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Primary Care Providers

Physicians in general family practice are most commonly the
providers of primary care in Europe. In the United States, primary
care practitioners are not restricted to physicians trained in general
and family practice, but also include physicians trained in internal
medicine, pediatrics, and obstetrics and gynecology. One cannot
assume, however, that these various‘types of practitioners are
equally skilled in rendering primary care services (Starfield, 1994).
Unless a medical training program is dedibated to providing
instruction in primary care, sngnmcant dufferences are likely to exist
between its graduates and other PCPs. ln fact 'some controversy
and competition have arisen among practitioners as to which
specialists should be prowdmg pnmafy céfe The specialty of

family practice, in particular, represents a challenge to internal

medicine in providing adult primary (Tare and to pedlatncs in
providing child primary care.

Ly

Nonphysician practitioners (NPPs) are also playlng a larger role in
the delivery of primary care in the United States ln llght of the
increasing emphasis on health care cost contamment NPPs—who
include nurse practitioners (NPs), physician assnstarrts (PAs), and
certified nurse-midwives (CNMs), among others—are in great
demand in primary care delivery settings, paniculhrly in medica‘lly
underserved area (MUAs). Data from Medicaid managed care
organizations (MCOs) demonstrate that patients receiving care
from NPs at nurse-managed health centers experience
significantly fewer emergency room visits, hospital inpatient days,
and specialist visits, and female patients are at a significantly lower
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demand in primary care delivery settings, particularly in medically
underserved area (MUAs). Data from Medicaid managed care
7o@nizations' (MCOs) demonstrate that patients receiving care

- from NPs at nurse-managed health centers experience

7 7srgnlﬁeaﬁﬂy fewer emergency room visits, hospital inpatient days,
~and specialist visits, and female patients are at a significantly lower
risk of giving birth to Iow-birth-welght infants, com;pared to
patients in conventional heafih care (National Nursmy »CGnters

Consortium, 2563)

A recent retrospective crass-secﬂﬂnai anaiysns
administrative data from Veterans Health MY"
primary care encounters showed NPs and P/
approximately 30% of all VHA pﬂmary ‘care
PAs, and physicians fill similar roles i in
et al., 2012). Similar results were also fou
in community health centers, with NPs aﬁd P )
10%, respectively, of care for vulnerable pupu
al., 2015). Nevertheless, PCPs continue to fill ¢ an

NPPs cannot match.




Growth in Outpatient
Services

In the United States, the proportiori‘of total surgeries performed in

outpatient departments of community hospitals increased from

16.3% in 1980 to 65.6% in 2013 (FIGURE 7-2). This decline in

inpatient procedures has actually been outweighed by the growth

of ambulatory procedures. Mo‘redver for | patients older than 65

years, the rate of inpatient surgeries has not decreased (Kozak et

al., 1999; National Center for Hemth Statistics, 2010} In a study

performed by Wier et al. (2015) the 10 most cnmmon ambulatory

surgeries performed i in cemmunlty hospltals un 28 states were lens %

and cataract procedures (9.3% of all ambulatory surgenes] other

therapeutic procedures on musctes ancl te ‘nduns (5 8%), other
operating room therapeutic proc&du S in :(4‘.‘5%), '

cholecystectomy and common duc’t ‘ 'n (4.0%), excision of

semilunar cartilage of the knee (348%)‘; and‘femoral hernia

repair (2.8%), other operatmg room‘th gedu_{es onthe :

skin and breast (2.5%), tumpectomy an ctbmyof the

breast (2.4%), decompressnon penphera j%}l;}ahd other

hernia repair (2. 3%}
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MD: U.S. Department of Health and Human Services p. 281

Over the years, several noteworthy changes have been

instr.ntal in shifting the delivery of health care from inps' tto Iﬁﬁ:’-ﬁﬁ
outpatient settings. These changes can be broadly classified as
reimbursement, technological factors, utilization control factors, G‘b
physician practice factors, and social factors.

