeling 

d e monstration project which received legislative support.

The project was initiated in January, 1982, for at least one

year's duration. It is e s sentially a State sponsored project

costing over 2 m i l l i o n  dollars. There have been no changes 

in the spectrum of services offered, reimbursements or e l i ­

g ibility in the d i fferent parts of the State.

Several hypotheses were postul a t e d  by the project p l a n ­

ners. The hypotheses that were, no doubt, of most s i g n i f i ­

cance to legislators were as follows:

1. Total costs in the d e m o n s t r a t i o n  areas will be 

significantly lower than origin a l l y  projected 

for the d e m o n s t r a t i o n  areas.

2. Average c o s t  per client will be significantly

lower in the d e m o n s t r a t i o n  areas than projected 

o r i g i n a l l y .

3. Average cost per client will be significantly  

lower in the d e m o n s t r a t i o n  areas than in the 

control areas.'1

The projected cost reductions became particularly attractive 

when the Medicaid exp e n d i t u r e s  for 1980-81 in the Aid to the 

Aged category were reviewed. (See Table I, page 31.)

The channeling d e m o n s t r a t i o n  project is scheduled for 

legislative review in the 1933 session. There is little 

question that particular att e n t i o n  will be paid to cost
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TABLE I .

State of Arkansas Medicaid Expenditures*

Aid to Aged 1980-81

Provider Dollars Spent Mo. Claims

Hospital $ 5,757,005 16,000

Outpatient 1 , 357 , 438 25,143

Clinic 12,857 203

Physician 4,114, 261 43,695

Other Practitioners 322,747 7,755

Dental 109 , 347 2 , 116

Lab and X-ray 7 , 379 180

Drugs 12,231,253 56,119

Home Health 154,491 448

Personal Care 3,246,311 1,033

Nursing Home 80,065,038 19,138

* A comparison between the Aid to Aged Medicaid expendi-

tures for the budget year 1975-76 and the budget year

1980-81 found a 53.3% increase per recipient for nursing 

home care.^



factors. If the project receives legislative approval d u r ­

ing the 1983 session, it will be implemented throughout the 

State of Arkansas.

C HANNE L I N G  PROGRAM: ST. VINCENT INFIRMARY

In August, 1981, by mutual agreement between the State 

Office on Aging, Arkansas Social Services, and the Director 

of the Department of Social Service at St. Vincent Infirmary 

a m u l t i - s e r v i c e  acute care general hospital in central Arkan 

sas, the social work director at St. V i ncent Infirmary d e ­

signed and implemented a channeling p r ogram for the hospital 

utilizing the same assessment criteria as the project a d m i n ­

istered by the Office on Aging of the State of Arkansas.

(See Appendix II.) Alth o u g h  the same assessment criteria 

were used, there were basic diffe r e n c e s  between the State 

demonst r a t i o n  project and the pilot channeling program at 

St. V i ncent Infirmary:

1. St. Vincent Infirmary is not within the g e o ­

graphical boundaries of the State demons t r a t i o n  

p r o j e c t .

2. The St. V i ncent program only assessed h o s ­

pitalized clients 65 years of age or older 

rather than all clients of a geographical 

area requesting or receiving Medicaid p a y ­

ment for long-term care services.

3. The hospital channeling p r o gram was not 

limited to those requesting Medicaid p a y ­

m e n t  for long-term care services.



Professional social workers employed by the 

hospital administered the assessment i n s t r u ­

ment rather than n o n-professionals or other 

disciplines employed by area agencies on 

a g i n g .

The primary objectives of the hospital 

channeling program were patient-centered 

rather than cost related, 

ectives of the hospital project were as follows 

To utilize uniform criteria in assessing the 

long term care needs of the hospitalized 

e l d e r l y ,

To match services used to the identified 

needs of the clients,

To document the need for long-term care 

services which do not exist or are in short 

supply,

To increase client and/or family p a r t i c i p a ­

tion in the deci s i o n - m a k i n g  process involved 

in the utilization of long-term health care 

services, and

To expand the role of social work within 

the hospital setting in the area of p o s t ­

discharge utilization of long-term health 

care services by strengthening the discharge 

planning process.



38 .

FINANCING

St. Vincent Infirmary Department of Social Service, with 

administrative approval, absorbed costs incurred by the d e ­

velopment and implementation of the channeling program for 

the hospitalized elderly at St. Vincent. Primary costs were 

in the areas of additional time spent by the hospital social 

work staff, printing and d u p l i c a t i o n  of m a terials such as 

the assessment tool, and, o r i g i n a l l y  a possibility of d i s ­

charge delays was projected. However, in the initial planning, 

it was pointed out to A d m i n i s t r a t i o n  that there were factors 

which offset and/or limited the actual cost of such a program 

to the hospital:

1. Although the utili z a t i o n  of a uniform assessment 

tool initially resulted in an increase in the 

amount of time spent by social workers with 

individual patients and families, it did not 

involve new or additional caseloads.

2. The program was d e s i g n e d  and implemented within 

existing staffing patterns within the Department 

of Social Services.

3. The Joint Commission on Accredi t a t i o n  of H o s p i ­

tals requires that the Department of Social S e r ­

vice perform two audits per annum and states 

that ''particular att e n t i o n  shall be given to 

the appr o p r i a t e n e s s  and effectiveness of the 

transfer of patients to long term care fa c i l i ­

ties and to home placement with supportive



s e r v i c e s . " 6 D o c umentation of outcome results 

of the channeling program satisfied one audit 

requirement under Joint Commis s i o n  guidelines 

and completion of the follow-up patient/family 

q u e s t i o n n a i r e  satisfied the second audit r e ­

quirement. (Results, findings, and questio n n a i r e 

tabulations appear in a later section of this 

p a p e r .)

The channe l i n g  program targeted hospitalized 

patients 65 years of age and over, the majority 

of whom were Medicare recipients. Medicare 

guidelines stress the importance of a p propriate 

d is c h a r g e  planning and allow up to 72 hours 

reimbursable delay of dis c h a r g e  for appropriate 

d is c h a r g e  plans to be implemented. A small 

percentage of dis c h a r g e  de l a y s  (less than 1%) 

w ere a l r eady o c c urring due to delays in the d i s ­

c harge planning process. It was not felt that 

the assessment process would impact significantly 

in the area of d i s charge delays. In the event 

of some delay, it was highly unlikely that a 

delay in excess of 72 hours would occur as the 

result of implementing a channe l i n g  program.

Since the same assess m e n t  tool was used by 

both the St. Vincent p r o gram and the Office 

on Aging a d m i nistered State program and prior 

agreements were made for sharing of data between



the two programs, if the State program were 

implemented throughout the State, St. Vincent  

would be prepared in advance for the program. 

C o mparative results might also justify a s s e s s ­

ments being done by the hospital Depart m e n t  of 

Social Service rather than by an employee of 

the Of f i c e  on Aging. An increase in hospital 

back-up days when the o u tside agency was 

assessing post hospital care needs was d o c u ­

m ented by the Monroe County L o ng-Term Care 

Program in Silver Spring, Maryland.^

AS S E S S M E N T  INSTRUMENT

The original State channeling d e m o n s t r a t i o n  program had 

planned to use the Placement Information Base as the a s s e s s ­

ment instrument. The P.I.B. had been exten s i v e l y  tested for 

reliability, validity, and inter-rater reliability Over a 

five year period by the State of Oregon. That instrument 

was in place and to be used at the time of the St. V i ncent 

project proposal. However, as frequently occurs in p o l i t i ­

cally sponsored programs, changes occurred prior to the 

implementation date of the State program which resulted in 

the P.I.B. being d r opped as the assessment instrument. S u b ­

sequently, the Office on Aging and Arkansas Social Services 

c ontra c t e d  with the A r k a n s a s  G e r o n t o l o g y  Center to d e velop 

an instrument for assess m e n t  and to evaluate the entire 

c hanneling project. It then became necessary for St. V i ncent 

Department of Social Service, c o n sidering the possi b i l i t y  of



Statewide implementation of the channeling program using the 

new instrument, to accept the new instrument as the a s s e s s ­

ment tool for the hospital project. Although testing for 

reliability and validity of the new instrument was not as 

extensive as r e l i a bility/validity testing of the P.I.E., 

tests were conducted on the new instrument by the Arkansas 

G e rontology Center.

RELIABILITY, VALIDITY, AND INTER-RATER RELIABILITY

Thirty test-retest quest i o n n a i r e s  were collected to 

determine the reliability of responses by subjects in the 

State d e m o n s t r a t i o n  project. Subjects who were initially 

tested as having low to m o d e r a t e  levels of di s a b i l i t y  were 

c hosen to be retested wi t h i n  two weeks of the first interview.

A total of 20 inter-rater tests were conducted in the 

two State pilot regions with two separate assessments c o m ­

pleted by dif f e r e n t  individuals on the same client. Results 

of the separate a s sessments were then compared by the A r k a n ­

sas Geron t o l o g y  Ce n t e r  which arrived at an inter-rater 

reliability of 85.0.

Dr. Robert Baker entered into a contract with the A r k a n ­

sas Geron t o l o g y  Ce n t e r  to p e rform ten physical assessments 

on clients immediately following an assessment by the State 

pilot project in order to det e r m i n e  validity. Dr. Baker's 

results were sent to the G e r o n t o l o g y  Center independently of 

the project results. No significant differ e n c e  was found in 

determining functional disability.



In addition to the efforts made by the Arkansas G e r o n ­

tology Center, the Department of Social Service at St. Vincent  

Infirmary presented three cases in staff meeting, and each 

worker made an independent assessment of the case using the 

Gerontology Center Instrument. While there were some d i f f e r ­

ences in individual worker assessments on specific questions 

usually in "needs limited assistance" or "needs occasional 

assistance" (a 1 or 2 r a t i n g ) , assessments in the final 

scoring were consistent (see Table II, page 39.)

Since the Placement Information Base (see Appendix III) 

had been exten s i v e l y  field tested for reliability and v a l i d ­

ity, the Director of Social Service took the first five (5) 

cases assessed with the Arkansas Gero n t o l o g y  Center i n s t r u ­

ment and re-assessed those cases using the P.I.B. Differences  

in the assessment of functional disabi l i t y  appeared to be re­

lated to the five level scoring on the P.I.B. and the three 

level scoring on the G e rontology Center Instrument. However, 

no impairment on the Arkansas instrument would be comparable 

to scale 1 on the P.I.B.: "Functions about average or better."

Functional assessments in the m i n i m u m  range on the Arkansas 

instrument were rated as either 2 , "beginning to have some 

problems with functions", or 3, "mild but continuing p r o b ­

lems with function". Functional assessments in the mode r a t e 

range on the Arkansas instrument also fell in the moderate 

range on the P.I.B. Functional assessments in the severe 

range on the Arkansas instrument were rated severe using the 

P.I.B. In all five cases, using both instruments, the risk 

of placement was comparable.
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ARKANSAS INSTRUMENT P.I.B

Case 1 Minimal Not likely

Case 2 Severe High probability

Case 3 Severe Very high p r obability

Case 4 Moderate Moderate

Case 5 Minimal Low probability

STAFFING

The channeling program for St. V i n c e n t  Infirmary was d e ­

signed and implemented within existing staffing patterns for 

the Department of Social Service. The Director of the D e p a r t ­

ment was a d m i n istratively r e s ponsible for the program. The 

Director, having received technical assistance from the State 

Office on Aging in the use of the assess m e n t  instrument, p r o ­

vided assistance to the staff of the Department of Social 

Service in administering the assessment instrument. Existing 

departmental supervisory channels remained intact for the 

hospital channeling program. One hundred percent of the St. 

Vincent Infirmary Social Work staff participated in the c h a n ­

neling program. The staff consisted of six (6 ) Masters of 

Social Work (M.S.W.), three (3) of whom were m e m bers of the 

A c a demy of C e r tified Social Workers (A.C.S.W.), one (1) 

Bachelor Social Worker (B.S.W.) and two (2) Bachelors of Art 

(B .A .) workers. Both B.A. workers had over five years e x ­

perience in hospital social work each. All Social Work staff 

were licensed to practice social work in the State of 

A r k a n s a s .



St. Vincent Infirmary social workers have h i s t orically 

been involved in the assessment of patients in need of post 

hospital long term health care and referral of those patients 

to both institutional and home care programs. However, prior 

to the implementation of the ch a n n e l i n g  program, no uniform 

assessment tool was used by social workers in the d i s charge 

planning process. The program, therefore, required procedural 

changes within the depart m e n t  which impacted on social work 

staf f .

Hospital social workers a d m i n istered the Arkansas G e r o n ­

tology Center standardized a s s e s s m e n t  instrument to all 

patients 65 years of age or over in need of post hospital 

long term health care referred for social work services in 

selected pilot areas of the hospital. Since it was primarily 

the social work staff who were asked to m a k e  changes, they 

were involved in the planning and deci s i o n  making activities 

p reliminary to the implementation of the channeling program. 

Giving more time to one task necessitated giving less time 

to another. Social workers were allowed to set priorities 

and make recommendations regarding their own time management. 

Secretarial assistance for some routine tasks previously p e r ­

formed by social workers was utilized by social work staff 

and secretarial agreement. The Director colla t e d  the i n d i v i ­

dual a s sessments with secretarial assistance.

Along with initial resistance to change, it was possible 

to predict resistance, initially, to the u t i lization of an 

instrument for assessment. Staff in-service was used to focus
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on tho rationale for uniform a s s e ssment and its potential 

positive outcomes for both client and worker. An overview 

of the channeling project being administered by the State of 

Arkansas along with the rationale of both State and Federal 

g overnment was presented to social work staff in regular 

staff meetings.

L EGITIMATION

Although the scientific basis of a profession is partly 

measured by the level of technology available to assess 

client's problems, helping p r ofessionals frequently make 

judgments about the client's needs w i thout sufficient guidance
o

from validated measurement. Utili z a t i o n  of a standardized, 

tested tool for assessment seemed a legitimate method in 

facilitating a p propriate utili z a t i o n  of post discharge long 

term health care services. Alth o u g h  there is little doubt 

that there were instances in which professional judgment 

remained a key factor in service utilization, information and 

d o c u m e n t a t i o n  previously omitted was available as a basis for 

referral to a p propriate services.

It was also felt that it was a legitimate function of 

social work to be the key p r o f e s s i o n  in a channeling program. 

In 1980, a study conducted by the Arkansas Office on Aging, 

using the OARS as a basis for assessment, found that of the 

elderly in Arkansas partici p a t i n g  in long term health care, 

the institutionalized elderly were m o r e  impaired than the 

n o n - i n s t i t u t i o n a l i z e d  elderly in mental health, social re­

sources, activities of daily living, and economic resources.



H o w e v e r , as a total group, the institutionalized elderly 

were no more physically impaired than elderly receiving 

home health care, and, in fact, the percentage of i n s t i t u ­

tionalized elderly in the severely impaired category was

less than the percentage of homebound elderly found to be
gseverely physically impaired. It, therefore, seemed more 

appropriate to delegate the core responsibility for a 

channeling program to social work rather than to other p r o ­

fessionals within the hospital setting whose primary focus 

is in the area of physical functioning. Such a program did 

not represent a new role for social work but rather an e x p a n ­

sion and refinement of that traditional role of discharge 

p l a n n e r .

INTER-ORGAN I Z A T I O N A L  RELATIO N S H I P S  AND C O M M U N I C A T I O N  PATTERNS

While workload m a n a g e m e n t  and de l e g a t i o n  of duties within 

a department was viewed by the hospital admini s t r a t i o n  as the 

responsibility of the director of that department, it would 

have been strategically unwise to embark on a new program or 

project w i thout obtaining a d m i n i s t r a t i v e  sanction through 

a p p ropriate channels. The channeling program was presented 

to the Assistant Ad m i n i s t r a t o r  for Patient Care who mainta i n e d  

a d m i n istrative respo n s i b i l i t y  for the D e p a r t m e n t  of Social 

Service. The Ass i s t a n t  A d m i n i s t r a t o r  for Patient Care s u b s e ­

quently dis c u s s e d  the program with the hospital administrator.

There were over three hundred physicians with staff 

privileges at St. Vincent Infirmary. While there are s e c ­

tional physician meetings, it is frequently the case that



only a small percentage of physicians attend those meetings 

regularly. Since the channeling program did not focus on 

one designated area of the hospital but on selected pilot 

areas throughout the hospital, utilization of physician 

sectional meetings as a means of co m m u n i c a t i o n  to physicians 

would necessitate attendance of a m u l t i p l i c i t y  of meetings 

representing a small percentage of physicians who practice 

at the hospital. It is also the case that the relationship 

between social work and m e d i c i n e  is frequently mainta i n e d  

within the relationships between line social workers and 

staff physicians. It was, therefore, felt that physician 

coope r a t i o n  could best be facilitated by line workers d i s ­

cussing the program with their area physicians. While the 

dual approach of utilizing formal meet i n g s  and line social 

worker to staff nurse was used with nursing, communi c a t i o n 

to staff physicians primarily centered around line social 

workers to individual staff physicians. It is important to 

note that physician resistance has, at times, been increased 

rather than decreased through p r e s e ntation at sectional 

meetings, a forum the physicians tend to view as their own.

The utilization of m u l t i p l e  avenues of communi c a t i o n  

opened both lateral and hierarchical co m m u n i c a t i o n  channels 

and recognized both the formal and informal organizational 

structure. The hospital itself is structured in a h i e r a r c h i ­

cal ma n n e r  from administrator, to a s sistant administrators, 

to department managers, to supervisors, and to line workers. 

Side by side with the formal structure exists an informal,



though well recognized, authority system composed of staff 

physicians. The hospital is a matrix org a n i z a t i o n  having a 

dual authority system, even though the formal organizational 

chart fails to recognize the matrix. Utilizing the most 

productive avenues in c o m municating to staff physicians, 

whose veto power is well established, was crucial since 

failure on the part of any of the subparts of the organization  

to recognize the matrix would be disastrous.

D E CISION-MAKING PROCESS

As discussed earlier, although the decisions about im­

plementation and ma n a g e m e n t  of a program within a department 

are viewed as the responsibility of that d e p a r t m e n t  manager, 

the deci s i o n - m a k i n g  process is m o r e  complex than what appears 

in the hospital policy and procedure manual. Middle m a n a g e ­

ment decisions are influenced from above and below and by the 

formal and informal organization. While the de p a r t m e n t  m a n a ­

gers may be the primary decision makers regarding what programs 

to implement and how to implement within their respective d e ­

partments, unless the department managers are careful to in­

volve others in the d e c i s i o n-making process, new programs and 

methods for implementing new programs could be undermined in 

a variety of ways. Lack of a d m i n istrative sanction, physician 

resistance, lack of c o o peration from nursing or i n t e r d e p a r t ­

mental resistance all have the potential to render decisions 

impotent. It was insufficient to simply inform others. 

Allowances were made for alteration in both design and imp l e ­

m e n t a t i o n  strategies through input and suggestions from within
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the organization. For example, the Director of Social Service 

had originally planned to utilize physician sectional m e e t ­

ings to present the channeling program. However, a rationale 

against such an approach and an alt e r n a t e  plan for approaching 

staff physicians was presented by another department m a n ager 

that was subsequently adopted by the Director of Social S e r ­

vice. The d e c i s i o n-making process then involved collecting 

information and suggestions from those in a position to 

assess the possible c o n s e quences of the d e cisions being made 

as well as the collec t i o n  of information and suggestions from 

those who were affected.

Initial decision making involved d e c isions about 

obtaining admini s t r a t i v e  approval for the new program and 

admin i s t r a t i v e  support. Whi l e  fundamentally approval and 

financing were necessary first steps in p r ogram design, the 

d e c i s i o n - m a k i n g  process was, in reality, cyclic. Evaluation 

of current staffing patterns and demands on social w o rkers 

had to be made prior to seeking a d m i n i s t r a t i v e  approval. If 

it had been decided that the program would necessitate the 

hiring of additional social work staff, the strategy for o b ­

taining admin i s t r a t i v e  approval and support would have been 

more formalized and included meet i n g s  with the budget director, 

wage and salary committee, and the director of the personnel 

department. Although one m a y  contend that core decisions 

such as o r g a n izational approval, funding and staffing are 

initial stages of deci s i o n  making, once again, knowledge of 

avenues of communication, d e c isions around how to publicize



the progran, and other d e c isions which are traditionally 

presented as following core decisions do, in fact, influence 

core decisions. It may then be that in program design and 

implementation beyond the decis i o n  of what one wants to 

accomplish, the d e c i s i o n - m a k i n g  process becomes an i n t e r m i n g ­

ling of primary and secondary influences rather than a 

clearly staged process.

ASSUMPTIONS

There were a number of assumptions made in the design 

and i m p l ementation of the hospital-based channeling program:

1. Use of a standardized tested instrument will 

result in increased accuracy and c o n s i s t e n c y  

of assessment,

2. T h o r o u g h  a s s e ssment of client functioning 

increases the a p p r o p r i a t e  u t ilization of 

long term health care services,

3. The process of an in-depth interview between 

social wo r k e r  and patient and/or family will 

increase patien t / f a m i l y  involvement in the 

d e c i s i o n - m a k i n g  process,

4. C o m p r e h e n s i v e  asses s m e n t s  by social workers 

will, over time, d e c r e a s e  the number of p r e ­

m a t u r e  nursing home placements initiated by 

p h y s i c i a n s ,

5. Use of a standardized instrument with u n i ­

form criteria decreases the frequency and 

de g r e e  of subjective judgment,



6 . Subjective judgment negatively impacts on 

the appropriate utilization of long term 

care services,

7. Implementation of a c o mprehensive and 

consistent assess m e n t  program conducted by 

social workers will increase the impact

of social work in di s c h a r g e  planning 

decisions, and

8 . Assessment of mental functioning, social 

resources, economic status, activities of 

daily living, as well as physical func­

tioning is necessary for appropriate 

u tili z a t i o n  of long term health care 

s e r v i c e s .

Less clearly d e f ined considerations, but nonetheless, factors 

which would be c a tegorized as assumptions, were as follows:

1. St. V i n c e n t  Infirmary patients are s o m e ­

times p r ematurely placed in nursing homes,

2. Needs for long term health care services 

are not being ap p r o p r i a t e l y  assessed or 

identified currently, and

3. G i ven the c o n s i d e r a t i o n s  of cost containment, 

state and federal cutbacks in hospital r e i m ­

bursement, and the a c r o s s - t h e - b o a r d  denial

of programs wi t h i n  the hospital which involve 

increased staffing in any depart m e n t  without 

producing signi f i c a n t  revenue for the hospital,



any program proposal which necessitated 

the hiring of additional staff would not 

receive a d m i n i s t r a t i v e  sanction.

The latter may be considered as a fact since depart m e n t  m a n a ­

gers had been informed by a d m i nistration that programs would 

not be approved with additional staff unless critical need 

could be demonstrated.

IMPLEMENTATION

Since implementation of a new program was expected to 

produce resistance, the channe l i n g  program was implemented 

in stages:

1. E x p lanation and o v e r v i e w  of the channeling 

program with the staff of the hospital social 

service department.

2. As s e s s m e n t  of c u r rent workloads and decisions 

related to workload management by staff social 

w o r k e r s .

3. Social work staff training in use and 

admini s t r a t i o n  of the client assessment tool.

4. Selection of specific areas wi t h i n  the h o s p i ­

tal for pilot implementation of the channeling 

p r o g r a m .

5. Hospital wide c o m m u n i c a t i o n  regarding the 

c hanneling program.

6 . Implementation of the program on pilot areas.

7. Three m o nth a s s e ssment and evaluation of the 

pilot programs.
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Areas within the hospital selected for the pilot program 

were representative of the hospital at large; for example: 

one general surgical unit, one general medical unit, one 

intensive care unit, one onco l o g y  unit, one orthopedic unit, 

and one diagnostic unit. Only by selecting representative 

areas for the pilot could results of the assessment and 

evaluation be generalized to the hospital at large and 

appropriate adjustments in design be made for hospital wide 

i m p l e m e n t a t i o n .

SELECTION OF PILOT AREAS

Procedures for selection of pilot areas were as 

f o l l o w s :

1. Elimination of areas of the hospital based on 

the number of patients meeting the criteria of 

over 65 and in need of home health care or 

institutional care. Areas eliminated and the 

rationale for e l m i n i a t i o n  were as follows:

a. Pediatrics: age

b. All nurseries: age

c. Intensive Care Areas: patients are generally 

transferred to another area prior to discharge. 

