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CHAPTER I 

INTRODUCTION 

Medical care has been undergoing many changes 

during the past few years. Health care needs have in­

creased, and services have been expanded to meet those 

needs. One development which reflects medical care's 

response to patient need is the economics · of the health 

care system through the use of a hospice. The hospice 

may be defined as ". . a medically directed, nurse­

coordinated program providing a continuum of horne and 

inpatient care for the terminally ill patient and family." 

(Flexner 1979, p. 248) 

The hospice concept dates back to the first century 

in England, with references being made to "way-stations" 

f or weary or sick travelers. This program now has special 

meaning for many dying patients and their families. The 

a d o p tion of the hospice philosophy has added another 

d imension to the health care delivery system, which has 

trad itionally been based on the concept of healing the 

sick rather than helping the dying to cope with death. 

The hospice philosophy states the following: 
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Death is a universal fact of life, and 
whether or not it is accompanied by disease, 
dying is a normal process. We believe that 
every person is entitled to participate fully 
in this part of life in order to prepare for 
death in a way that is personally satisfactory. 

Hospice, as an option in the medical care 
system, exists not to postpone death but, with 
special skills and therapies, to help the patient 
and family live as fully as possible. Death is 
not denied, but life is affirmed and lived until 
death comes. 

We believe that we are all dependent on one 
another; therefore, it is crucial, in the last few 
months of life, to help develop a caring community 
that can provide comprehensive services to patients 
and their family. (Flexner 1979, p. 248) 

Hospices have been used in an attempt to provide 

hol is tic care for dying patients within their service 

areas. The programs which are offered have aided their 

clients in coping with death on a psychological and a 

physiological basis. The scope and magnitude generally 

have differed fr om hospice to hospice. 

The hospice team providing care tr eats both the 

patient and his family and friends as the unit of care. 

The staff generally utilize d in a hospice includes physi-

cians , professional nurs e s, psychologists, counselors, 

clergy , social worke rs, v olunteers, horne health aides and 

homemakers , nutr itionists, clinical pharmacists, and 

family and friends . 

Most hospice programs provide s ervice s to the unit 
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of care regardless of ability to pay. Many reports 

indicate that hospice care is less expensive than if the 

patient were in an acute care facility (Markel and Sinon 

1978). A survey of 500 patients by Hospice, Inc. reports 

that the average cost of hospice care was approximately 

$750.00 for the final three months, approximately 27 

percent less than similar services in cost of an acute 

care facility (Markel and Sinon 1978). 

Two other aspects make the hospice concept unique. 

The first is the way in which pain and the collateral 

s y stem are approached. There are no heroic efforts made 

t o s ave t he patients. Drugs are administered solely 

f or the relief of the patient, and not for curative means. 

Se cond ly, bereavement follow-up is provided to the family. 

Sta tement of the Problem 

I nit i a l l y hospices were established as facilities 

separ ate f rom acute care centers; however, rising costs 

in recent yea rs have caused care givers to consider the 

possib i l i ty o f c ombining hospice services with existing 

acute car e fac ilities. The problem of this study was to 

determ i ne the feasibility of inaugurating a hospice program 

at Valley Baptis t Medical Ce nter (V.B.M.C.) in Harlingen, 

Texas . 
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Purpose of the Study 

The purpose of this study was to develop a 

feasib ility s tudy o f initiating a hospice at Valley 

Baptist Medical Ce nte r. Within the acute care system, 

the re has been no program for the dying patient who has no 

medical recourse. Systems of acute care address only the 

curative approach. The hospice concept, however, assists 

in their e ndeavor to have "death with dignity." The pro­

gram ass ists the family and friends in coping with th e los s 

o t l _l r lo -, -on s. Fee lings o f g uilt, epr ssion , or a 

pe n e n c on lcohol m y be circumvent ed through this 

program . This study provided a n analysis o f th e s ervice 

area , potential market , rela tionship with exist ing 

fac iliti es , services to be offered, manpower requireme nts, 

and economic feas ibility. An analysis was made to aid 

the V. B. M. C. officials in mak ing a judgement regarding 

the initiation of a hospice program or unit. 

Rese rch Question 

This study had one basic r esearch question : Is 

it f easibl e to est blish a hospice program or unit a t 

Valley B ptist Medical Center , Harlingen , Texas? 
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Definition of Terms 

The following definitions are employed in this 

study: 

1. Chronic t ·erminal diseases--those diseases which 

c a use progressive deterioration and ultimately 

death within a few days or weeks 

2. Financial feasibility--the predictable economic 

outcome of the results of management operations 

3. Mortality statistics--frequency of deaths in 

proportion to population 

4. Hospice--a program designed for dying patients 

with emphasis being placed upon palliative care 

a s o ppos e d to curative care 

Ass umptions 

The h ospi c e concept has prove n to b e a positive 

program in s o c io-economic-geographical areas, other than 

the parti cu l a r one being ana l y zed. For the purposes 

of thi s study , it was ass umed t hat the program (if 

implemented ) wo uld p rovide similar positive benef its for 

patients and t he ir families who would use the hospice 

program at V. B. M.C. I t was a lso a ssumed tha t the public 

is desirous of such a p rogram. 
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Limitations 

This study is applicable and limited exclusively 

to Valley Baptist Medical Center, Harlingen, Texas, and 

the time frame in which the study was conducted. The 

opinions expressed in this study reflected that of 

Valley Baptist Medical Center. Since it was assumed 

t hat the community was desirous of a hospice project 

or service, there was no community involvement. 