Q&A

Reimbursement

Until the 1980s, health insurance coverage was usually more
generous for inpatient services than for outpatient services. For
years, many interventions that could have been performed safely
and effectively on an outpatient basis remained inpatient
procedures because third-party reimbursement for outpatient care
was limited. These payment policies began to change during the
1980s. In response, hospitals aggressively deve‘loped outpatient A
services to offset their declining revenues from \lnpg‘g!ent care

In the mid-1980s, Medicare subst:tuted a prospectlve payment
system (PPS) for its traditional cost-plus systﬁerh §"t relmburse
inpatient hospital services (see the Health Serwcé#;Fmancmg
chapter). PPS reimbursement, which is bk—:sed oni dlagnosns~related
groups (DRGs), provides fixed case-based ! payments to hospitals.
In contrast, the outpatient sector was not subject to payment
restrictions. Therefore, hospitals had a strong mcentwe to minimize
inpatient lengths of stay and to provide continued treatment in
outpatient settings—which led to mushrooming bosts in the
outpatient sector. In 2000, Medicare implemented prospective
reimbursement mechanisms in an effort to contain these costs,
such as the Medicare Outpatient Prospective Payment System
(OPPS) for services provided in hospital outpatient departments
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and home health resource groups (HHRGs) for home health care
(see the Health Services Financing chapter). Cost-containment
strategies adopted by managed care also stress lower inpatient
use, with a corresponding emphasis on outpatient services.

Technological Factors

The deveiopment of new dlagnoshc and treatment procedures and
less invasive surglcal methods has made it possible to provide
services in outpatient settings that previously required hospital
stays. Shorter-acting anesthetics are now available. The diffusion
of arthroscopes, laparoscopes, lasers, and other minimally invasive
technologies has made many surgical procedures less traumatic.
These modern procedures have dramatlcaily curtalled recuperation
time, which has made same-day surg c al procedures very
common. Many offi ce—-based physnm ans have also expanded their
capacity to perform outpatient dlagnost'lc treatment and surgfcal

services because acquisition of technology has become more
feasible and cost-effective. < Hin

Utilization Control Factors

To discourage lengthy hospital stays, pdyers have insiituted prior
authorization policies for inpatient admlssmon as well as close
monitoring during hospitalization. The Managed Care and
Integrated Organizations chapter discusses the most widely
adopted utilization control methods. “ o

Physician Practice Factors
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Ph'~ician Practice Factors

The growth of managed care and the consolidation trend
associated with large hospital-centered institutions weakened
physician autonomy and professional control over the delivery of
medical care. Physicians also lost income. To counter these forces,
an increasing number of physicians have broken their ties with
hospitals and started their own specialized care centers, such as
ambulatory surgery centers and cardiac care centers. In these
kinds of specialized ambulatory care centers, physicians often find
that they can perform more procedures in less time and earn
higher incomes (Jackson, 2002). Higher volumes may also be
associated with better quality. Such factors may be behind the
growth in specialized centers of excellence for cataract and hernia

surgeries and cardiac procedures.

Social Factors

Patients have a strong preference for receiving health care in
home- and community-based settings. Unless absolutely
necessary, most patients do not want to be institutionalized.
Staying in their own homes gives people a strong sense of
independence and control over their lives—elements considered

important for better quality of life.

Large hospitals have traditionally been located in congested urban
centers, but increasing numbers of suburbanites now perceive
these locations as inconvenient. Hence, many freestanding
outpatient centers and satellite clinics operated by inner-city
hospitals are now located in the suburbs.
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Types of Outpatient Care

Settings and Methods of
Delivery

The services described in this section are not always operated
independently of each other. For example, a hospital may operate
physician clinics in addition to some of the freestanding facilities
described here. Also, in a constantly evolvinfgis?Steﬁq, new settings
and methods are likely to emerge. However, in geheral, the various
settings for outpatient service delivery found i:n}  U.S. health
care delivery system can be grouped as follo Ea

= Private practice

» Hospital-based services
= Freestanding facilities

= Retail clinics i
= Mobile medical, diagnostic, and screeni G

e

+ Home health care

» Hospice services

« Ambulatory long-term care services
« Public health services ‘ |
- Community health centers s
« Free clinics ‘ ; | I

= Telephone access

W

Complementary and alternative medicine “ ‘1‘ b 0 nar L

Private Practice : L

Phusirians as nffica-hased nractitioners are the hackhane nf

el
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Physicians, as office-based practitioners, are the backbone of
ambulatory care and constitute the vast majority of primary care
services. Most visits entail relatively limited examination and
testing, and encounters with the physician are generally brief.

Office waiting time is typically longer than the actual time spent
with the physician.