A twelve-month r e trospective e x amination of 

social work intervention in those areas re­

vealed only a small number (less than 1 per 

month) of patients over 65 were discharged 

directly from Intensive Care Areas to long 

term care institutions or to home with in-home
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health care. Generally patients were t r ans­

ferred to a nedical or surgical area prior to 

discharge. Social work discharge plans tended 

to be made on the general medical / s u r g i c a l  

areas. Intensive care areas include Coronary 

Intensive Care, Respiratory Intensive Care and 

Intensive Care.

Out-p a t i e n t  Dialysis: this unit consisted

largely of home care patients whose initial 

assessment and planning had been completed 

p r e v i o u s l y .

Self-care Unit: this is primarily a diagnostic

self-care area. Again, a 12-month retrospective 

study revealed a very rare direct transfer to 

home health care or institutional long-term 

care, the e x ception being n e wly-diagnosed 

cancer patients referred for temporary i n s t i t u ­

tional placement in an Extended Care Facility, 

or out of town cancer patients needing a course 

of radiation therapy. If a diagnosis was c o n ­

firmed on the self-care unit which necessitated 

p rolonged h o s p i t a l i z a t i o n  for m e d ical treatment 

and/or surgery, the patient was transferred to 

another floor.

Emergency Room: utilization of social work in

the Emergency Room tended to be p r e d o m i n a n t ! ^  * 

with drug overdoses, alcoholism, suicide attempts
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and other psychiatric emergencies. Less than 

1 patient per month receiving only Emergency 

Room treatment met the criteria of over 65 with 

social work intervention for home health care or 

institutional long-term care. Patients seen in 

the Emergency Room meeting the above criteria 

tended to be admi t t e d  to the hospital for in­

patient treatment with d i s c h a r g e  planning being

done while the patient was hospitalized.

2. Analysis of the computer print out from data 

processing showing admission patterns of patients 

over age 65.

3. Staff d i s c u s s i o n  of areas for pilot.

4. The areas remaining for co n s i d e r a t i o n  for the pilot

w ere as follows:

2E - gyneco l o g y

2 NW - general medical

2W - coronary step-down

3E - short-term surgery

3W - short-term surgery

3N - urology

3NW - psychiatry

4E - orthop e d i c surgery

4W - orthop e d i c surgery

4N - o r t h opedic surgery

4NW - general surgery

5E - oncology
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5W - general medical

6 E - oncology

6 W - general medical

7E - neurosurgery

8 W - short-term medical

Areas were then broken d o w n  into three categories

Specialty

2E - gynecology

2W - coronary step down

3N - urology

3NW - psychiatry

5E - oncology

6 E - oncology

Surgical

3E - short-term general

3W - short-term general

4E - o r t h opedic

4W - orthopedic

4N - orthopedic

4NW - general

7E - neuro

Medical

5W - general

6 W  - general

8 W - short-term general

2NW - general
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5. Factors used for selection of the pilot

areas were as follows:

a. which areas are representative of other 

similar areas?

b. to which areas is the target population 

admitted in greater number?

c. which areas utilize social work services?

Areas which could be comp a r e d  based on comparable nature

were o r thopedics (4E, 4W, 4ti) , oncology (6 E, 5E ) , general 

surgical (3E, 3W, 4 N W ) , and general medical (5W, 6 W, 8 W, and 

2 N W ) . There was no significant di f f e r e n c e  in target p o p u l a ­

tion admissions to the three orthopedic units or to the two 

o ncology units. While there was not a significant di f f e r e n c e  

in social work time utilization in the o r t h opedic areas or 

oncology areas, it was decided that the orthopedic unit and 

the oncology unit having a slightly higher social work u t i l i ­

zation would be selected for the pilot, 4N and 6 E.

Of the general surgical areas, 4NW, an area of all p r i ­

vate and/or isolation rooms, had a lower admission rate of 

the target population than did 3E or 3W. While social work 

time utilization was higher on 4NW, that was reflective of 

the comple x i t y  of the cases on the area rather than numbers 

of cases. 3W had a slightly higher percentage of target 

admissions and social work utili z a t i o n  than did 3E and was 

selected for the pilot.
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Of the General Medical areas, 5W had both higher a d ­

mission rates for the target population and higher u t i l i z a ­

tion of social work time and was, therefore, selected for the 

p i l o t .

Of the remaining specialty areas, none of the units 

could be considered r e p r e sentative of the others; 3NW, an 

acute care psychiatric unit, showed high social work u t i l i z a ­

tion but a low percentage of the target population; 2E, 

gynecology, showed low target population and low social work 

utilization; 3N, urology, showed adequate target population 

and low social work utilization; 2W, coronary step-down, 

showed adequate social work u t i lization and adequate target 

population and was chosen for the pilot.

Final pilot areas were 6 E, oncology, 5W, general medical, 

4H, orthopedic surgery, 3W, general surgery, and 2W, coronary 

s t e p - d o w n .

LIMITATIONS

Although an instrument with uniform criteria was used 

in the assessment process, no instrument guarantees one 

hundred percent accuracy. Even with the instrument being 

administered by a trained social work staff, there was the 

possibility of individual diffe r e n c e s  in interpretation and 

individual interviewing techniques resulting in some d i f f e r ­

ences in responses by clients. Given the inter-rater r e lia­

bility findings, individual wo'rker d i f ferences impacting on 

assessment was felt to be minimal. If there were errors in 

the assessment process which was desi g n e d  to assess and
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identify needs of clients, there would still be a possibility 

of some over or under utilization of long term health care 

services. Despite individual variations within the a d m i n i s ­

tration and interpretation of the instrument, it was believed 

that the formalized process would reduce subjective judgment 

in the assessment process and increase the appropriateness 

of long term care service utilization.

Regardless of the accuracy of the assessment, limitations 

to matching services to the identified needs of clients r e ­

mained. Needs were identified for which no services existed 

or were inaccessible to the client due to geography, cost, 

criteria for eligibility, short supply, or a c o mbination of 

factors. Regardless of needs identified, some clients and/ 

or families elected to utilize services less than those in­

dicated by identified needs, to utilize services not equipped 

to meet the needs as identified, to ignore certain identified 

needs, or refused to use services altogether.

Increasing client and/or family p a rticipation in the 

d e c i s i o n - m a k i n g  process about utilization of long term health 

care services was, in some instances, limited by the p r e s e n t ­

ing problem itself. For example, when the patient was m e n ­

tally or physically impaired to such a degree that inclusion 

in the deci s i o n - m a k i n g  process was not feasible, the objective 

of increased involvement of the patient was not met. In si t ­

uations where there was no family or the family was estranged 

and u n w illing to participate, the o b jective of increased 

partici p a t i o n  by family in the deci s i o n - m a k i n g  process was 

not met.
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The project was limited in the generality of its 

findings. The two groups selected for comparison were 65 

years of age or older and hospitalized at St. Vincent 

Infirmary, Little Rock, Arkansas between May 15, 1982 and 

August 15, 1982. The findings cannot be extended to a n o n ­

hospitalized aged population. Findings cannot necessarily 

be generalized to other h o s p i talized populations unless said 

groups are similar in c o m p o s i t i o n  to the groups compared in 

this program.

Because of hospital policy which requires a physician 

order for social work intervention, both groups were limited 

to those aged patients hospital staff physicians either iden­

tified as in need of social work services or agreed with the 

social worker or nurse who presented a patient as having need 

of social work services. The groups compared, therefore, did 

not represent a 1 0 0  percent sample of the patients meeting 

the criteria for compar i s o n  and h o s p i talized at St. Vincent 

I n f i r m a r y .

Since hospital staff physicians were more likely to 

refer m u l t i - p r o b l e m  patients and families for social work 

services, the groups were c o m prised of a g r eater number of 

mu l t i - p r o b l e m  cases with either a higher number of needs or 

a greater degree of needs than was nece s s a r i l y  true for all 

aged individuals h o s p italized at St. V i n c e n t  Infirmary w i t h ­

in the same time frame.

The above sampling limitations were also applic a b l e  to 

the retrospective population of May 15, 1981 to A.ugust 15, 

1981.
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EVALUATION OF PILOT C H A N N E L I N G  PROGRAM

Evaluation should be an on-going part of any program 

with some formal or informal process of evaluation occurring 

at each stage of program implementation. Following the e x ­

planation and o v e r v i e w  of the channe l i n g  program, social 

work staff were given the o p portunity to discuss the program 

and offer suggestions in design and implementation. In a 

sense, the discus s i o n  with staff social workers was an o p p o r ­

tunity for staff evaluation of the program. It also gave the 

oppor t u n i t y  to alter areas where feasible and identify sources 

of staff resistance. Assess m e n t  of work loads involved s t a ­

tistical gathering of number and services being provided by 

each worker in the department. Evaluation of the training in 

the use and admin i s t r a t i o n  of the assessment tool was a c c o m ­

plished by the d i r e c t o r  of the depart m e n t  reviewing the three 

initial assessments c o mpleted by each worker. The selection 

of areas for pilot involved a comp u t e r i z e d  check of admissions, 

diagnostic categories and other relevant patient information 

on all areas of the hospital to insure units selected were 

typical of the areas they represented.

The formal evaluation of the pilot channeling program 

was based on a compa r a t i v e  analysis of pilot and non-pilot 

groups of patients hospitalized at St. V i ncent Infirmary b e ­

tween May 15, 1982 and August 15, 1982. All p a r t i cipants in 

the project on both pilot and non-pilot areas were 65 years 

of age or older and in need of post hospital long term care 

in an institution (nursing home or extended care facility) ,



or in need of home health care services. In addition to a 

concurrent comparative analysis, a retrospective review of 

patients meeting the same crit e r i a  as the pilot program p a r ­

ticipants was conducted using the same time frame (May 15 

through August 15) of the preceding year.

F ifty-one (51) patients and their families (when families 

were available) participated in the channeling pilot program. 

The pilot gro u p  was compared to sixty-two (62) patients and 

their families (when families were available) in non-pilot 

areas of St. Vincent Infirmary during the time frame of the 

pilot program. Retrospectively, one hundred and fifteen 

(115) patients were reviewed. The initial evaluation of both 

concurrent groups and retrospective groups focused on outcomes,

i.e., numbers and percentages of patients actually going from 

the hospital into nursing homes, extended care facilities, or 

home health care. C h a n n e l i n g  program participants on the 

pilot areas were compared for number and degree of functional 

ability impairments assessed and the formal a s s e s sment's  

relationship to outcomes.

Char a c t e r i s t i c s  of the different groups were compared 

as were process considerations, such as social work contacts 

with patients and families, total social work time spent, 

and d i s charge delays related to social work intervention.

Decision making pa r t i c i p a t i o n  and satisfaction were 

evaluated by a follow-up phone call to twenty (20) patients 

(or families, if the patient was unable to respond) from the 

pilot program and twenty (20) patients or families from the
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non-pilot areas. Patients were selected for follow-up c o n ­

tacts by stratified random sampling. Stratification was done 

to insure that persons using home health care services and 

persons using institutional long-term care were equally 

represented. The telephone survey was conducted using the 

following instrument:

N a m e :

A g e :

P i l o t / N o n - P i l o t :

Current Living S t a t u s :

Home? If so, home health care?

Nursing Home?

R e s p o n d e r :

Where did you (your family member) prefer to go 
for your health care upon d i s c h a r g e  from 
St. V i ncent Infirmary?

Did anything hinder or prevent you (your family 
member) from going to your place of preference? 
______ Yes ______ No. If so, explain.

Are you satisfied with your (your family member's)
post d i s charge health care?  Yes  No.
If no, explain.

SD=Strongly Disagree; D=Disagree;
A=Agree; S A =Strongly Agree

1. My hospital social worker discussed 
d i fferent ways in w h ich to meet my 
(my family member's) health needs after 
d i scharge from St. V i ncent Infirmary.

2. I took part in my plans for my (my 
family member's) care after discharge 
from St. V i ncent Infirmary.

1. SD 
2 . D 
3. A 
4 . SA

1. SD
2. D
3. A
4. SA



3 . My hospital so-ial worker included me 1. SD
(my family nembers) in making a deci- 2. D
sion regarding my health care after 3. A
discharge from St. Vincent Infirmary. 4. SA

4. My hospital social worker took into 1. SD
consideration my (my family member's) 2. D
needs and requests regarding my care 3. A
upon discharge. 4. SA

5. My hospital social worker clearly out- 1. SD
lined and explained my choices regard- 2. D
ing care options following discharge. 3. A

4. SA

6 . Prior to making a decision, I (my 1. SD
family member) carefully considered and 2. D
evaluated all of my care options upon 3. A
discharge from St. Vincent Infirmary. 4. SA

7. Considering my needs, I felt I had 1. SD
enough choice and freedom in making a 2. D
decision regarding my (my family 3. A
member's) care upon discharge. 4. SA

8 . I was satisfied with the ways in which 1. SD
my (my family member's) hospital social 2. D
worker assisted me in making a deci s i o n  3. A
regarding my care upon discharge. 4. SA

Do you have any suggestions for hospital social 
workers helping people plan for after-hospital 
care?
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ST. VINCENT INFIRMARY

PILOT CHANNE L I N G  PROGRAM: FINDINGS

This chapter presents an analysis and discus s i o n  of the 

program findings. The first section provides an e x amination 

of d e s i gnated demog r a p h i c  variables and c h a r a c t eristics of 

the pilot and non-pilot groups. The second section presents 

a comparative analysis of outco m e s  between the pilot and n o n ­

pilot groups and design a t e d  demographic data comparisons 

between pilot and non-pilot groups by outcomes. The third 

section presents a retrosp e c t i v e  (T^ - T 2 ) study comparing 

outcomes and age of groups sampled by outcomes. In addition, 

section three presents a c o m p a r i s o n  of outcomes related to 

recent hospital admissions. Section four presents a c o m p a r i ­

son of outcomes between the pilot group, the non-pilot group 

and the r e trospective group. S e c tion five presents c o m p a r a ­

tive data regarding the number of social work interviews per 

patient on pilot and non-pilot areas, the amount of social 

work time spent per patient, a co m p a r i s o n  of the average 

length of hospital stay, and a brief analysis of dis c h a r g e  

delays occurring du r i n g  the three month pilot program on 

both pilot and non-pilot areas. Section six presents data 

related to physician orders for nursing home placement and 

the impact of those orders on outcomes. The seventh section 

presents information regarding patients participating in the 

pilot channeling program o b t a i n e d  from the assessment



instrument. In section seven, data is presented analyzing 

mental status, problem behavior, activities of daily living, 

diannoses and health status, m e d i c a t i o n  m a i n t e n a n c e  needs, 

communi c a t i o n  impairments, and care taker perceptions of 

care needs. The eighth and final section of this chapter 

presents the findings of the follow-up survey regarding the 

responders' perceptions of information having been given by 

the social workers, the responders' perceptions of having 

been included in the d e c i s i o n - m a k i n g  process, and the r e s p o n d ­

ers' satisfaction with social work assistance during the d i s ­

charge planning process. Survey results are compared between 

pilot and non-pilot groups by outcomes. No conclusions from 

findings are presented in this chapter. C o nclusions from 

findings are presented in C h apter 4.

D E MOGRAPHIC C H A R A C T E R I S T I C S  OF THE PILOT AND NO N - P I L O T  GROUPS

D esign a t e d  demog r a p h i c  variables are pr e s e n t e d  to address 

group c o m p a r a b i l i t y  since the pilot and non-pilot groups were 

in different areas of the hospital. Although pilot areas 

had been selected to m i n i m i z e  differences, it was c o nceivable 

that the groups differed on variables which m i ght influence 

r e s u l t s .

A g e :

T a ble III (page 69) displays the age d i s t ribution of the 

Pilot and No n - p i l o t  groups. Wi t h i n  the pilot group, the actual 

age range was from 65 to 94 years. Within the non-pilot group, 

the actual age range was from 65 to 97 years. The mean age
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in the pilot group was 76.5 years, and the mean age in the 

non-pilot group was 77.1 years. There was no statistically 

significant difference in the age d i s t r ibution of the pilot 

and non-pilot groups.

TABLE III

Age Distribution of the Pilot and Mon-pilot Groups

Age in Years
Pilot Group N o n-pilot Group

Number Percent Number Percent

65-74 16 31% 21 34%

75-84 25 49% 31 50%

8 5 and over 10 2 0 % 10 16%

Total 51 1 0 0 % 62 100%

S e x :

A compar i s o n  of the pilot and non-pilot groups by sex 

d i s t r ibution is presented in Table IV (page 70.) As in d i c a ­

ted, there was a slight (9%) imbalance between the pilot and 

non-pilot groups which was unavoidable since a one-hundred  

percent sample of patients m e e ting the designated criteria 

was used in both the pilot and non-pilot groups during a 

specified three month time frame. However, the majority of 

both groups was female which is consis t e n t  with national and 

local statistics indicating that females outnumber males in 

the 65 and over age range.
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TABLE IV

C ompar i s o n  of Pilot and Non-pilot Groups by Sex

Pilot Group N o n-pilot Group
Sex

1 Number Percent N umber Percent

! Female 29 57% 41 66%
!
| Male 22 43% 21 34%
i

Total 51 100%

i

62 100% i

Race:

Table V presents a c o m p a r i s o n  of the pilot and n o n ­

pilot groups by race. Only Black and White are presented in

the table since no other racial g r oup was represented in

this study. A slight imbalance (7%) is shown. The majority

of both groups was White which is. again , consis t e n t  with

national and local statistics.

T A BLE V

C o m p a r i s o n  of Pilot and Non-pilot Groups by Race

Pilot Group Non - p i l o t  Group
Race

Number Percent Number Percent

Black 17 33% 16 26%

White 34 67% 46 74% !

Total 51 100%
1

62 100%
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Marital Status:

Table VI indicates that the majority of both groups were 

widowed. Both groups followed the same pattern of marital 

status. In descending order, the marital status pattern 

was as follows: widowed, married, single, separated/divorced.

While there were minor imbalances, the largest difference 

between the two groups being five percent, the groups were 

c o m p a r a b l e .

TABLE VI

Marital Status of the Pilot and Non-pilot 

Patient Groups

Marital Status
Pilot Group Non-pilot Group

Number Percent Number Percent

Married 15 29% 16 26%

Single 5 10% 5 8%

Widowed 28 55% 37 60%

Separated/ D i v o r c e d 3 6 % 4 6%

Total 51 100% 62 100%
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A COMPARISON’ OF OUTCOMES AND THE RELATIONSHIPS OF DEMOGRAPHIC 

DATA TO OUTCOMES

The dispo s i t i o n  outco m e s  tracked in the channe l i n g  p r o ­

gram at St. Vincent Infirmary w e r e  discharge to home health 

care, di s c h a r g e  to an extended care facility, and discharge 

to a nursing home. While the study did not o r i g inally intend 

to include the utilization of extended care facility beds, 

it became apparent as data was being c o llected that people in 

both pilot and non-pilot groups m e eting the e s t ablished c r i ­

teria for partici p a t i o n  in the channeling program were being 

discharged to extended care facilities. The extended care 

facility (ECF) is Medi c a r e  reimbursed and is intended as a 

short-term, usually no m o r e  than twenty-one days, r e c u p e r a ­

tion period after h o s p i t a l i z a t i o n  prior to returning to the 

community. In Arkansas, ECF beds are located in nursing 

homes. However, the m a j o r i t y  of ECF patients would be e x ­

pected to return to their ow n  home, a family home, or back 

to the c o m m u n i t y  in an a l t e r n a t e  living situation with home 

health care, if needed. While ECF placement is additional  

institutional care, it could not be c a tegorized as nursing 

home placement in the traditional sense; neither, of course, 

is ECF c o m p a r a b l e  to home health care. Since patients in 

both groups who had been included in the assessment process 

were d i s c h a r g e d  to exte n d e d  care beds, a decision was made 

to include those patients in the findings rather than to 

delete them from the study.



Outcomes:

Table VII presents the discharge outcomes of both the 

pilot and non-pilot groups. This table d e m o n s t r a t e s  no 

significant difference in outcomes using a formalized a s s e s s ­

ment instrument (pilot areas) versus the traditional social 

work assessment process (non-pilot areas).

TABLE VII 

Comparison of Outcomes 

between Pilot and Non-Pilot Group

Pilot Non- Pilot

O utcomes Number Percent Number Percent

Home Health Care 21 41% 28 45%

Extended Care 
Facility 10 2 0 % 10 16%

Nursing Home 20 39% 24 39%

Total
.

51 100% 62 10 0 %

Age relationships to outcomes ,

Tables VIII and IX (page 75) present the relationships

of age groups to outc o m e s  in p e r c e n t a g e s . While there are

d i f f e r e n c e s  between the pilot and non-pilot groups in actual 

numbers and percentages, the age d i s t r i b u t i o n  patterns by 

o utc o m e s  are consistent in the first two age groups. In the 

65 to 74 years of age group, in both the pilot and n o n -pilot 

groups, the majo r i t y  of patients were discha r g e d  to home 

h ealth care followed by nursing home care and then extended
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care. In the 75 to 84 years of age group, a larger p e r c e n t ­

age of patients were discha r g e d  to nursing home care (but 

not a majority) followed by home health care and then e x ­

tended care. In the over 85 years of age category in the 

pilot group, the majo r i t y  of patients discharged from the 

hospital went to nursing home care followed by home health 

care and then extended care. In the non-pilot group, the 

same age co h o r t  of over 85 years of age dem o n s t r a t e d  a 

different pattern of post-hospital health care utilization 

with the largest number going into extended care (but not a 

majority) followed by home health care and then nursing home 

c a r e .

I nterpretation of Tables VIII and IX vertically rather 

than h o r i z ontally d e m o n s t r a t e s  diffe r e n c e s  between pilot and 

non-pilot groups. For example, of the patients receiving 

home health care post d i s c h a r g e  in the pilot group, the l a r ­

gest consumer of home health care was the 65 to 74 years of 

age cohort followed by the 75 to 84 years of age cohort and 

finally those over 85 years of age. In the non-pilot group, 

the largest consumer of home health care services was the 

75 to 84 years of age group, followed by those 65 to 74 years 

of age and then the 8 5 years and over age cohort. However, 

in both the pilot and n o n-pilot groups, the number and p e r ­

centage of people receiving post hospital nursing home care 

was grea t e s t  among the 75 to 84 years of age cohort. In 

interpreting data vertically, one must also consider that the 

75 to 84 years of age gro u p  also represents the greatest
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percentage of participants in the study. While the 75 to 84 

years of age group represents a majority of patients receiving 

nursing home care in both the pilot and non-pilot groups, a 

majority of that age cohort did not go into nursing homes.

TABLE VIII 

Age D i s t r ibution of the Pilot Group

by Outcomes in Percentages

Age in Years
Home Health 

Care
Extended Care 

Facility
Nursing

Home Total

65-74 2 0 % 5% 6 % 31%

75-84 15% 12% 2 2 % 49%

8 5 and over 6 % 3% 11% 20%

Total 41% 2 0 % 39% 10 0 %

N = 51

T A BLE IX

Age D i s t ribution of the Non-pilot G roup

by Outcomes in Percentages

A ge in Years
Home Health 

Care
Extended Care 

Facility
Nursing

Home
i

Total 1

65-74 18% 3% 13%
1

34% |

75-84 21% 6 % 2 3% 50%

8 5 and over 6 % 7% 3% 16%

Total 45% 16% 39% 10 0 %
. I

N = 62



Relationships of Sex D i s t r ibution to Outcomes:

Tables X and XI (page 77) present the relationships of 

sex to outcomes in percentages. In the pilot group of the 

females participating in the study, a majo r i t y  received home 

health care following hospital di s c h a r g e  with an equal p e r ­

centage receiving extended care and nursing home care post 

discharge. In the non-pilot group, the largest number 

of females (but not a majority) received nursing home care, 

followed by home health care, and then extended care. In 

the pilot group of the males p a r ticipating in the program, a 

majo r i t y  received nursing home care, followed by home health 

care, and extended care in d e s c e n d i n g  order. Of the males in 

the non-pilot areas, a m a j o r i t y  received home health care, 

followed by nursing home care, and then extended care. In­

terpreting the tables vertic a l l y  rather than horizontally, 

females were the larger utilizer of both home health care and 

e xtended care in the pilot group, with males being the larger 

utilizer of nursing home care. In the non-pilot group, fe­

m ales were the larger utilizer of post hospital care in all 

three outcome categories. However, in both groups, females 

also represented the larger percentage of participants.

