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Preface

fter working for more than 15 years as a

nurse leader—Director, CNO, and VP of
Nursing—I made the decision to follow

my passion for teaching. During my first semester
as faculty in a graduate nursing program, I was
assigned to teach a financial management course
because of my extensive experience in healthcare
operations. It was then that I realized the gap of
knowledge that many graduate-level nurses have
with regard to healthcare financial management.
The class was composed of professional
nurses with various levels of understanding of
healthcare financial management, ranging from
novice to expert. I also recognized that many of
my students were serving in nursing leadership
roles but not in inpatient settings. While the
majority of the students had a basic knowledge
of many of the financial terms presented in the
course textbook, application of those terms and
the actual process of budgeting were elusive to
the majority of the students. The reason for
this is that healthcare financial management
continues to be driven by financial professionals,
often to the detriment of the nurse leader truly
understanding his/her role in healthcare finance.
When asked about my interest in serving

as editor for the next edition of Financial

Management for Nurse Managers: Merging the
Heart with the Dollar, I saw an opportunity to
take the fourth edition along a different sort
of path. My vision was to provide a tool for
nurse leaders at all levels of understanding,
working in different areas along the healthcare
continuum—inpatient, outpatient, acute, and
subacute—to empower them with the knowl-
edge they need, both theoretical and practical,
to be more effective in their leadership roles and
have a greater impact in financial management.
While the information provided in the third
edition serves students well, I recognized the
need to provide students with practical examples
of the material in an effort to promote their
learning through application. Therefore, in
editing material for the fourth edition, I made a
conscious decision to remove some topics that
I believe will serve students better in nonfinan-
cial courses: ethics in nursing administration
and contemporary legal issues for the nurse
administrator, as examples.

I'sincerely appreciate all of the contributing
authors for their expertise and time in putting
this book into the hands of nurse leaders, both
current and future, who play such a large role
in health care.

Xi
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Introduction

Every Management Decision Has Financial
Implications—Every Financial Decision Has
Management Implications!

Janne Dunham-Taylor, PhD, RN, and J. Michael Leger, PhD, MBA, RN

his text addresses healthcare financial

management issues for nurse leadersina

variety of positions and settings: hospitals,
ambulatory/outpatient clinics, long-term care
facilities, and home care. This text is written to
provide helpful, evidence-based information
that pertains to each of these settings.

To be successful in financial management,
nurse administrators must understand, regardless
of setting, what affects the healthcare environ-
ment and the financial implications that result
from these forces. The nurse administrator must
express what needs to happen for good nursing
practice and also must be able to articulate the
financial aspects involved. Understanding the
organizations finances is not sufficient. A nurse
administrator must be able to anticipate actions
in response to a changing financial environment
and to encourage staff to do the same.

This text covers a wide range of financial
information, including evidence, in healthcare
finance, economics, budgeting, comparing re-
imbursements with cost of services provided,
accounting, and financial strategies. Concepts

are presented, followed by examples. At times, we
make suggestions for actions that we have found
to be helpful. Although many of the examples
have an inpatient focus, a great number are
provided from other healthcare settings, such as
ambulatory care, home care, and long-term care.

Even though this book has a financial title,
there is more included here than just the financial
part of health care. This is because everything in
health care is interrelated/interconnected/inter-
woven with finances. For example, when nurse
administrators discuss budgeting, they must also
be concerned with staffing, patient acuity, and the
productivity of staff, as well as quality standards.
We cannot ignore leadership in an organization,
because if that is broken, everything else is.

It is important to note here that every
financial decision we make has management
implications. The same is true in reverse: Every
management decision has financial implications.
So, we cannot ignore the additional aspects we
have included in this book because they are all
interwoven and, if one is ignored, such oversight
can negatively affect the bottom line.

xiii



xiv Introduction

The bottom line should never be the primary
focus in a healthcare organization. When the
bottom line is most important, the organization
will lose money. Many in the organization will
have forgotten that our reason for existence is to
serve patients. That is our primary focus. As long
as we stay in touch with this truth, we will thrive.

This is not to say that we can ignore the
financial implications. As mentioned later: no
margin, no mission. We cannot exceed the budget
we have—if we do, we must have another area
in the budget that we can draw from to counter
the overspending. The bottom line must remain
solvent. However, the patient always comes first.

We have entered into a new value-based re-
imbursement environment that demands different
approaches for healthcare organizations to stay
solvent. Our old volume-based reimbursement
environment of the previous century is outdated.
Healthcare organizations cannot continue to
survive unless we change and create a value-based
environment. This text outlines what is needed
to achieve this objective.

We emphasize the importance of giving the
patient what is valued. Many in health care do
not fully understand this concept. Whereas we
have been good about measuring patient satis-
faction (although these data are often collected
only after the experience), many times we miss
the most important point: We have not listened
to the patient. We have not involved the patient
in making the decisions about care. To do this,
we need to stay updated on the evidence and
pay attention to individual patient differences.
Many times, after care has been given, we find
that the patient did not receive what he or she
actually wanted! Sadly, often we do not realize
this is the case.

How do we turn this situation around?
For value-based reimbursement, the American
Hospital Association advocates nurse and phy-
sician leadership at the point of care and making
decisions with the patient about that care within
the available finances. Administrators’ roles need
to change to support the point-of-care leaders.

Teamwork and interdisciplinary shared governance
are necessities. Everyone—from the board/CEO/
CNO/CFO to nurse aides/housekeepers—needs
to be doing regular rounds listening to patients.
This needs to replace some of the meetings,
especially ones where administrators have no
perception of what is going on at the bedside.
Patients are more likely to get what they value
when the whole thrust of the organization is
toward finding out this information, and then
providing it as much as possible. This creates
messy communication, conflicts that lead to
better solutions, and messy flat structures as
well as better reimbursement.

In the value-based environment, we need
to examine current practices. For instance, we
burden RNs with a lot of paperwork and non-
valued-added activities that take them away
from the bedside for more than 50% of their
time. We understaff units, which creates nega-
tive environments for everyone, yet we expect
staff will do the care to achieve reimbursement.
Evidence shows that missed care is occurring,
which may cause side effects for the patient,
such as pressure sores and infections requiring
care that will not be reimbursed. Yet we do not
pay attention to these issues. Instead, we allow
these issues to continue and fester. We need
to start valuing the staff nurse at the bedside,
encouraging staff to lead and make changes as
they do their work. In fact, 90% of the decisions
about their work needs to be made by staff as
they take care of patients each day.

An enormous challenge in the current health-
care climate is achieving quality care and safety
while keeping expenses down. This is especially
important now that reimbursement depends
on appropriate, timely care and does not cover
errors. The patient has always suffered from poor
care, but now with value-based reimbursement,
healthcare organizations are penalized as well
with lower reimbursement.

The healthcare environment is complex and
continues to increase in complexity. This causes
increased bureaucracy, more errors, and more



expense. Complexity and chaos are constantly
changing the environment and affecting our
work organizationally. We need to strive to
involve all stakeholders, including those at the
bedside—physicians, patients, and families—to
simplify the environment. What we do today
will be outdated tomorrow, so we need to con-
tinually stay tuned in to new evidence. This is
interwoven with ethical and legal implications
that cannot be ignored.

Finally, the financial aspects of health care
cannot be ignored. To respond effectively in this
complex healthcare environment and to work
successfully with the financial arm of the health-
care entity, nurse managers must understand
financial concepts, such as staffing, budgeting,
identifying and analyzing variances, measuring
productivity, costing, accounting, and forecasting,
as well as the strategies that achieve a positive
bottom line. Although finance and accounting
terminology is used throughout the chapters,
chapters focused specifically on accounting and
assessing financial performance are included.

This text provides nurse leaders with an
interconnected view of the nursing and financial
sides of health care and suggests methods nurses
can use to successfully integrate these viewpoints.
This realistic integration of nursing and finance
(along with all the other departments and pro-
fessions) enhances nurse manager effectiveness.

A critical element for success is the ability
of nurse managers to interface effectively with
finance department personnel. An unusual
feature of this book is that it contains both
typical nursing administration terminology and
financial accounting terminology. Suggestions
are made for nurse leaders about how to com-
municate with and maximize the understanding
of concepts and issues by financial personnel,
who may come from different backgrounds and
attach different meanings to the same terms.

The problem with the financial aspect of
health care is that it is often viewed as a separate
silo—a silo where nurses do not enter and where
financial personnel reside. Meanwhile, nurses
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are in their own silo, and financial personnel
are not found there. As coauthors of this book,
we believe it is time to end this silo mentality.
Our effectiveness in healthcare demands that
nursing and finance interface regularly and con-
duct a healthy ongoing dialogue about every
issue. We are most effective if we can face these
issues together.

Nurses need to express themselves more
effectively using financial principles and data;
financial personnel need to more effectively un-
derstand the care side of health care. Because this
book is written for the nurse administrator, we
emphasize the first part. We hope this book will
be helpful for finance personnel as well.

A problem that occurs when nurses and
financial people try to talk together is that
financial officers often think in a linear way.
When they talk to each other, they talk about
numbers, ratios, and stats. Nurses, however, tend
to think in an abstract, interpersonal way. When
nurses talk to each other, they talk about how
someone feels, how someone will be affected by
a certain treatment, or whether particular tasks
have been accomplished.

The breakdown in communication occurs
when nurses talk to financial people using ab-
stract language, while financial people talk to
nurses using linear language. The conversations
run parallel to each other, with both sides not
understanding what the other is talking about.
Nurses complain that financial people never
think about anything but the bottom line, while
financial people complain that all nurses do is
whine about quality. Thus, true dialogue and
communication do not occur.

This book gives examples that nurses can
use to better communicate with financial per-
sonnel, as well as with other linear-thinking
administrators. In addition, we recommend
that if a nurse administrator really wants to talk
effectively with financial administrators, he or
she should be able to express/communicate the
abstract information using linear language (i.e.,
numbers that will be affected by something that



XVi Introduction

has or has not occurred or that is being planned,
including specific amounts of money needed to
implement a project, and so forth).

Abstract thinking is effective in communi-
cation between nurses and physicians. However,
it is often ineffective when communicating with
the finance department. For example, concepts
such as “care” might not have meaning to a finance
officer. Caring is an abstract term. Exceptions
occur when a financial person experiences a
serious illness or when the financial officer
previously worked as a healthcare professional.

At times, this communication problem can
be compounded by simple differences in male and
female communication techniques (remember
Men Are from Mars, Women Are from Venus
[Gray, 1992]), especially if the chief financial
officer is male and the chief nursing officer is
female. This is changing with less gender-specific
roles in the workplace. In the past, a male chief
nursing officer often had an edge because he
could be “one of the boys.” This is also slowly
changing with more males in nursing and more
females in finance.

Properly prepared nurse managers and
nurse administrators can successfully provide
an interface between finance and nursing,
making decisions based on both clinical and
tinancial perspectives. A nurse manager, as well
as financial personnel, cannot make the mistake
of ignoring the whole while dealing with the
individual parts.

This interconnection goes beyond just nursing
and finance. In this book, we strongly encourage
every person and every department and profession
to collaborate as they provide what the patient
values. Because of this interconnection, there is
aripple effect. What one person or department
does affect all the others. Nevertheless, some
of us cling to the old silo mentality.

Another financial silo exists when the
organization’s mentality is that staff are not
leaders and should not be involved with finan-
cial information. We are in the Information
Age. Transparency is best. Because we are all

interconnected, every task a staff member per-
forms has financial implications. It is critical
to involve all staff and nurse managers with
the finances, such as the following: payment
structures and how much is actually received;
reimbursement that is lost when timely, appro-
priate care is not given; costs of technology and
supplies; staffing costs; quality and safety costs;
costs incurred with safety or quality issues; and
legal costs. They should understand the impact
their actions have on the bottom line.

Staff members need to be making 90% of
the care decisions right at the bedside. We ad-
ministrators only serve the staff and help them
do their best work for the patients. We need to
create positive environments because evidence
shows that such environments generate the best
outcomes—even regarding the bottom line. We
need to empower staff, but more than that, we
need to support them as being leaders in their
work and also support patients being leaders in
what care they choose to receive.

Solutions are always better when the people
directly involved are involved in the process of
devising the solutions. Therefore, we advocate
that staff and patients, as well as administrators,
come to the table on issues and decide on the best
way to accomplish the work through interdisciplin-
ary shared governance. This gets rid of another
silo—the one where administrators make all the
decisions and do not delegate to others—which
is a leftover from the previous century.

We will have small successes we can celebrate,
and we will have failures. Failures are natural, a
fact of life. As they occur, we need to learn from
each one and adapt and implement changes
to simplify the environment. Many errors are
actually caused by a series of events—because
we are all interconnected. Dealing with failures
goes beyond being blame-free. We must make
incremental changes that will simplify processes
that have become cumbersome.