In the past, the solo practice of medicine and small partnerships
attracted the large numbers of practitioners. Self- employment
offered a degree of independence not generally available in large
organizational settings. Today, however, most physicians are
affiliated with group practices or ihstitutions, such as hospitals and
MCOs. Several factors account for this shift: uncertainties created
by rapid changes in the health care delwery system contracting by
MCOs with consolidated organlzatlons rather than solo entities,
competition from large health care dehvery orgamzatlons the high
cost of operating a solo practice, complexny of billings and
collections in a multiple-payer sys&em and moreased external
demands, such as the necessity of havmg up~to~date IT systems.
Group practice and other organizational arrangements offer the
benefits of a patient referral network, negotlatad Ieverage with
MCOs, sharing of overhead expenses, ease of obtaining coverage
from colleagues for personal time off, and attractweg _startmg
salaries, with benefits and profit-sharing plans.

Group practice of medicine in the United States has ‘experienced a
sharp increase in recent years (FIGURE 7-3). An estimated 59.3%
of physicians are now in solo or single-specialty group practices,
whereas 24.7% are in multispecialty group practices (American

Madiral Acenriatinn 2N1EY Mnet nf thaeca Arnnine ara emall with
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Hospital-Based Outpatient Services

A few years ago, hospital administrators regarded the outpatient
departments of urban hospitals with a certain level of contempt.
The outpatiei .. department was often viewed as the stepchiiu of
the institution and the least popular area of the hospital in which to
work. Even today, some hospital outpatient clinics in inner-city
areas may function as the community’s safety net, providing
primary care to medically indigent and uninsured populations. For
the most part, however, outpatient services are now a key source
of profit for hospitals. Consequently, hospitals have expanded their
outpatient departments, and utilization of these sewiCes has
grown (see FIGURE 7-4). This trend is the result of flerce
competition in the health care industry; as MG(DS embhasme

e e

A hospital-developed continuum of mpatmnt and nutpatzent
services offers opportunities for crosswreferrals ampng services

that keep patients within the same delivery system For example, a
hospital that provides both inpatient and outpatlent services can
enhance its revenues by referring pcstsurgacal cases to its affiliated

units for rehabilitation and home care fn1l0w~up Patients receiving
constltute an lmpnrtant source

various types of outpatzent semmes
of referrals back to hospitals fmr mp it “‘ e. By offering both
mpatnent and outpataent s«erwc‘ ‘ napltals can also expand their

tted for less than 15% of the
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Priorto © ', outpatient care accounted for less than 15% of th
total gross patient revenues for all U.S. hospitals. This share has
now grown to 46% (American Hospital Association, 2016). As Textbook |
solutions ‘

part of the growing competition in delivery of outpatient services,

hospitals and hospital systems have launched specialized
services, such as sports medicine, women’s health, and renal %
dialysis. Many hospitals have also developed health Q&A

promotion/disease prevention and health fitness programs as
outreach efforts to the communities they serve.

Most hospital-based outpatient services can be broadly classified
into five main types: clinical, surgical, emergency, home health,
and women’s health.

Clinical Services b i ;.
Acquisition of group practices has enabled hospltais to increase
their market share for outpatient clinical care Referrals for
inpatient, surgical, and other specialized servlces haye generated
additional revenues for these hospitals. Both puldhq and private
nonprofit hospitals located in inner-city Iocatlpqs pro\nde
uncompensated clinical services through their outpatlent settlngs
to patients who do not have access to private practltloner offices
for routine care. Teaching hospitals operate various chmcs offering
highly specialized, research-based services.

Surgical Services “
Hospital-based ambulatory surgery centers pfovide‘same-day
surgical care; patients are sent home after a few hours of recovery
time following surgery. Follow-up care generally continues in the
physician’s office. In outpatient medical procedures, hospitals have
the upper hand over freestanding centers due to their advances in

| 286 of 663




il

1 AT
16t

T

T —— - 1
e e O A : Il A i [ ]
e DI L e

I

| G Ch“ﬂ%‘eﬁaader

Aa i []