Males were d i s p r o p o r t i o n a t e l y  o v e r - r e p r e s e n t e d  in the nursing 

home category in the pilot group.
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TABLE X

Sex Dis t r i b u t i o n  of the Pilot Group 

by Outcomes in Percentages

Home Health 
Sex Care

Extended Care Nursing 
Facility Home Total

Female 29% 14% 14% 57%

Male 12% 6% 25% 43%

Total 41% 20% 39% 1 0 0 %

N = 51

T A BLE XI

Sex D i s t r ibution of the Non-pilot Group

by Outco m e s  in Percentages

Home Health 
Sex Care

Extended Care Nursing 
Facility Home Total

Female 27% 10% 29% 66%

Male 18% 6 % 10% 34%

Total 4 5% 16% 39% 10 0 %

N = 62
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Relationships of Race D i s t r i b u t i o n  to Outcomes:

Tables XII and XIII (page 79) d e m onstrate racial d i s t r i ­

bution by outcomes in percentages. In both the pilot and 

non-pilot groups, blacks received post hospital care in the 

following d e s c ending order: home health care, nursing home

care, and extended care. There was a d i f f erence in p o s t ­

hospital care utilization among whites between the pilot and 

non-pilot areas. On the pilot areas, whites equally utilized 

home health care and nursing home care for their post-hospi- 

tal health care needs followed by extended care. On the n o n ­

pilot areas, whites utilized post-hospital health care 

services in the following de s c e n d i n g  order: home health care,

nursing home care, and extended care. Whites were the m a j o r ­

ity users of all three care options in both the pilot and 

non-pilot groups. However, whites also represented the 

majority of subjects in both groups. In both pilot and n o n ­

pilot groups, whites were d i s p r o p o r t i o n a t e l y  more likely to 

utilize extended care than were blacks.
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TABLE XII

Race D i s t r ibution of the Pilot Group 

by Outcomes in Percentages

Race
Home Health 

Care
Extended Care 

Facility
Nursing

Home Total

Black1 16% 4% 14% 34%
i

White 25% 16% 25% 6 6 %

Total 41% 20% 39% 10 0 %

N = 51

T A BLE XIII

Race D i s t r ibution of the Non - p i l o t  Group

by Outcomes in Percentages

Race
Home Health 

Care
Extended Care 

Facility
Nursing

Home Total !

Black 13% 2% 11% 126%

White 32% 15% 27% 74%

Total 45% 17% 38% 10 0 %

N = 62



Relationships of Marital Status to Outcomes:

Tables XIV and XV (page 81) present the relationships 

of marital status to outcomes. On both the pilot and n o n ­

pilot areas, married individuals were slightly more likely 

to receive home health care post hospital discharge than 

nursing home care, and least likely to enter an extended 

care facility. On both the pilot and non-pilot areas, the 

majority of single individuals went to home health care post 

d i s charge followed on the pilot areas equally by extended 

care and nursing home care, and on the n o n -pilot areas f o l ­

lowed by nursing home care with no single individuals r e c e i v ­

ing extended care. On both the pilot and non-pilot areas, 

widowed individuals were most likely to receive nursing home 

care post discharge, followed by home health care, and then 

extended care. Separated and divorced patients in both 

pilot and non-pilot groups were most likely to go to home 

health care, followed on the pilot areas by extended care 

with no one going to nursing home care, and on the non-pilot 

areas followed equally by nursing home care and extended care. 

On both pilot and non-pilot areas, widowed individuals were 

slightly dispr o p o r t i o n a t e l y  o v e r - r e p r e s e n t e d  in the nursing 

home population. The majo r i t y  of those individuals receiving 

post-hospital nursing home care were widowed. However, the 

m a j o r i t y  of those widowed did not go to nursing home care 

even though those widowed were more likely to receive nursing 

home care than either of the other two options studied.
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TABLE XIV 

Marital Status of Pilot Group 

by Outcomes in Percentages

Marital
Status

Home Health 
Care

Extended Care 
Facility

Nursing
Home Total

Married 13% 4% 1 2 % 29%

Single 6 % 2% 2% 10%

Widowed 18% 1 2 % 25% 55%

Separated/
Divorced 4% 2% 0 6 %

1
Total 41% 2 0 % 39% 1 0 0 %

N = 51

TABLE XV

Marital Status of Non - p i l o t Group

by Outcomes in Percentages

Marital
Status

Home Health 
Care

Extended Care 
Facility

Nursing
Home

1
Total !

Married 15% 3% 8 %
1

26% j

Single 5% 0 3% 8 % |

Widowed 23% 11% 26% 60% |

Separated/
Divorced 3% 2 % 2%

iI
7% i!

Total 46% 16% 39% 101% j

N = 62



RETROSPECTIVE STUDY:

COMPART SON OF OUTCOMES AND AGE EY OUTCOMES

In order to determine the impact of the channeling p r o ­

gram over time, a decision was made to compare a o n e-hundred 

percent sample of patients meeting the same criteria for the 

channeling program over the same time period, May 15 to 

August 15 of the preceding year, 1981. Table XVI (page 83) 

presents a co m p a r i s o n  of outcomes between May 15, 1981 

through August 15, 1981 (T-̂ ) and May 15, 1982 through August 

15, 1982 (T2 ). T^ and T^ combine both pilot and non-pilot 

areas by outcome. During both time frames, and T 2 , 

there was no s t a tistically significant d i f f e r e n c e  in outcomes 

between the pilot and non-pilot areas. The total 1981 sample 

consisted of 115 patients, and the total 1982 sample c o n ­

sisted of 113 patients, or a difference of only 2 patients. 

During the two time frames studied, the number of patients 

referred for social work services who were 65 years of age 

or over and in need of d i scharge planning for p o s t-hospital 

health care remained virtually the same, even though o v e r ­

all referrals to the Department of Social Service had in­

creased by more than sixty percent in the 1982 time study 

compared to the 1981 time study.

C o m p a r i s o n  of Outcomes T^ “ T 2 :

Table XVI d e m o n s t r a t e s  a decrease in the number and 

percentage of patients utilizing home health care post 

h osp i t a l i z a t i o n  from T^ to T^, and an increase in the number



and percentage of people being discharged from the hospital 

into nursinq home care from to T 2 * The u t ilization of 

extended care facilities post hospitalization remain c o n ­

stant. Findings concer n i n g  the utilization of home health 

care and nursing home care were opposite to those projected. 

Organized emphasis on assessment appeared to increase rather 

than decrease nursing home placements post dis c h a r g e  from 

the h o s p i t a l .

TABLE XVI 

C ompar i s o n  of Outcomes between 

May 15, 1981 through August 15, 1981 (T^) 

and May 15, 1982 through August 15, 1982 (T2 )

I

!] Outcomes
T i

Number Percent
T 2

Number Percent
!
j Home Health Care 61 53% 49 43%

j Extended Care 
! Facility 20 17% 20 18%

; Nursing Home 34 30% 44 39%
I1 Total1 115 100% 113 1 0 0 %
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Rec iii 1 '.'isir,:

Since the T^ study produced findings which were

contrary to those projected, the two groups were compared on 

the basis of recidivism. It was found that of the 113 p a ­

tients in the 1982 tine study, only 2 patients, or less than 

2%, were also found in the 1981 time study. Of the two 

patients appearing in both time frames, one went to home 

health care in 1981 and then to extended care in 1982, and 

one received home health care post di s c h a r g e  in both time 

frames. Neither patient cont r i b u t e d  to the 1^2 increase in 

nursing home care utili z a t i o n  post d i s charge from the hospital.

C ompar i s o n  of Age:

After ruling out recidi v i s m  as a c o n t ributing variable, 

a d e c i s i o n  was made to c o m p a r e  and T 2 groups by age c a t e ­

gories. It seemed c o n c e i v a b l e  that if the T 2 g r oup was, in 

fact, older than the group, the age variable m i g h t  c o n t r i ­

bute to the increase in post hospital nursing home placements. 

Table XVII (page 85) presents a c o m p a r i s o n  of the 1981 patient 

sample with the 1982 patient sample by age. Within the T-̂  

group, the actual age range was from 65 to 99 years. Within 

the T 2 group, the actual age range was from 65 to 97 years.

The mean age in the T^ g r o u p  was 77.2 years, and the mean 

age in the T 2 group was 76.8 years. An exami n a t i o n  of age 

categories (Table XVII) showed no statist i c a l l y  significant 

difference. The age range exami n a t i o n  and d e t e r m i n a t i o n  of 

mean ages for the two groups showed the T^ gro u p  to be s l i g h t ­

ly older than the T 2 group, but not significantly so.
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TADLE XVII 

Co m p a r i s o n  of Target Groups by Age 

May 15, 1981 through August 15, 1981 (T^) 

and May 15, 1982 through August 15, 1982 (T2 )

T^-3 months, 1981 T2~3 months, 1982

Age in Years Number Percent Number Percent

65-74 41 36% 37 33%

75-84 48 42% 56 50%

8 5 and over 26 2 2 % 20 17%

Total 115 100% 113 10 0 %



T^ Comparisons of Age by Outcomes:

In order to ascertain in which age category the increase 

in nursina home placements had occurred, a compar i s o n  b e ­

tween and T 2 was done by age categories and outcomes.

Tables XVIII and XIX (page 87) present T^ age d i s t r ibution 

by outcomes in percentages and T 2 age dis t r i b u t i o n  by outcomes 

in percentages respectively. It was found that the increase 

in nursing home placements occurred in the two under 85 years 

of age categories: a 2% increase in the 65-74 years of age

cohort, and an 8% increase in the 75-84 years of age category. 

The 85 years and over cohort actually demonstrated a 1% d e ­

crease in nursing home u t ilization post h o s p i t a lization from 

Ti to T 2 . U t i lization of extended care facilities remained 

fairly consistent during both T^ and T 2 . Of the 9% decrease 

in home health care utilization, 2% occurred in the 65-74 

years of age category, and 7% occurred in the 85 years of 

age and over cohort.



TABLE XVIII 

Age Distribution by Outcomes 

3 Months, 1981 ( '  in Percentages

! Age in Years
Home Health 

Care
Extended Care 

Facility
Nursing

Home Total

65-74 2 1 % 6 % 8 % 35%

75-94 19% 9% 14% 42%

85 and over 13% 2 % 8% 23%

Total
i

53% 17% 30% 100%

N = 115

TABLE XIX

Age Distribution by Outcomes

3 Months, 1982, (T 2 > in Percentages

Age in Years
Home Health 

Care
Extended Care 

Facility
Nursing

Home Totalj

65-74 19% 4% 10% 33%

75-84 19% 9% 22% 47%

8 5 and over 6 % 4% 7%
i

17%

Total 44% 17% 39% 100% 1

N = 113
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Recent Hospital Admissions:

Given the Tj_, T 2 findings and having eliminated r e c i d i ­

vism and age as contributing significantly to findings, a 

final variable of recent hospital admissions was considered. 

Records of all participants in both and T 2 were reviewed 

for recent hospital admissions, and a s t atistically s i g n i f i ­

cant rel a t i o n s h i p  to outc o m e s  was found for both T-̂  and T 2 - 

Table XX presents recent hospital admissions related to o u t ­

comes for all groups studied, or 228 patients in pilot, n o n ­

pilot and r e t rospective groups. There was no statistically 

significant di f f e r e n c e  between T^ and T 2 groups related to 

recent hospital admissions.

TAB L E  XX 

Total Sample 

T^ and T 2 Recent Hospital Admissions 

(Within 3 Months of Reported Findings)

Related to Outcomes

Home Health 
Care (N=110)

Extended Care 
Facility (N=40)

Nursing 
Home (N-78)

t Number Percent Number Percent Number Percent

Recent
Hospital
Ad mission

46 42% 12 30% 75 96%

Total N = 228
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A COMPAR I S O N  OF OUTCOMES BETWEEN

PILOT, MON-PILOT AND R E TROSPECTIVE GROUPS

Table XXI (page 9b) presents a comparison of outcomes 

between pilot, non-pilot and retrospective groups in p e r ­

centages. Utili z a t i o n  of post-hospital home health care was 

greatest in the r e t rospective g r o u p  (53%), followed by the 

non-pilot g r oup (45%), and then the pilot g r oup (41%).

Utili z a t i o n  of extended care facilities was greatest 

among pilot g r oup patients (20%), followed by the r e t r o s p e c ­

tive gro u p  (17%), and the non-pilot g r oup (16%). U t i lization 

of nursing home care was equal in pilot and n o n-pilot groups 

(39%) and less in the retrosp e c t i v e  g r oup (30%).



TABLE XXI 

Comparison of Outcomes between 

Pilot, Non-Pilot and Retrospective Groups by Percentages

NURSING HOMEEXTENDED CARE FACILITYHOME HEALTH CARE

60%

50%
53%

45%40%
41% 39% 39%

30%

20%
20% 17%16%10%

NPNPNP

Key: P - Pilot Number of Participants: Pilot, N = 51
NP - Non-pilot Non-pilot, N = 62 ^
R - Retrospective Retrospective, N = 115 o

Total, N = 228
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PILOT, NON-PILOT C O M PARISONS OF SOCIAL WORK INTERVIEWS,

TIME, AND DISCHARGE DELAYS

Social Work Interviews:

Table XXII (page 92) presents the average number of 

social work interviews with patients and/or families during 

the in-patient hospital stay on the pilot and non-pilot 

areas. On both the pilot and non-pilot areas of the hospital, 

nursing home placement required the most face-to-face c o n ­

tacts: an average of 3.6 and 3.7 contacts respectively. In

both pilot and non-pilot groups, placement in an extended 

care facility required the least number of face-to-face c o n ­

tacts, with both groups averaging 3.0. Arranging home health 

care on both the pilot and n o n -pilot areas fell between n u r ­

sing home and extended care placements with an average of 3.3 

and 3.5 interviews respectively. In total, there were 

slightly more interviews by social workers conducted on the 

non-pilot areas, with 3.4 interviews averaged, than the pilot 

areas, with 3.3 interviews averaged. The actual range of 

interviews on the pilot areas was from 2 to 6 interviews, 

and the actual range of interviews on the non-pilot areas 

was from 2 to 8 interviews.



TABLE XXII

A v erage Number of Social Work Interviews 

with P a t i ent/Family During Hospital Stay

, Average Number of Social Vtfork Interviews ;i
Average '

;________________________ Pilot____________Non-pilot____________ Total |
I

, Home Health I
Care 3.3 3.5 3.40 !

I
Extended Care j

Facility 3.0 3.0 3.00 ;
tl

Nursing Home 3.6 3.7 3.65 !I —— —  l

Total Average 
Number of
Interviews 3.3 3.4 3.35
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Social Work Time Spent:

Table XXIII presents the time spent by social workers 

per case on the pilot and non-pilot areas. On the pilot 

areas, there were 51 participants taking 229.5 hours of 

social work time, for an average of 4.5 hours per case. On 

the non-pilot areas, there were 62 participants taking 285.0 

hours of social work time, for an average of 4.6 hours. The 

actual range of social work time spent per case on the pilot 

areas was from 1.5 hours to 6 hours. The actual range of 

social v/ork time spent on the non-pilot areas was from 1.0 

to 8.5 hours.

T A BLE XXIII 

Time Spent by Social Workers per Case

Pilot Non-Pilot

Number of Cases 51 62

Total Time
in Hours 229. 5 285.0

Average Time
Per Case 4 . 5 4 . 6



Social Work Time Spent by Outcomes:

Table XXIV presents the average amount of social work 

time spent per case by outcomes. The pattern of time spent 

appears to correlate with the average number of social work 

interviews. In terms of both time spent and number of i n ter­

views, there appeared to be a greater relationship to o u t ­

comes than to the pilot and non-pilot groups themselves.

For example, the findings of Tables XXII, XXIII, and XXIV 

tend to indicate that if the assessment resulted in planning 

for nursing home placement, slightly more interviews with 

p a t i ent/family by the social worker would occur, and slightly 

more social work time would be spent whether the patient was 

on the pilot or non-pilot areas. On both pilot and non-pilot 

areas, the average amount of social work time spent per case 

occurred in the following de s c e n d i n g  order: nursing home

placement (4.7 and 4.8 hours respectively), home health care 

(4.5 and 4.6 hours respectively), and extended care (4.2 and 

4.4 hours respectively.)

TABLE XXIV

Average Social Work Time per Case by Outcomes

Outcomes
Average Hours 

Pilot
A v e rage Hours 

N on-Pilot
A v erage 

Total Time

Home Health Care 4.5 h r s . 4.6 hrs. 4.55 h r s .

Extended Care 
Facility 4.2 h r s . 4.4 h r s . 4.30 hrs.

Nursing Home 4.7 h r s . 4.8 hrs. 4.75 hrs.



Length of Stay:

Since it had been anticipated that the number of inter­

views and social work time spent would be greater on the 

pilot than the non-pilot areas, yet findings revealed time 

and number of interviews to be compar a b l e  with a .1 d i f f e r ­

ence in both average time and average number of interviews 

with the non-pilot areas requiring slightly more time and 

interviews, a deci s i o n  was made to compare pilot and n o n ­

pilot participants' average length of hospital stay. The 

average lengths of hospital stays were as follows:

Pilot group: 5.8 days average length of

hospital stay 

Non-pilot group: 6.2 days average length of

hospital stay 

Total hospital: 4.6 days average length of

hospital stay for all p a ­

tients during the same three 

m o n t h s .

D i scharge Delays:

During the 3-month pilot program, there were 11 d i s charge 

delays related to dis c h a r g e  planning. Six (6) of the delays 

occurred on the pilot areas, and five (5) occurred on the 

n o n-pilot areas. Of the total dis c h a r g e  delays on both 

pilot and non-pilot areas, six (6) resulted from a lack of 

bed availability in the extended care facility to which the 

p a t ient was to be transferred, two (2) resulted from a p a ­

tient refusing to accept nursing home placement, and three (3)



9ti .

were related to the time it took families to visit nursing 

homes and select the facility which best met the patient/ 

family needs. None of the discharge delays appeared to be 

related to the assessment and channeling process.

PHYSICIAN ORDERS FOR NURSING HOME PLACEMENTS 

AND THEIR IMPACT ON OUTCOMES

Physician Orders:

Physician orders for social work assistance with the 

pilot and non-pilot patient groups b a sically fell into four 

categories with both groups. Those catego r i e s  were as 

f o l l o w s :

1. Social worker to assist with nursing 

home placement.

2. Social work c o n s u l t  (unspecified).

3. Social worker to assist with d i s charge 

(or di s c h a r g e  p l a n n i n g ) .

4. Social worker to assist with home health 

c a r e .

Table XXV (page 97) presents a compar i s o n  of the pattern 

of physician orders between the pilot and n o n-pilot groups. 

There was no statistically significant d i f f e r e n c e  in the 

pattern of physician orders between the pilot and non-pilot 

groups. Findings d e m o n s t r a t e  that the channeling program 

itself had no impact on the frequency with which physicians 

order nursing home placement.
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TABLE XXV

A Comparison of Patterns of Physician Orders 

on Pilot and Non-Pilot Areas

r
i Pilot Group Non-Pilot Group

! Physician Orders Number Percent Number Percent

j Nursing Home 
j Placement| 10 20% 12 19%
»
1 Social Work 
! Consult 21 41% 25 40%
1
i Assist with 

Discharge 16 31% 20 32%

Home Health 
' Care 4 8% 5 8%

Total 51 100% 62
!

99% i1i
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Table XXV does demonstrate that physicians at St. Vincent 

Infirmary are more likely to write open-ended orders for 

social work assistance, social work consult or assist with 

discharge than they are to write specific orders, nursing 

home placement or home health care.

Impact of Orders on Outcomes:

Physician insistence on a particular form of p o s t ­

hospital care, regardless of how the order was written, was 

found to be less common than originally believed on both 

pilot and non-pilot areas. In only 3 cases (2 pilot and 

1 non-pilot) did the p h ysician present nursing home as the 

only alternative to both patients and social workers. Two 

of those cases involved the same physician. Of the three 

cases, only one was d i s c h a r g e d  to a nursing home from the 

hospital; one patient went to the home of a family member 

with home health care provided by an outside agency; the 

third patient returned to her own home with home health care 

assistance. Of the two patients who refused nursing home 

care post hospitalization, one patient was later placed in 

a nursing home, and one patient was successfully cared for 

by family and the home health care agency.

In all instances (9) on both pilot and non-pilot areas, 

when the physician wrote an order for home health care, the 

patients were, in fact, d i s c harged to home health care. The 

same was not true of physic i a n - o r d e r e d  nursing home p l a c e ­

ments. Of the twenty-two orders w r i tten for nursing home 

placements, fifteen patients (68%) were actually discharged
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from the hospital into nursing home care, two patients went 

to an extended care facility (9%), one was transferred to 

another hospital (5%), and the remaining 4 patients were 

discharged with home health care assistance (18%). No s t a ­

tistically significant d i f f e r e n c e  was found in final d i s p o ­

sition on pilot and non-pilot areas.

Presentation of all alte r n a t i v e s  for post-hospital care 

by social workers, and patien t / f a m i l y  involvement in the 

deci s i o n - m a k i n g  process by social workers may have impacted 

on p a t i e nt/family ability to pursue a plan of post-hospital 

care contrary to physician recommendation. Whether the 

social work as s e s s m e n t  was a c c o m plished by use of an i n s t r u ­

ment or by traditional social work interview techniques 

appeared to be of no c o n s e q u e n c e  in enabling clients to 

e ngage in self-determination.

A S S E S S M E N T  OF PILOT C H A N N E L I N G  P R O GRAM PARTICIPANTS

This section presents information gathered from the 

assessment instrument adm i n i s t e r e d  only on the pilot areas 

of the hospital. Data co n c e r n i n g  the fifty-one pilot 

channeling program participants was compiled using the major 

categories of the as s e s s m e n t  tool and org a n i z e d  by the final 

d i s charge d i s p o s i t i o n  c a t e g o r i e s  of home health care, e x t e n d ­

ed care facility, and nursing home.
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Mental Health Status:

Table XXVI presents a breakdown of the mental health 

status of the pilot program participants by outcomes. M e n ­

tal health status was s i gnificantly more impaired for the 

nursing home group than for the other two groups. The home 

health care gro u p  was second to the nursing home group in 

mental health impairments, and the extended care facility 

g r oup was the least impaired in terms of mental health status.

TABLE XXVI

Mental Health Status by Outcomes

Pilot Ch a n n e l i n g  Participants

Mental Health Status

Clear Mild Mode r a t e  Severe

Outcomes Mo. Pet. No. Pet. No. Pet. No. Pet

Home Health 
Care 9 43% 5 24% 5 24% 2 9% i

i Extended Care 
• Facility 6 70% 2 20% 1 10% 0 0% i

i Nursing Home 3 15% 3 15% 5 25% 9 45%
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Table XXVII presents the average number of behavioral 

impairments per patient by severity and outcomes. The three 

categories of behavioral impairments listed by the a s s e s s ­

ment tool were as follows: 1 ) wandering, 2 ) abusive, a g g r e s ­

sive or disruptive, and 3) delusions or hallucinations.

While the home health care group was found to have a slightly 

higher average number of behavioral impairments than the 

nursing home group, the m a j o r i t y  of behavioral impairments 

of the home health care group were mild. The nursing home 

g r oup was slightly higher in m o d e r a t e  and severe behavioral 

impairments than the home health care group. Across the 

board, the extended care facility group exhibited the least 

number and severity of behavioral impairments.

T A BLE XXVII 

A v e rage Number of Behavioral Impairments 

per Patient by Severity and Outcomes

Outcomes

Severity of Behavioral 

Mild Moderate Severe

Impairments 

Total Average

Home Health 
Care (N=21) 1 . 0 0.4 0 . 3 0 . 6

E xtended Care 
Faci l i t y  (N=10) 0.4 0 . 2 0 . 0 0 . 2

i
Nursing 
Home (X=20) 0 . 6

ino 0.4 0.5 !1



102 .

The frequency of severe behavioral impairments in d e s ­

cending order by outcomes was as follows:

Patients discha r g e d  to home health care:

1 . wandering

2 . abusive, aggressive, or disruptive

3. delusions or hallucinations.

Patients discharged to extended care facilities 

d e m o n strated no severe behavioral impairments. 

Patients discharged to nursing home care:

1 . abusive, aggressive, or disrup t i v e

2 . wandering

3. d e l usions or hallucinations.

While all patients exhibiting problem behavior d e m o n ­

strated some degree of confusion, usually m o d e r a t e  or severe, 

the reverse was not true. All confused patients, regardless 

of the severity of their confusion, did not d e m o n s t r a t e  

problem behavior.