We have written this book in interesting
times. The U.S. economy has slowed down as
many jobs were outsourced to other countries.



Weather events are getting more severe. Can you
imagine experiencing no electricity—or worse
yet, no home, and yet still taking care of patients?
This has happened in a number of places right
here in our country. We have pulled together in
such times of crisis, and hopefully, we can pull
together in fixing our healthcare system. It takes
each of us. We are all interconnected.

Discussion Questions

1.

How does understanding complexity
break down silos?

What silos exist in your workplace? In your
own thinking? How will you contribute
to breaking down these silos?

What actions further the silo concept?
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Give an example where a nurse admin-
istrator effectively expresses a need to
the finance department using numbers
and dollars.

State an administrative decision and
explain its financial implications.
Describe a financial decision, giving
the administrative implications of this
decision.

Describe an administrative or financial
decision and map out the ripple effect of
this decision.

Reference
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OBJECTIVES

Understand historically how health policy has developed in this country.

Describe how access, cost, and quality impact our healthcare payment system in this country.
Discuss the impact of health policy on healthcare delivery systems.

Anticipate ways in which the Affordable Care and Patient Protection Act can potentially
influence healthcare delivery and outcomes.
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» How Did We Get into
This Mess?

Presently, health care is a wonderful, complicated
economic and quality quagmire with many issues
requiring our attention. The term health care is
a misnomer; in the United States, we most fre-
quently address “illness care” We use the term
health care in this book only because it is the
common nomenclature for our illness system.
Historically in this country, we have focused on
the treatment of illness rather than studying and
implementing what brings about good health.

We know that our present piecemeal, fer-
tiary approach to illness care has many serious
problems. (This is in contrast to an emphasis
on primary care, as found in Australia, where
the majority of healthcare dollars is spent on
home visits and keeping individuals well.) Our
dubious position as the only highly developed
nation that still fails to provide basic health
services to all its citizens creates unacceptable
disparities in the health of our population, and
persistently maintains a fragmented approach
to provision of health care. Research on pro-
moting and achieving health is happening, but
much larger amounts of money are spent on
such pursuits as treating cancer, heart problems,
and strokes—the leading causes of death—after
they occur rather than on learning how we can
achieve health and promote wellness.

So, how did we get into this quagmire? Exam-
ining our path can give us a better understanding
of the present situation and unresolved dilemmas
and offers us some idea of what may come next.

Collectively, the rules and regulations that
define who gets which healthcare services, who
can deliver them, and how those services are
paid for are the core of the health policies that
continuously affect every citizen’s well-being.
The World Health Organization (WHO) defines
health policy as

.. .decisions, plans, and actions that are
undertaken to achieve specific health
care goals within a society. An explicit

health policy can achieve several things:
it defines a vision for the future which
in turn helps to establish targets and
points of reference for the short and
medium term. It outlines priorities
and the expected roles of different
groups; and it builds consensus and
informs people”

These decisions include those of the executive,
legislative, and judicial branches of government.
Over time, a number of partially successful
attempts to repair the healthcare system in our
country have occurred through the development
of policies at all levels of government. However,
they often address specific, isolated problems
rather than creating a well-coordinated system
that makes health care accessible and affordable
to everyone.

Healthcare policies in the United States
attempt to address three specific aspects related
to public health concerns: (1) access to healthcare
services, (2) cost and cost control of healthcare
services, and (3) quality of care available to the
population. The remainder of this chapter ex-
amines the development of healthcare policies
that address these three concerns.

» Foundations of Health
Care: The Early Days
of Our Country

Early in this country’s history, care was provided
by women in the family who tended to the health
needs of relatives in the home. There was no
formal education or training for these women.
Instead, they relied on their personal knowledge
and experience. If they received any education or
training at all, it was from other family members
or neighbors who were “healers,” or if they could
read, they learned about it from books.
Physicians, if available, were consulted in
more complicated or extreme medical situa-
tions, and home visits were the norm. Formal
medical education was not accessible until the



1800s. A person could become a physician by
apprenticing with another practitioner, and little
scientific basis for the profession existed. There
was no mechanism for testing competence, and
licensure was not a requirement to practice.
Health care was a private matter, paid
for by patients or their families with cash or
barter. There was no regulatory interference or
supportive services from federal, state, or local
governments to protect and improve people’s
health. As our nation matured, governmental
regulation of many aspects of health-related
issues occurred. Over time, our governments
became more and more involved in ensuring

public well-being through the following:

m  Regulations about the direct provision of
health care through agencies and hospitals

m  The promotion of sanitation and the pre-
vention of epidemics through formal public
health departments

B Health professions education and licensing,
especially for physicians and nurses

Eventually, as presented in the following sec-
tions, governments became involved not only
in the regulation of, but the actual payments for,
healthcare services.

The development of the public health system
serves as a good example of the gradually increas-
ing governmental regulation of health-related
issues. The origins of the Public Health Service
date back to 1798 when Congress passed An
Act for the Relief of Sick and Disabled Seamen.
Public health activities first began in larger cities
in the early 1800s with the dramatic increase in
immigration into the United States. The main
focus was sanitation and prevention of epidemics
of smallpox, typhoid fever, tuberculosis, and
diphtheria, among other highly contagious
diseases. Regulations were concerned with
waste removal, swamp drainage, and street
drainage. If epidemics occurred, homes or ships
would be quarantined. As immunizations were
developed, public health officials got involved
with administering them. The first state board
of health was formed in 1869 in Massachusetts.
By 1900, each state had a board of health that
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worked on the preceding issues with local boards
of health. Today, myriad public laws and regu-
lations affect people’s health, and departments
of health at the national, state, and local levels
assess health needs, monitor compliance with
health regulations, and implement programs to
improve the public’s health.

» Policies Addressing
Access to Care

Access, or the availability of care, is a huge issue
in the U.S. healthcare system. And, while leg-
islation has been enacted to improve access of
care, the problem is one that is growing rather
than shrinking. The Institute of Medicine (IOM)
(1993) defined access as the timely use of per-
sonal health services to achieve the best health
outcomes. Access is not just about the ability
to pay, however. Access also includes effective
and efficient delivery of healthcare services,
meaning that the services need to be culturally
appropriate and geographically available, as well
as delivered at a cost the user can afford.

Our system is unique in the developed world
in that we do not systematically provide access to
basic healthcare services for the entire population
(primary care). One key factor in gaining access
to services in this country is the ability to pay for
them. The greatest contributing factor for access
to healthcare services and getting recommended
care is the availability of health insurance.

As 0f 2012, Medicare and Medicaid, federal
and state policies that provide health programs,
pay for various kinds of care for 32.2% of our
citizens. The Indian Health Service offers basic
health care to Native Americans living on res-
ervations. Private insurance, most commonly
obtained through employers with costs shared
between employers and employees, covers 55.1%
of the U.S. population, although many find
themselves “underinsured” when it is time to
pay the healthcare bills. Those individuals who
have no healthcare coverage at all are left to pay
healthcare bills directly, from their own pockets,
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or to seek care through safety net providers such
as free clinics, rural health clinics (RHC), or
federally qualified health centers (DeNavas-Walt,
Proctor, & Smith, 2012). However, since the
implementation of the Affordable Care Act,
known as ACA and “Obamacare,” the rate of
uninsured citizens has dropped from 15.7%,
or 48.6 million individuals in 2010, to 10%, or
32.9 million individuals in 2014.

Access to Direct Services:
Hospitals and Beyond

Access to care beyond that available in the home
was addressed by:

m  Creating hospitals, nursing homes, and
in-home care programs by trained nurses.
Hospitals and nursing homes existed in the
early 1800s, but in those days they existed
on voluntary charitable contributions and
served the indigent.

®  Quarantine hospitals, opened and closed
sporadically by public health officials to deal
with epidemic diseases such as smallpox,
yellow fever, or, later, tuberculosis.

B Access to health care for the wealthy who
could pay for the services (i.e., hiding a
family member with a psychiatric illness
in an insane asylum).

By the mid-1800s, hospitals, for better or
worse, became accepted as tertiary treatment
centers for all types of diseases. Instruments such
as the stethoscope, thermometer, sphygmoma-
nometer, and microscope were introduced; air
was viewed as a disinfectant, so good ventilation
became important; antiseptic and sterile proce-
dures were gradually introduced; better ways
had been discovered to manage pain in surgery;
and, later, the x-ray was invented.

In the early 1900s, visiting nurse agencies
were started, especially in larger cities, to make
health care more accessible for primarily poor
residents. If able, clients paid a small fee for services
provided. These services were financed, in part,
through raised funds to support their work with
the poor. Public health departments broadened

to include maternal and child services and, in
the slums of large cities, to detect tuberculosis
(which had become the leading cause of death)
and to control then-named venereal disease.
In 1935, federal monies were made available
to strengthen the work performed by local and
state public health departments.

The Social Security Act

A major societal shift occurred in 1935 with
the passage of the Social Security Act, which
dramatically affected health care in the midst of
the Depression. Until this event, local and state
governments, individuals, and families had been
responsible for providing healthcare services
for the poor. In a landmark legislative effort, the
Social Security Act shifted that responsibility
to the federal government. Although not specif-
ically intended to provide healthcare services,
the Social Security Act provided funds for
health-related programs for the poor in areas
such as public health, maternal and child health,
crippled children’s programs, and benefits for
elderly adults and disabled individuals.

The Social Security Act also dramatically
affected the nursing home industry. This Act
specified that money be given to private nursing
homes but excluded public institutions (this latter
exception was later repealed). Thus, for-profit and
proprietary nursing homes (those privately owned)
proliferated to serve the welfare patient. These
homes gave first priority to paying patients because
the government reimbursement was substantially
lower than fees for services. (Sound familiar?)

Healthcare Access Changes
Post—World War Il

Our healthcare system, as we know it today,
emerged after World War II. Through funding
from the 1946 Hill-Burton Act, government money
was made available to build hospitals, as more
medicines, anesthesia agents, and technologies
became available. National legislation emphasized
secondary/tertiary care—highly technical hospi-
tal-based care, rather than primary care—defined



as preventive, restorative, or medical treatment
given while the patient lives at home. Hill-Burton
funds focused especially on building hospitals
in rural areas, creating geographical access to
services that had not previously been available.
Hill-Burton also required state-level planning
for healthcare services.

Psychiatric treatment also changed dramati-
cally. With the advent of psychotropic medications,
more psychiatric patients could be treated in
outpatient settings. In 1963, the federal gov-
ernment established community mental health
centers for this purpose. Thus, many psychiatric
patients who had been hospitalized for years were
able to leave the hospitals and function in the
community setting. Unfortunately, those who
were more severely mentally ill suffered greatly
because less money was available for their care.

Medicare and Medicaid:

New Forms of Access

Until 1965, the federal government financed
little in the way of direct healthcare services,
concentrating only on public health issues and
providing services for military personnel and
Native Americans. Less than half of elderly adults
and disabled Americans had health insurance.
State and local governments established and
supported special facilities for mental illness,
mental retardation, and communicable diseases
such as tuberculosis.

Then, in a wave of entitlement programming,
the federal government became enmeshed in
health care by establishing Medicare and Medicaid.
Naturally, this Social Security Act Amendment
(Titles XVIII and XIX) benefited elderly adults
and poor persons and gave them more access
to health care, but providers—hospitals, other
healthcare organizations, physicians, and even
suppliers and the building industry—benefited
as well. Medicare often became the largest source
of revenue for healthcare providers, resulting
in the building of more hospitals and the ex-
pansion of long-term care programs. As more
personnel were needed for the expansions and
new buildings, additional federal programs were
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funded to supply more physicians, nurses, and
allied health professionals.

Although Medicaid was (and is) particularly
fraught with tension between federal regulators
and states where the plan is administered, both
Medicare and Medicaid opened previously
unavailable access to elderly, disabled, and poor
individuals. Both Medicare and Medicaid pay
for hospital and long-term care, primary care,
and some preventive services.

Medicare induced significant changes in
long-term care. The federal government redefined
who was eligible to care for Medicare patients by
establishing care standards and requirements for
skilled nursing facilities (SNF) and intermediate
care facilities (ICF) that raised the level of care
available to the public.

Medicare and Medicaid also infused the home
health industry with money to expand agencies
and services. Whereas there were approximately
250 home health agencies in 1960, by 1968 there
were 1,328 official agencies providing home health
services. Federal funding over the next 20 years
gradually refocused home health on postacute
services. Unfortunately, money became less
available for the chronically ill client who needed
longer-term services. Services also changed in the
home health industry as home health funding
began to include rehabilitative services—physical
therapy, occupational therapy, speech therapy,
and social work services. This continues today.