Emergency Services
The ED has long been a vital outpatient component of many
community hospitals. The main purpose of this department is to
have services available around the clock for patients who are
acutely ill or injured, particularly those with serious or life-
threatening conditions requiring immediate attention. When
deemed medically appropriate, prompt hospitalization can occur
directly from the ED. This department has various specialists on
call and is commonly staffed by physicians who have specialized
training in emergency medicine. In small hospitals, the staff may
be members of the regular medical staff in rotat:on Another option
is to contract ED staffing to physnclan groups specnallzmg in
emergency medicine.
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needing immediate attention, 10.7% as emergent, 42.3% as
urgent, 35.5% as semi-urgent, and 8% as nonurgent (National
Center for Health Statistics, 2011). Reasons for nonurgent use of
ED include unavailability of primary care, erroneous self-
assessment of severity of ailment or injury, the 24-hour open-door
policy, convenience, socioeconomic stress, psychiatric
comorbidities, and a lack of social support (Hummel et al., 2014;
Liggins, 1993; Padgett and Brodsky, 1992). Moreover, because
the Emergency Medical Treatment and Active Labor Act (EMTALA)
of 1986 requires screening and evaluation of every patient,
necessary stabilizing treatment, and admitting when necessary
regardless of ability to pay, EDs often functlon asa publtc “safety
net” for the uninsured. i

il |
The uninsured and people on Medicaid use dnsproportlonately
more ED services than people who have pnvate |nsuwrahce \
coverage (Capp et al., 2015; McCaig and Burt, 2002 Meisel et
al., 2011). Many private physicians do not provnde se‘rvnces to
Medicaid enrollees because of low reimbursement, which oﬂen
leaves people on Medicaid without a regular source of pnmary
care (Hing et al., 2015; McNamara et al., 1993).

Crowding in EDs has also been exacerbated by hospital and ED
closings nationwide. In 1892, approximately 6,000 hospitals had
EDs; fewer than 5,000 remain today (Morganti et al., 2013). Yet,
the demand for ED visits has increased considerably, as reflected
by the growth in the annual number of ED visits—up from 93.4
million to 130.4 million between 1994 and 2013 (McCaig and
Newar, 2006; National Center for Health Statistics, 2013).
Because of overcrowding, EDs must use triage mechanisms to
screen patients according to their level of severity.
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Because EDs require high-tech facilities, necessitate highly trained
personnel, and must be accessible 24 hours a day, their costs are
high and their services are not designed for nonurgent care.
Inappropriate use of emergency services wastes precious
resources. Hence, alternatives to the ED for nonurgent and routine
care are critically needed—a problem that can be traced back to
the United States’ inadequate primary care infrastructure. Precisely
for this reason, the ACA did not have any material impact on the

overuse of EDs for nonurgent conditions (Searing and Cantlin,
2016). :

Home Health Care

Many hospitals have opened separate home health departments
which provide mainly postacute care and rehabmtatlon therapies.
Hospitals have entered the home health busmess to keep

dlscharged patients within the hospltal system 1Hasprtals operate

later in this chapter.

Women'’s Health Centers Tl

Emerging recognition in the 1980s of the promlnence of wwomen as
a major health market led medical institutions to develop
specialized women'’s health centers in hospital-based and/or
hospital-affiliated settings. Following are some of the reasons
behind the growth of women’s centers: ‘

Recognition that women are the major users of health care. They
seek health care more often than men do. Morbidity is greater among
women than among men, even after adjusting data for childbearing-
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related conditions.
= Achange in philosophy in American culture toward women, as the ST

idea of gender equality becomes more popular. solutions
= Recognition that the female majority in the United States will !‘

continue to grow, as the aging population includes more females.

TABLE 7-2 shows current population trends. %

m——T—

Q&A

TABLE 7-2 Growth in Female U.S. Resident Population by Age
Groups Between 1980 and 2014 (in Thousands)

Age Groups (in Years)

e e e e (] R

1980 25,073 52,833 23,342 B824 4862 1559 116,493

2014 20882 63356 42790 14,04

Growth 4,809 10523 19448 5295 2927 2494 45428 A

Data from National Center for Health Statistics. 2016. Health, United States,
2075. Hyattsville, MD: U.S. Department of Health and Human Services. p. 65.

s L e

Hospital-sponsored women'’s health centers rély‘oh a varlety of ‘.‘
service delivery models. These models exist on a coniti{nu‘um that
includes telephone information and referral, educational programs,
health screening and diagnostics, comprehensive primary care for
women, and mental health services. In addition to services in
obstetrics, gynecology, and primary care, women’s health centers
offer mammography, ultrasound, osteoporosis screening, and
other health screenings. Women'’s health is discussed in greater
detail in the Health Services for Special Populations chapter.
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Freestanding Facilities

Freestanding medical clinics include walk-in clinics, urgent care
centers, surgicenters, and other outpatient facilities, such as
outpatient rehabilitation centers, optometric centers, and dental
clinics. These clinics, which are often owned or controlled by
private corporations, commonly employ practitioners on salary.