Activities of Daily Living:

Table XXVIII (page 103) presents the average number of 

impairments in activities of daily living per patient by 

severity and outcomes. The activities of daily living 

meas u r e d  by the assess m e n t  instrument were bathing, dressing, 

toileting, continence, eating, and mobility. All p a r t i c i ­

pants in the pilot channe l i n g  program exhibited some im p a i r ­

ment in activi t i e s  of daily living. The most severely 

impaired g r o u p  in activities of daily living was the g r oup 

of patients discharged to extended care facilities. However,
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the n a j o n t y  of the extended care patients (70%) could be 

expected to reoain adequate functioning in activities of 

daily living within a short period of time since extended 

care placement of that majority was precipitated by a hip 

fracture. Severity of impairments in activities of daily 

living was greater among patients discha r g e d  to nursing 

homes than those discharged to home health care, although 

the average number of impairments in activities of daily 

living was the same for the two groups (1.7).

TABLE XXVIII 

Average Number of Impairments 

in Activities of Daily Living 

Per Patient by Severity and Outcomes

Severity of Impairments

Outcomes Mild Moderate Severe Total Average

Home Health 
Care 01 = 21) 2.4 1 . 0 1.8 1.7

Extended Care 
Facility (:.' = 10) 1.4 0.4 3.0 1.6

Nursing 
Home (N=20) 1. 3 1 . 1 2 . 8  ± • /
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The frequency of severe impairments in a c t i vities of 

daily living by outcomes and in descending order was as 

fo 1 l o w s :

Home Health Care:

1 . bathing

2 . dressing and mobi l i t y  (equal numbers)

3. toileting

4. continence

5. eating.

Extended Care Facility:

1 . mobi l i t y  and bathing (equal numbers)

2 . dressing

3. toileting

4. eating

5. continence.

Nursing Home:

1 . c o n t i n e n c e

2 . toileting, mobility, and dressing 

(equal numbers)

3. bathing

4. e a t i n g .

Differences were found in both the type of impairments in 

activities of daily living and in the severity of i m p a i r ­

ments in activities of daily living among the three groups
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Health Status:

Table XXIX presents the severity of health status i m p a i r ­

ments by outcomes in percentages. All participants in the 

pilot channeling program, regardless of d i s c h a r g e  outcomes, 

demo n s t r a t e d  multiple m e dical diagnoses. Participants d i s ­

charged to home health care demo n s t r a t e d  an average number 

of diagnoses of 4.8. Participants discha r g e d  to extended 

care facilities dem o n s t r a t e d  an average number of diagnoses 

of 4.2. Participants discha r g e d  to nursing homes d e m o n ­

strated an average number of d i agnoses of 4.8. Of the p a r ­

ticipants discha r g e d  to nursing homes, 70% were found to 

have severely impaired health status comp a r e d  to 50% of the 

participants discharged to extended care facilities and 48% 

of the participants d i s c h a r g e d  to home health care.

TABLE XXIX 

Severity of Health Status Impairments 

by Outcomes in Percentages

Severity of Health Status Impairments 

Outcomes Mild M o d e r a t e  Severe !i-------------------------------------------------------------------1
l, Home Health I

i Care (N=21) 5% 48% 48% I

: Extended Care !
i Facility (N=10) 10% 40% 50% '

i
I ,
i N ursing
■ Home (N=20) 10% 20% 70%
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Me d i c a t i o n  Maintenance:

Table XXX presents the assessment of patient need for 

assistance with m e d i c a t i o n  main t e n a n c e  following discharge  

from the hospital. Sixty-five percent of the individuals 

discha r g e d  from the hospital into nursing home care d e m o n ­

strated the need for regular or constant assist a n c e  with and/ 

or m o n i t o r i n g  of medic a t i o n s  compared to 2 0 % of the i n d i v i ­

duals di s c h a r g e d  to extended care facilities and 1 0 % of the 

individuals di s c h a r g e d  to home health care.

Catego r i e s  in Table XXX are as follows:

None: no medications, or s e lf-administered

with no help needed 

Low: m o n i t o r i n g  or assistance needed less

than weekly by caretaker 

Moderate: professional monitoring or assistance

needed less than weekly 

High: regular or constant professional

m o n i t o r i n g  and/or assist a n c e  needed.
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T A BLE XXX

Need for As s i s t a n c e  with Me d i c a t i o n  Maint e n a n c e  

by Outcomes in Percentages

Need for A s s i stance

with M e d i c a t i o n  Maint e n a n c e

Outcomes None Low Moderate High

Home Health 
Care (N=21) 19% 23% 48% 1 0 %

Extended Care 
Facility (N=10) 2 0 % 30% 30% 2 0 %

Nursing 
Home (N=20) 0 1 0 % 25%

1
65% i!
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Individuals who were discharged to nursing home care 

were found to require more prescription m e d ications (an 

average of 4.6 different drugs per day) compared to patients 

discharged to home health care requiring an average of 3.2 

di f f e r e n t  prescription drugs per day and patients discharged 

to extended care requiring an average of 3.0 prescription

drugs per day. Individuals discharged to nursing homes were

four times more likely to be taking m e d i c a t i o n  that required

injection than either of the other two groups.

Table XXXI presents the average number of c o m munication

impairments per patient by outcome and severity. Communica-

tion impairments assessed oy use of the Arkansas Office on

Aging instrument were impairments to vision, hearing and

s p e e c h .

TABLE XXXI

Average Number of C o m m u n i c a t i o n  Impairments

Per Patient by Outcomes and Severity

A v erage Number of 1 
Co m m u n i c a t i o n  Impairments !

Outcomes Mild Moderate Severe Total A v erage i

Home Health 
Care (\’=21) 0.9

~ " ■“ ... ■' — “*■ " —1
1

0.6 0.3 0.6 |
i

Extended Care 
Facility (N=10) 1 . 2

1

i
0.2 0.0 0.5 |

Nursing 
Home (n =20) 0.9

1
0.6 0.5 0.7
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The frequency of severe communication impairments in 

descending order by outcomes was as follows:

Home Health Care:

1. vision

2 . hearing

3. speech 

Nursing Home:

1 . vision

2 . speech

3. hearing 

Extended Care Facility:

No severe c o m m u n i c a t i o n  impairments.

Caretakers Perceptions of Post Hospital Care Needs:

Table XXXII (page 110) presents the caretakers' p e r ­

ceptions of the patient's ability to be managed in the home 

by outcomes in percentages. A caretaker was defined as an 

individual who either had been regularly assisting with 

patient care prior to hospitalization, was willing to assist 

regularly with care post hospitalization, or both. The c a r e ­

taker did not n e cessarily live with the participant in the 

hospital channeling program. Most caretakers were family 

members (82%), and 43% of the caretakers actually lived with 

the program participant. A majo r i t y  of caretakers (6 8 %) had 

provided care prior to hospitalization.
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T AB L E  XXXII 

Ability of the Patient 

to be M a n aged in the Home 

as Reported by the C a r etaker

Outcomes

Can be 
Managed 
ait home

Becoming
U n m a n a g e a b l e

No
U n m a n a g e a b l e  C a retaker

Home Health 
Care (N=21) 48% 19% 10% 24%

Extended Care 
F acility (N=10) 1 0 % 40% 10% 40%

Nursing 
Home (N=20) 0 30% 40% 30%
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Table XXXIII presents the caretakers' perceptions of 

care needs and the most a p p ropriate provider of post-hospital 

care. These caretaker perceptions are broken down by d i s ­

charge outcomes and reported in percentages. Careta k e r s  were 

given information regarding care options and what could be 

offered prior to asking where they thought their family m e m ­

ber or friend should receive care. Table XXXIII demonstrates 

that most of the time (64% - 67%), the caret a k e r ' s  perception 

of the setting most a d v isable for post-hospital care of their 

family member or friend correl a t e d  positively with final 

di scharge disposition.

TABLE XXXIII 

Caretakers' P e r ceptions of Patient Care Needs 

at D i scharge from the Hospital 

in P e rcentages

Care Needs '
■ ■- I

Needs In Home In C a r e t a k e r s  Extended Nursing j
Outcomes No Help With Help Home with Help Care Fac.Home ,

I
Home i
Health l
Care 1
(N=21) 0 40% 27% . 0 33% 'i
Extended !
Care
Facility ,
(N=10) 0 0 16% 67% 16% '

Nursing ;
Home
(N=20) 7% 7% 14% 7% 64% !



Alth o u g h  641- of the caretakers who s e  family member or 

friend was d i s c h a r g e d  from the hospital into nursing home 

care had pro]ected nursing home care as necessary, most of 

the caretakers were exhausted from pr e v i o u s l y  caring for the 

patient or arrived at that c o n c lusion r e l uctantly or both.

C o r r e l a t i o n  of A s s e s s m e n t  Instrument with Outcomes:

Among the 21 pilot program p a r t i cipants who were d i s ­

charged from the hospital to home health care, 7 (33%) were 

in need of nursing home p l a cement according to the assessment 

instrument. Of the seven home health care recipients who 

scored in nursing home range, 2 d e m o n s t r a t e d  severe mental 

status impairments, one of w h o m  also ex h i b i t e d  severe b e h a v ­

ioral impairment, 4 were incontinent, and all seven d e m o n ­

strated m o b i l i t y  impairments within nursing home care range 

according to the assess m e n t  instrument.

Of the 20 pilot p r ogram p a r t i cipants who were discha r g e d 

from the hospital into nursing homes, all 2 0 (1 0 0 %) were in 

need of nursing home p l acement ac c o r d i n g  to the assessment 

instrument. Altho u g h  the instrument was not designed to 

assess and/or predict the need for extended care facility 

placement, it is interesting to note that 8 of the ten pilot 

patients (80%) discha r g e d  to an extended care facility scored 

in nursing home range in the area of mobility, and two (2 0 %) 

scored in nursing hone range in m e d i c a t i o n  maintenance. As 

has been previo u s l y  stated, p a r t i cipants d i s c h a r g e d  to e x ­

tended care could be expe c t e d  to regain at least partial 

functioning, if not total functioning, over time.



F OLLOW-UP PATIENT/FAMILY SURVEY FINDINGS

Three months post d i scharge from the hospital, a g r a d u ­

ate social work student in field placement at St. Vincent  

Infirmary conducted a follow-up telephone survey of patients 

(or their families, if patients were unable to respond) who 

had p a r t i cipated in both pilot and non-pilot groups (see 

Chapter 2, pages 63-65). The student conducting the telephone 

survey had not been placed at St. V i n c e n t  during the three- 

month pilot channeling program, and had, therefore, no 

previous contacts with the patients or families surveyed.

The survey was c o nducted under the di r e c t i o n  and supervision 

of the author and Dr. Giesela Spieker, Dean, University of 

Arkansas Graduate School of Social Work. Patients to be su r ­

veyed were selected by stratified random sampling. The s a m ­

ple drawn consisted of twenty p a r t icipants in the pilot 

channeling program and twenty patients from the non-pilot 

group. The sample was further stratified to include equal 

numbers of individuals from both pilot and non-pilot groups 

who were discharged to either nursing home or home health 

care. Since placement in an extended care facility was a 

temporary m e a s u r e  and the hospital social w o rkers did not 

parti c i p a t e  in arr a n g e m e n t s  for care post extended care 

placement, patients who went to an extended care facility 

post h o s p i t a l i z a t i o n  were o m itted from the telephone survey. 

The survey sample then con s i s t e d  of 10 pilot participants 

who were discha r g e d  to home health care, 1 0 pilot participants  

who were discha r g e d  to nursing home care,and 1 0 non-pilot
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participants who were discharged to hone health care along 

with 10 non-pilot individuals who were discharged to nursing 

homes. The stratified random sample included 23 females 

(589 ) and 17 males (42%) .

Living Status:

Of the twenty patients (family members) surveyed 

receiving home health care post d i s charge from the hospital, 

sixteen (80%) were contin u i n g  to live in their own home 

three months post discharge, one (5%) had been placed in a 

nursing home, one (5%) was living with a relative, and two 

(10%) were deceased. Of the twenty patients (family members) 

surveyed receiving nursing home care post d i scharge from the 

hospital, six (30%) were still in the nursing homes three 

m onths post dis c h a r g e  from the hospital, four (2 0 %) had r e ­

turned home, and ten (50%) were deceased.

R e s p o n d e r s :

Responders to the survey in the two home health care 

groups were as follows: twelve (60%) patients and eight

(40%) family members. When family m e m bers served as r e s p o n d ­

ers, patients were unable to respond due to physical and/or 

mental impairment or were deceased. Responders to the s u r ­

vey in the two nursing home groups were as follows: five

(25%) patients, and fifteen (75%) family members. As with 

the home health care groups, when family members served as 

responders, patients were unable to respond due to physical 

and/or mental impairment or were deceased. When responders
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wore categorized in terms of pilot and non-pilot gro u p  re­

sponders, the results were as follows: pilot g r oup responders

consisted of twelve (60%) family m e m bers and eight (40%) p a ­

tients; non-pilot group responders consisted of eleven (55%) 

family members and nine (45%) patients. When family members 

served as responders, they responded for the patient unless 

their patients' physical or mental impairments had prohibited 

participation in the d i s charge planning process. In the 

latter case, family responders responded for themselves.

Placement Preference of Responders:

In order to det e r m i n e  the initial p l a cement preference  

of responders, responders were asked, "Where did you (your 

family member) prefer to go for your health care upon d i s ­

charge from St. V i ncent Infirmary?" Of the twenty home health 

care recipient responders, eight e e n  (90%) preferred to go 

home with assistance, one (5%) would have p r e ferred to go to 

a rehabilitation institute, and one (5%) had no initial p r e ­

ference. Of the twenty nursing home care recipient r e s p o n ­

ders, eleven (55%) preferred nursing home care, seven (35%) 

would have preferred home care, one (5%) w o uld have preferred 

to remain at St. Vincent Infirmary, and one (5%) would have 

preferred transfer to the local Vete r a n s  A d m i n i s t r a t i o n  

Hospital. Of the ten responders (25%) who wou l d  have p r e ­

ferred care other than that received post d i s c h a r g e  from 

the hospital, nine (90%) cited health status or adequate 

care could not be given in their place of pr e f e r e n c e  as 

hindering their preferred p o st-hospital care and one (1 0 %)
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cited hospital policy as preventing her from staying at 

St. Vincent Infirmary.

Satisfaction with P o s t - Discharge Care Received:

When responders were asked if they were satisfied with 

the post hospital care given, thirty-seven (93%) responded 

positively, and three (8 %) responded negatively. Of the 

three negative responses, one responder cited poor care given 

in the nursing home as the reason for d i s s a t i s f a c t i o n  and two 

responders stated that they felt the home health care was 

discontinued prema t u r e l y  by the home health care agency.

Likert Scale Survey:

The remainder of the telephone survey utilized a Likert 

Scale format to det e r m i n e  responders' perceptions of having 

been informed of post d i s c h a r g e  options by hospital social 

workers, of having been included in the post hospital care 

planning and deci s i o n  making for post hospital care, of h a v ­

ing their needs and requests considered by hospital social 

workers, of having car e f u l l y  c o n s idered all care options, of 

having freedom of choice in deci s i o n  ma k i n g  for post hospital 

care, and of satisfaction with social work assistance in the 

d i s charge planning process.

If, during the d i s c h a r g e  planning process, the patient 

was unable to parti c i p a t e  due to severe physical or mental 

impairment, responders were asked to respond for themselves. 

Otherwise, responses were from patients themselves or 

family members responding for patients.
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Knowledge of Post-Hospital Health Care Options:

Table XXXIV (page 118) presents the responders' p e r c e p ­

tions of having been informed by hospital social workers of 

options for health care following d i scharge from the hospital. 

This table compares pilot g r oup and n o n -pilot gro u p  r e s p o n ­

ses by outcomes in percentages. Table XXXIV also compiles 

responses to survey statements one (1) and five (5). R e s p o n ­

ses to statements one and five in the telephone interviews 

were consistent. A statistically s i g nificant d i f f e r e n c e  b e ­

tween pilot and non-pilot groups in e x p l a n a t i o n  of care o p ­

tions by social workers is demo n s t r a t e d  with no disagreement  

among n o n -pilot responders that social workers c l e arly o u t ­

lined care options and 40% d i s a g r e e m e n t  among pilot responders 

that social w o r kers d i scussed care o p tions for post hospital 

health care. Among the pilot g r oup responders, a significant 

d iffer e n c e  between recipients of home health care and nursing 

home care was d e m o n s t r a t e d  with only 2 0 % of the nursing home 

group disag r e e i n g  that o p tions were giv e n  by social workers 

compared to 60% of the home health care group.
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T A BLE XXXIV

Responders' Perceptions of Having Been Informed 

of Post Dis c h a r g e  Health Care Options 

by Hospital Social Workers 

Pilot and No n - P i l o t  Gro u p  Responses 

by Outcomes in Percentages

j Pilot Responses
I
| Home Nursing
I Health Home
1 C a r e  Options Care Care
| Were Given____________ (N=20) (N=20)

Strongly
Disagree 0 0 0 0

Disagree 60% 2 0 % 0 0

Agree 35% 80% 70% 80%

Strongly
Agree 5% 0 30% 2 0 %

Non - P i l o t  Responses j
IHome Nursing |

Health Home |
Care Care I
(N = 2 0) (N = 2 0 )
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Inclusion in Planning and Decision Making:

Table XXXV (page 120) presents the responders' p e r c e p ­

tions of having been included in the planning and decision- 

nakina processes regarding post hospital health care. This 

table presents a statistically significant d i f f e r e n c e  between 

pilot and non-pilot groups in responders' perceptions of 

having been included. In both the pilot and non-pilot groups, 

the nursing home care recipient responders felt slightly more 

included in the planning and decis i o n  making processes than 

did the home health care recipient responders. Table XXXV 

represents responses to statements two (2) and three (3) of 

the survey questionnaire. Responses to statements 2 and 3 

of the survey were consistent.
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T A BLE XXXV

Responders' Perceptions of Having Been Included 

in the Planning and Decision Making 

Regarding Post Hospital Care:

Pilot and N o n -Pilot Group Responses 

by Outcomes in Percentages

Pilot Responses Non-Pilot Responses

I was 
Included

Home 
Health 
Care 
(N = 2 0 )

Nursing 
Home 
Care 

(N=20)

Home 
Health 
Care 
(14 = 20)

Nursing 
Home 
Care 

(N=20)

Strongly
Disagree 0 0 0 0

.Disagree 50% 40% 0 0

Agree 50% 55% 75% 85%

Strongly
Agree 0 5% 25% 15%
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Con sideration of Needs and Requests 

by Hospital Social Workers:

Table XXXVI (page 122) presents responders' perceptions 

of their needs and requests for post hospital care having 

been taken into co n s i d e r a t i o n  by their hospital social 

worker. (Survey statement 4). There was a notable d i f f e r ­

ence between pilot and non-pilot gro u p  responses, with d i s ­

agreement concerning hospital social workers having taken 

needs and requests into c o n s i d e r a t i o n  g r eater among pilot 

group responders than non-pilot gro u p  responders. Within 

the pilot group, the majo r i t y  (80%) of the nursing home 

care recipient responders felt the hospital social workers 

took patient needs and requests into co n s i d e r a t i o n  compared 

to only 40% of the home health care recipient responders.

(
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TABLE XXXVI 

Responders' Perceptions of their Needs 

and Requests for Post Hospital Care Having Been 

Taken into C o n s i d e r a t i o n  by their Hospital Social Worker: 

Pilot and Non-pilot G r oup Responses 

by Outcomes in Percentages

Pilot Responses Non - P i l o t  Responses I

My Meeds and 
Requests were 
C o n s idered

Home
Health
Care
(N=10)

Nursing 
Home 
Care 

(N=10)

Home 
Health 
Care 
(N = 1 0 )

Nursing 
Home 
Care 
(N=10)■

Strongly
Disagree 0 0 1 0 % 0

Disagree 60% 2 0 % 0 0

Agree 40% 70% 60% 80%

Strongly
Agree 0 1 0 % 30% 2 0 %
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Consideration of Care Options by Responders:

Table XXXVII presents the responders' perceptions of 

having carefully considered and evaluated all care options. 

This table presents a breakdown of pilot and non-pilot group 

responses by outcomes. S i gnificant diffe r e n c e s  are d e m o n ­

strated between pilot and non-pilot group responses, and b e ­

tween nursing home and home health care recipient responses 

within the pilot group. Table XXXVII represents compiled 

responses from survey statement 6 . If social workers do not 

give options, it appears that family members and/or patients 

do not explore o p t ions on their own.

TABLE XXXVII

Responders' P e rceptions of Having C a refully Considered 

and Evaluated all Care Options:

Pilot and Non-Pilot Group Responses 

by Outc o m e s  in Percentages

Pilot Responses Non-Pilot Responses

I Evaluated 
Options

Home 
Health 
Care 
(N=10)

Nursing
Home
Care
(N=10)

Home
Health
Care
(N=10)

Nursing
Home
Care
(N=10)

Strongly
D isaoree 0 0 0 0

Disagree 60% 2 0 % 0 0

Agree 40% 80% 90% 90%

Strongly
Agree 0 0 1 0 % 1 0 %
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Choice and Freedom in Decision Making:

Table XXXVIII presents the responders' perceptions of 

choice and freedom in making decisions regarding post h o s p i ­

tal health care. This table presents compiled responses 

from survey statement 7. S i g nificant d i fferences are d e m o n ­

strated between pilot and non-pilot group responses and 

between nursing home and home health care recipient responses 

within the pilot group.

TABLE XXXVIII

Responders ' Perceptions of Choice and Freedom

in Making Decisions Regarding Health Care

Upon Discharge from the Hospital:

Pilot and Non - P i l o t  Group Responses

by Outcomes in Percentages

Pilot Responses Non-Pilot Responses

I had Choice 
and Freedom

Home 
Health 
Care 
(N = 1 0 )

Nursing
Home
Care

(N=10)

Home
Health
Care
(N=10)

Nursing 
Home 
Care 

(N=10)

Strongly
D isagree 0 0 0 0

D isagree 40% 1 0 % 0 0

Agree 60% 90% 80% 90%

Strongly
Agree 0 0 2 0 % 1 0 %
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Sa t i s faction with Social Work Assist a n c e  in 

Decision Making During Discharge Planning:

Table XXXIX (pace 12f>) presents the responders' s a t i s ­

faction with the ways in which hospital social workers 

assisted them in making decisions regarding care upon d i s ­

charge from the hospital. This table presents compiled r e ­

sults from survey statement 8 . One hundred percent of both 

pilot and non-pilot nursing home recipient responders either 

agreed or strongly agreed that they were satisfied with 

social work assistance. A significant difference between 

the pilot and non-pilot home health care recipient r e s p o n d ­

ers was found with only 40% of the pilot home health care 

responders agreeing that they were satisfied with social 

work a s s i s t a n c e  compared with 90% of the non-pilot home 

health care recipient responders.
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T ABLE XXXIX 

Satisfaction with Social Work 

A s s i s t a n c e  in Decision Making 

During the Discharge Planning Process: 

Pilot and N o n -Pilot Gro u p  Responses 

by Outcomes in Percentages

Pilot Responses Non-Pilot Responses

I was satisfied 
with social work 

a s s i s t a n c e .

Home 
Health 
Care 
(N = 1 0 )

Nursing 
Home 
Care 

(N=10)

Home 
Health 
Care 
(N=10)

Nursing 
Home 
Care 

(N = 1 0 )

Strongly
Disagree 0 0 1 0 % 0

Disagree 60% 0 0 °
Agree 30% 80% 40% 70%

Strongly
Agree 1 0 % 2 0 % 50% 30%
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Response Patterns to Likert Scale Survey:

Since all Likert Scale survey statements were worded 

positively, responses of "strongly disagree" or "disagree" 

are considered negative responses, and responses of "agree" 

or "strongly agree" are considered positive responses. R e ­

sponses to all eight Likert Scale statements found the pilot 

home health care responders to most often respond negatively, 

followed by the pilot nursing home care responders. Among 

all groups surveyed, there were 320 total responses to the 

Likert Scale. Of the total number of responses, 63 (20%) 

were negative responses. Of the 63 negative responses, 61 

(97%) occurred among pilot group participant responders. The 

two (3%) negative responses occurring among non-pilot r e s p o n d ­

ers were both from non-pilot home health care recipients. 

Subjects most likely to feel uninformed, left out of the 

decision - m a k i n g  process, and least satisfied with social work 

assistance were par t i c i p a n t s  in the pilot channeling program. 

Participants in the pilot channeling program who received 

home health care assistance were more likely to respond 

negatively than those participants who received nursing home 

care post hospitalization. Outcome d i f f e r e n c e s  of nursing 

home care or home health care were not as significant in 

terms of negative responses as was whether the responder 

was a pilot or non-pilot group responder. Pilot group re­

sponders had a negative response rate of 38% compared to n o n ­

pilot group responders with a negative response rate of 1 %.
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R esponders who felt uninformed and left out of the d e c i s i o n ­

making process were also d i s s a tisfied with social work 

a s s i s t a n c e .