In 1965, the Older Americans Act mandated
and funded Area Agencies on Aging (AAA).
These agencies fund a wide array of services for
elderly adults including:

B Senior centers with nutrition and recreation

programs

Health promotion and screening programs

Mental health evaluation and treatment

Respite care

Case managers to plan care for elders so that

they can stay in their homes rather than be

institutionalized

B Services to the homebound, such as meals,
homemaker services, chore services, and
transportation
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In 1980, the Omnibus Budget Reconciliation
Act aided home care by expanding Medicare
benefits to 100 visits per year and lifting a 3-day
hospitalization requirement. For the first time,
for-profit home care agencies could become
Medicare-certified providers. In addition, ad-
vanced technology, such as ventilators, renal
hemodialysis, and infusion therapy—originally
found only in hospitals—all moved into the home,
expanding the need for a home care nurse. This
need was coupled with prospective payment for
hospitals and resulted in earlier discharges and
greater use of home care. The number of home
care agencies increased exponentially. Battles
ensued in response to the escalating cost of
home care, and in 1984, visits were restricted to
the homebound client. Later, after a 1989 court
ruling (Duggen v. Bowen), eligibility requirements
were eased once again.

Because Medicare standards required hospitals
to renovate and rebuild in the 1970s, for-profit
hospitals, like many other businesses, began to
ofter publicly traded stocks. Stockholders expected
these hospitals to make a profit so stocks would
increase in value and provide good dividends.
In this arrangement, hospitals had to pay atten-
tion to stockholder interests. The profit-making
motive applied to not-for-profit hospitals as well.
They had to make profits too—using the money
for pay increases, new equipment or building
projects, and investments—but called it excess
of revenue over expenses rather than profit.
Investor-owned nursing homes and home care
facilities also increased, creating access for those
with private or public insurance.

The Medicare Pharmacy and Modernization
Act 0f 2003 provides Medicare participants with
access to coverage for prescription drugs. Cover-
age, which started in 2006, is provided through
private standalone prescription drug plans or
Medicare Advantage prescription drug plans
administered by approved insurance companies.
Prior to this act, Medicare beneficiaries had no
prescription drug coverage.

Since that time, beneficiaries have seen
their premiums and copays rise and have expe-
rienced closer monitoring of their utilization

management. Although Medicare drug legisla-
tion has certainly provided relief for the costs of
drugs, especially for lower-income beneficiaries,
all beneficiaries experience a gap in coverage,
often called the “doughnut hole” When Medicare
recipients reach a level of spending on prescrip-
tions (adjusted yearly), coverage stops completely
and resumes when the individual spends a ceiling
amount (also adjusted yearly). This means that
beneficiaries with a limited income or no gap
insurance may have limited access to needed drugs
for a substantial portion of the year, with high-
er-spending (sicker) beneficiaries reaching their
spending cap earlier (Stuart, Simoni-Wastila, &
Chauncey, 2005).

This spending gap resulted in serious health
consequences for Medicare beneficiaries, along
with costs of more than $100 million a year in
preventable hospitalizations (Morrison et al.,
2012). The Affordable Care and Patient Protec-
tion Act (ACA), signed into law in March 2010,
includes provisions to address the coverage gap
and maintain quality outcomes for chronic ill-
ness. The U.S. Department of Health and Human
Services (DHHS) reports that, as of 2012, seniors
had already saved more than $4 billion in pre-
scription drug costs as a result of the coverage
assistance provided by the ACA (U.S. DHHS, 2012).

Safety Net Providers

Safety net healthcare services have gradually
emerged in an effort to fill the care gaps in our
system. These include services for underserved
and uninsured rural and inner-city populations,
non-English-speaking immigrants, homeless
persons, and migrant workers. Two examples of
legislated support for the poor and uninsured
can be found in the clinics and services targeted
toward these populations.

The Community Health Center (CHC) Act,
passed in 1965, provided funds for comprehen-
sive health and supportive social services to be
provided through clinics established to make
primary care available to specific types of pop-
ulations in the clinic’s service area. CHC are
funded through federal grants available through



the U.S. DHHS and operate under specific rules
and conditions. They are required to provide
services to anyone who needs access, regardless
of the personss ability to pay.

The Rural Health Clinic (RHC) Act, passed
in 1971, established higher rates of Medicare and
Medicaid payments to rural primary care practices,
provided that they employ a nurse practitioner
(NP) or physician assistant and meet the qual-
ifications for federal approval as a RHC. RHCs
can be free-standing clinics or can be associated
with a rural hospital or nursing home. Although
there are no specific requirements to provide
care to the uninsured, most RHCs do strengthen
the rural safety net beyond just Medicare and
Medicaid patients.

As the movement toward advanced nursing
practice gained momentum, schools and colleges
of nursing established primary care and nursing
practice centers and community health services,
collectively known as nurse-managed care. Com-
munity nursing centers (CNCs), community
nursing organizations (CNOs), and nursing
health maintenance organizations (HMOs)
have been sponsored by local communities,
community groups, and churches, and also by
university schools and colleges of nursing that
provide the majority of these access points.
Most nursing centers provide care to poor and
underserved population groups (Harris, 2009).
Many of these centers are also partially supported
on the federal level by the Division of Nursing
located within the DHHS, Health Resources
and Services Administration, Bureau of Health
Professions. Nursing centers are specifically
targeted for funding in the ACA and should
see the benefit of this funding in coming years.

» Policies Addressing Cost

Cost, and controlling the cost of providing care,
is one of the most perplexing issues facing the
U.S. healthcare system today. The cost of health
care can be defined as the value of all the resources
used to produce the services and expenditures and
refers to the amount spent on a particular item
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or service (Andersen & Davidson, 2007). Both
cost and controlling cost are important concepts,
but expenditures are more easily measured and
tracked and thus are more commonly used to
analyze financial aspects of the healthcare system.

Consumers and third-party payers have
seen consistently higher rises in healthcare
costs and expenditures than in other segments
of the economy, with rates of increase slowing
slightly for the past few years but continuing to
rise (Rice & Kominski, 2007; Rice, 2007). Given
that U.S. healthcare spending grew 5.3% in 2014,
reaching $9,523 per person, insurance companies,
employers, federal and state governments, and
users of direct healthcare services are all vitally
interested in payment systems and cost control.

Blue Cross/Blue Shield: Setting
Trends in Paying for Care

The emergence of health insurance was a signif-
icant change in healthcare financing, moving
payment for health care from personal business
transactions to a third-party mediator. Initially,
insurance coverage was created either to provide
health care for people involved in rail or steam-
boat accidents or for mutual aid where small
amounts of disability cash benefited members
experiencing an accident or illness, including
typhus, typhoid, scarlet fever, smallpox, diph-
theria, and diabetes.

Then, in 1929, Justin Ford Kimball established
a hospital insurance plan at Baylor University in
Dallas, Texas. He had been a superintendent of
schools and noticed that teachers often had unpaid
bills at the hospital. By examining hospital records,
he calculated that “the schoolteachers as a group
‘incurred an average of 15 cents a month in hos-
pital bills. To assure a safe margin, he established
a rate of 50 cents a month. In return, the school
teachers were assured of 21 days of hospitalization
in a semiprivate room” (Raffel & Raffel, 1994,
p. 211). This was the beginning of the Blue Cross
plans that developed across the country. Blue
Cross offered service benefits rather than a lump-
sum payment—also called indemnity, the type
of benefits offered by previous insurance plans.
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Following the success of Blue Cross, in 1939
the California Medical Association started the
California Physicians Service to pay physician
services. This became known as Blue Shield.
In this plan, doctors were obligated to provide
treatment at the fee established by Blue Shield,
even though the doctor might charge more to
patients not covered by Blue Shield. Blue Shield
was, in effect, for people who earned less than
$3,000 a year. In one of many unsuccessful at-
tempts at national healthcare reform, physicians
designed and agreed to this plan to prevent the
establishment of a national health insurance plan.

While Blue Cross was quite successful,
Blue Shield was not. As inflation occurred and
patients made more money, the base rate was
not changed, so fewer people were eligible for
the Blue Shield rates. “Blue Shield made the
same dollar payment for services rendered, but
because the patient was above the service-benefit
income level, the patient frequently had to pay
an additional amount to the physician” (Raffel &
Raffel, 1994, p. 213).

After World War II, private insurance com-
panies proliferated and offered health insurance
policies both to individuals and to employers.
Large employers were expected to offer em-
ployees healthcare benefits due in large part
to unionization. Health insurance became an
entitlement. Soon private insurance companies
(third-party payers) enrolled more than half
the U.S. population. The McCarren-Ferguson
Act of 1945 “gave states the exclusive right to
regulate health insurance plans. . .. As a result
the federal government has no agency that is
solely responsible for monitoring insurance”
(Finkelman, 2001, p. 188).

The Federal Role in Cost
Containment

To administer the complex Medicare and Med-
icaid programs that had been established, the
federal government initiated the HCFA, now
called the Centers for Medicare and Medicaid
Services (CMS), within the DHHS. Payment for
Medicare and Medicaid services was based on the

retrospective cost of the care—figured and billed
to the government by healthcare organizations
and by physicians seeing patients. This fee-for-
service system did not limit what providers could
charge for their services, and initially there was
no systematic approach to fees: Providers charged
what the market would bear. In the 1970s, faced
with escalating healthcare expenditures, states
began controlling the amount they would pay
to a provider for a particular service. The ratio-
nale for setting rates that would be paid was to
encourage providers to voluntarily control the
costs of the care they delivered.

The federal government, along with states,
was spending a tremendous amount of money
on health care. In fact, the gross domestic prod-
uct (GDP) for health care has grown from 6%,
when Medicare and Medicaid were introduced,
to 17.8% as of December 2016. To find money
to support these programs, the government was
faced with increasing taxes, shifting money from
other services such as defense or education, or
curbing hospital and physician costs. Curbing
costs was the first choice for policymakers.

Hospital Prospective Payment:
A New World for Hospitals

and Providers

The next direct step by the federal government
to control healthcare costs, particularly those
generated in hospital settings, was the imple-
mentation of a prospective pricing system for
Medicare patients. As previously noted, prior to
this hospitals and providers simply billed Medi-
care for their services and were paid in full. In
1983, the Health Care Financing Administration
(HCFA) implemented a plan to pay a set price
to each hospital for each diagnosis regardless
of how much the facility actually spent to pro-
vide the care. This payment strategy was called
diagnosis-related groups (DRGs). If hospital staft
could provide care for a patient with a hip fracture,
for example, at less than the DRG payment, they
could keep the money and, in a sense, make a
profit. If the cost of care for the patient went above



the DRG payment, the hospital lost money. DRGs
required hospitals to become more efficient and
aware of costs. Yet, the requirements of the DRG
policy induced providers to release patients from
the hospital as quickly as they could and to
shift costs to other third-party payers who did
not engage in prospective payment (e.g., home
health agencies, SNF), leaving doubt as to the
“bottom line” in cost savings to the healthcare
system overall.

Prospective payment was expanded in 1989
to include physician services outside the hospital
with the introduction of the resource-based rela-
tive value system (RBRVS). This policy, through
Medicare Part B legislation, applied the same
concept as hospital DRGs to the outpatient
setting. Two goals of RBRVS were to control
costs and to put more emphasis on primary care
and prevention.

Health Maintenance Organizations

In another attempt to hold down healthcare costs,
the Health Maintenance Organization Act of
1973 provided federal grants to develop HMOs.
This act required employers with more than
25 employees to offer an HMO health insurance
option to employees. HMOs had a good track
record of bringing down healthcare costs because
they had traditionally been serving younger,
healthier populations. Thus, starting more
HMOs sounded like a way to cut healthcare
costs. This act provided a specific definition of
what an HMO was and gave the states oversight
(or licensing) responsibility.

The concept of managed care, as delivered by
HMOs, has taken hold in the public sector as well.
Both Medicare and Medicaid (in many states) have
taken their own steps to promote managed care by
contracting with private insurers or HMOs to take
on the primary care of groups of people enrolled
for healthcare coverage and to serve as gatekeep-
ers to specialty services. These measures were
intended to control healthcare costs for federal
and state governments and to improve the quality
of care. In actual practice, results have been mixed
as the costs of health care continue to climb.
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The Health Insurance
Portability and Accountability
Act of 1996

The Health Insurance Portability and Account-
ability Act (HIPAA) addresses several significant
issues including access, quality, and cost. Major
portions of HIPAA address the financing of
health care. This act “establishes that insurers
cannot set limits on coverage for preexisting
conditions, . . . guarantees access and renew-
ability [of health insurance], . .. [and] addresses
issues of excluding small employers from
insurance contracts on the basis of employee
health status. In addition the law provided for
greater tax deductibility of health insurance for
the self-employed” (Finkelman, 2001, p. 192).