Walk-in clinics provide ambulatory services, ranging from basic
primary care to urgent care, but they are used on a nonroutine,
episodic basis. The main advantages of these clinics are
convenience of location, evening and weekend hours, and
availability of services on a “walk-in” (no appointment) basis.

Urgent care centers offer extehded hoUrs ’ many are open 24
hours a day, 7 days a week and accept patlents with no
appointments. These centers offer a WIde range of routine services
for basic and acute conditions on a flrstwcom fxrst~served basis,
but they are not comparable to hospatal EDs A

Surgicenters are freestanding ambulatc ry surgery centers
independent of hospitals. They usually provnde a full range of
services for the types of surgery that can be performed on an

outpatient basis and do not require overnight hospitalization.

Outpatient rehabilitation centers provide physical theraby,
occupational therapy, and speech pathology services. In the past,
generous Medicare reimbursement attracted various operators to
open outpatient rehabilitation centers, but caps were instituted
under the Balanced Budget Act of 1997. The therapy
reimbursement caps are determined on a calendar year basis. For
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physical therapy and speech-la
$1,940 for 2016.
solutions

combined, the annual cap per p

occupational therapy services, the cap was
s applied to therapy services

Deductible and coinsurance amount
count toward the amount accrued before a cap is reached (CMS,
Q&A

2016b).

In recent years, neighborhood optical centers providing vision
services have replaced many office-based opticians. Other
freestanding facilities include audiology clinics, dental centers,

hemodialysis centers, pharmacies, and suppliers of durable L

medical equipment (DME). DME suppliers furnish ostomy

supplies, hospital beds, oxygen tanks, walkers, ‘wheel‘chai‘rs, and

many other types of supplies and equipment. / “grq\gvinglnumber of

the various types of freestanding facilities“a‘r“e”_p:‘;‘}r‘t‘bf Iélt_rgel}regional f
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! Screening Services

Ambulance service and first aid treatment provided to the victims
of severe iliness, accidents, and disasters by trained emergency
medical technicians (EMTs) are the most commonly encountered
mobile medical services. Such services are also referred to as

prehospital medicine.

traumatic injury is often lifesaving. EMTs
rovide such attention at the site and in

transit to the hospital. Most ambulance personnel have a Basic-
EMT rating, but advanced training can lead to EMT-Paramedic
£ certification. Paramedics are trained to administer emergency
‘ drugs and provide advanced life support (ALS) emergency medical
services. Examples include intravenous administration of fluids
and drugs, treatment for shock, electrocardiograms (ECGs), il

iac function, and

o support cardia
(insertion of a tube as an air passage

Early attention following
are specially trained to p

- electrical interventions t
endotracheal intubation
through the trachea).

eedy responsé to emergencies, most urban centers
cy medical systems that

along with transportation and
ically establish

T To provide a Sp
| have developed formal emergen
incorporate all area hospital EDs,
communication systems. These communities typ
911 emergency phone lines to provide immediate access to
services for those persons needing emergency care. When the
ceives a 911 call, an ambulance is dispatched by a
center, which also identifies and alerts the
ly equipped to deal with the type of

he site where the emerapNcyY
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system re
central communications
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emergency and located closest to the site where the emergency
has occurred. Specialized ambulance services or advanced life
support ambulances include mobile coronary care units, shock- Te;dbook

ot

trauma vans, and disaster relief vans, all of which are staffed by e
paramedics and EMTs who have advanced training.
Mobile medical services also constitute an efficient and convenient Q&A

way to provide certain types of routine health services. Mobile eye
care, podiatric care, and dental care units, for example, can be
brought to a nursing home or retirement center where they can
efficiently serve many patients residing in the facility. They are a
convenient service for the patients, many of whom include the frail
and elderly, patients who can then avoid an often difficult and tiring
trip to a regular clinic.

Mobile diagnostic services include mammography and magnetic
resonance imaging (MRI). Such mobile units take advanced
diagnostic services to small towns and rural communmes They
offer the advantages of convenience to patnenm and bost-
efficiency in the delivery of diagnostic care, i i

Health screening vans, staffed by volunteers who qrg r‘au‘)ed
professionals and operated by various nonprofit organlzatlons, are S
often seen at malls and fair sites. Various types of health educatlon ]
and health promotion services and screening checks, ‘such as —
blood pressure and cholesterol screening, are commonly

performed for anyone who walks in.