Across the board, the most positive gro u p  of responders 

were non-pilot recipients of post hospital nursing home care, 

followed by non-pilot recipients of post hospital home health 

care. Responders least likely to respond positi v e l y  were 

pilot recipients of post hospital home health care, followed 

by pilot recipients of post hospital nursing home care.

Table XL (page 129) presents the positive response rate to 

the Likert Scale statements of the pilot and non-pilot groups 

by outcomes.
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TABLE XL 

Positive Response Rate 

to Likert Scale Statements 

of Pilot and N o n-Pilot Groups 

by Outcomes in Percentages

T00%100%
98

90%

80%

70%

60%
M

W

50

45%40

30

20%

10

Home Health Nursing Home Home Health Nursing Home 
! Care (N=80) Care (n =80) Care (N=80) Care (N=80)
i

!___________ PILOT GROUP RESPONSES NON - P I L O T  GROUP RESPONSES j

Response patterns to the telephone survey Likert 

Scale statements were cont r a r y  to those predicted.
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Suggestions for Hospital Social Workers:

At the conclusion of the telephone survey, responders 

were asked if they had any suggestions for hospital social 

workers in helping people plan for post hospital care. Of 

the forty responders, only 10 (25%) o f f ered suggestions for 

hospital social workers. Six of the ten suggestions were 

given by pilot group responders, and four suggestions were 

given by non-pilot g r oup responders. S u ggestions from pilot 

procram responders were as follows:

Number of Responders Suggestions

4 The social worker needs to spend

m o r e  time with the patient and/or 

visit more often.

1 The social worker should consult

more with the patient and listen more.

1 D i s c h a r g e  plans should be discussed  

m o r e .

Suggestions from the non-pilot program responders were as 

f o l l o w s :

Number of Responders S u g gestions

2 Social workers need to see the 

patient more often.

1 Social w o rkers need to acquaint p a ­

tients with m o r e  of their services, 

not just d i s charge planning.

1 The charge structure for social work

services needs to be explained.
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THE PILOT CHANNELING PROGRAM:

SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

THE C H A N N E L I N G  PROGRAM: SUMMARY

The aged are rapidly increasing in numbers in our soci 

ety. Many aged persons are healthy, alert, and basically i 

control of their lives. Yet, there are high risk groups 

within the aged p o p u l a t i o n .  ̂ The pilot channeling program 

at St. Vincent Infirmary focused on one such group: the

hospitalized elderly in need of long term health care after 

di scharge from the hospital.

As sumptions made in the design and implementation of 

the hospital based channeling program were:

1 . use of a standardized instrument would 

result in increased accuracy and consist- 

ancy of assessment,

2 . thorough formalized assessment of client 

functioning would increase the appr o p r i a t e  

utilization of long term health care 

s e r v i c e s ,

3. the process of an in-depth formalized 

assessment by social workers using an 

assess m e n t  instrument would increase 

p a t i e nt/family involvement in the 

decision - m a k i n g  process,



comprehensive formalized assessments by 

social workers would decrease the number 

of premature nursing home placements 

initiated by physicians, 

use of a standardized instrument with 

uniform criteria would decrease the fre­

quency and degree of subjective judgment, 

subjective judgment had previously im­

pacted negati v e l y  on the appr o p r i a t e  

utilization of long term care services, 

implementation of a compreh e n s i v e  and 

consistent assess m e n t  program conducted 

by social w o rkers would increase the 

impact of social work in d i scharge  

planning decisions,

assessment of mental functioning, social 

resources, and activities of daily living, 

as well as physical functioning is n e c e s ­

sary for a p p r o p r i a t e  utilization of long 

term health care services,

St. V i n cent Infirmary patients were, at 

times, p r e maturely placed in nursing homes, 

a n d ,

needs for long term health care services 

were not being a p propriately assessed or 

identified prior to the implementation of 

the pilot ch a n n e l i n g  program.
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Taking into c o nsideration the above assumptions, the 

Department of Social Service at St. Vincent Infirmary imp l e ­

mented a pilot channeling p r ogram with the elderly h o s p i t a l ­

ized on selected units of the hospital who were in need of 

long term health care services. The assessment instrument 

adopted for use in the pilot channeling program was the i n ­

strument developed and used by the State of Arkansas pilot 

channeling program. In the hospital pilot channeling p r o ­

gram, social workers utilized the uniform assess m e n t  i n s t r u ­

ment (pilot a r e a s ) ; in the remainder of the hospital (non­

pilot a r e a s ) , social workers continued to do the more 

traditional open-ended social work assess m e n t  interviewing. 

With the exception of the assess m e n t  variance, discharge 

planning and/or channeling was approached in the same 

manner on both pilot and non-pilot areas. Evalua t i o n  of 

the channeling program involved both process and outcome 

f i n d i n g s .

The use of the c h a n n e l i n g  assessment tool on the pilot 

areas of the hospital was begun by the Depart m e n t  of Social 

Service on May 15, 1982 and continued through August 15, 

1982. Concurrently, social workers on non-pilot areas of 

the hospital continued the traditional open-e n d e d  social 

work assess m e n t  process that had been a part of discharge 

planning at St. V i ncent Infirmary since the inception of 

the department in 1971. There was no worker within the 

de p a r t m e n t  whose total case load fell o u t s i d e  of the pilot 

areas. Every hospital social worker engaged in both types
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of assessment and channeling with the hospitalized elderly. 

Therefore, process and outcomes were not affected by workers' 

personalities or individual methods of approaching a s s e s s ­

ment and discharge planning.

Objectives of the pilot channe l i n g  program were as 

f o l l o w s :

1 . to utilize uniform criteria in assessing 

the long term care needs of the h o s p i t a l ­

ized elderly,

2 . to match services used to the identified 

needs of the clients,

3. to docu m e n t  the need for long term care 

services which did not exist or were in 

short supply,

4. to increase client and/or family p a r t i c i ­

pation in the d e c i s i o n - m a k i n g  process in­

volved in the utilization of long term 

health care, and

5. to expand the role of social work within 

the hospital setting in the area of post 

d i scharge u t ilization of long term health 

care services by strengthening the d i s ­

charge planning process.

C O N C L U S I O N S  FROM FINDINGS 

D e m o g r a p h i c s :

The pilot and non-pilot patient groups were found to be 

d e m o g r a p h i c a l l y  comparable regarding age, sex, race, and



135.

marital status with under ten percentage points d i f f erence 

between pilot and non-pilot groups in any s u bcategory of the 

four demographic variables tabulated. It can, therefore, be 

concluded that the variables of age, sex, race and marital 

status did not impact s i gnificantly on process or outcome 

comparisons between the pilot and non-pilot groups.

O u t c o m e s :

It was found that there was no s t atistically significant 

difference in outcomes between the pilot and non-pilot p a ­

tient groups. On the pilot areas, using a standardized 

a ssessment instrument, of the fifty-one (51) participants,

21, or 41%, were d i s c h a r g e d  into home health care, 10, or 20%, 

were discharged to an extended care facility, and 20, or 39%, 

were discharged from the hospital to a nursing home. On the 

n on-pilot areas, using traditional open-e n d e d  social work 

assessments, of the sixty-two (62) participants, 28, or 45%, 

were discharged to home health care, 10, or 16%, were d i s ­

charged to extended care facilities, and 24, or 39%, were 

discharged from the hospital to nursing homes. It can, t h e r e ­

fore, be con c l u d e d  that the channe l i n g  p r ogram using a for­

malized assess m e n t  instrument had no s i gnificant impact on 

o u t c o m e s .

Relationships of Demog r a p h i c  Data to Outcomes 

Combining Pilot and Non - p i l o t  Participants:

F indings demo n s t r a t e d  that the major i t y  of participants 

in both pilot and non-pilot groups who were from 6 5 to 74
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years of age and in need of long term health care services 

were discharged from the hospital with home health care 

assistance. Nursing home care was the second most utilized 

option by this age cohort, and extended care facilities were 

the least utilized care option. The 75 to 84 years of age 

q roup demonstrated little difference in the u t i lization of 

home health care or nursing home care for their long term 

health care needs, and there was no majo r i t y  care option 

found. The order of utilization of post hospital care o p ­

tions among the 75 to 84 years of age gro u p  was nursing 

home, followed closely by home health care, and then extended 

care. Participants over age 85 years also dem o n s t r a t e d  a 

pattern of utilization of nursing home care, followed closely 

by home health care, and then extended care with no majority  

care option found for meeting post hospital long term health 

care needs. From this study of 113 hospitalized elderly, it 

may be concluded that the majo r i t y  of hospitalized individuals 

in need of long term health care post h o s p i t a l i z a t i o n  between 

65 and 74 years of age will meet their care needs through 

utilization of home health care services. Individuals 75 

years of age and older will meet their long term health care 

needs post h o s p i t a lization through utilization, in descending 

order, of nursing home care, home health care, and extended 

care with little difference in the percentage using nursing 

home care and home health care and with no majo r i t y  care 

o p t i o n .
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C ombining both pilot and non-pilot groups, the c o m p o s i ­

tion by sex was 624 female and 38% male. While no majo r i t y 

care option was dem o n s t r a t e d  by males or females, a d i f f e r ­

ence in the order of post hospital long term health care was 

found. In descending order, females were discharged from 

the hospital to home health care, followed by nursing home 

care, and then extended care. Males were discha r g e d  to 

nursing home care, followed by home health care, and then 

extended care. From this study of 113 h o s p i talized i n d i v i ­

duals, it can be c o ncluded that although more females 65 and 

older in number utilize nursing home care, males 65 and older 

are slightly more likely to utilize nursing home care in 

proportion to their numbers than are females.

The c o m p o s i t i o n  of pilot and non-pilot groups combined  

by race was 29% black and 71% white. No majo r i t y  care o p ­

tion was utilized for post hospital long term health care 

by either blacks or whites. The pattern of u t ilization of 

post hospital health care services was the same for both 

racial groups: home health care, followed by nursing home

care, and then extended care facilities. Findings did d e m o n ­

strate in proportion to their numbers that whites were two 

times more likely to utilize extended care facilities post 

discharge from the hospital than were blacks. It can be 

concluded from this study that post hospital utilization 

patterns for home health care, nursing home care, and 

extended care facilities are basically the same for blacks 

and whites 65 years of age and older. However, whites are
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more likely to receive extended care facility placement 

post h o s p i t a lization in proportion to their numbers than are 

b l a c k s .

The pattern of outcomes of the combined pilot and n o n ­

pilot groups by marital status were found to differ. The 

ma]ority of unmarried individuals who were not widowed, 

whether single, separated, or divorced, utilized home health 

care to meet their long term health care needs, followed by 

nursing home and extended care facilities. M a rried ind i v i ­

duals d e m o n s t r a t e d  the same u t i lization pattern as those who 

were single, separated, or divorced with the m a j o r i t y  of 

married individuals being d i s c h a r g e d  with home health care 

services. Those who were w i d owed utilized post hospital long 

term care in the following order: nursing home, home health

care and extended care. From this study of 113 participants, 

it can be con c l u d e d  that w i dowed individuals 65 years of age 

and older are at greater risk of nursing home p l acement than 

are m a r r i e d  individuals or other categories of unmarried 

p e r s o n s .

Retrosp e c t i v e  Study:

The Tj_ - 1^2 c o m p arison of outcomes demo n s t r a t e d  a 9% 

increase in post hospital nursing home utili z a t i o n  rather 

than the projected decrease. A significant number of r e c i d i ­

vists was not found from T^ to T 2 ' an<^ those who were 

recidivists did not enter nursing homes during either T^ or 

T 2 • No significant age difference was found between T^ and 

T 2 groups. From the T^ - T 2 study, it could be co n c l u d e d
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that channelinq increases rather than decreases the u t i l i z a ­

tion of nursing home care for those 65 years of age and older. 

However, such a conclusion should be approached with caution 

for several reasons:

1. Since the nursing home utilization increase

during T  2 was d e m o n strated equally by pilot

and non-pilot groups, unless there was a

"halo effect" from pilot to non-pilot groups, 

the assessment process of the pilot c h a n n e l ­

ing program did not necessarily contribute

to the increase in post hospital utilization 

of nursing homes;

2. Whether a "halo effect" existed, a case can

t ■> m a d e  that d i s c h a r g e  planning as t r a d i ­

tionally practiced by hospital social w o r k ­

ers is, in fact, a form of channeling.

Therefore, a less formalized form of c h a n ­

neling was taking place at St. V i ncent 

Infirmary during both and . If a 

broader defini t i o n  of channeling is employed, 

rather than the g o v e rnmental approach which 

emphasizes the use of an assessment i n s t r u ­

ment, the increase in nursing home u t i l i z a ­

tion cannot be attributed to channeling, and

3. The variable of the state of the economy 

during T-̂  and T 2 was not considered and may 

be contributory.
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According to the A d m inistrator at St. Vincent Infirmary, 

overall utilization of hospital days was down during 1982 

from 1981, elective procedures were less, people were e n t e r ­

ing the hospital with poorer health status, and patients 

were more likely to d e monstrate m u l t i p l e  problems during 

1982. He further stated that staff physicians report a 1982 

decline in office visits. The Admi n i s t r a t o r ' s  findings are 

c onsistent with other hospitals in the state, and there 

appears to be a general consensus among hospital a d m i n i s t r a ­

tors that the changing picture is related to the w o rsening 

economy. Since patients who entered the hospital during 

1982 were "sicker" than those entering in 1981, the d i f f e r ­

ence in health status of h o s p i talized individuals could well 

contribute to the increase in nursing home utilization d e m o n ­

strated during T 2> A more valid c o n c l u s i o n  might

then become as follows: an o r ganized channe l i n g  program

using a formalized assessment instrument does not decrease 

the utilization of nursing homes post hosp i t a l i z a t i o n  c o m ­

pared with traditional d i scharge planning for individuals 

65 years of age and older in need of long term health care.

A compar i s o n  of outcomes and recent hospital

admissions d e m o n strated no statistically significant d i f f e r ­

ence in recent hospital admissions between and T 2 patients. 

However, among all patients (n=228) in both and T 2 groups, 

a significant r e l a t ionship was found between outcomes and 

recent hospital admissions (within 3 months prior to the 

admissions being s t u d i e d ) . Of the patients d i s c h a r g e d  from
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the hospital enterinn nursing homes, 96% demonstrated recent 

hospital admissions. From this study of 228 individuals, it 

can be concluded that individuals 65 years of age and older 

in need of long term health care having recent hospital a d ­

m issions are at greater risk of nursing home placement than 

those having no recent hospitalizations.

Number of Interviews with Participants by Social Workers:

No statistically significant difference in the number 

of interviews conducted by social workers with patients and 

families was found between pilot and non-pilot areas, with 

findings of 3.3 and 3.4 average interviews per case r e s p e c t ­

ively. However, on both pilot and non-pilot areas, findings 

d emonstrated slightly more interviews being conducted with 

patients and/or families in need of nursing home placement, 

followed by those needing home health care assistance, and 

then those patients who would be going to extended care 

facilities. From this study of 113 individuals 65 years of 

age and older in need of long term health care, it can be 

concluded that slightly more social work interviews are c o n ­

ducted with individuals needing nursing home placement, 

followed by those needing home health care, and then those 

in need of extended care facility placement.

Time Spent by Social Workers:

No statistically significant difference in the time 

spent by social workers was demonstrated between pilot and 

non-pilot areas with findings of an average of 4.5 and 4.6
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hours respectively. However, it was demonstrated on both 

pilot and non-pilot areas that nursing home placement r e ­

quired slightly more social work time, followed by home health 

care assistance, and then extended care facility placement.

It may then be concluded that with hospitalized elderly in 

need of long term health care, slightly more social work 

time is spent with those needing nursing home placement, 

followed by those needing assistance with arranging home 

health care, and then those needing extended care facility 

p l a c e m e n t .

It was also noted that the minimal difference in time 

spent between the pilot and non-pilot areas with an average 

difference of .1 hour more being spent with non-pilot patients 

appeared to cor r e l a t e  positively with the slightly longer 

(.4 days) average length of stay of the non-pilot patients. 

While sufficient data was not gathered to reach a definitive  

conclusion, it seems fair to speculate that the longer the 

length of stay, the more time is likely to be spent by social 

workers. Findings also indicate that elderly patients in 

need of long term health care have a longer average length 

of hospital stay than the average length of stay of all 

hospitalized patients.

Dis c h a r g e  Delays:

During the three month channeling program, there were 

eleven discharge delays. Six of the delays occurred on the 

pilot areas, and five of the delays occur r e d  on the non-pilot
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areas. None o f  the d i scharge delays appeared to be related 

to the assessment and channeling process. From this study, 

a conclusion may be drawn that with the h o s p i talized elderly 

in need of long term care, neither formalized channeling nor 

traditional social work d i s c h a r g e  planning contribute to 

discharge delays.

Physician Orders:

No significant d i f f e r e n c e  in physicians w r iting orders 

for nursing home placements was found on the pilot and n o n ­

pilot areas. Findings did indicate that physicians at St. 

Vincent Infirmary were more likely to write op e n - e n d e d  orders 

for social work (social work c o nsult or assist with discharge) 

rather than orders for a specific plan to be implemented by 

social workers. Over 70% of the physicians wrote open-ended 

social work orders with "social work consult" being w r itten 

more frequently than "assist with discharge." It may then 

be con c l u d e d  from this study that m o s t  physicians at St. V i n ­

cent Infirmary write o p e n - e n d e d  orders for social work and, 

therefore, do not impose a particular plan of care on elderly 

patients in need of long term care.

When physician orders were w r i tten specifying a plan of 

post hospital care, that o r der was 2 \  times more likely to 

be for nursing home p l a cement than for home health care. In 

all instances w h e n  doctors w r ote orders for home health care, 

patients were discha r g e d  to home health care. In only 68% 

of the cases in whi c h  an order was w r i t t e n  for nursing home 

placement were the patients placed in nursing homes post
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hospitalization. However, a review of the pilot assessments 

completed on patients whose physician had w r itten the order 

for nursino home placement revealed that all those pilot 

patients scored in either "high probability" or "very high 

probability" of nursing home placement. In most instances 

when the social worker and patie n t / f a m i l y  worked out an a l ­

ternate plan of care, the physicians were a g r eeable to the 

alternate plan. Of the patients whose physician had w r i tten 

an order for nursing home placement who chose another option, 

18% elected to return home with home health care, and 9% went 

to extended care facilities. It can be concluded from this 

study that when physicians at St. V i n c e n t  Infirmary write 

specific orders for post hospital health care, they are more 

likely to specifically request nursing home placement. When 

orders are w r itten for nursing home placement, assessments 

performed by social w o r kers indicate that the physician o r ­

ders are appro p r i a t e  to the care needs of the individuals.

It can also be c o n cluded that e l derly patients and families 

do not uniformly follow physician orders for nursing home 

p l a c e m e n t .

A ssessment of Pilot Channe l i n g  Program Participants:

This section presents c o nclusions from information 

gathered from the as s e s s m e n t  instrument administered only on 

the pilot areas of the hospital. Data concerning the fifty- 

one pilot channeling program participants was compiled using 

the major categories of the assess m e n t  instrument and 

organized by final outcomes.



Pilot program participants who entered nursing homes 

post hospitalization were found to be significantly more im­

paired in the category of mental status than were those who 

entered extended care facilities or received home health care 

post hospitalization. Behavioral impairments were found not 

to be significantly d i fferent between nursing home care r e c i p ­

ients and home health care recipients; however, extended care 

recipients exhibited s i gnificantly fewer behavioral i m p a i r ­

ments than did the other two groups. All pilot patients 

exhibiting problem behavior were found to be m o d e r a t e l y  or 

severely confused. The reverse was not true: m o d e r a t e l y  or

severely confused individuals did not necessarily exhibit 

problem behavior. It can then be c o ncluded from this study 

that elderly who are impaired in the area of mental status 

are more likely to enter nursing homes than elderly whose 

mental status is clear. It can also be c o n cluded that h o s ­

pitalized elderly exhibiting problem behavior are, generally, 

modera t e l y  to severely confused, but that moderate to severe 

co n fusion does not n e cessarily lead to problem behavior among 

the hospitalized elderly in need of long term care.

The severity of impairments in activities of daily living 

was found to be greater among patients d i s c h a r g e d  to nursing 

homes than those d i s c h a r g e d  to home health care, although the 

average number of impairments in activities of daily living 

was the same for the two groups. The most severely impaired 

group in activities of daily living was those patients who 

were d i s c harged to exte n d e d  care facilities. However,
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extended care recipients were usually elderly recovering 

from fractures who could expect at least a partial return in 

functioning in activities of daily living within a relatively 

short period of time. It can be concluded that impairments 

in activities of daily living are common in all three o u t ­

come groups with an average of around 5 impairments noted in 

all three groups; that at d i scharge from the hospital, e l d e r ­

ly entering extended care facilities are the most severely 

impaired in ADL, but recovery potential is greater than for 

the other groups; and that nursing home care recipients are 

more severely impaired than are home health care recipients 

in activities of daily living. It can also be c o n cluded from 

the specific impairments found among the three groups that 

nursing home care recipients are most likely to be incontinent, 

extended care recipients are most likely to exhibit imp a i r ­

ments in mobi l i t y  and bathing, and home health care r e c i p i ­

ents are most likely to require assistance in bathing.

All participants in the pilot channeling program, r e ­

gardless of discharge outcomes, demonstrated mult i p l e  medical 

diagnoses. However, patients who were discharged from the 

hospital into nursing homes had diagnoses that were more 

deb i l i t a t i n g  than did the other two groups. It can, the r e ­

fore, be concluded that m u l t i p l e  medical diagnoses are 

chara c t e r i s t i c  of hospitalized elderly in need of long term 

health care, but that recipients of nursing home care are 

more severely impaired by their health care status than are 

home health care or extended care recipients.
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There was a statistically significant differ e n c e  d e m o n ­

strated by elderly who were discharged to nursing home care 

in the need for regular or constant professional monitoring 

of medication and/or assistance needed with m e d i cation m a i n ­

tenance. The nursing home care group was found to require 

more prescription medic a t i o n s  per day than the other two 

groups and were four times more likely to be taking m e d i c a ­

tion that required injection than either of the other two 

groups. It can, therefore, be concluded from this study 

that elderly patients di s c h a r g e d  from uhe hospital into n u r ­

sing homes require more assist a n c e  with m e d i c a t i o n  m a intenance  

and are more likely to require injections than are the other 

two g r o u p s .

Patients discha r g e d  from the hospital into nursing 

homes were found to have slightly more in number and more 

severe impairments in co m m u n i c a t i o n  than were home health 

care recipients. Extended care recipients exhibited no 

severe communi c a t i o n  impairments. From this study of 51 

p a r t i c i p a n t s , it can be concluded that elderly discharged  

from the hospital into nursing homes tend to be slightly 

more impaired in vision, hearing, and speech than those d i s ­

charged from the hospital into home health care.

It was found that informed caretakers perceptions of 

where care could best be provided following h o s p i t a lization 

correlated positively with final outcomes in over 60% of the 

cases studied. Caretakers' perceptions of the ability of 

the patient to be m a n aged at home also correlated positively
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with final outcomes in the majo r i t y  of the cases studied.

In addition, it was found that patients who were i n s t i t u t i o n ­

alized post hospitalization, whether in nursing homes or 

extended care facilities, were more likely to have no c a r e ­

taker available than were those patients who were discharged  

to home health care. Concl u s i o n s  can then be reached from 

this study that most caretakers can and will accurately p r e ­

dict where post hospital care should be provided for their 

respective hospitalized elderly, and w h e t h e r  their patient 

can, in fact, be managed in the home. This study did not 

attempt to ascertain the impact of caretakers' perceptions 

themselves on final outcomes, but simply to establish the 

corre l a t i o n  between caretakers' perceptions and final d i s ­

charge outcomes. It can also be c o n cluded from this study 

that elderly individuals i n s titutionalized post h o s p i t a l i z a ­

tion are more likely to have no c a retaker available than are 

those elderly discha r g e d  from the hospital into home health 

c a r e .

According to the combined categorical findings of the 

a ssessment instrument, all (100%) of the patients receiving 

post hospital nursing home care were in need of nursing home 

care. It can, therefore, be c o ncluded from this study that 

no pilot patients were i n a p p r o priately placed in nursing 

homes. One-third of the patients d i s c h a r g e d  into home health 

care scored in nursing home range. Whi l e  it can be concluded 

from this study that at least two-thirds of the patients r e ­

ceiving home health care were approp r i a t e l y  placed, it cannot
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necessarily be concluded that one-third of that g r o u p  was 

inappropriately placed. Patients scoring w i t h i n  nursing home 

range and receiving home health care were g e n e r a l l y  found to 

have unusual personal and/or family strengths, to be a d a m a n t ­

ly opposed to nursing home placement, or both. These find­

ings would suggest that if individuals possess unusual 

personal and/or family strength, are a d a mantly opposed to 

nursing home care, or both, utilization of post-hospital home 

health care may be appropriate. All pilot patients placed in 

extended care facilities scored within nursing home range. 