HIPAA started the medical savings accounts,
a tax-free account provided by employers. Here
the employee can annually set up an account
and pay in the amount of money the employee
expects to have to pay for health coverage for
the year. The money paid into the account takes
place before taxes are taken out by the employer.
At the end of the year, if the money is not spent,
it goes back to the employer.

The Balanced Budget Act of 1997

The Balanced Budget Act (BBA) significantly
lowered payments for psychiatric care, reha-
bilitation services, and long-term care. Because
ambulatory services, SNFs, and home care
services were rapidly expanding and costing
more healthcare dollars, the idea was to curb
spending by placing these services under pro-
spective payment. Prospective payment means
that the payer (led by Medicare and Medicaid)
determines the cost of care before the care
is given:

m  The provider is told how much will be paid
for the given care.

®m  An ambulatory payment classification
system was created, establishing a fixed
dollar amount for outpatient services
diagnoses.
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m  SNF experienced prospective payment
through the resource utilization group
(RUG) system.

®  Home care was regulated by the Outcome
and Assessment Information Set (OASIS)
system.

BBA mandated payment reductions limiting
DRG and RBRVS payment rates (as described
previously), as well as reduced capital expendi-
tures, graduate medical education, established
open enrollment periods and medical savings
accounts for Medicare recipients. Benefits for
children’s health care were increased through
the creation of the Children’s Health Insurance
Program, more commonly known as CHIP,
that “expands block grants to states increasing
Medicaid eligibility for low-income and un-
insured children, establishing a new program
that subsidizes private insurance for children
or combining Medicaid with private insurance”
(Finkelman, 2001, p. 398). BBA also created new
penalties for fraud.

BBA had a major impact on health care,
causing a number of hospitals, long-term care
facilities, and home care companies to fold.
Profit margins were drastically reduced, and
rural hospitals were disproportionately affected.
This act encouraged outsourcing, the act of ob-
taining services (contract labor) from outside
of the organization, a practice that continues
today (Roberts, 2001). BBA had such profound
cost-cutting effects that in December 2000,
Congress passed relief legislation providing
additional money for hospitals and managed
care plans.

Another positive aspect of the BBA was
a major impact on recognition of the nursing
profession. Under BBA, NPs and clinical nurse
specialists (CNSs) practicing in any setting could
be directly reimbursed for services provided
to Medicare patients at 85% of physician fees.
This occurred to both better serve populations
not receiving medical care and to save costs
because studies had determined that NPs could
deliver as much as 80% of the medical care at
less cost than primary care physicians could

with comparable, and sometimes better, clinical
outcomes. This federal legislation overrode state
legislation that, in some cases, required NPs to
work under direct physician supervision, with
reimbursement made only to physicians. This
act was reauthorized in 2009, after a long battle
in Congress.

» Policies Addressing
Quality

Quality in health care can be defined as “the
degree to which health services for individuals
and populations increase the likelihood of desired
health outcomes” (Andersen, Rice, Kominski, &
Afifi, 2007, p. 185). Quality of care, measured
in patient or population outcomes, is now con-
sidered to be the result of the entire system of
care. In many cases, aggregate results of care are
public information and are readily available on
the Internet (see, for instance, www.medicare
.gov/hospitalcompare).

Throughout the development of our health-
care system, the quality of care has been assumed
to be the business of individual providers, such
as physicians and nurses, and specific delivery
institutions, such as hospitals, long-term care
facilities, and home health agencies. The blame
for errors and the praise for cures were held to
be between the provider or agency and patient.
Outcomes of care were not collected or measured
by any external, governmental organization. This
is not the case today, however.

The quality care movement began in the
1980s but took a strong hold in the 1990s. In 1999,
the Institute of Medicine released a shocking
report, To Err Is Human: Building a Safer Health
System (Kohn, Corrigan, & Donaldson, 2000;
Richardson & Briere, 2001). This report identified
multiple systematic failures in the process of de-
livering care. It was followed in 2001 by a second
hard-hitting report, Crossing the Quality Chasm:
A New Health System for the 21st Century, that
provided specific recommendations for improve-
ment of quality and safety. These two documents



confirmed what quality experts had been saying:
Despite the enormous cost of health care in the
United States, tens of thousands of patients are
injured or die as a result of errors in the course of
receiving care. Yet, despite the research and the
number of patient safety initiatives intended to
reduce the number of preventable deaths due to
medical errors, researchers have suggested that
as many as 400,000 patients die from medical
errors each year while patients in our hospitals
(Leger & Phillips, 2016).

In the case of quality, a mix of public policy-
makers and private foundations and organizations
is concerned with promoting and monitoring
quality across the healthcare system. The qual-
ity movement goes much further than specific
clinical outcomes, although these are critically
important. Outcomes of personal, emotional,
or social importance to patients are also devel-
oping, such as patient satisfaction or quality of
life indices. Policy decisions at the federal level
have shaped current efforts to ensure that the
highest quality of care possible is provided in
our healthcare system. Through ACA, these
outcome measures are also used as key metrics
in determining hospital reimbursement rates

by CMS:

m  Hospital Readmissions Reduction Program

m  Hospital Value-Based Purchasing (VBP)
Program

B Hospital-Acquired Condition (HAC) Re-
duction Program

Governmental Agencies

Concerned with Quality

The DHHS is the overarching federal admin-
istrative agency concerned with monitoring
the quality of health care in the United States.
Several components of the DHHS infrastructure
assume national leadership and focus on quality
issues. For instance, the Agency for Healthcare
Research and Quality (AHRQ) engages in
testing and reporting safety improvement strat-
egies and makes available significant research
awards to determine the best evidence for
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safe and effective practice guidelines. Another
activity of the AHRQ is reporting disparities
in health services based on race, ethnicity, and
socioeconomic status. AHRQ also houses the
National Clearinghouse for Quality Measures,
where standards and processes for measuring
healthcare outcomes can be found. The AHRQ
website (www.ahrq.gov/qual/measurix.htm)
offers a wealth of information on measures used
to assess quality in health care. AHRQ issues
two reports annually to describe the quality of
health care in the United States, the National
Healthcare Quality Report and the National
Healthcare Disparities Report, both available at
the AHRQ website. AHRQ now focuses exten-
sively on comparative effectiveness research to
determine the effectiveness, benefits, and harms
of different procedures, medications, and treat-
ments in improving health outcomes. Existing
and new data are examined to recommend best
practices based on scientific evidence (AHRQ,
2013). Comparative effectiveness research will
be increasingly important as issues of access,
cost, and quality are debated.

The Centers for Disease Control and Pre-
vention (CDC) is also concerned with safety and
quality. One focus of the CDC is the promotion
of health information technology systems to
reduce human error. Another is the collection
of disease surveillance data that track both
chronic and acute infectious diseases in the
private sector and in health departments. Much
of the quality data is housed at the Division of
Healthcare Quality Promotion, whose mission
is to protect patients and healthcare personnel
and to promote safety, quality, and value in
the healthcare delivery system. This division
has three branches that are directly linked to
quality: the Epidemiology and Laboratory
Branch, the Prevention and Evaluation Branch,
and the Healthcare Outcomes Branch. The
CDC website provides substantial information
(www.cdc.gov).

The U.S. Food and Drug Administration
(FDA) promotes quality and safety outcomes
through improving regulations for packaging
and labeling of drugs and by maintaining strict
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reporting requirements. In addition, the FDA
is responsible for the regulation of biologics,
cosmetics, medical devices, radiation-emitting
electronic products, and veterinary products.

CMS plays a significant role in trans-
forming healthcare delivery and financing
from volume-based to value-based payments
(American Hospital Association, 2011). CMS
collects, monitors, and reports patient and
process outcomes of the healthcare system.
These performance measures are used by in-
surers to determine reimbursement. Hospitals
technically volunteer to report critical quality
outcomes. Financial incentives are offered
through the Medicare program to hospitals that
report their outcomes on quality measures on
a public website (www.cms.gov). A financial
disincentive is levied against eligible hospitals
that choose not to participate and contribute
data. CMS publishes hospital outcomes, as
well as outcomes from nursing homes, on its
website Hospital Compare (www.medicare
.gov/hospitalcompare). Other agencies and
organizations publish data on health plan out-
comes, medical group outcomes, and selected
outcomes by individual physicians.

CMS introduced what is commonly termed
“pay for performance” strategies. For the fiscal
year (FY) 2016 HAC Reduction Program, hos-
pitals are expected to prevent the development
of eight iatrogenic conditions, including:

m  Pressure ulcer

®  Jatrogenic pneumothorax

m  Central venous catheter-related bloodstream
infections

m  Postoperative hip fracture (falls with injury)

m  Perioperative pulmonary embolism or Deep
vein thrombosis

B Postoperative sepsis

m  Postoperative wound dehiscence

®  Accidental puncture or laceration

These conditions are commonly called
“never events,” meaning they should never occur
under any circumstances. Medicare no longer
pays for extended hospital stays or treatment for

preventable complications if they occur during
the patient’s hospital course. Several of these
conditions (pressure ulcers, falls with injury, and
vascular catheter infections) are presumed to be
directly attributable to nursing care (Buerhaus,
Donlan, DesRoches, & Hess, 2009). Therefore,
nurses—especially nurse leaders—are in a key
position to lead improvement in this quality
endeavor.

» The Affordable
Care and Patient
Protection Act

The ACA, enacted on March 23, 2010, is the
most sweeping healthcare legislation since the
inception of Medicare and Medicaid in 1965.
Numerous attempts have been made to reform
U.S. health care, but the ACA is the first to at-
tempt to accomplish this overarching objective.
It was passed after a hard-fought battle that
extended from the 2008 presidential campaign
into President Barack Obamass first months in
office. The political battle to repeal and replace
ACA is ongoing as evidenced by the recent fail-
ure of the proposed American Health Care Act
(https://www.congress.gov/bill/115th-congress
/house-bill/1628) in March 2017.

The overall goals of the ACA are to strengthen
and systematize U.S. health care and to provide
near-universal coverage for American citizens
and legal immigrants. The legislation is complex
and multifaceted—a true attempt at system
reform. The ACA seeks to strengthen patient
rights and protections, make coverage more
affordable and widespread, ensure access to care,
and create a stronger Medicare system to care
for the growing number of elderly adults in our
country. TABLE 1.1 provides a broad overview
of the ACA; a useful, detailed summary of the
ACA and its many components can be found at
the Kaiser Family Foundation Health Reform
website (http://kff.org/health-reform).



15

The Affordable Care and Patient Protection Act

(sanujuod)

"96eI2A0D JO 1IN0 1do Aew seakojdwg Uakoidwa ayi Aq
paJayo sue|d adueINSUI Yi[eay Olul S9akojdwa |j0ius A|[edlewoine 01 saakojdws 00z UBYl 10w Yim siskojdws saiinbay  m sjuswialinbal 12Yy10

‘saj3jeuad anoge ay3 Jo Aue woly 1dwaxe ale saakojduws awn-||ny 0§ 01 dn yim siakojdwiy

(7102 'L AJenuer 9AI1D94T) JUSWISSISSE Syl Wl S9aA0|dwa OE 154 9y Buipn|oxs ‘9940jdws swii-||ny Ydes 4oy 000'7S

10 11pa1d> winjwaid e BuiAled1 99K0jdWa Yoes 10} 000'ES 40 19553| a1 Aed ||im ‘Upald xel wniwaid e BulAedal 9akojdwa

SWI1-{|N} SUO 15P3| 1B 9ARY INJ ‘9DRISA0D J9H0 1BY1 S93A0|dWIS SWI-||N} 2I0W JO 05 YIM SI9A0[dwiT JUSWISSISSe a4} WOl
saakojdwia Q€ 154y aY3 bulpn|oxe ‘@9ko|dwa swil-||n} 41ad 000'ZS JO 994 HPaID Xel winiwaid e S9AIDa1 oym a/o|dwid 96rISA0D JBYO
SWII-||NJ SUO 1583 1 9ARY PUB 96BISAOD 120 10U OP 1Byl S99A0|dWIS SWII-||NJ 210U IO 0§ YHM SI2A0|dwD SSassy  m 0} 1uawainbay

siuawaiinbay safojdwy

(s31dn02 40} 00481 $

pue s3|bUIS 10J 0SE'6$ Sem 69 sbe Jopun sisAedxel Jo) ploysaiyl 9yl ‘600¢ Ul) PIOYSa1yL Buljy Xe1 Sy MOJSQ SOUODUI YLIM