Home Health Care J

Home health care brings certain types of services to patients in

thoair nwn hamee Withniit hame cenvices the nnlv alternative far ) i
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oxygen, and wal‘kers),
ded in the individual’s
Home health is

ncil on Aging,\.”!ﬂiﬁ).‘ |
~ombination of large and small

ervices, physical therapy:

speech-language pathology services:
DME (e-8- wheelchairs, hospital peds,
medical supplies, and other services pro\(i

home (National Cou
delivered in the United States by @ 97

home health providers: both for-profit an
12,400 home health agencies serve patients
States, with approximately 12,100 of those 8

certified to treat Medicare patients (GM‘S,;;ﬁbilﬁ
Council on Aging, 2016). The total number of home health aides

employed in the home health care services industry increased from
208,130 in 2004 to 348,740 in 2014 (Alliance for Home Health

Quality and Innovation, 2015).

health gide s

Growtit in exponditures going to freestanding home health care
agenoies (additional services of home health care are provided in
:Zsplitai~based facilities and are considered hospital care)
celerated from 2014 to 2015, with this spending increasing 6.3%
parison, the growth rate was

to reach $88.8 billion in 2015; by com
4.5 ‘
9% from 2013 to 2014. Stronger growth in spending by both

Medicare (2.6%) and Medicai
; edicaid (6.0%)—the t
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which collectively accounted for 76% of U.S ho:i;g :St Ipayers,
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These data ShOW that,
|ed after an ope

pared to discharging patients to skilled nursing
tacilities, inpatient rehabilitation facili:iés, or [ﬁiﬁgsg';énn acute care
hospitals as the first setting pos’tdisqharg’é‘.‘ que;gample,
Medicare expenditures for a pafieﬂﬂfﬁré?féd in the home after L3
hospital discharge average $20,345,;b‘ pared to an average of

0 (Dobson,

$28,294 for post-dischargé care across

2012).

hospitalization
deliver care, com

Home health prov ogy
provision of care at home. In va these providers use

a diverse array of technologies ra
uding the growing array of mobile
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including phone calls (incl
technologies and applications), to health information technology.
tic technoldgies. Such

-home therapeutic and diagnos
hat enable home health providers

f care delivered to patients

rying degrees,
nging from remote monitoring,

to in
technologies are often key tools tl

to improve quality and reduce the cost o
(Alliance for Home Health Quality and Innovation 2014)
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FIGURE 7-6 shows the demographic characteristics of patients
who received home health care in 2013. According to the Alliance
for Home Health Quality and Innovation (2015), 3.4 million patients
received home health care in the United States in that year. Home
health care patients tended to be age 65 or older (85%), female
(61.5%), and white (79%).
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agencies were sharply cut under the Balanced Budget Act of 1997.
As a result, home health expenditures accounted for only 2.6% of
total Medicare spending in 2015, compared to 9% in 1997 (CMS,

2015a; National Association for Home Care and Hospice,
2010).

FIGURE 7-7 shows revenue sources for home health care ‘
providers and the average distribution of revenues from these i

sources. TABLE 7-3 and TABLE 7-4 provide addlttnnaln Btatistina
on home health.
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Because of variations in data sources, national expenditures for 15'2 prrisy
home health care are difficult to calculate. The CMS (2015a)
estimates that total expenditures for home health amounted to %
$88.8 billion in 2015. Medicare and Medicaid accounted for 76%
of home health spending (CMS, 2015a). Payments to home health Q&p
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Hospice Services
The term hospice refers to a cluster of comprehensive services for q
terminally ill persons with a medically determined life expectancy Qi

of 6 months or less. More than half of all patients in hospice

programs are diagnosed' with cancer upon admission. Hospice,

whose programs provide services that address the speclal needs

of dying persons and their families. It i isa method pf care nota
iy location, and services are taken to patlent | the u“' famlllgs

wherever they are located. Thus, hosplc ca |

health care when the services are prowd

In other instances, hospice services are

| , ]
W”ﬂumﬁﬁ |
nursing homes, retirement centers, or hospil
organized out of a hospital, nursing home‘
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facility, or home health agency (FIGURE 7-3)” I
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