Since Medicare guidelines for admission to extended care 

facilities are stringent, placements were, no doubt, a p p r o ­

priate. From this study, it may then be con c l u d e d  that users 

of extended care facility beds will in some c a t e gories assess 

as being in need of nursing home care at the time of discharge 

from the hospital.

The follow-up telephone survey conducted with both 

pilot and n o n-pilot groups by a graduate student in field 

placement at St. V i n c e n t  Infirmary found that three months 

post hosp i t a l i z a t i o n  the majority (85%) of elderly patients 

discharged to home health care were continuing to live in 

their own homes or the homes of relatives. In addition, 5% 

had been placed in a nursing home, and 10% were deceased.

It can, therefore, be c o ncluded that d i s c h a r g e  to home health 

care was appro p r i a t e  in meeting the needs of that group. Of 

the patients surveyed receiving post hospital nursing home 

care, 30% v/ere still in nursing homes 3 months post discharge,
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20% had returned hoire, and 50% were deceased. A conclu s i o n 

cannot be reached from the telephone survey living status 

findings regarding the a p p r o p r iateness of nursing home p l a c e ­

ment for that patient group.

The telephone survey found that 75% of the participants 

polled received the post hospital care option which they 

preferred, and that 90% of those receiving a form of p o s t ­

hospital care not preferred cited their health status as 

requiring a d i fferent form of care. From the survey, it can 

be concluded that post hospital care received was care p r e ­

ferred by recipients, recognized as needed by recipients, or 

both. In addition, the survey found that 93% of those polled 

v/ere satisfied with the care they received following h o s p i t a l ­

ization. It may, then, be c o ncluded that the care received 

following h o s p i t a l i z a t i o n  was satisfactory to recipients of 

c a r e .

Survey findings regarding the d i scharge planning and 

channeling processes themselves were varied. Responders most 

likely to feel uninformed, left out of the d e c i s i o n-making 

process, and least satisfied with social work assist a n c e 

were participants in the pilot channeling program. Outcome 

differences in nursing home care or home health care were 

not as significant in terms of negative process responses as 

was whether the responder was a pilot or non-pilot group 

participant. Since hospital records of all participants in­

d icate that information was given by social workers regarding 

post hospital care o p tions a v a ilable to patients and families
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and that traditional social work practice of consulting with 

patient family was followed with both pilot and non-pilot 

groups, it can only be concluded that implementation of a 

formalized channeling program using a standardized a s s e s s ­

ment instrument impacted negatively on p a r t i c i p a n t s ' p e r c e p ­

tions of involvement in the process and on satisfaction with 

social work assistance.

CONCLUSIONS REGARDING

CH A N N E L I N G  PROGRAM ASSUM P T I O N S  AND OBJECTIVES

Concl u s i o n s  relating to program assumptions can be 

drawn from the findings of this study.

1. A s s u m p t i o n : The use of a standardized 

instrument w o uld result in increased 

accu r a c y  and c o n s i s t e n c y  of assessment.

F i n d i n g : A c c u r a c y  and c o n sistency of

assessments were found to be compar a b l e 

between pilot and non-pilot groups 

based on consi s t e n c y  of outcomes between 

pilot and non-pilot groups.

C o n c l u s i o n : The use of a standardized

instrument is no more accurate or c o n ­

sistent than traditional social work 

a s s e s s m e n t s .

2. A s s u m p t i o n : Thorough formalized a s s e s s ­

m ent of client functioning would increase 

the a p p r o p r i a t e  utilization of long term 

h ealth care services.
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F i n d i n g : No statistically significant

difference was found between pilot and 

non-pilot groups in the utilization of 

long term health care services. A p p r o ­

priate service utilization was d e m o n ­

strated on pilot areas. Outcomes were 

compar a b l e  on pilot and non-pilot areas. 

C o n c l u s i o n : Formalized assessments do

not increase a p p ropriate utilization of 

long term care services compared to 

traditional professional social work 

p r a c t i c e .

3 i. A s s u m p t i o n : The process of an in-depth

formalized assess m e n t  by a social worker 

using an assess m e n t  instrument would in­

crease p a t i e n t / f a m i l y  involvement in the 

deci s i o n - m a k i n g  process.

F i n d i n g : Pilot program participants felt

less involved in the d e c ision-making 

process than did non-pilot participants. 

C o n c l u s i o n : A formalized assessment in­

strument dec r e a s e s  the patient/family 

perception of involvement in the d e c i s i o n ­

making process compared to traditional 

social work practice.

4. A s s u m p t i o n : C o m p r e h e n s i v e  formalized

assessments by social workers would
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decrease the number of premature nursing 

home placements being initiated by 

p h y s i c i a n s .

F i n d i n g : Mo evidence of premature n u r ­

sing home placements being initiated by 

physicians was demonstrated in this study. 

C o n c l u s i o n : No conclu s i o n  can be reached

on the impact of formalized social work 

assessments on premature physician- 

initiated nursing home placements from 

this study.

5. A s s u m p t i o n : Use of a standardized in­

strument with uniform criteria would 

decrease the frequency and degree of 

subjective judgment.

F i n d i n g : O u t come c o m p a r a b i l i t y  between 

pilot and non-pilot groups and hospital 

records of both groups did not indicate 

that subjective judgment was used in 

traditional social work assessments. 

C o n c l u s i o n : No conclu s i o n  can be

reached from this study on the impact 

of standardized assessments on s u b ­

jective judgment.

6 . A s s u m p t i o n : Subjective judgment had 

previously impacted negatively on the 

a p p ropriate u t i lization of long term 

care services.
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F i n d i n g : - T 2 studies did not support

that subjective judgment had been used 

previously or impacted negatively on 

appropriate utilization of long term care 

s e r v i c e s .

C o n c l u s i o n : Subjective judgment did not

previously impact negatively on the 

ap propriate u t ilization of long term care 

s e r v i c e s .

7. A s s u m p t i o n : Implementation of a c o m p r e ­

hensive and c o n s i s t e n t  assessment program 

conducted by social workers would increase 

the impact of social work in d i scharge  

planning decisions.

F i n d i n g : No d i f f e r e n c e  was found between

pilot and non-pilot areas in physicians' 

writing op e n - e n d e d  orders for social work. 

C o n c l u s i o n : The kind of social work

assessment process practiced does not 

affect the impact of social work on 

d i s charge planning decisions.

8 . A s s u m p t i o n : A s s e s s m e n t  of mental func­

tioning, social resources, and activities 

of daily living, as well as physical 

functioning is necessary for appropriate 

utilization of long term health care 

s e r v i c e s .



F i n d i n g : Assessment of the above

factors was demonstrated formally or 

informally on both pilot and n o n ­

pilot areas and found to impact on 

appropriate utilization of long term 

health care services.

C o n c l u s i o n : Assess m e n t  of mental

functioning, social resources, and 

activities of daily living, as well as 

physical functioning is necessary for 

a p p ropriate utilization of long term 

health care services.

A s s u m p t i o n : St. V i ncent Infirmary

patients were previously inappropriately 

placed in nursing homes.

F i n d i n g : - T 2 studies did not

support the assumption of previous 

inappropriate placements. Inappropriate 

placements were not in evidence during 

the 1981 time study.

C o n c l u s i o n : Alth o u g h  this study does

not support the assumption of previous 

i nappropriate nursing home placements, 

the time and number limitations of the 

studies prohibit a d e f i n i t i v e  

conclu s i o n  being reached.
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10. A s s u m p t i o n : Meeds for long term health

care services were not being a p p ropriately 

assessed or identified prior to the im­

plementation of the pilot channeling 

p r o g r a m .

F i n d i n g : Neither the T ^ studies nor

the concur r e n t  non-pilot study support 

that the pilot channe l i n g  program resulted 

in more a p p r o p r i a t e  assessment and i d e n t i ­

fication of needs for long term health care 

services. T-̂  - studies do not support 

a previous lack of a s s e ssment of needs for 

long term health care services.

C o n c l u s i o n : Needs for long term health

care services have been assessed and 

identified a p p r o p r i a t e l y  prior to the 

implementation of the pilot channeling 

p r o g r a m .

C o nclusions regarding object i v e s  of the pilot channeling 

program are as follows:

1. O b j e c t i v e : To utilize uniform criteria 

in assessing the long term care needs of 

the hos p i t a l i z e d  elderly.

C o n c l u s i o n : U n i f o r m  criteria were used

in assessing the care needs of the h o s ­

pitalized elderly. The obj e c t i v e  was met.
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2. O b j e c t i v e : To match services used to

the identified needs of the clients.

C o n c l u s i o n : Services were matched to 

the identified needs of the clients.

The o b jective was met.

3. O b j e c t i v e : To document the need for

long term care services which did not

exist or were in short supply.

C o n c l u s i o n ; Documen t a t i o n  of d i scharge 

delays resulting from the shortage of 

extended care facility (Medicare) beds 

was forwarded to the State Utilization 

Review Office. The o b jective of d o c u ­

menting the need for long term care 

services which did not exist or were

in short supply was partially met.

4. O b j e c t i v e : To increase client/family

p artici p a t i o n  in the d e cision-making 

process involved in the utilization of 

long term health care.

C o n c l u s i o n : Perception of involvement 

in the deci s i o n - m a k i n g  process was 

decreased. The o b jective was not met.

5. O b j e c t i v e : To expand the role of social

work by strengthening the discharge 

p lanning process.

C o n c l u s i o n : The role of social work was 

not affected. The ob j e c t i v e  was not met.



158 .

With the exception of the first objective, when o b j e c t ­

ives were met or partially met by the pilot channeling 

program, those objectives were also met in the non-pilot 

a r e a s .

Conclusions Regarding Hospital Social Work Practice:

Based on the findings and c o n clusions presented in 

Chapters 3 and 4, additional conclusions can be drawn c o n ­

cerning hospital social work practice.

1. Professional hospital social workers 

accurately assess post hospital care 

needs with or w i t h o u t  a standardized 

assessment tool.

2. The rel a t i o n s h i p  b e tween hospital 

social workers and their clients may 

be negatively affected by the use of 

a standardized assess m e n t  instrument.

3. Professional hospital social workers 

are effective p r actitioners in a s s e s s ­

ing needs for post hospital long term 

care services and in assisting in 

linking clients with those services 

through the use of traditional social 

work practice.

4. When professional social workers are 

employed by hospitals and participate 

as discharge planners, use of a s t a n d ­

ardized assess m e n t  instrument adds
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cost, has potential negative impact on 

relationships, and does not increase 

accuracy in either assessments or 

utilization of post hospital health care 

s e r v i c e s .

THE IMPACT OF FINDINGS AND C O NCLUSIONS ON PROGRAM PLANNING 

Outcome and process findings d e m o n strated no s i g n i f i ­

cant difference between pilot and non-pilot areas of the 

hospital. However, the survey of participants hospitalized 

on pilot and non-pilot areas revealed a negative impact of 

the formalized channeling p r o gram in terms of perceptions of 

involvement, perceptions of having been given complete in­

formation regarding care options, and satisfaction with 

social work assistance. The pilot channeling program was 

found to c o nsume more clerical time and involved an increase 

in time spent on paperwork for social workers but did not 

increase patient care time. Although the Department of 

Social Service was prepared to implement a formalized c h a n ­

neling program throughout the hospital, findings and c o n c l u ­

sions drawn from the findings did not support hospital-wide 

implementation of a formalized channe l i n g  program. While 

valuable data was obta i n e d  from the channeling pilot program, 

it was determined such data can be obta i n e d  through random 

sampling or pilot programs and does not justify hospital- 

wide program implementation. Utili z a t i o n  of the department's 

secretary for routine tasks previously performed by social 

workers was found to be of assistance to social workers in
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releasing them for more patient care time. It was decided 

to continue to use the secretary for those tasks which she 

had assumed during the pilot channeling program. As a re­

sult of the findings and conclusions drawn from the pilot 

channeling program, the Depart m e n t  of Social Service at 

St. Vincent Infirmary returned with renewed vigor to the 

traditional social work processes of a s s e ssment and a s s i s t ­

ing the elderly in need of post hospital long term health 

c a r e .

It seems fitting to close this section with an excerpt 

from the quarterly report of the State of Arkansas pilot 

channeling program from the months of June, July, and 

August 1982. "Of the 210 clients who requested nursing home 

service, 205, or 98%, were assessed at three different 

levels of nursing home care. Only 5 clients (2%) were d i ­

verted from their request of nursing home care to alternative 

care. Twelve clients (2%) of those requesting alternative 

services were assessed at nursing home care levels. This 

reinforces the theorv that even the client, by his own 

request, has self-assessed his c o ndition fairly accurately."

RECOMMENDATIONS

Even though this study contains evaluative components 

as well as d e scriptive and practic e - f o c u s e d  components, it 

seems appro p r i a t e  to again note an o b s e r v a t i o n  from the 

review of the literature in Chapter 1: the number of e v a l ­

uative studies with the elderly remains limited, and the 

need for such studies continues. The need for utilization
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of evaluative research findings in public policy decision  

making is crucial. Findings and implications from findings 

c o n tained within this paper could provide useful information 

to policymakers involved in decis i o n  ma k i n g  regarding a p p r o ­

priate utilization of long term health care services by the 

nation's elderly. Today's governmental channe l i n g  programs, 

w h ether federal, state or local, e m p hasize the use of 

s tandardized a s s e ssment instruments for all recipients of 

public funds to det e r m i n e  needs. No all o w a n c e  has been made 

for programs already in place which may, in fact, already be 

assessing and channeling effectively. One such program, as 

d e m o n s t r a t e d  by this study, is the use of professional social 

w o r kers by hospitals to assist hosp i t a l i z e d  elderly in 

ass e s s i n g  their needs and then assisting in linking those 

elderly to the a p p r o p r i a t e  services. The c u r rent channeling 

model w h ich creates additional a s s e s s m e n t  teams and demands 

utili z a t i o n  of assess m e n t  instruments is costly and a d u p l i ­

cation of services being provided by professional hospital 

social workers.

Given the dis c h a r g e  delays related to the lack of 

ava i l a b i l i t y  of extended care facility beds in the Central 

Arkansas area, it seems appr o p r i a t e  to recommend additional 

study of hospital di s c h a r g e  delays related to extended care 

facility beds with a focus on exp a n s i o n  in the numbers of 

such beds if additional study so indicates. Findings from 

this study regarding the d i s p r o p o r t i o n a t e  utili z a t i o n  of 

extended care facility beds by blacks indicate additional 

study in extended care facility bed util i z a t i o n  by minorities.



16 2 •

Findings from this study indicate that the hospitalized 

elderly are being a p p ropriately channeled into nursing home 

care, extended care, and home health care with the assistance 

of professional social workers. Maint e n a n c e  of all three 

care options is recommended to afford long term health care 

in an unrestricted home e n vironment and institutional long 

term health care for those whose care needs require i n stitu­

tional placement beyond hospitalization.

Obtaining home health care in rural areas of the State 

was d e c idedly more difficult than obtaining home health care 

in the m e t r o p o l i t a n  area. Expansion of home health care in 

rural areas of the State appears to be indicated. No s h o r t ­

age in the a v a i l ability of home health care was found in the 

m e t r o p o l i t a n  area.

This study indicates that use of a formalized assessment 

tool with the hospitalized elderly d e creases their s a t i s f a c ­

tion with social work assistance, decreases their perceptions 

of involvement in the disch a r g e - p l a n n i n g  process, and in­

creases their percep t i o n  of being uninformed of care options. 

When the above factors are a consideration, use of an i n s t r u ­

ment is not recommended. Use of an instrument does limit 

the time spent in d i s c u s s i o n  of the client's situation with 

the client.

The preceding process findings, coupled with the pilot/ 

non-pilot o u tcome findings leads to the final recommendation. 

When professional hospital social workers are available to 

a ssist the elderly in assessing their needs and to assist
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them in linkina with agencies appropriate to meet their 

needs, implementation of a formalized channeling program 

using an assessment instrument is not recommended.

"Effective communi c a t i o n  is widely recognized as the 

key to understanding another human being and is a basic 

objective of social work practice. A large part of most  

social workers' time is spent in d i a l o g u e ... that will provide 

the basis for further d i s c u s s i o n ^  It may well be that 

the use of the assessment tool interferred with dialogue  

and discussion, thereby damaging the wo r k e r / c l i e n t  r e l a t i o n ­

ship. The open-e n d e d  traditional social work assessment  

allows enough flexibility to engage in informal c o n v e rsation 

which aids in the establi s h m e n t  of rapport yet requires no 

more time than the instrument used in this study and p r o ­

duces comparable results. It may then be that traditional 

social work practice with the elderly in need of p o s t ­

hospital long term health care services offers effective 

channeling in a perceptibly caring way.
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I see you, old woman. I see the YOU, not the old. In
your eyes I read the story of the years, of the pain, the
sweet delights, the tender pain. I see you, Woman, know 
your femininity, your graceful movements, your healing 
t e n d e r n e s s .

. . . If I see you, if I can feel your pain, if I can
know your joy, you are not alone. You are not a small "i"
far away like a stringless kite.

. . . Look at me, Woman, as I look at you. See. . .
we know each other; we are part of the same rainbow. Your 
colors flow into mine; mine fade into yours. We are the 
same c o mbination of sun and rain and reflection of life.

There are those who look at you and say, "She is 
childish." But I view you and I say "She is child-like."
To be childish is to be petulant, temperamental, unwilling 
to endure frustration or p u n i shment or mi s e r y  of any kind.
But the slashes which make p a r entheses around your mouth 
show pain long endured and seldom vocalized. Your eyes bear 
imprints of tears shed and sorrow felt. . . . There are 
traces of laughter, and in your age and your tiring body 
there still resides the child who can awake to wonder and to 
the m i r a c l e  of a light whi c h  is just beginning to trace gold 
lines on the wall of a room.

. . . Old Woman, I do see the you that was and the you 
that is. . . . I see you in the nursery rhyme. You still 
remember it, "There was an old wom a n  who lived in a shoe. ."

It wasn't exactly a shoe you lived in, but it seemed 
crowded like one when the c h i l d r e n  were young. . . . But 
now you are an old woman. And the shoe is empty. . . .  No 
sound in the house. Just an old wom a n  and an empty shoe.

You still have so many chil d r e n  you don't know what to
do. Mainly because each child has the solution to your old
age. And no solution fits you, any more than someone else's 
shoe can match your foot. Each child wants to uproot you, 
place you in a new shoe, in one w h ich has not softened to 
your shape with the passing years.

. . . You will not wither in total loneliness. . . s o l i ­
tary, away. My hands and those of people around me will 
reach for you in the d u ngeon of your alienation, will lift 
you, carefully, into the slanted sunlight of our lives.

Our fires will bring you warmth; our c o m p a n i o n s h i p  will 
give you sustenance. We will wid e n  our circles. . . We 
will open doors and invite you into the room-bri g h t n e s s  of 
our lives.

I see you, old woman. But even as I look, your face 
turns into my own. We stand at o p p o s i t e  ends of the same 
long corridor, reflecting the image of one a n o t h e r .1



1b . K. Smith,

FOOTNOTE

Aging in A m e r i c a , (Boston, 1973), p. 192.
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ACT 380 OF 1981 

"AN ACT TO DIRECT ALL STATE AGENCIES WHICH A D M I N ­

ISTER FUNDS FOR LONG TERM CARE SERVICES TO DEVELOP 

A COORDINATED AND ACCESS I B L E  NETWORK OF LONG TERM 

CARE AND RELATED C O M M U N I T Y - B A S E D  SERVICES, AND 

FOR OTHER PURPOSES."

WHEREAS, the State of Arkansas holds the long term care 

needs of its citizens as a primary concern, and recognizes 

the development of a c o ordinated and accessible network of 

long term care and related communit y - b a s e d  services as 

essential in assuring referral to appropriate services and/ 

or in preventing premature institutionalization; and

WHEREAS, several d i fferent agencies and departments 

within State govern m e n t  cur r e n t l y  administer funds related 

to long term care (primarily the Arkansas Department of 

Health, the Division of Social Services and the Office on 

Aging and Adult S e r v i c e s ) ,

NOW THEREFORE,

BE IT ENACTED BY THE G E N ERAL ASSEMBLY OF THE STATE OF ARKANSAS: 

SECTION 1. Definitions. For the purposes of this Act 

the following words and phrases shall have the meanings 

r espectively ascribed to them unless the context clearly 

indicates otherwise:

(1) "Committee" means that Joint Interim Committee 

specifically appointed by the Legislative Council to whom 

the State agencies in the Long Term Care Network will report 

the progress of this effort.



160 .

(2) "State Agencies" means the Arkansas Department of 

Health, the Division of Social Services, the Office on Aging 

and Adult Services and any other State Agency which a d m i n i s ­

ters funds for long term care and related c o m m u n i ty-based 

s e r v i c e s .

(3) "Long term care and related comm u n i t y - b a s e d  

services" means preventive, diagnostic, therapeutic, r e h a b i l i ­

tative and m a i n t e n a n c e  services a v ailable in the home and a 

variety of protected environments, including institutions, 

provided to persons, regardless of age, whose capabilities 

have been impaired by physical, mental or emotional 

d i s a b i l i t y .

SECTION 2. The State Agencies w h ich administer funds 

for long term care shall work together to achieve a c o o r d i ­

nated and accessible network of long term care and related 

c o m m u n i ty-based services, utilizing an o r d e r l y  and effective 

inter-agency referral system. The State Agencies shall 

d e velop procedures and guidel i n e s  to assure that coo r d i n a t i o n  

between State Agencies in the long term care network will 

take place. Non-State agencies will be encouraged to p a r t i ­

cipate in the long term care network. Any non-State agency 

which receives State funds related to long term care services 

will be required to abide by the policies and procedures of 

the long term care network.

SECTION 3. The State Agencies will work out formalized 

agreements among themselves that will set forth all the e l e ­

ments of this plan.
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SECTION 4. The State Agencies will carry out a public 

information campaign to inform the citizens of Arkansas about 

this network of services.

SECTION 5. State Agencies will establish a d e m o n s t r a t i o n 

project in a limited number of counties in order to develop 

a c o m prehensive long term care assessment system. This p r o j ­

ect will d e v elop the role of Assessment Agencies for the long 

term care network. These Assess m e n t  Agencies will not be e n ­

gaged in the provision of services, but will perform an 

assessment function to m e a sure the client's total needs in 

order to refer the client to the a p p ropriate level of care 

a v a i l a b l e .

SECTION 6 . The State Agencies will collect and report 

manage m e n t  and c a s e l o a d  information to the a p p ropriate  

Legislative Com m i t t e e  on a quarterly basis. Each agency will 

identify to the Com m i t t e e  all Agency funds and personnel 

involved in the delivery of long term care and related 

c o m m u n i ty-based services.

SECTION 7. The State Agencies will d e v e l o p  a plan for 

training home health aide providers.

SECTION 8 . The D e p a rtment of Health, the Division of 

Social Services, the Office on Aging and Adult Services and 

any other State Agency which administers funds and a p p r o p r i a ­

tions for long term care and related c o m m u n i t y - b a s e d  services 

shall have the authority to transfer such funds and a p p r o p r i a ­

tions b e tween themselves in such amounts as they d e e m  necessary 

to carry out the intent of this Act. Such transfers are to be
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made, upon the request of such State Agency, but only after 

having sought and received the advice of the Committee, by 

the Chief Fiscal Officer of the State.

SECTION 9. All laws and parts of laws in conflict h e r e ­

with are hereby repealed to extent of such conflict.

SECTION 10. The provisions of this Act shall be s e v e r ­

able, and, if any phrase, clause, sentence, paragraph or 

section of this Act is held invalid, the same shall not effect 

the remaining portions of this Act.

SECTION 11. Emergency Clause. It is hereby found and 

determined by the General Asse m b l y  thac the d e v e l o p m e n t  of 

a coordinated network of long term care and community-based 

services is essential to the health and welfare of the people 

of this State, and that immediate steps toward implementation 

of the provisions of this Act are necessary to establish this 

coordinated network without undue delay. Therefore, an 

emergency is hereby declared to exist and this Act being 

necessary for the immediate p r e s e rvation of the public health 

and welfare shall be in full force and effect from and after 

its passage and approval.
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ASSESS M E N T  INSTRUMENT



Mow, I'd like to ask a few questions to test your memory. 
These are the kinds of questions that some people know the 
answer to and some people don't.