95041 pUE ‘SWO0DUI §[eNPIAIPUL U JO 048 SPa92Xa Uo1do uejd 1502 1S9MO| 9yl WOYM I0J 9S0Y3 ‘S|ENPIAIPUI Pa1eISDIedU|

‘SJURIBILIWI PRIUSWINDOPUN ‘SYIUOW 9211 UBY) SS3| 40§ 96RISA0D INOYLM 9SO ‘SUBIPU| UBDLISUY ‘SU0NIS(go snolbijai

‘diyspaey [erpueuy Joj paauelb oq ||Im suondwiaxg Juswisn(pe BulAl-Jo-1502 sy3 Ag A|jenuue pasesidul 94 ||im Ajeusd ayi

'910¢ 421Je BuluuIBSg 91T Ul SUIODU! 3|0[eXE) JO 955°C PUB ‘SO Ul SWODUI 3|GeXE] JO 90T %10 Ul SWODU! S|Gexel JO 90|
10 99} 18|} 941 IO} 9107 Ul G69% PUB 'S 10T Ul GZES 10T Ul 565 :©INPayds buimol|o) syi 03 buipiodde ul-paseyd aq |jim 1eyl 9beIN0D dneY
Ayeuad xey e Aed 26eI9A0D INOYUM 250U | "96RISA0D Yieay bulAjijenb aaey 03 syuapisal [eba] pue susziid ‘g Saiinbay  m 0} Juswaiinbay

21DpUD [DNPIAIPU]

"[9A3] A119n0d [eIapay) SU1 JO 9E¢ | 01 pledipay spuedx] siayew dnoib [jews

pue [enpIAIpUl SY1 Ul pue sabueydxs oY) ul sueld yijesy uo suonejnbss mau sesodu| “sisko|dws |[ews 4oy suoindsdxe

UM ‘2BUBYDX Ue YyBNOIYL 9DURINSUI U1{eay J0) SUPID XB) A1 OyMm S9ako|dwa 1oy sanjeuad Aed o1 siakojdws
salinbay "9brISA0D aseydind Ued $3sSaUISN] |[eWS YDIym ybnolyi sabueydxa a1e1edas saeald pue ‘(€107 Ul 92143 JO Ajiuuey

10 0£G'6 1S S [9A9] A11anod ayi) [9A3] AaA0d [eIapa) 941 JO 9600 PUB 96EE | UDDMIDG SWIODUI YIM S3l|ILLIe)/S|enpIAIpUI 2brIaA0D
01 9|gB|IeAR SPaJd BuleYS-150D pue wnjwald Yim ‘9beianod aseydind ued sienpliAipul yaiym ybnolyl ssbueydxy 01 SS9228 bujpuedxa
1y2uag Y3|eaH UedLaWy Paseq-a1e1s sa1eald) '9duelnsul Yijeay aAeY 01 SIUSpIsal [eHa] pue susziid 'S 1soW salinbay  m 01 yoeoidde |[_IanD

(8¥L-LLL "1d) 1OV 31€) 3|qepiojy pue uonialoid Jualed L°L 319YL




Chapter 1 How We Got to Where We Are!

16

'SUOIIIOGE 10} JJa1 10 ‘J0 9HrI9AOD apiacid ‘o) Aed ‘apiroid
01 ssaubul|jimun ue Jo asnedaq Japiroid Aue sujebe BulreuiwiLdsIp Woly sabueydxs 2yl Ul buiedidinied sueld sugiyoid
'SUOI1IOGE J0) 36rISA0D Bulpircid wolj sabueydxa ay3 ul bunedpdiied sueid 1qiyold 01 sa1e1s S1UISd

"SabURYDIXD 31 Ul SAIPISGNS 104 2[qIDI[2 10U 218 SUB|d U1eSH Diseg Huineaid $31e1s Ul d4 %007—EE |
US9MISQ SSWODUI YIIM S[enpIAIpU| "abuByIXa 941 Ul S31pIsgns winiwaid 9AI9d31 01 9|g1612 9 3SIMISHI0 PINOM OUM
T1d4 %007-EE | US3MIDQ SIWIODU| YIIM S|BNPIAIPUI PRINSUIUN 10} UB|d Y3[eaH Diseg e 21ea1d 03 Uoido ay3 S21e1s sHwiad

-abenbue| ule|d ul s3YOL 93]|0JUS PUE ‘s31D1|0d 3}10MIDU-JO-INO ‘SUSWIINDI BulleyS-150D ‘PaIUSP SWie|d
JO J3QUINU ‘AUBWI|0IUSSIP ‘IUaW||0lus ‘saidijod JuawiAed swied uo uonewllojul Jodal 01 suejd yijeay payijenb sainbay

‘Polkiadledul 10U o248 OYymM S1uRIBIWIWII _mmw_ pue suaz(115 '§'N 01 mmocmr_uxw oyl C_@jo\_r_u 9brISA0D 01 559008 S1D111S9Y

"abelan0d payijenb aseydind ued seakoidwa o | 03 dn
UM $3SS2UISNQ [[BWS PUR S[eNpIAIpUl Ydiym ybnoiyl ‘uoneziuebio 1yoid-uou 1o Aousbe [eruswuisnob e Aq paisisiuiupe
‘sabueydx3 (JOHS) Weiboid suondQ YiesH ssauisng |[ews pue ssbueydxg 1ysusg YljesH UedUSWY Paseq-s1els ss1eal)

2brI9A0D UOIIOQY

ueld yyjeay diseg

sueld
yieay bupedpiied
Jo suonesyliend

sabueyoxa
ay3 U aseydind
esifite]lel=

sabueyoxa
ddueRINSUl Yijeay
JO 2IN1ONA1S

pue uopeal)

sabubydx3g aupInsuj Y3|baH

5102 YBNoIY3 dIHD 104 Bupuny spus1xa pue 6107 |1UN (dIHD) weibold
SDURINSU| Y1[eSH SUIPIYD 2Y1 pUB PIeDIPa|A Ul UIP|IYD 104 S|2A3] A1jIGIBI|S SWODU| 1USLIND UjeIUleW 01 S31R3S Salinbay

‘(p1e2IP3IA 104 311612 10U B4R SIURIBILIL] PSIUSWND0PUN ‘ME| 1U4IND
J3pun) awiodul 5016 paIsnipe PayIpow I3yl Uo paseq d4 %E€ L 03 dn SaWOodUl Yum (USIp|Iy Juspuadap Inoyum
synpe pue ‘syualed ‘Uswiom Jueubaid ‘UsIp|iyd) 9 abe Japun sjienpiAipul 3|qibI[2-24edIPIA-UOU ||e O3 pledIpa|y spuedx3

(panunuoo) (8¥L-LLL

dIHD JO Juswiieas|

pIedIPIN
JO luswileal|

qnd 4o uoisubdx3




17

The Affordable Care and Patient Protection Act

(sanujauod)

(#7102 ‘| Arenuer aA03)3) "sabueydxa ay3 Ul abeian0d aseyaind 01 salpIsgns winjwaid BuiAledai

S[ENPIAIPUI 95343 JO N3I| Ul T1d4 %007 PUB %EE | U39M19Q SSWODUI YIM S|BNPIAIPUL PaJNSUIUN 1O} UB|d Ul[eaH Diseq e 91ea1d
01 59115 S1ULI™d ‘leuonesado Ajjny sl sbueydxs ayi |[3UN SyNPE J0j S|9AS| AL|IGIDI12 PIEDIPSIN JUSLIND SUIBIUIBW PUE 6107
[1UN USIP|IYD 104 S[2A3] AX|IQIBIS dIHD PUB pIedIpaly 1US1IND sulelulely ‘welboid piedipal ay3 03 sebueyd payidads Jayio
SyusWR|dwl pue ‘sabuBYIXD MBU BY} YHM JUDWI|0IUS SS3BUIPIOOD (| 107 Ul Buluuibag Juswijoius puedxs 03 uondo

dU3 9ARY $91P1S) 171 0¢ Alenuel ueyl Jaie| ou welboid predips| ay3 03Ul Salieidyauaq pledipai 9|qibl2 Aimau sjjoius

9|01 211§

a/0Y 21D]1S

(3USWI2BUS HUIMO|[O) SYIUOW 7 UIYUM SPIEPURIS YIM A|dUWIOD SN J2INSUI USWIDRUS BUIMO||0) SYIUOW 7 |
ulynm padojanap spiepueis) :96eIaA0D pue S1yauaq Uo uoieuojul buipiaoid Ul asn 01 s1ainsul 1oy spiepuels sdojansg

(‘Juswideus
BuIMO|[0f SYIUOW XIS 9A[1D3YT) “saldljod dnoub pue [enplalpul ||e 404 97 96k 01 dn uaip|iyD 10j 96rISA0D JUSPUSASP SIPIACIY

(010 1eaA ueid Buluuibaqg aA13D9YT) "sasealdu|

wnjwaid snoidde pue maiasi 01 s1104S Hoddns 01 $91e1S 01 S1URID SOPIAOI “S9seaIdUl Winjwsid paynnsnun uo paseq
S9BURYIXS 21 WO} PSPN|OXS oG PINOYS Sue|d U119 J9YISYM PUSWIUIODS) pUe Sasea1dul wnjuwaid Ul spusil uo 1ods)
01 531815 AIINbay ‘sasealdoul Ajasnf 01 suejd alinbas pue swiniwaid uejd yijeay ui sasesidul buimalaal 10y ssa30.d e ysi|geisy
(110Z 'L AJenuer 2A112343 Sa1egal apIA0Id 01 JUsWaIINbaI {0 | 07 JBSA Ue|d 9AI1D3Y3 0384 SSO| [BDIPaW

10das 01 JUsWaIINbayY) s19xiew dnoib |[ews pue [enplAlpul 24 Ul suejd 10} 9508 pue 19xiew dnoib sbie| ayy ui sueld Joy
9658 UBU1 SS9] SI 1Byl Alljenb pue sa1A19S [edjulD uo 1uads wnjuwaid Y3 JO JUNOWE Syl JO) SISUINSUOD 01 sa1egal apiaoid
pUE ‘$3502 19Y10 pue ‘Aljenb ‘sa1A19s [eDIUlD Uo Juads siejjop wniwsaid jo uonlodoid ayy podal 03 suejd yijeay sainbay

'swinjwald pazipisgns aA193a. pue jood Ysl-ybiy Y3 Ul [[01ud 03 3|g1BI1|9 34 [|IM SYIUOW g 1se| 1e
10§ PRINSUIUN U3 9ABY OUM PUR UO[IPUOD [edipall bupisixaald e aAey oym sjueibiww [e63] pue susziid 'S 'SUopUod
[e21paW Bunsixaaid Yum sjenpiaipul 03 96e19A0D Yijeay apiaoid 0y jood ysu-ybiy jeuoiieu Aiejodwsy e saysijgeisy

suonoar0.d
JaWNsuoD)

abelanod
1uspuadsQ

SM3IASI
91eJ wnjwsald pue
0l1el SSO| [BDIPIN

|ood
3s1-ybiy Aresodws|

adUDJINsu| d3bAlid 03 sabuby)




Chapter 1 How We Got to Where We Are!

18

(110Z 'L ANf 2ANnD3y3) 'SUoiIpuod palinbde siedyijesy 01 Pa1e[ai S9JIAISS PIRDIPS|A 104 S91e1S 01 SiusulAed [e1spa) SHQIYOld
(3uswideuUs uodn 9AIIDaYT) 'sue|d a1ed pabeurw pPIeDIPaN O3 93egal Bnip 9yl SpuaIxg

('S10Z A4 2A2317) ‘% | Ag SUoRIpuod palinboe-jeldsoy 1oy sjeldsoy uiensad o3 siuswiAed aiedipalA S9dNPayY

(‘7107 "1 1990100 2AI1D2Y3) suoissiupeas [eudsoy (3|qeiuanaid)

SS9DX3 J0J JUNODDE 0} Sabejuadiad paydads AQ sjendsoy 01 apeul 9g 3SIMISYI0 PINOM 1Byl SJUsWAed a1edIpajy S9ONPay
(1107 ‘I Atenuer aAD3)3) 'sweiboid d|HD pue ‘piedipa| ‘2/ed1paly ay1 Inoybnoiyl pspuedxa a9 p|nod

4ImoiH 1503 JO 31eJ 341 92NPal pue Alijenb anoidwl 1ey3 S|9POW W01 JUSWAe 21D Jo Alljenb Buiroidul Jo Bujuleluiew
3)Iym sainypuadxa welboid 25npal 01 s3160j0pPOoYISW PUB $24N10NIIS JUSWARd JUSIBHIP dIHD PUE ‘PIEDIPSIA ‘2JeDIPpa|N

Ul puedxa pue ‘31eNn[eAd 1591 01 SSDIAISS PIRDIPSN PUB SIBDIPS|A O SISIUSD) 943 UIYLM J9IUSD) UOIIBAOUU| U $31e310)
(¢L0z 'L Arenuer paysijgelss

welboid sbujaes paieys) 21ed 91euUIpio0d pue ‘S1s0d pue Aljenb uo 11odal ‘suipaw paseq-aduspIAs a10wold 01
sassa00.4d auyap ‘suepisAyd aied Aiewd jo uoiedidinied a1enbape aAey ‘salieidyauSq a1edIPSIA JIBY3 JO 1B ||BISA0 Y3 4O}
9]geIUNODIE 3q 01 3al6e 1sNW suoleziuebio ‘ODY Ue se Ajijenb o] “wieiboid a1ed1paly Y3 40y 9ASIYDe Aoy SPUIABS 150D ay3
Ul 3Jeys 01 Spoysalyl Alljenb 19aw Aj11eIun|oA 1yl (SODY) suolieziuebio 21ed 3|geiunodde se paziuebio sIspIAcId smojy
(#710Z (Ad) 169K [e2SY 9A1DDY3)

‘papircid a1ed paresuadwodun JO Junowe 3yl pue painsuiun uonendod ay) Jo 1uadiad ay) uo paseq syuswiAed
$9sealdUl Ajpusnbasgns pue 946/ AQ Ajjeiiul siuswiAed (HSQ) [eHdSOH 21eys 1euoiliodoidsiq a4edipaly s9oNpay

(A1en s21ep 2A1D243) A1IADNPOId o) s1snfpe pue sispiAcid 21edIpalA 1240

ey buisinu paj|iys ‘Yieay awoy ‘sjeydsoy 1usiedul 1oy sarepdn 19¥Seq 19¥4eW [enuue saoNpay
'S1E2A SAIINDISUOD G O} 5G] URYL SSI) S| O11RJ SSO| [BDIPAW Y3 I 10BAU0D Ue(d sy}

91RUIWIS) 01 PUP SIBSA SAIINDISUOD 7 10) 9458 UBY) SS3)| S| O3l SSO| [BDIPaW 33 JI SIeaA ¢ J0oj Juswijjoius uejd puadsns o1
A1B12103S 93 Sa1Inbay 7| 0z Ul buiuuibaq ‘9568 ueyl $S| JO 013l SSO| [eDIpawl e sey uejd ay3 4l A1e39109S Y3 03 syuswAed
[e1ied 1wsi 01 sueid WA SJINbay s|9As| JuswiAed 1ua.ind 1e ‘sasnuog buipnpul ‘stuswAed [e101 sdeD) ‘6107 AQ %/°S
Buljenba syuswisn(pe Yam ‘saajoua Jo sn1eis yieay ayi 01 paiejas sadndeid Buipod 4oy syuswiAed uejd 01 syuswisn(pe
ul-saseyd ‘buiiel Aljenb sueld e uo paseq Pa1ed0|[e s31egRI YIM WISAS 9180J SSLIPOIA 'S9SNUOQ 3|GNOP SAISI4 SBale
BulAyiienb ul sueid bulkyenb ‘z oz ul buiuulbaq ‘suejd N Joj Wa1sAs Bulies Alijenb Je3s-G 1uslind ay3 uo paseq ‘siels
2I0W 10 4 BUIAID3I sUB|d 01 S3SNUOQ SIPIAOIG SeaIe JaYl0 Ul sueld 1oy (sieaA 9 pue sieak §) spolad Jabuo| Jano ul-paseyd
syuawAed yum ‘seale 1sow Ul sued 10y ‘| |0 Ul Buluuibaq sI1eak € 19A0 syusuwAed pasiAal UI-Saseyd 'sa1el S44 ybiy yum
SeAIR U0J (S44 JO 9%S6) SiUsWARd JoMO| pUB S31BJ S44 MO| YIIM Seale 1oy SudwAed Jaybiy Yum ‘sa1el (S44) 9DIAISS-104-994
21eDIP3A 4O seberuadiad Jualiayip 01 siuswiAed buias Ag sued (A abeiueApy 1edIpal O3 SiuswAed Sain1oniisay

pue ‘sa21dsoy ‘4N $2

(panunuod) (8¥L-LL1 "Td) 1Y 21€) 3|qep)

presipsy

24eDIPAN

JUWIUIDIUO) 150D




19

The Affordable Care and Patient Protection Act

(sanuiuo2)

(L 10z 'L Atenuer Aq ss21bu0D) 01 anp sem Abajesis [euonep) ‘sweiboid yiesy [esopay

‘Jsapun JuswAed pue ‘o} buiiodas ul pasn ag 031 sainseaw Alljenb BuIda|Ss 4oy pue siepjoysyels adinw woij indul
Buiajoaul sainseaw Alfenb Jo JuswdolaAap sy o) sassad0id sa1ea.)) “yiesy uoleindod pue ‘Sauwo2ino yijeay 1usiied
'S9DIAIRS 21eDY3eay JO AISAIISp Y3 aAoiduwll 03 saioud sapn(aul 1eyl ABa1esss Juswaaoidwi Aijenb jeuoiieu e sdojansg

(€107 'L Adenuef aAI3D43) "sa1el JuswAed paseadul Yl 1o} BudURUY [RISP3) 900 | SAIDIM [|IM S1IS
“+10C PUe €107 10} 59181 JUsWARd 21BDIP3IA U1 JO %00 | 0} (RUIDIPAW dl1eIpad IO SUIPaW [eUISIUI [BJ2USD ‘BUDIpaW
Ajwiey) s10100p a1ed Alewld Ag papiroid sa21AISs 21ed Alewld 1) 212 pabeueul pue §S4 Ul SiuswiAed piedIpajy Saseaidy|

(110Z ‘L Arenuer snp a1am ssa1bu0D) 031 sH0daY)

'$I93UD [BD1BINS A101RINGUUE PUE ‘S9DUSbE Yieay auwoy YNS 10} sweiboid dgA Jusws|dwi o3 sueid sdojaasq (2 10z

"1 1940320 9AID3Y3) 010 PUOAS] aAleiIul buiodas Aljenb ueldisAyd a1es1pai aY3 SPUSIXe pue sainsesaw Aljenb

UO 2ouewIOpad UO paseq siendsoy Aed o3 a1edipajy ul weiboid (dgA) buiseyound paseqg-aniea [endsoy e saysi|geisy
(7102 ‘| AJenuer 9A[10943) "UO[IE)SIIeS JUslled 9ASIYDR PUR ‘S92IAISS S1BDY1[EaY JO 150D 3y 9oNpal

'34e2 JO AdURIDLYYS 2Y1 9A0IdW] ‘SaW00IN0 Yijesy aAoidwl ‘suoissiuupeal [eudsoy 1uanaid ‘suoneziendsoy sjgeiusaaid
9onpal Ay i sBulAes Aue U 21eys 01 s|euoissaj0id yiesy Jo swiesy bupiedidinied mojje pue swoy JIay3 Ul S9IAISS 24D
Alewid yam salleIdyauaq a4edIpay pasu-ybiy apiaoid 03 welboid UoIeiIsuowap SWOH 1e 92uspuadapu| 9y sa1eaid)
(9107 'L Atenuer Aq ‘arendosdde ji ‘wesboid puedxs ‘€10z ‘| Atenuer Aq wesboid 1ojid ysijgeis3)

‘welboid 10)1d ay1 buipuedxs 1oy ue|d e sdojaasp 11 ‘buipuads budnpal pue Aljenb bupnpas jou 1o buiroidwi Jo sjeob
pa1e1s a3 sanalyoe weiboid 10)1d aya 4| -9bIeydsip Buimol|o) sAep Og sueds pue uopezieydsoy e o3 Joud sAep 931y suibaq
1ey1 24eD JO 3POsIda U J0oj SIDIAISS 218D 31nde-150d pue ‘sa2iAI9s [e3dsoy 1u11edino 'sa1AIas ueldisAyd ‘sao1Auas [eudsoy
Juaiedul ‘21n2e 1oy JusuwAed pajpung e buiked s1enjeas pue dojaasp o3 wiesbo.d 101d 21edIPS|A [BUONRU B S2YSI|geIsT

Kba1ens
AJllenb jeuoneN

aled Areulld

2JeDIP9aN

dUDWIIO0JI] WAISAS Y3paH/AjpnD buinoidw

(AJeA $318P 9AI1D943) 'SSIHAIIDE PNRIJ-IUE JOJ BUIPUN) S95BSIDU| PUB ‘SIS1USD Y3[BSY [IUSUI ALUNWILIOD IO} SPIRPURLS
SUSYIbUDIIS ‘Swile|d S|ej BunHWgNS 1) Sal3jeuad sasealdul ‘sulelboid a1e1s pue [elapaj SSOID. Plep aieys pue ainided o1
aseqeiep e sdojeaa ‘sweiboid adueldwod ysiigeiss 01 siaiddns pue sispiroid wieiboid pledipaiy pue aiedips|y buninbal
AQ pue ‘sweiboid oiignd |je ul pnely Jo 3si PR1eAS|S Ue BulAey Se PSLIIUSPI SeaJe Ul BLI0IRIOW JUSWI|0IUS pue ‘sialjddns (JNQ)
Juawdinba [edipaw 3|geINp JO SWieP [eliul 1) 1YDISISA0 paduryuS Jo pouad Aep-06 e buipnpul ‘sisiiddns pue sispiaoid

M3U 10} spouad 1ybIsIano padueyua ‘sbuluaaids Japiaoid buimolie Ag swelboud diignd ul asnge pue ‘pnelj ‘91sem sadnpay  m

asnge
pue ‘pneuj ‘91Sepn



Chapter 1 How We Got to Where We Are!

20

‘Wall Yoo JO 1U=21UO0D [eUOIINU 9yl 2SOIDS|P O1 saulyoew @C:UC@> WoJ} P|OS POOJ puk siueinelsal uleyd mmL_ijm

‘21e11doidde

P3Wa3P JI 96BISA0D JO 1502 Y1 JO %05 O3 PRSLAIDUI 3 AeWl 1|Wl| pIemal 3 "PJepuels 9yl 199U 01 3|GeSIAPeUl JO NP
A|QPUOSE3IUN S| 3| WOYM 1O} S|ENPIAIPUI 1O} PIEPURLS SAI1BUISLIE UB IO 1SNW SI2A0|dWT "Spiepuels paiejai-yijesy uienad
Bunssw pue weiboid ssaujiom e ul buiredinied 1oy 96eISA0D JO 1502 Y1 JO 9%0¢ 01 dn Jo—papIrcid 3G 10U SSIMISYIO0
PINOM 1BY3 SIYDUSJ 4O ‘SiUsWIINbaI Buleys-1502 JO SISAIBM ‘SIUNODSIP WNiWJd JO Wioj a4yl Ul—spiemal aakojdwa
1940 01 $12A0|d WD SHWIRJ "Swielboid ssaujjom ysi|geisa 1eyl siakojdua [jeus 03 sieak 9AY 03 dn 1oy syuelb SapIAOId

“USUIOM J10j SBUIUDIDS

pUE 218D dAIIUSASID [PUOIIPPE PUE ‘SIUSDS3|0PE PUE ‘USIP|IYD ‘SIURJUI 1O} 91BD SAIIUDAIM ‘SUOIIRZIUNUIWII PIPUSWILIODSI
apinoid o1 suejd yijeay payiienb saiinbay ‘uswom Jueubald 10y SIDIAISS UOIIESSSD 0DDeC0] J0) 9DRISA0D PIedIPalA
salinbay ‘swelbold uonedyIpow JoiAeyaq 913|dwiod 01 SalIeIDYaUSQ PIEDIPS|Al PUB 21eDIPa|Al 03 SDAIIUSDUI SOPIAOI]

(110z ‘| Aenuer

9A1129}43) ‘BuI1ISS 1US1IEdINO UE Ul PIPIACID 9B SDIAISS 3591 USYM S2D1AISS Ue|d uonuaAald pazijeuosiad 1oy
9DUBINSUIOD 10 3[gIIdNPaP 104 JUSWISN(PEe OU YIM ‘IUNOWe 3|NPayds 994 UeldISAYd 3yl JO 9%00 | SI9pIAoid sasinquiiay
(L 1OZ "L Alenuer 9A1123)}3) 92404 3Se] SDIAIDS SAIIUDAI ‘SN By}

JO SUOIIEPUSWIWOD3I UO Paseq ‘S9IAISS dAIIUSAId JO 96BISA0D 24RDIP3IAl 93BUIWIIS O AJPOW 01 A1B121D3S 3Y3 Sazloyiny

(0107 A4 Ul buluuibaq sieak aay 1oy parenidosdde spund) 'seale Ja13uoly pue [eins u Ajje1dadsa