What is today's d a t e ? .......................... CORRECT 01
NOT CORRECT 00

______________________________________________________  NOT ANSW E R E D  99

What is the month n o w ? ........................CORRECT 01
NOT C O RRECT 00

______________________________________________________  NOT ANSWERED 99

What is the y e a r ? ............................... CORRECT 01
NOT CORRECT 00

______________________________________________________  NOT ANSWERED 99

How old are y o u ? ............................... CORRECT 01
NOT CORRECT 00

_______________________________________________________ NOT ANSWERED 99

In what month were you b o r n ? ................. CORRECT 01
NOT C O RRECT 00

______________________________________________________  NOT ANSWERED 99
(Check from first page)

In what year were you b o r n ? .................. CORRECT 01
NOT CORRECT 00

_______________________________________________________ NOT ANSWERED 99
(Check from first page)

What is the name of this p l a c e ? ...............C O R RECT 01
PROBE: Does this place have a name? NOT C O R RECT 00

______________________________________________________  NOT ANSWERED 99
(Home, Name of Institution, Room, etc., 
are typical of correct responses)

Where is this place l o c a t e d ? ................C O RRECT 01
NOT CORRECT 00

_______________________________________________________ NOT ANSW E R E D  99
(Address, City, Town, Street, Name of 
Institution are typical of correct responses)
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What xs the name of the President of 
the U . S . ? ..................................

(Reagan is correct)

CO R R E C T  01
NOT C O R R E C T  00
NOT A N S W E R E D  99

Who was the President before this one?

(Carter is correct)

C O R R E C T  01
NOT C O R R E C T  00
NOT ANSWE R E D  99

Incorrect Responses: TOTAL CORRECT

1-3 Low disor i e n t a t i o n  
4-6 M o d erate/High 
7+ Severe

Interviewers Rating (Optional) of 
mental d i s o r ientation

Low
Moderate
High

PATIENT NAME
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ACTIVITIES OF  DAILY LIVING

Scale

This scale is designed to m e a sure the client's c u r rent state 
of functioning, not the interviewer's estima t i o n  of what is
n e e d e d .

00 - Functions about a v e rage or better, mana g i n g  independently.
01 - Beginning to have some problems with the function; may

need occasional help.
02 - Mild but c o n t inuing problems with the function; needs

limited but regular a s s i s t a n c e  in order to carry on.
03 - Mode r a t e  problems with the function; needs regular

a s s i s t a n c e .
04 - Several problems with the function; needs continuous

assistance, care and supervision.

Scoring = Functional rating x care rating (i.e., 02 x 02 = 04)

Score results - (0-4 = low; 5-8 = moderate; 9-12 = high)

Please rate the statement that m o s t  a p p r o p r i a t e l y  reflects 
your present condition. Interviewer should probe briefly 
for nature of problem.

BATHING

Do you have any problems in taking a bath?

None at a l l .
Need occasional help due to some minor physical 
p r o b l e m s .
Need limited a s s i s t a n c e  due to contin u i n g  
physical problems.
Need regular a s s i s t a n c e  and occasional supervision 
due to nature of physical or mental problems.
Need contin u o u s  assistance, care and supervision 
in order to bathe.

Level of Care Provided

How often do you get h e l p  w i t h  bathing now?

Helper ava i l a b l e  now whenever necessary. 
Helper ava i l a b l e  now some of the time. 
Helper a v a i l a b l e  on o c c asions or seldom.
No help available.

SCORE

Functional
Rating

00
01

02

03

04

Care
Rating

00
01
02
03

Rela t i o n s h i p  of person providing help
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DRESSING

Functional
Rating Do you get help with dressing now?

00 None at all.
01 Need occasional help due to some minor

physical problems.
02 Need limited assist a n c e  due to continuing 

physical problems.
03 Need regular assistance and occasional 

s upervision due to nature of physical or 
mental problems.

04 Need contin u o u s  assistance, care and
supervision in order to dress.

Level of Care Provided

Care
Rating How often do you get help with dressing now?

00 Helper ava i l a b l e  now whenever necessary.
01 Helper a v a ilable now some of the time.
02 Helper a v ailable on occa s i o n  or seldom.
03 No help available.

SCORE:

Relationship of person providing help



USIMG TOILET

Func tional
Rating Do you get help with using toilet now?

00 None at all.
01 Need occasional help due to some minor

physical problems.
02 Need limited assistance due to continuing 

physical problems.
03 Need regular assistance and occasional 

supervision due to nature of physical or 
mental problems.

04 Need continuous assistance, care and
s upervision in order to go to the toilet.

Level of C a r e  Provided

Care
Rating Do you get help with using the toilet now

00 If yes, how often is helper available?
01 At all times necessary.
0 2 Some of the time.
03 Occa s i o n a l l y  or very little.

SCORE:

Rela t i o n s h i p  of person providing help



EATING

Functional
R a t i n g   How well are you able to eat your meals

00 Need no help/independent.
01 Need occasional help when eating.
02 Need limited assistance when eating.
03 Need regular assistance and occasional

supervision when eating.
04 Need continuous assistance, care and

supervision when eating.

Level of Care Provided

Care
Rating How often do you get help with eating?

0 0 Help available whenever necessary.
0 1 Help available some of the time.
0 2 Help ava ilable on occasions or seldom
03 Help not avail a b l e .

SCORE:

Rela t i o n s h i p  of person providing help
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MOBILITY

F u n c t i o n a 1 
Rating How c a p able are you of moving about without 

a cane or walker?

00 Do not need walking aids/independent.
01 Need occasional help.
02 Need limited assistance due to continuing

p r o b l e m s .
03 Need regular assist a n c e  and occasional s u p e r ­

vision when trying to get around.
04 Need continuous assistance, care and s u p e r ­

vision - no mobility.

Level of Care Provided

Care
Rating

00
01
02
03

How often do you get help when you wish to 
get around?

Help a v ailable whenever necessary.
Some of the time.
On occasions or seldom.
No help available.

SCORE:

Relationship of person providing help
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CONTINENCE

Functional 
 Rating

00
01

02

03

04

Do you have any control problems when 
either urinating or d e f ecating?

Needs no help at all (compl 
Need occasional help due to 
bowel accidents.
Need limited as s i s t a n c e  due 
bladder/bowel control probl 
Need regular a s s i s t a n c e  and 
vision d u e  to incontinence 
Need co n t i n u o u s  assistance, 
vision in order to perform  
f u n c t i o n s .

etely i n d e p e n d e n t ) . 
periodic bladder/

to continuing 
e m s .
occasional s u p e r ­

problems .
care and s u p e r ­

bladder/bowel

Level of Care Provided

Care
Rating Are you p r esently receiving help with catheter

or ostomy care?

0 0 Helper a v a i l a b l e  now whenever necessary.
0 1 Helper a v a i l a b l e  now some of the t i m e .
0 2 Helper ava i l a b l e  on o c casions or seldom.
03 No help available.

SCORE:

R e l a t ionship of person providing help
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INSTRUMENTAL ACTIVITIES OF DAILY LIVING

Scoring Categories on Need: 0 - 1 = Low
2 - 4 = Moderate 
5 - 6 = High 

9 = Severe

TELEPHONE

Functional
Rating How well can you use the telephone?

00 W i thout any help.
01 Some assistance required.
02 Regular assistance and some s u pervision required.
03 Unable to use phone.

Care
Rating How often is a helper available?

00 At all times necessary.
01 O c c asionally/Often.
02 Some of the time/Seldom.
03 No person a v ailable to help.

SCORE:

R el a t i o n s h i p  of person providing help

TRANS P O R T A T I O N

Functional
Rating How well can you get to places out of walking 

distance?

00 Can get around without help.
01 Can get around but a s s i s t a n c e  is required at times.
02 Regular assist a n c e  required.
03 Is not able to get around; need someone else to

do i t .

Care
Rating How oft e n  is a helper available?

00 At all times necessary.
01 Occasionally/often.
02 Some of the time.
03 No one available.

SCORE:

R e l a t i o n s h i p  of person providing help
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SHOPPING

Functional
Rating How well can you do your own shopping?

00 Can do shopping without help.
01 Can do shopping but usually need some help.
02 Regular assist a n c e  required in shopping.
03 C annot do shopping independently at a l l .

Care
Rating How often is a helper available to assist you?

00 At all times necessary.
01 O c c a s i o n a l l y / O f t e n .
02 Some of the time.
03 No one available.

SCORE:

R e l a t ionship of person providing help

M EAL PREP A R A T I O N

Functional
Rating How well are you able to prepare your own meals?

00 Can prepare meals w i thout any as s i s t a n c e .
01 Some a s s i s t a n c e  required.
02 Regular a s s i stance required.
03 Unable to prepare meals.

Care
Rating How often is a helper available to assist you?

00 At all times necessary.
01 O c c a s i o n a l l y / O f t e n .
02 Some of the time/Seldom.
03 No person a v ailable to help.

SCORE:

Rela t i o n s h i p  of person providing help

What do you normally eat for breakfast?

What do you normally eat for lunch? 

What do you normally eat for dinner?
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H O U S E W O R K

Functional
Rating How well can you do your own housework?

00 Can do own housework/independent.
01 Some assistance required.
02 Regular assistance required.
0 3 Unable to do any h o u s e w o r k / D e p e n d e n t .

Care
Rating How often is a helper available to assist you?

00 At all times necessary.
01 Occasion a l l y / O f t e n .
02 Some of the time/Seldom.
03 No one available.

SCORE:

R e l a t i o n s h i p  of person providing help

YARD/HOME REPAIR

Functional
Rating How well can you do your yard work and home

repair?

00 Can do work independently.
01 Some as s i s t a n c e  required.
02 Regular assist a n c e  required.
03 Unable to do any yard work or home repairs.

Care
Rating How often is someone a v ailable to assist you?

00 At all times necessary.
01 Occasionally/Often.
02 Some of the time/Seldom.
03 No one available.

SCORE:

Rela t i o n s h i p  of person p r oviding help



182 .

LAUNDRY

Functional
Rating How well can you do your laundry independent

of help?

00 Can do laundry w i t h o u t  any assistance.
01 Some assistance required.
02 Regular assistance required.
03 Unable to do laundry without total help

and supervision.

Care
Rating How often do you have help in doing laundry?

00 At all times necessary.
01 Occasionally/Often.
02 Some of the time/Seldom.
03 No one available.

SCORE:

R elationship of person providing help

LE G A L / A D M I N I S T R A T I V E

Functional
Rating How well can you manage your money and other

personal business?

00 Without any assistance.
01 Some assistance required.
02 Regular assist a n c e  required.
03 Unable to m a n a g e  independently.

Care
Rating How often do you have someone h e l p  you manage

your personal business?

00 At all times necessary.
01 O c c a s i o n a l l y / O f t e n
02 Some of the time/Seldom.
03 No one available.

SCORE:

R e l a t ionship of person providing help

TOTAL SCORE:
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PROBLEM BEHAVIOR INDEX

Does client exhibit following behavior? (To be answered by 

informant or social worker in absence of an informant.)

Absent Mildly Modera t e l y  Severely NA D o n 11 Know

Wandering 0 1 2 3 99 00

Abusive/ 0 1 2 3 99 00
A ggressive/
Disruptive

Delusions/ 0 
H a l l u cinations

99 00

Rel a t i o n s h i p  of informant to client

M e d i c a t i o n  A d m i n i s t r a t i o n  Rating

No m e d i c a t i o n s  or s e l f ­
a dministered with no 
help needed

M o n i toring needed less 
than weekly by caretaker

00

01

= Low

Professional m o n i t o r i n g  
needed less than weekly 02 = Moderate

Regular professional (R.N. 
or L.P.N.) monitoring 
needed

C ons t a n t  professional 
m onito r i n a  needed

03

04

= High
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HEALTH HISTORY INDEX 

Do you have, or have you ever had, any of the following?

Yes No NA Comments 

Arthritis 01 02 99

Heart Trouble 01 02 99

High Blood Pressure 01 02 99

Emphysema or Chronic Bronchitis 01 02 99

Asthma 01 0 2 9 9

Cancer or Leukemia 01 02 99

C a t aracts 01 02 99

Glaucoma 01 02 99

Stroke 01 02 99

Ulcers (of d i g estive system) 01 02 99

Diabetes 01 02 99

Kidney D i sease 01 02 99

Other Urinary Tract Disorders 01 02 99

Liver Disease 01 02 99

C i r c u l a t i o n  T r ouble in Arms or Legs 01 02 99

Ar t e r i o s c l e r o s i s  01 02 99

Other: 01 02 99

For review team n u r s e : To aid CAT team in appro p r i a t e  care
d e c i s i o n s .

Based on past and present history of health illness, at what 
risk is the client of being placed in a nursing home?

Not l i k e l y ..............................00
Low p r o b a b i l i t y ......................01
Moder a t e  r i s k ........................ 02
High r i s k ..............................03
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SPECIAL NURS I N G / T H E R A P Y  

Are you c u rrently receiving:

Yes No NA

Decubitus care 01 00 99

Eye care 01 00 99

O xygen RX type 01 00 99

Dressing(s) Site(s) 01 00 99

Other Special Nursing - Specify 01 00 99

How many?

Therapies 01 00 99

Inhalation 01 00 99

Occupational 01 00 99

Physical 01 00 99

Speech 01 00 99

R e a l i t y / R e m o t i v a t i o n 01 00 99

For the interviewer:

To help the CAT team in making a deci s i o n  on the a p p ropriate 
level of care, please rate the at-risk level of the client 
below:

Based on the special n u r s i n g / t h e r a p y  services 
required by the client, do you feel the patient is:

1. At no risk of p l a cement 00

2. At m o d e r a t e  risk 01

3. At high risk 02

4. Very high risk of p l acement 03
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C O M M U N I C A T I O N  INDEX 

SIGHT

Minimal Moder a t e  Severe Complete 
SCORE Good Loss Loss Loss Loss

  00 01 02 03 04

Notes - Specify compensation, if any: ____________________________

HEARING

SCORE Good
Minimal
Loss

Moderate
Loss

Severe
Loss

Complete
Loss

00 01 02 03 04

Notes - Specify compensation, if any:

SPEECH

SCORE Good
Minimal
Loss

M o d e r a t e
Loss

Severe
Loss

Comp l e t e
Loss

  00 01 02

Notes - Specify compensation, if any:

03 04



187 .

C A R E T A K E R  ABILITY INDEX 

How to answer if Aide in home:

(The following questions are for the caretaker, if there 
is o n e .)

Have any of the following aspects of caring for the client 

become a problem?

Personal care

N o .....................................00
Yes, but m a n a g e a b l e ..............01
Yes, but becoming u n m a n a g e a b l e .02
U n m a n a g e a b l e ....................... 0 3
N A .....................................99

Household chores

N o .....................................00
Yes, but m a n a g e a b l e ..............01
Yes, but becoming u n m a n a g e a b l e .02
U n m a n a g e a b l e ....................... 0 3
N A .....................................99

T r a n s p o r t a t i o n / s h o p p i n g

N o .....................................00
Yes, but m a n a g e a b l e ..............01
Yes, but becoming u n m a n a g e a b l e .02
U n m a n a g e a b l e ....................... 0 3
N A .....................................9 9

Managing finances and other personal business

N o .....................................0 0
Yes, but m a n a g e a b l e ..............01
Yes, but becoming u n m a n a g e a b l e .02
U n m a n a g e a b l e ....................... 03
N A .....................................99

supervision

N o ..................................... 00
Yes, but m a n a g e a b l e .............. 01
Yes, but becoming u n m a n a g e a b l e .02
U n m a n a g e a b l e ........................ 03
N A ..................................... 99
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Cargtaker Ability I n d e x , Cont'd.

Is the client becoming d i f ficult to get along with?

N o .....................................00
Yes, but m a n a g e a b l e ..............01
Yes, but becoming u n m a n a g e a b l e .02
U n m a n a g e a b l e ........................03
NA..............................99

Is your sleep disturbed by care demands?

N o .....................................00
Yes, but m a n a g e a b l e ..............01
Yes, but becoming u n m a n a g e a b l e .02
U n m a n a g e a b l e ........................0 3
N A .....................................99

Has the rest of the household been adversely 
affected by the client's care needs?

N o ..................................... 0 0
Yes, but m a n a g e a b l e ..............01
Yes, but becoming u n m a n a g e a b l e .02
U n m a n a g e a b l e ........................03
N A ..................................... 99

TOTAL SCORE

Score: 0 - 12 = Manageable
13 - 19 = Becoming unmanageable
20 - 24 = Unmanageable

C A R ETAKER P L A CEMENT PERCEPTION

What do you believe the client's living arrangements should 
be?

In home, needs no h e l p ............00
In own home with h e l p .............01
In c a retaker's home with help .02 
S u p e r v i s e d / s h e l t e r e d  living . .03
Nursing h o m e ........................ 04
N A ......................................99
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PHYSICAL, MENTAL AND SOCIAL INDICES 

THAT DETERMINE LONG TERM CARE DECISIONS

Level of | 
Functioning ■ Keys
t
1 1_ 2

1
3 : Level of

MENTAL HEALTH |... /// ooo | F u nctioning '
M S Q i s t a t u s  ;... /// ooo : i

i Level 1 =
BATHING ! . . . Beginning to

have some
Activities D R E S S I N G  i . . . problems with

l /// ### f u n c t i o n s .
of Daily ’ TOILETING /// ###

### ooo Level 2 =
Living CONTIN E N C E ### ooo Mild to

/// ###; m oderate
EATING ... /// ###, problems with

/// **# f u n c t i o n s .
1 MOBI L I T Y  ... /// ###

Level 3 =
, TELEPHONE Severe

• • • problems with
Instrumental: T R A N S P O R T A T I O N  ... • • • f u n c t i o n s .

Activities SHOPPING
• • • — — “

• • • • • • Shading
of Daily MEAL P R EPARATION .... • • •

• • • (Probability
Living HOUSEWORK I . .• • • • • • • that nursing

home placement
YARD/HOME REPAIR 1... is n e c e s s a r y .)

LAUNDRY ;........ Not
• • * /// • • likely

LEGAL A D M I N I S T R A . ... ///
.... ///!///

W A N D E R I N G  ... /// /// /// Moderate
Problem A B U S I V E / A G R E S S I V E /  | . . . /// ### /// chance

DISRUP T I V E  )... /// ###
Behavior DELUSIONS/ i... *## ooo

HA L L U CINATIONS ... ### ooo #1# High
### p r o b a ­

Health HEALTH HISTORY ... bility
SPECIAL /// ###

Care NURSING HISTORY ///!### ooo Very high
MEDICATION /// ### ooo p r o b a ­

Services MAIN T E N A N C E  ... l / L \  f ii_. bility
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Physical, Mental and Social I n d i c e s , Cont'd.

| Level of 
(Functioning

: 1 2 3

V ISION
\ ///

///
C o m m u n i ­ ( . . .

HEARING
. .

• • •
cation

SPEECH ...
• • • 
* * •

Ca r e t a k e r  '
ABILITY 
OF CA R E T A K E R

###
###

ooo
ooo

Ability
PLACEMENT
PERCEPTION i...!///

###
###
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Explanation of Keys

1. "Key to Levels of Functioning" refers to the three levels 

on each row scale. The key gives the general m e a n i n g  of 

each level. For accurate results, you should refer to 

the exact wording of each scale.

2. "Keys to Shading" refers to the p r obability that nursing 

home placement is necessary. The key gives only a g e n ­

eral idea of what each degree of shading means. For 

accurate results, you should refer to the following 

d i s c u s s i o n .

A. "Not likely" means that, with little or no help, 
the person can function in a normal home e n v i r o n ­
ment, if all scales come out in the "not likely" 
s h a d i n g .

B. "Moderate probability" means that the person 
needs part-time or full-time medical help in 
order to stay at home, if the person's "worst" 
scale or scales comes out in the "Moderate p r o b a ­
bility" shading, unless unusual help from family, 
friends or from c o mmunity services is available.

C. "High probability" m e ans that, if the person's 
"worst" row scale or scales comes out in the 
"high probability" shading, the person should be 
recommended to a nursing home unless a substitute 
home (foster home, home for the aged) alter n a t i v e  
is available, or if unusual help from family, 
friends, or c o m munity is a v a ilable (as indicated 
by level 1 on scale 30.)

D. "Very high probability" means that, if the p e r ­
son's "worst" rating on the scale or scales comes 
out in the "very high probability" shading, the 
person should be strongly r e commended to a nursing 
home (intermediate care facility or skilled nursing 
facility, d e pending on need for round the clock 
registered nurse attention), a com m u n i t y  hospital, 
or a specialty hospital or institution, unless 
very unusual and reliable help from family, 
friends or co m m u n i t y  is available.
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PLACEMENT INFORMATION BASE



PLACEMENT INFORMATION BASE: BACKGROUND

The Placenent Information Base (P.I.B.) is the f u n c t i o n ­

al assessment instrument used in the FIG/Waiver Project and 

later as a part of Oregon's Preadmission Screening Process.

Its purpose is to provide a m i n i m u m  standard data base of 

key, highly relevant information to assist agencies and p r o ­

viders in their efforts to provide the most a p propriate s e r ­

vices to clients in the most a p p ropriate setting. The data 

base also provides a powerful tool for analysis and c o m p a r i ­

son of programs.

By match i n g  functional problems to the probability of 

the need for nursing home placement, the P.I.B. aids the 

deci s i o n - m a k e r s  in finalizing a descr i p t i o n  of the client's 

functional level as it relates to the type of placement needed 

and/or services required to main t a i n  the client at his/her 

appropriate level of care. It is used in c o njunction with 

other medical, fiscal, and social data to determine proper 

placement. The 25 items cluster into seven areas of func­

tioning: communication, mobility, household and food m a n a g e ­

ment, social and emotional, finances, health, and self-care.

The tool was e x t ensively field tested before adoption 

by the FIG/Waiver Project, the Office of Elderly Affairs, and 

the Adu l t  and Family Services Division. Interrater reliability 

for the scales was established at 90.6. In other words, 

d i fferent raters rate the same client very similarly, d i s a ­

greeing by more than one scale level on only ten percent of 

the scales.
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Each of the 25 scales has five levels, giving the rater 

a sufficient range of choice to desc r i b e  the level of func­

tioning of the client. The five levels are c o n s istent over 

all 25 scales, with 1 representing totally independent or 

unimpaired functioning and 5 representing totally dependent 

or impaired functioning.

The five levels are:

Level 1: Functions about average or better;
m a n a g i n g  independently.

Level 2: Beginning to have some problems with
functions; may need occasional help.

Level 3: Mild but c o n t inuing problems within
the function; needs limited regular 
a s s i s t a n c e  in order to carry on.

Level 4: Mode r a t e  problems with the function;
needs frequent assistance.

Level 5: Severe problems with the function;
needs continuous assistance, care, 
and supervision.

The scales are a d m i n istered in an op e n - e n d e d  interview setting

between a trained interviewer and a client. After training

and practice sessions, interview time averages twenty minutes.

The P.I.B. is desi g n e d  to allow placement personnel or 

a gencies to improve their p e r formance or to be m o nitored and 

audited by funding agencies. The P.I.B. facilities improved 

placements because some items are more pr e d i c t i v e  of clients 

being at risk of i n s t i t u t i o n a l i z a t i o n  than are other items.

For example, a level 5 for c o n t i n e n c e  may mean very high 

risk of nursing home placement, whereas a level 5 for vision 

may not m e a n  very high risk of nursing home placement. M o r e ­

over, the P.I.B. has been desi g n e d  to allow data collec t i o n  

and interpretation by non-s p e c i a l i s t  personnel.
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Equally important, a c c umulated P.I.B. data can be used 

for local and state planning based on direct evidence r e g a r d ­

ing over-ut i l i z a t i o n  of nursing home care and extent of need 

for expanded a l ternative care meeting particular r e q u i r e ­

ments. For example, based on a P.I.B. sample of nearly 

1,000 recent intermediate care nursing home placements in 

the Jackson region of AFS, 60% have "managing medications" 

as the only "high risk" indicator. An appreciable portion 

of these persons could probably receive the care they need 

in other settings, at lesser cost, through a c o m b i n a t i o n  of 

conventional in-home services, plus w e l l - o r g a n i z e d  m e d i c a t i o n  

review, dispensing, e d u cation and monitoring.

PURPOSE OF P.I.B.