‘sa111ledsIp yijeay buissaippe pue saiel 9seasip d1uoiyd BuidnNpai ‘saliAlIde uoiusAald Buiusyibualils 1e paulie SDIAISS
SSOU||9M puB uolUaAId Paseq-A1UNLIWOD PUR PIse]-9dUdPIAS JO AlaAllap oyl 1oddns o1 weiboid Jueib e saysijqeisy
(1uswioeUs uodn aA1I3YT)

"S9DIAIDS UOIIUSASID A} UNWIWOD PUE [BDIUID JO 9SN 34} UO SUOIIBPUSWIUIODD) PISEG-PIdUSPIAS 31RUIWSSSIP pue ‘1epdn
‘dojaASP 01 SIDIAISS SAIIUIAIG AHUNWIWIOD) PUB SIDIAISS SAIIUDASIG UO $32104 3581 S218a1) (0107 A4 Ul uonendoidde
[eru) sweiboid yyesy onignd pue uopuanald 1oy buipunj uieisns pue puedxs 01 pun4 YyijesaH d1|gnd pue uoiuaald

e 531eal)) (JUSWIDBUS HUIMO||04 JeaA auo anp AB31eiis) yijeay suolieu ayi aroidul 0y ABalesis [euoiieu e sdojaasg

uonewloul
[eUOnLIINN

swelboid ssaujspm

S9DIAISS 2AIUA.d
4O 9beIan0)

ABa1ens jeuopieN

SSaU||a/UOIIUIAIY

(ponuiuo2) (8¥L-LLL "Td) 1O¥ 21€) 3|qepiojy pue uonialoid juaed L°L 319YL




21

The Affordable Care and Patient Protection Act

/178-3182-3|BPIOJR-3Y}-J0-K IRWILINS/133YS-1IR}/ULII0JI-Y}eIY /D101y mmm,//:d1y Wol) PaA3LIIRY 1Y 1e) 3|qRpioyy U3 Jo AIeWwwN *(€107) "Uonepunod Ajiwey Jasiey Wwoyj ejeq
1V HC®E®>0_O_C\__ 2Je7) YljeoH Uelpu| 9yl spuswie pue Sazlioyinesy m Suelpu| uedlsWwy

‘SJUSWIAIINDaI 95941 199W O} aun|1e} 4o} Jeak 1ad 0OO'0SS 4O Xel

e s9s0dw| "SUOIIDR UO[13]|02 AJBuIpioeiIXe Bupelispun 21042 9DUeISISSe [eidueul Joj A1(igibije sulwi19p o1 sidwsne

9|CPUOSE3 SS3eW pue ‘Syusied painsul 01 pa)|iq Ajjelausb Junoule 3yl 01 SDURISISSe [eldueUY 10} Ajijenb oym syusied

01 sabJeyd syl ‘9durISISSe Syl 1oy A|dde 01 MOY pue 3|GB|IPAE S| 218D PSIUNOISIP JO 9914 JSY1SyM $31edIpul 1eyy Ad1jod
2oue3sIsse [epueuy e 9zl gnd Ajopim pue 1dope ‘spasu payiluapl ay3 199w 03 Abajesis uoneiusws|dwi ue ydope pue sjeudsoy 3yoid-uou
S1e3A 9313 AIDAS JUBWUSSISSE SPaaU ALUNWIWIOD e 10Npuod 03 s|e3idsoy 1yoid-uou uo syjuswaiinbal [leuoippe sasodw| m 10§ SyUsWRlINbay

"SODINIDS U3eay [erusul pue [edisAyd a1eibalul 1eyl asoyy pue

'95ISIP DIUOIYD JO JUSUISHRURWI LUPS] 'SWIOY [BDIPAW SE UYdNS S|9pow aJed Alewd uo sndoy ey swelboid bujuiely

40 1uaWdojaAsp ayi s1oddns so1ul> Yieay pabeuew-asinu pue s1s1uad yijeay payiienb Ajjeiapsy ul a1ed Aleud

apinoid oym sisuopinoeid asinu Ajiwiej 01 buluiell apiroid pue Aojdus 01 s1eak 9a1y3 01 dn Joy syuelb siayo buisinu

01 I9ppe| 331D B Hulleald pue ‘syuelb uoiuslal pue JuswAedas ueo| buipiroid ‘swelboid buiuien bupioddns
‘uoiiednpa Joj A1deded ay1 Hulseadul Ag S3SINU JO UOIIUSIDI SY1 PU S3sINU JO 3br1IOYS paidafoid syl Sassalppy e

'S|euoIsSa40id a1edyy|eay Jo buiulel} 95ua3adwod [ein}nd $910U0Id puUe 'D2I0PI0M 3SISAIP e JO bujulely

sa10wo4d ‘Y1jeay diignd pue suIpaw aAIRUSAId Ul Bululell Yiim S1uspisal [edipaul sapiaoid ‘welboid JuswAedas ueo)

9210pIOM Y1[eay D1 |gnd e Saysi|ge1ss ‘Seale [eJnJ Ul 9AISS 03 SISPIACI S1INID3J pUE SUlel] Seale PaAISSISpUN AjjedIpawl

ul siapinoid 01 saueib a1e3s sepiroid (buipjing Aldeded pue buluiell aied Arewd suoddns ‘sueol pue sdiysiejoyds

ybnoiya sjeuoissajoid yijeay Jo buluiesl oddns syi pue Addns 92J0p10M S95E1DU| "SERIE PIAISSISPUN PUE BN

Ul sweiboid Aduapisal Jo Alljige|ieAR 4l 21nsus pue sbuias Jusiedino ul bujuies syowoud 03 solies uoiendod

-03-uepIsAyd 1UapISa1 1SOMO| BY3 YIIM $91e1S 03 pue A1abins [eiauab pue a1ed Aiewid 01 usAlb sanuond yum ‘s1ols
pasnun Ajpua.iind bunnguisipal Ag suonisod bujuiell (JND) UOIIEDNPT [EDIPSIA S1BNPEID) JO JSGWINU BY) SISeaIDU| e

auswdojanap pue Bujules 9210pIoM SaA0IdW|  m SDIOPIOM

Ssjuawilsonu| 1oyl0O




22 Chapter 1 How We Got to Where We Are!

» A Look to the Future

Issues of access, cost, and quality will remain
driving forces in the healthcare world for years
to come, and perhaps forever. Ever-tightening
governmental funding and regulations, such as
the value-based reimbursement issues and the
requirements of the ACA, force healthcare pro-
viders and institutional leaders to pay attention to
patient outcomes in ways never before expected.

Our aging population of baby boomers, now
rapidly retiring, will continue to strain our health-
care system in both private and public sectors.
Shortages of healthcare professionals (such as
nurses, physical therapists, and, in some parts of
the United States, physicians) to care for them,
as well as those who are newly insured through
the provisions of the ACA, will continue to be
a problem. Women especially feel the impact of
this because they live longer and possibly face
living at the poverty level in their older years.
According to March 2015 data from The Kaiser
Family Foundation, 91% of the nursing work-
force are women and, in the general workforce,
earn 77% of what their male counterparts make
(Pew Research, 2015). Retirement incomes will
continue to reflect this societal problem.

Economic issues continue to plague federal,
state, and local budgets as all face major deficits.
Increasing taxes has not been popular, although
as of 2013 federal taxes have increased. Increased
spending cuts are also not popular. ACA creates
an additional burden for federal and state budgets,
with many state governors working on ways to
both cut Medicaid payments and not support
ACA requirements for Medicaid (a states’ rights
issue as yet unresolved).

The effects of the ACA, particularly the
impact of accountable care organization (ACOs)
and provider payments, will bear watching,
especially as they are implemented in safety net
and rural areas. Hospital closures in the past have
disproportionately affected safety net and rural
areas, and it is possible that some provisions of
the ACA may have unintended consequences
for citizens. As more citizens become insured
and seek primary care, a dedicated effort will

need to be made to ensure there are enough
primary care providers to meet the anticipated
needs. Federal laws to ensure the full scope of
practice for NPs and other advanced practice
nurses may be required to adequately meet
patient needs, especially because some states
continue to artificially limit advanced practice.
Alternative therapies generally focus on health
promotion. In the midst of all the cost-cutting
in our illness care system, alternative therapies
have been enjoying increased popularity with
the American public, even though consumers
most often pay out of pocket for the services. As
patients visit physicians and receive medications
for diseases, they frequently discover this does
not cure the problem. In many cases, the medica-
tions cause other medical problems. Alternative
therapies provide a way to stay healthy, as well
as to treat disease, and bring comfort without
producing as many side effects and as much
pain. These are likely to assume even greater
importance in health care in the future.
Another issue affecting our future in health
care is the technology explosion. As telehealth
capabilities increase, healthcare availability
expands to meet the demand, opening the door
for increased access to care for selected popu-
lations. Electronic health records (EHRs) have
great potential for increasing patient safety and
the efficiency of care, and yet present the ethical
challenge of protecting patients’ personal health
information and the cost of implementation
is burdensome on healthcare organizations.
Facilities that have accepted federal monies
for EHR systems will have to meet the federal
“meaningful use” requirements (http://www
.healthit.gov/providers-professionals/meaningful
-use-definition-objectives). This is slowly being
incorporated into practice settings of all kinds
and has significant implications for nurse leaders
and providers (Wilson & Newhouse, 2012). In
addition, the Internet has vastly improved cli-
nician information on evidence-based practice.
Consumers continue to access the Internet to
research their specific illnesses and determine
which providers are most effective. They use this
information to evaluate how effectively their



provider is determining their care (Meadows,
2001) and will continue to do so with even more
frequency in the future.

The science of genomics adds a new dimension
to health care that looks to have an ever-increasing
presence in the future. Currently, scientists have
joined forces with private companies that supply
enormous funds to map genes. With commercial
enterprises involved, it has created great ethical
implications because business leaders believe this
information can produce future profits.

On one side of the U.S. healthcare land-
scape are people with excellent insurance, high
levels of computer literacy, and life situations
that allow them to seek the best care available,
wherever it is available. These people will be able
to obtain the “personalized medicine” offered by
genetic breakthroughs. On the other side of the
landscape are the uninsured and those who are
losing benefits, such as retirees, who may lack
access to such sophisticated technologies. The
growing numbers of uninsured and underin-
sured people, as well as the documented health
disparities in health status of racial and ethnic
minority populations and all populations living
in poverty, will eventually force our legislators
to address the inequalities of access and quality
of care in our system.

Another contributor to future changes in
our healthcare system will be the effects of global
warming, magnetic field fluctuations, solar flares,
and the earth’s poles changing directions. The
impact of extreme weather events, including
ice-age conditions, heat waves, fires, volcanic
eruptions, earthquakes, floods, and storms, is
predicted to lead to higher levels of insect- and
water-borne illnesses and the reduction of food
production and safe drinking water. Healthcare
providers will need to address the physical and
mental health needs that arise from these con-
ditions (Blashki, McMichael, & Karoly, 2007).
Hospitals and other institutional providers will
need to be even more focused on disaster pre-
paredness and be ready to deal with increasing
numbers of patients needing care for illnesses
related to heat exposure and poor air quality
(Longstreth, 1999). Drug-resistant organisms are
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predicted to increase, bringing new challenges
in the treatment of infectious diseases, such as
with the fungal meningitis outbreak in 2013
and, more recently, the Zika virus outbreak of
2015-2016. These developments require sig-
nificant adaptation in healthcare delivery and
are likely to disproportionately affect children,
elderly adults, and poor people.

The problem is that healthcare costs are
still high, with many individuals and employers
finding health care unaffordable. Recent health
policy changes hold promise to better manage
healthcare resources but are fraught with political
and economic unknowns. This is a time in the
development of our healthcare system when
nursing leadership is of paramount importance.
Nurses represent the lived reality of the system;
they see and hear on a daily basis patients’ stories
of both healing and unnecessary complications.
Nursing knowledge and leadership are critical to
improving our healthcare system and ensuring
access, cost, and quality care for all.

That which is, already has been, that which is to
be, already is.

—Ecclesiastes 3:15

Summary

Chapter 1 shows how the United States became a
tertiary care, illness-based system that often does
not meet the needs of our population, even those
who are lucky enough to have health insurance.
Historically, when people were ill someone in
the home cared for them. Amazingly, we are moving
back toward that model again. Meanwhile, we can
examine how insurance companies surfaced; how
Social Security, Medicare, and Medicaid coverage
emerged as the most prominent player in health
care; how legislation like the Hill-Burton Act
drove the healthcare industry to build hospitals
and provided money for hospital (tertiary) care
rather than for home care; and how value-based
reimbursement and prospective payment have
affected finances in health care. This hasled to an
ineffective healthcare system, which probably will
not be able to pay for itself in a few years. With
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the present poor U.S. economy, health care is
now at a crisis point. Hopefully, nurses using the
knowledge presented here to understand how we
got to our present situation in health care, we can
more effectively deal with our current situation.

Discussion Questions

1.  What implications does CMS pay for
performance have for nurse administrators
and managers? Why?

2. What changes might you anticipate in
your employment setting as the effects
of the ACA move forward?

3.  What implications do the increasing
number of elderly and frail elderly adults
hold for nurse leaders across settings?

4. Inyour opinion, what health policy has
had the greatest impact on health care in
the United States? Why?

Glossary of Terms

Access the availability of health care to the
population; the use of personal health services in
the context of all factors that impede or facilitate
getting needed care. This includes effective (cul-
turally acceptable) and efficient (geographically
accessible) delivery of healthcare services.
Ambulatory Payment Classification System
prospective payment system for ambulatory set-
tings giving a fixed dollar amount for outpatient
services diagnoses.

Cost the value of all the resources used to
produce services and expenditures.
Diagnosis-Related Groups (DRGs) prospective
payment plan for hospitals where reimbursement
is based on the diagnosis of the patient.
Entitlement what a population expects from
government (started in 1935 with Social Security).
Gross Domestic Product (GDP) monetary
value of all private or public sector goods and
services produced in a country on an annual
basis less imports.

Health Insurance Portability and Account-
ability Act (HIPAA) legislation that ensures
that written, oral (telephone inquiries and oral

conversations), and electronic (computer or fax)
patient health information is kept confidential
and private.

Health Maintenance Organizations (HMOs) type
of health insurance that provides a full range of
integrated care but limits coverage to providers
who are employees of or contract with the
insurance organization.

Health Policy the entire collection of author-
itative decisions related to health that are made
at any level of government through the public
policymaking process.

Indemnity lump-sum payment for health-
care services based on the retrospective cost of
the care.

Managed Care healthcare coverage where
insurance companies and Medicare/Medicaid
contract with private insurers or HMOs that
assume the primary care of groups of people
enrolled in a plan and serve as gatekeepers to
specialty services. These measures were intended
to control healthcare costs and to improve the
quality of care.

Outcome and Assessment Information
Set (OASIS) prospective payment system for
home care.

Outsourcing where another organization that
can provide services (such as housekeeping, food
service, and groundskeeping) efficiently for a
healthcare organization is hired to perform
those services.

Primary Care basic healthcare services provided
as the first and continuing point of contact for
prevention and health promotion, diagnosis and
treatment, and referral.

Prospective Payment where the payer deter-
mines the cost of care before the care is given;
the provider is told how much will be paid to
give the care.

Quality of Care extent to which the provided
healthcare services achieve or improve desired
health outcomes; these are based on the best clinical
evidence, are provided in a culturally competent
manner, and involve shared decision making.
Resource-Based Relative Value System
(RBRVS) prospective payment system for
physician services.



Resource Utilization Group (RUGS) prospective
payment system for skilled nursing facilities.
Secondary/Tertiary Care highly technical
hospital-based care or long-term care.
Utilization Review (UR) where providers are
required to certify the necessity of admission,
continued stay, and professional services rendered
to Medicare and other insurance beneficiaries.
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CHAPTER 2

Healthcare Stakeholders:
Consumers, Providers,
Payers, Suppliers, and
Regulators

J. Michael Leger, PhD, MBA, RN, and Janne Dunham-Taylor, PhD, RN

OBJECTIVES

Recognize the challenges that confront the healthcare industry.

Define and identify where the healthcare costs are primarily used.

Identify the major stakeholders within the healthcare system.

Provide information on how the federal, state, and other regulatory agencies affect the industry.
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ur current healthcare environment is

a wonderful example of complexity—

becoming more and more complex every
year. Remember that complexity, if unchecked,
grows exponentially and creates more problems
and errors. This is evident in the healthcare
environment, which has been complicated
by a major recession in the U.S. economy, a
major federal budget deficit (with the states
not far behind), and a dwindling middle class.
We, as a country, could benefit from working
to simplify the entire healthcare environment
in small increments. However, this is not the
case today. Instead, we continue to create more
complexity.

» Healthcare Dilemmas:
Access, Cost and Quality

There are three major dilemmas in health care:
universal coverage (access), paying for care (cost),
and quality. According to economic theory, it
is possible simultaneously to achieve any two
of the three but not the third. For example, if
you achieve universal coverage and can pay for
it, costs will be very high. If you contain costs
and pay for it, you will not be able to achieve
coverage for everyone. As you can see from
the quote at the beginning of this chapter, even
though we are spending the most in the world, all
we have achieved are third-world outcomes, and
we certainly do not have universal access to care.

The United States has struggled for some time
to determine the best way to achieve reasonable,
equitable distribution of health care without
losing control of total spending. This struggle
continues today. Most industrialized countries
have chosen to focus on equitable distribution
of health care by providing universal coverage;
however, the United States continues to vacillate
between equity and containing costs. The result
has been limited success on both issues.

A definite result of this struggle has been the
development of the medical-industrial complex.

Health care has changed from a social good to a
product. Healthcare delivery has become com-
mercialized, and healthcare professionals, such
as hospitals and physicians, have turned more
toward using business techniques to survive.
This pressure has led to economic problems,
major quality and safety issues, spiraling costs,
and new healthcare delivery approaches. Not
all of these factors have been negative. For in-
stance, technology has developed less invasive
approaches in dealing with disease.

Healthcare expenditures are predominantly
spent on illness care. One major issue in health
care is that we are predominantly paying for
tertiary illness care and spending little on pre-
vention and primary care.

» Five Stakeholders:
Consumers, Providers,
Payers, Suppliers, and
Regulators

To better understand this complicated health-
care system, it is necessary to examine the five
key stakeholders, or players, in the healthcare
arena: consumers, providers, payers, suppliers,
and regulators. Simplistically, consumers receive
the health care; providers give the care; payers
finance the care; suppliers provide materials and
supplies to the providers; and regulators set laws,
rules, and regulations that must be followed for
giving and paying for care.

Yet, realistically, these terms are more com-
plicated. First, these players are integrated in
a healthcare system where actions taken by
one stakeholder affect the other stakeholders.
So, when the federal government passes a law
establishing a set of regulations, consumers are
affected, providers must make sure they meet the
regulations, payers may be involved in meeting
or policing the regulations, and suppliers may
have to change supplies to meet the regulations.
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Second, at times stakeholders intermingle func-
tions. For instance, (1) the consumer receives
the care but is a payer when paying deductibles,
(2) the federal government owns the Veterans
Administration hospitals (is a provider) yet is
a regulator through the Centers for Medicare
and Medicaid Services (CMS), and (3) Kaiser
Permanente provides insurance (is a payer) and
owns healthcare organizations (is a provider).

Consumers

Consumers are patients in hospitals, residents
in long-term care facilities, clients in home
care, enrollees in insurance plans who receive
health care, and people who pay out of pocket
for health care. Consumers in health care are
different from consumers in other industries
because they are vulnerable. An insurance term
for the consumer is covered life.

As the United States moves from a
manufacturing-based economy to a service
economy and employee work patterns continue
to evolve, health insurance coverage becomes less
stable. First, the service sector offers less access
to health insurance than the manufacturing
sector. Second, there is an increasing reliance
on part-time and contract workers who have
not historically been eligible for insurance, so
tewer workers have access to employer-sponsored
health insurance. The Patient Protection and
Affordable Care Act (ACA) was passed with
the intent to ensure that most people will have
health insurance.

As the ACA evolves, all individuals will
need to secure health insurance. Subsidies
are built in presently for those earning up to
400% of the federal poverty level. In addition to
paying for insurance, many people need more
extensive medical care. Additional money is
needed (tax dollars so far) to cover this expense
unless something is cut back, and cuts in federal
(and state) budgets are already happening to deal
with present deficits. With ACA, small business
owners are required to supply employees with
health insurance and will get tax credits for this.

Will this force more small business owners to fail?
No one can be denied insurance regardless of
preexisting conditions, and there will be no
financial limits on care for chronic, long-term
conditions. Does this mean that our insurance
premium costs will spiral upward even more?

So, who pays for health care? Some consum-
ers pay cash for care. Examples include wealthy
persons (sometimes) and Amish. Employers offer
what has become known as consumer-directed
health plans where consumers pay upfront in
several ways:

m By sharing insurance premium costs. These
continue to rise each year.

m By paying deductibles (the amount of money
a consumer must pay before the insurance
company will pay for healthcare services).

m By paying copayments (the amount of money
a consumer must pay out of pocket for every
healthcare service received). This amount
can be fairly small, such as for a doctor’s
visit, but can be substantial —for example,
20% to 50%, for a procedure.

m By paying more if providers do not partic-
ipate in the covered plan.

®m By paying for any services not covered
by the insurance plan, such as alternative
therapies or plastic surgery.

®m By paying the amount above what the payer
has established as a reasonable and custom-
ary charge, such as for outpatient services.'

m By choosing to pay cash for a healthcare
service so it will not be necessary to go
through the insurance company.

As the price of health care rises, consumers
are paying more and employers are paying less.
Examples include the following:

B Insurers are starting to expect consumers to
have healthier habits and participate in well-
ness activities to obtain better premium rates.

®m A reduction in explicit coverage has occurred,
most notably for pharmaceutical benefits.

m  Greater de facto limitations are placed on
covered care, especially by health mainte-
nance organizations (HMOs).
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®  The consumer may have to change provid-
ers based on the insurance plan his or her
employer chooses.

m  The cost of “Medigap” coverage is rising. This
is insurance purchased by elderly adults to
cover the 20% of costs that Medicare does
not cover.

®  Some employer-based plans now have a
maximum out-of-pocket limit on the amount
the employee has to pay annually for actual
medical costs. For instance, say an employee
experiences a catastrophic illness that costs
$500,000 during the year. If the plan has
specified a maximum out-of-pocket limit,
once the employee has paid that amount
(reached the limit), the employer pays 100%
of the medical expenses until the maximum
out-of-pocket as set by the employer. Other
plans, including Medicare, do not have this
limit. Note here that Medicare only pays
80% of expenses.

In addition, employers offer cafeteria plans
for employees. In this arrangement, an employee
chooses the amount and type of healthcare
coverage (and other benefits) needed, within
certain limits set by the employer.

Most often, employers charge employees a
monthly fee for the health insurance benefit. If
spouses each have an insurance plan, it is nec-
essary to delineate which plan would first cover
family healthcare needs, with the other spouse’s
plan picking up uncovered expenses only. If the
employee’s spouse has a good insurance plan,
it is possible the employee would not require
health insurance at all. This saves employers
and employees money.

Then, there is the problem of uncompensated
care when uninsured or nonpaying patients do
not pay for services. Even though more people
are covered with ACA, there will continue to be
some people, such as migrant workers, who will
not have insurance coverage and who may not
be able to pay for services. Even with insurance,
people must pay a portion of the payment them-
selves. When they do not or cannot, it becomes
bad debt and providers lose money. In a climate

where providers get less from insurers anyway,
this becomes a burden and, as a result, drives
up prices.

Safety-net hospitals serve indigent and
uninsured persons. Often, federal and state
governments give these hospitals additional
payments for uncompensated care. With the
advent of ACA and more people at the poverty
level being served, will these hospitals get even
more payments? Is the government going to
continue to provide additional payments?

One enormous problem in our current
payment system is the costs incurred in the last
year of life. End-of-life care costs amount to as
much as a quarter of U.S. healthcare spending
(Kovner & Lusk, 2012). Nursing Economic$
(May/June 2012) devoted a whole issue to this
topic. This is an area being examined closely
by insurers to make sure unnecessary costs
are avoided.

As the middle class dwindles, many cannot
afford needed home health care. This problem
results in more uncompensated, untrained
caregivers—most often relatives with no nursing
training—caring for consumers. These caregivers
need basic care information, such as turning
the patient frequently to prevent bedsores,
encouraging hydration, and providing better
nutrition—education that a public health nurse
could spearhead in the community if public
health programs were more adequately funded.

Another consistent problem for consumers
is patient education and prevention measures.
Everyone seems to agree that more of this needs
to be done, but in the past, we have funded
tertiary care with very little money going to
prevention and keeping people in their homes.
The question is how to achieve this change yet
keep costs down. Enter ACA, which mandates
more prevention. This will create additional
CMS expenditures right when present costs need
to be cut. One obvious answer, used by other
countries, is to have the public health department
provide more population-based education and
prevention programs. However, public health
continues to be drastically underfunded in the
United States.