The basic instrument is to be used to provide a data 

base for matc h i n g  the functional profiles of elderly i n d i v i ­

duals with the service c a p a b i l i t y  profiles of various i n sti­

tutional and alter n a t i v e  resources. The purpose is to 

provide a m i n i m u m  standard data base of key, highly relevant 

information to as s i s t  existing agencies and providers in 

deciding whether:

1. a given elderly person has special needs 
for medical, personal and social support
in relat i o n  to current levels of functioning;

2. an in-home package of services could be 
worked out to m e e t  the pattern of need, and

3. it would be cost-effective; and if this 
cannot be done, identifying the most 
appropriate, c o s t - e f f e c t i v e  type of out- 
o f - h o m e  placement.
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Since the instrunent is to be used in existing agencies 

with existing staffing levels, it is fast and easy to use, 

rather than long and comprehensive. It does not require 

specialist training to complete.

The instrument should be an aid to deci s i o n  making c o n ­

cerning proper placements of clients. It should standardize 

this deci s i o n - m a k i n g  process, but not replace the d e c i s i o n ­

maker. For example, natural support systems are an important 

concern in making placements. The instrument shows various 

levels of this function. The instructions suggest where 

placements could be made when c o nsidering this with other 

functions, but w i t hout specifying the almost infinite variety 

of d i f ferent types of natural support systems in existence. 

The d e c i s i o n - m a k e r s  will cont i n u e  judging natural support 

systems on the basis of their experi e n c e  and education, 

though this process will be assi s t e d  and standardized by the 

i n s t r u m e n t .

The scales on the instrument are relevant to placement  

selection along the entire long-term care continuum. That 

is, the instrument can descr i b e  both very independent people 

and very d e p endent people. The scales are worded so that 

present agency and provider staff can rapidly and reliably 

gather the information. The instrument includes more detail 

than what is needed to assess whether an individual is simply 

at risk of institutional care, but less detail than what is 

needed when professional staff d e v e l o p  a plan of treatment 

within a medical facility.
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The P.I.B. will not always provide all the information 

that an in-house service or a supervised living situation 

\ l i k e  a nursing home, home for the aged, or foster care home) 

might require after the person is placed. It will, however, 

help you avoid some m i s t a k e s - - t h e  purpose of the P.I.B. is 

to help get the person to the right kind of place.



197 .

THE PLACEMENT INFORMATION BASE (P.I.B.)

Oregon Department of Human Resources FIG/Waiver Project

PLACEMENT INFORMATION BASE (P.I.B.) 6/15/7 9

Person Code: Observer Code: Date:

INSTRUCTIONS: For each scale, choose and write in the
answer space that one level which, from your o b s e r v a t i o n  and 
knowledge of the person and/or con v e r s a t i o n  with him or her, 
best describes how the person is usually functioning these 
days. When you are not sure which of several levels to 
choose, because the wordings of two or more levels seem to 
fit the person's usual function about equally well, or b e ­
cause the person regularly varies among levels, select the 
higher numbered level.

Cluster One: Communi c a t i o n

1. ( ) SEL F - I D E N T I F I C A T I O N

a. Individual states name, address, phone number, time 
and place accurately and appropr i a t e l y  and c o m m u n i ­
cates information fluently and with detail a p p r o p r i ­
ate to the situation.

b. States name, address, phone number accurately and
appropriately, but w i t hout adjustment to the s i t u a ­
tion, or uses I.D. for these purposes.

c. Identifies self only sometimes or only partly.
d. Hardly ever identifies self, even with I.D., or does 

so inaccurately at least some of the time.
e. Does not state n a m e / a d d r e s s / p h o n e  number information 

accurately and appropriately, does not use I.D. for 
these p u r p o s e s .

2. ( ) VISION (with glasses, if used; if the person is
confused, make the best estimate you can)

a. Normal or minimal loss, w i t h o u t  glasses, or with old 
prescription. Sees a d e q u a t e l y  in most situations; 
can see newsprint, public notices, television, 
m e d i c a t i o n  labels.

b. Normal or minimal loss, with glasses prescribed 
within the last year.

c. Moderate loss, can read large print, see simple 
pictures, can see obstacles, but not details, 
usually can count fingers at arm's length.

d. Severe loss, cannot find way around w i t h o u t  feeling 
or using cane, cannot locate objects w i t hout h e a r ­
ing or touching them; can tell light from dark.

e. Total blindness; no vision at all; cannot tell light 
from dark.



) HEARING (with hearing aid, if used; if the p e r ­
son is confused, make the best estimate 
you can)

Normal or minimal loss, w i t hout hearing aid or with 
old prescription. Hears adequa t e l y  in most s i t u a ­
tions, can carry on an u n r e s tricted conv e r s a t i o n  or 
o t h erwise responds ap p r o p r i a t e l y  to being addressed 
without speaker raising voice or altering normal 
pace and style of d i ction in groups as well as one- 
to-one; TV or radio; addressed from behind, etc. 
Normal or minimal loss, with hearing aid prescribed 
or with correction rechecked wi t h i n  the last three 
y e a r s .
Moder a t e  loss, hears adequately only in special 
situations, i.e., one-to-one, with firm, clear d i c ­
tion, raised volume of radio, etc.
Severe loss, hears with diffic u l t y  even in special 
situations, i.e., conv e r s a t i o n  restricted, many m i s ­
understandings, or frequently fails to respond, etc. 
Total deafness, no hearing at all useful for 
c o m m u n i c a t i o n .

Two: Mobility

) TRAVEL (by those means w h ich are available and 
accessible)

Uses private and public t r a n s portation properly and 
appropriately, on own. Can d r ive safely.
Uses public transportation properly and appropriately, 
with a little help. Cannot or should not drive.
Uses public t r a n s portation for both short and long 
trips with a m o d e r a t e  amount of help.
Manages short trips with m o d e r a t e  assistance, but 
totally dependent on others for long or unusual trips. 
Totally dependent on help from others when any travel 
is necessary.

) MOBILITY, W I T H O U T  AIDS, (the extertt to which the
individual gets around 
alone, w i thout aids: 
walker, cane, wheelchair)

Has no diffic u l t y  and takes regular o u t side walks 
for exercise.
Walks or gets around without d i f f i c u l t y  both inside 
and outside.
Walks or gets around easily inside, can get to various 
rooms alone, but needs some help outside.
Gets around in own room, but needs assist a n c e  beyond 
t h a t .
Does not get around, even in room, w i thout continuous 
assist a n c e  by another person.
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6. ( ) MOBILITY WITH AIDS (the extent to which the in­
dividual gets around alone, 
using whatever aids -(-walker, 
cane, wheelchair)- he/she has)

a. Walks or gets around without d i f f iculty both inside 
and outside.

b. Walks or gets around easily inside, can get to v a r i ­
ous rooms alone, but needs some help.

c. Gets around in own room, but needs assist a n c e  beyond 
t h a t .

d. Gets around in room, but uses wheelc h a i r  and needs 
help to transfer; may or nay not need assistance to 
go further.

e. Does not get around, even in room, without continuous 
a ssist a n c e  by another person.

C l u ster Three: Household and Food Management

7. ( ) HOUSEKEEPING

a. Takes complete care of his/her living space and that 
of others in living situation.

b. Takes care of his/her own living space, both light 
and heavy work.

c. C o n s i s t e n t l y  m a nages own light housekeeping, but not 
heavy work.

d. Does light housekeeping, but inconsistently or 
i n a d e q u a t e l y .

e. Does not take care of own living space.

8. ( ) PERSONAL SHOPPING (gets such items as newspapers,
toilet articles, snack foods, 
within physical limitations 
and any other restrictions)

a. Does personal shopping regularly and properly w i t h ­
out assistance or reminding.

b. Does personal shopping w i thout help, but must be 
reminded from time to time.

c. Does personal shopping w i thout help, but m u s t  always 
be reminded.

d. Needs assistance from another person to get some items.
e. A n o t h e r  person gets all items.

9. ( ) SHOPPING FOR AND PR E P A R I N G  FOOD

a. Does food shopping and p r eparation of meals.
b. Shops with help; usually prepares meals.
c. Does not shop, but usually prepares meals.
d. Does not shop; prepares meals about half the time.
e. Does not shop or prepare meals, or needs special 

diet, does not prepare it.
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1 0 . (

a .

b. 

c . 

d . 

e .

1 1. (
a .

b.

c .
d.

e .

Cluster 

1 2 . (

a .

b.

) N U T RITIONAL HABITS

Eats three meals a day; daily, eats at least two 
servings of each of (1) fruits, (2) vegetables,
(3) whole grain products, (4) fish, poultry, or 
meat, and (5) dairy products.
Eats three meals a day? daily, eats at least one 
serving of each of (1) fruits, (2) vegetables,
(3) whole grain products, (4) fish, poultry or 
meat, and (5) dairy products.
Eats three meals a day, but usually omits at least 
one of (1) fruits, (2) vegetables, (3) w h ole grain 
products, (4) fish, poultry or meat, each day, and 
(5) dairy products.
Eats two meals a day, but does eat at least one s e r v ­
ing of (1) fruits, (2) vegetables, (3) who l e  grain 
products, (4) fish, poultry or meat, and (5) dairy 
p r o d u c t s .
Eats sporadically, p r imarily carbohydrates and soft 
foods; or d o esn't remember to eat, so needs r e m i n d ­
ing and/or supervision, or d o e sn't stop eating w i t h ­
out reminding or supervision.

) EATING (with special e q u ipment if regularly used)

Feeds self, chews and swallows solid foods without  
di f f i c u l t y .
Feeds self, chews and swallows solid foods which 
have been cut or pureed.
Needs a s s i s t a n c e  w i t h  feeding, but chews and swallows 
solid foods (which may have to be cut or p u r e e d ) . 
Needs a s s i s t a n c e  with feeding and has d i f f i c u l t y  with 
chewing or swallowing, even with food cut or pureed. 
May need to be fed by tube.
Must be fed intravenously.

Four: Social and Emotional

) SOCIAL AC T I V I T I E S

Involved r e gularly in activities with (1) family, 
(2) neighbors, (3) c h u r c h / f r a t e r n a l / o c c u p a t i o n a l /  
social/ p o l i t i c a l  o r g a n i z a t i o n ( s ) . E x tensive and 
satisfying social relationships.
Involved regularly in a c t i v i t i e s  with at least one 
of these three kinds of groups.
Will parti c i p a t e  in activities with at least one of 
these three kinds of groups is reminded and/or  
assisted to do so; only some of the relationships  
m a y  be satisfying.
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d. Will go to or be present at activities of at least
one of these three kinds of groups if reminded and/ 
or assisted to, but needs prompting and e n c o u r a g e ­
ment to actually participate; or is responsive when 
visited by one of only a limited number of people.

e. Not willing to go to activities of any of these
kinds of groups, nor to be involved if present at
them. Is not responsive to visitors, no social 
r e l a t i o n s h i p s .

13. ( ) PERSONAL INDEPENDENCE

a. Accepts change: actively adapts, makes plans,
handles crises well, is confident.

b. Accepting, but needs some help in adapting and making
plans and decisions.

c. A c t i v e l y  resistive, refuses to make decisions; c o n ­
s i stently nega t i v e  or hostile.

d. Neutral or passive. Requires regular assurance and/ 
or guidance.

e. Withdrawn, afraid, or insecure; needs near constant 
s u p p o r t .

14. ( ) EMOTIONAL C O N TROL

a. Personal problems, disturbances, emotional states do 
not part i c u l a r l y  restrict the individual's type of 
living a r r a n g e m e n t  and companions.

b. Personal problems, disturbances, emotional states 
restrict individual's type of living arran g e m e n t  and 
companions, but things work out o.k. in present set 
up.

c. Personal problems, disturbances, emotional states 
restrict the type of living arran g e m e n t  and c o m p a n ­
ions, and things are not working out o.k. in present 
set up.

d. Person is dangerous or violently abusive to self or 
others, but is c o n t r o l l a b l e  with medications.

e. Person is dangerous or v i o lently abusive to self or 
others, not c o n t r o l l a b l e  with medications, requires 
physical restraints.

15. ( ) T E LEPHONE

a. Makes and takes calls appropriately, fluently with 
normal frequency.

b. Makes and takes calls appropriately, but infrequently.
c. Makes few calls, but takes calls and handles most of 

them appropriately.
d. Makes few or no calls, but takes some calls and 

handles at least some appropriately.
e. Neither makes nor takes calls appropriately.
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16. (

a .

b.

c .
d.

e .

17 . (

a .
b.

c .
d.

e .

18. ( 

a .

b .

c .
d.

) ORIENTATION FOR LIVING ALONE (Oriented means: 
explains details of care, if any; 
reasons for it; how long it will be 
needed. Responsible means actually 
does the tasks he or she is supposed 
to do as part of the care.)

Fully oriented and responsible for care of self, if 
n e e d e d .
Fully oriented but needs to be checked up on once or 
twice a day.
Fully oriented but needs help with activities of 
daily living.
Is sometimes confused, needs reminders and/or help 
for activities of daily living, but does not p h y s i ­
cally wander off.
Is sometimes or frequently confused, needs reminders 
and/or help for activities of daily living, and 
physically wanders off regularly.

) N A TURAL SUPPORT (friends/family/neighbors/
v o l u n t e e r s )

One or more persons a v ailable to give care indefinitely.
One or more persons a v ailable to give care regularly
for several months.
One or more persons a v ailable to give care from time
to time for several months.
Several persons a v a ilable to help out, one at a time 
or in rotation, from time to time, but there is no 
one to take overall r e s p o nsibility for helping on a 
regular basis.
No person a v a ilable to help except perhaps under 
extreme circumstances.

) PERSONAL ACTIVI T I E S

Spends most of the time each day in a variety of 
personal activities, including reading, hobbies, 
crafts, o c cupations (not including passive 
e n t e r t a i n m e n t . )
Spends most of the time each day in a limited set of 
personal activities (other than passive entertainment.) 
Spends mornings, afternoons, or evenings each day in 
personal activities (other than passive entertainment.) 
Spends 1 to 2 hours a day in personal activities
(other than passive entertainment.)
Spends less than an hour a day in personal activities
(other than passive entertainment.)
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Clus ter

1 9 .  (

a .
b.

c .

d.

e .

Cluster

2 0 . (

a .

b.

c .

d.

e .

21. (

a .

b.

c .
d.

Five: Finances

) MONEY MANAGEMENT

Writes checks, pays bills without any help. Keeps 
expenses within income.
Writes checks, pays bills without any help, but needs 
some advice or help each month to balance checkbook 
or perform similar tasks.
Manages day to day buying, but needs help with writing 
checks and/or paying bills.
Can handle purchasing of some personal items, but 
cannot handle all day to day buying.
C ompletely unable to handle money.

Six: Health

) HEALTH CONDITION

Excellent or good physical health; no significant 
illnesses or disabilities; only routine health care 
such as annual checkups.
Mild health problems needing short-term a t t ention or 
c orrective meas u r e s  (wounds requiring dressing c h a n ­
ges, bed sores, etc.)
Has one or more mode r a t e  m e dical problems which may 
be painful or which require medical attention p e r i o d ­
ically (gets dizzy on movement, etc.)
Highly impaired, confi n e d  to bed, requires full time 
medical assistance or nursing care to m a i n t a i n  c e r ­
tain vital bodily functions. (For example, turning 
for pressure relief and repositioning because of 
stroke, paralysis, weakness, or other reason.) 
Unconscious, unable to respond, needs total care for 
all bodily functions.

) MANAGING MEDICATIONS (Consider the person's
c u rrently prescribed oral, 
topical, and injectable 
medications. Select the 
one cate g o r y  which fits best.)

Needs no medications, or if needs them, manages 
m e dications alone. Knows what to take, takes them 
at correct times, keeps them properly.
Medications must be laid out for him/her each week, 
but no problems taking c o r rect ones at c o rrect times. 
Must be given daily reminders, but follows them.
Does not manage own medications, needs to have some 
m e d i c a t i o n  a d m i n istered to him/her by someone else 
regularly but less than daily.
Does not manage own medications, needs to have some 
m e d i c a t i o n  a d m i n istered to him/her by someone else 
regularly, and daily or more frequently.
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Cl us ter 

22. ( 
a .

b.

c .

d.

e .

23. (

a .

b.

c .

d.

e .

24 . (

a .

b.

c .
d.
e .

25. (

Seven: Self-Care

) GROOMING AND DRESSING

Grooms and dresses self without any help. Combs 
hair, does nails, manages buttons, ties shoes, etc. 
Grooms and dresses self without any help, but must 
be reminded to do so on some days.
Grooms and dresses self without any help, but must 
always be reminded to.
Needs help from another person to do some parts of 
grooming, or some parts of dressing, such as m a n ­
aging buttons or tying shoes; may or may not need 
r e m i n d i n g .
Needs help from another person to do all of grooming, 
or all of dressing or both, and may or may not need 
r e m i n d i n g .

) BATHING OR SHOWERING

Bathes or showers self regularly, w i thout reminders 
and without help for any task including turning the 
water on and off.
Bathes or showers self w i t hout any help, but must be 
reminded at least some of the time.
Bathes or showers self, but must have help for t u r n ­
ing the water on and off.
Bathes or showers self, but m u s t  have help for more 
than turning the water on and off.
Does not do any part of bathing or showering, re­
quires another person to do everything.

) USING TOILET

Gets to and from toilet, adjusts clothes, cleans 
self, etc. w i thout help.
Needs help getting to toilet, but needs no other 
help.
Gets to toilet, but needs some help once there.
Gets to toilet, but needs total help.
Does not use toilet. Neither gets there, nor handles 
function without at least some help.

) CONTIN E N C E  (To what extent are the individual's
natural excretory functions under p e r ­
sonal control, day and night, whether 
naturally or with ostomy, catheter, 
etc.; aid means having another person 
give an enema, insert a suppository, 
clean an appliance, etc.)

No accidents, or infrequent accidents; no problems, 
needs no help or aid.
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b. Accidents once or twice a week, or needs help or aid 
once or twice a week.

c. Accidents three to five times a week, or needs help 
or aid three to five times a week.

d. Needs assistance regularly (daily or more frequently) 
with specific parts of activity.

e. Needs moder a t e  to great assistance. Someone must be 
present every time to assist with all, or nearly all, 
parts of the activity.
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RELATIONSHIP BETWEEN LEVELS OF 

FUNCTIONING (Across) AND P R O BABILITY THAT 

NURSING HOME P L A CEMENT IS N E CESSARY (Shading)

Key to Levels of Functioning:

Level 1 

Level 2 

Level 3 

Level 4 

Level 5

Functions about a v e rage or better.

Beginning to have some problems with function. 

Mild but co n t i n u i n g  problems with function. 

Mode r a t e  problems with function.

Severe problems with function.

Key to Shading: (Probability that nursing home
p la c e m e n t  is necessary.)

///
LLL
## #
###

ooo
ooo

Not likely

Low p r obability

Moderate p r obability

High proba b i l i t y

Very high proba b i l i t y

Personal and Social Functions 
Relevant to Long Term Care 

Placement Decisions

Lev

1

els o 

2

f Fun 

3

ction

4

ing

5
c
0 1. Can identify self (or 
Zl use I . D. )(0u . .•h 2. Vision (with glasses, 
3 if used)

o 3. Hearing (with hearing 
u  aid, if used)
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J. Travel (by public or 
private means)

1 2 3 4 5

. • .
4-1
^  5. Mobility (without walker, 

cane, wheelchair)
///
///

0
2 6. Mobility, with aids

(walker, cane, w h e e l ­
chair; does not respond 
if aids not needed) • • • ...

###
###
###
###

7. Housekeeping (vacuums, 
dusts, dishes, chores)

8. Personal shopping (news- 
c papers, toilet articles, 
^ snack foods)

... 

... 
* * *

.• • • 
...

<u
S' 9. Shopping for and pre- 
£ paring food

1• • • | • • •

X
73 10. Nutritional habits (food 
£ selection balance, amount)

i
1u,

11. Eating (with special
equipment if regularly 
used)

(1... | ...I(

ooo
ooo
ooo

ooo
ooo
ooo

12. Social activities (family, 
neighbors, c h u r c h / f r a t e r ­
nal/occupational, social/ 
political groups)

j •  •  • 
1 • • .

: ::: :::

. . .

1o 13. Personal independence 
§ (acceptance of changes, 

handling crises and 
o decisions positively)

i
i ... j ...
: ij

///
///
///
///

t;DJ 14. Emotional control (per­
sonal problems, disturb- 

^  ances, emotional states
H do not restrict living u , o a r r a n gements and rela-
w  tionships with others;

not dangerous to self or
others)

•

/// >### 
/// ;### 
/// !### 
/// :### 
/// i### 
/// j### 
/// ;### 
/// ###

ooo
ooo
ooo
ooo
ooo
ooo
ooo
ooo

15. Use of telephone (making j 
and taking calls.) ! • • • | • • •». . .  . i .
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1 1 2 3 4 5

16. O r i entation for living 
alone (can explain de- 

, tails of self-care needed 
%  reasons, duration; and is 1 

: § responsible for following 
-1 reqime without reminding) j

###
###
###
###
###
###

, 0 ! 
, 17. Natural support (regular | 
' availability of reliable 
“a help from family, friends,; 

I ^  neighbors or volunteers)
1 : ' (J .
j o 18. Personal activities 
j m  (spends substantial part 
: of each day on reading, 
j hobbies, crafts, occupa- 
| tions, etc., not includ- J 
' ing passive entertainment) 1

! u 19. M o ney m a n a g e m e n t  (writing ; 
j c checks, paying bills,
■ c keeping expenses within  
; £  income)

* * *

1 ' ~
20. Health c o n dition (general 

physical status, absence 
of significant illness or 
disability)

/ / /
/ / /
/ / /
/ / /

/ / /
///
///
///

###
###
###
###

ooo
ooo
ooo
ooo

1 r.
i ^  21. Managing medic a t i o n s  
j to (knows what to take, 
j ~ takes at correct times,
; keeps medic a t i o n s  proper- 
i ly, needs no help or re- 
1 minding. Does not r e s p o n d ' 
< if medication not needed)

///
///
///
///
///
///
///

ooo
ooo
ooo
ooo
ooo
ooo
ooo

| 22. Grooming and dressing : 
(clothes, buttons, shoes, i 

i hair and n a i l s ) ! ' * '

. . .  ! . . .\i

* ! ..23. Bathing or showering (can ! |
| do without help from 
j 2  others) ' '
i 10• u  : . . .
i i 24. Using toilet (can do with-
I out help from others)

# # #
# # #

# # #
# # #

| o 
w

I 25. C o n t i n e n c e  (no accidents, 
j whether naturally or with 
; ostomy, catheter, etc., if 
; present; no need for help

from others for enema, ■ * ’ 
suppository, etc.)

# # #
# # #
# # #
###
# # #
# # #

# # #
###
# # #
« # «
# # #
# # #

ooo
ooo
ooo
ooo
ooo
ooo
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Explanation of Keys

1. 'Key to Levels of Functioning" refers to the five levels 

on each P.I.B. scale. The key gives the general meaning 

of each level. For accurate results, you should refer to 

the exact wording of each P.I.B. scale.

2. "Key to Shading' refers to the probability that nursing 

home placement is necessary. The key gives only a g e n e ­

ral idea of what each degree of shading means. For 

accurate results, you should refer to the following 

d i s c u s s i o n .

A.

B.

C.

D.

E.

"Not likely" means that, with little or no help, the 
person can function in a normal home environment, if 
all P.I.B. scales come out in the "not likely" shading.

"Low probability" means that the person needs some 
non-medical help from family, friends, or from c o m m u n ­
ity services in order to stay at home, if the person's 
"worst" P.I.B. scale or scales come out in the "low 
probability" shading.

"Moderate probability" means that the person needs 
part-time or full-time medical help in order to stay 
at home, if the person's "worst" P.I.B. scale or 
scales come out in the "moderate probability" shading, 
unless unusual help from family, friends, or community  
services is available.

"High probability" means that, if the person's "worst" 
P.I.B. scale or scales comes out in the "high p r o b a ­
bility" shading, the person needs to be in a nursing 
home unless a substitute home (foster home, home for 
aged) alternative is available, or if unusual help 
from family, friends, or community is a v ailable (as 
indicated by levels 1 or 2 on scale #17) or if the 
individual has strong de s i r e  and capacity for living 
alone (levels 1, 2, or 3 on scale #16) as well as 
strong personal independence (levels 1 or 2 on scale 
#13) .

"Very high probability" means that, if the person's 
"worst" P.I.B. scale or scales come out in the "very 
high probability" shading, the person must be in a 
nursing home (intermediate care facility or skilled
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nursing facility, depending on need for round the 
clock registered nurse a t t e n t i o n ) , a community 
hospital or a specialty hospital or institution, 
unless very unusual and reliable help from family, 
friends, or community is available.
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