Significance of the Study 

The signif icance of this study is its demonstration 

t o Va lley Baptist Med ical Center of the prospects of 

developing a hospice in the Lower Rio Grande Valley. 

Th is study al so i nd icates what services should be offered, 

at what c os t , and , what staffing will be required to 

provide said services. In addition, a means of determi­

ning the finances requ ired f or the selected combination 

of services , staff, and cost is given. 

Chapter II reviews related literature. Chapters 

III and IV report on the 1nethodology by which the study 

was done and the study itself ; chapter V, provides 

summary , conclusions, and rec omme ndations. 



CHAPTER II 

A REVIE~.V OF RELATED LITERATURE 

Although hospice care for terminally ill patients 

is a relatively new concept in the United States, there 

has been a steadily increasing interest in this attractive 

alternative to lengthy and expensive hospital care. A 

certain amount of confusion has been associated with the 

hospice concept; therefore, a good working definition 

which addresses the potential, scope and limitations has 

been developed: 

Hospice is a medically directed, nurse­
coordinated program providing a continuum of 
home and inpatient care for the terminally ill 
patient and family. It employs an interdisci­
pl inary t eam acting under the direction of an 
autonomous hospice administration. The program 
prov i des palliative and supportive care to meet 
the special needs arising out of the physical, 
emotional, spiritual , social, and economic stresses 
which are experienced during the final stages of 
illness, and during dying and bereavement. 
This care is available 24 hours a day, seven days 
a wee k, and is provided on the basis of need 
r egardless of ability to pay. Such care of 
necessity requires careful record-keeping for 
coordination of patient care as well as for use 
in education and research. (Flexner -1979, p. 247) 

While particular hospices may differ from one 

another widely, there are elements which seem common 

to all such programs. Elements or philosophies which 

7 
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most programs share include the following: 

1. Services are provided to terminally ill 

patients and their family and friends 

2. The unit of care is considered to be the 

patient and his family and friends; and this 

total unit is necessary for total patient care 

3. There is a combination of inpatient and home 

care services being rendered 

4. Care is available 24 hours per day, every 

day of the year 

5. Care is provided by an interdisciplinary 

team with each member having special and 

distinct skills 

6. Care is rendered as palliative and supportive, 

rather than curative 

7 . Bereavement services are provided for the family 

and friends after the patients' death 

8. Educa tional programs are offered for both the 

unit of care and interdisciplinary team on 

death , and educating the unit of care on in-home 

care 

9 . The volunteers that work provide an intricate 

role in the care of the patient and his family 

and friends (National Hospice Organization 19791. 
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In addition to these nine common characteristics, 

hospices tend to deliver both inpatient and home services. 

At present, five basic types of hospice organizations 

are possible: 

1. HospLtal Based 
A. Acute care hospital with centralized 

palliative care or hospice unit: 
Separate unit within a general hospital 
with the staff and beds designated 
for the provision of care for the 
dying. 

B. Acute care hospital hospice "consultant" 
program: Specially designated 
interdisciplinary hospice team or 
existing staff of social workers, 
psychologists and others provide 
services to hospice patients dis-
pers e d throughout the general hospital. 

c. Hospital oased home care programs: 
The hospice team may be separate from 
the home care staff or may be members 
of the home care staff with special 
training in hospice care techniques. 

2. Hospital-Affiliated, Free Standing 
A separate facility with all beds and staff 
a ssi gned to providing care to the dying 
p atients. The facility is located adjacent 
t o the hospi t al or in the community, but 
is owne d by the hospital. 

3 . (I ndependent} Free Standing 
A s eparate f acility with all beds and staff 
a ssigne d to providing care to the dying 
patie nt. It is an independent economic 
e nti ty go verned by its own administrative 
sta f f and board. 

4 . Home Car e ( Hospice Without Walls) 
A progr am which provides and coordinates 
hospice services in the home, but does 
not own or ope rate an inpatient facilty. 
Th e p rogram is administratively and 
economically autonomous. Hospice team 
members a re available for services in 
t he home 24 hours a day. 
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5. Extended Care Facility or Nursing Home 
A nursing home or extended care facility 
program which has converted beds or 
established a separate unit for the 
provision of hospice care. Staff is 
trained in the provision of hospice 
care. The facility is governed by its 
own board and administrative staff. 
(National Hospice Organization 1979, 
p. 22-23) 

Such a variety of combinations of services should 

pe rmit any community or medical care facility a wide 

la titude in choosing the type of hospice which best suits 

i ts needs. Certainly this aspect of hospice organization 

may in part account for the growing interest in hospices. 

Numb e r a nd Organization of Hospices 

A study conducted by the United States General 

Ac counting Off ice in 1978 indicated that most hospices 

we r e l ocated on the east and west coasts. California 

had t he g r e atest n umber, with 37 percent of all existing 

hos p i ces an d 22 percent of all developing hospices (Vicker 

1979 ). In t he stu dy, the 59 operating hospices were 

d i v i ded i nto f i v e d i ff erent types of hospices, and they 

were t hen div i ded into the cate gories of "for-profit," 

" no n- pro f i t corporation," and "non-profit not incorporated." 

Al l bu t f o ur hospice s we re non-profit. Fifty-four percent 

of a ll t he hos p i ces were located in hos p1tals or other 

inpat i ent fac ili t i es. Twelv e of the programs were 
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organized as distinct hospice units. The eleven remaining 

programs ranged in size from four to 15 beds and were organ­

ized under medical or support service departments. These 

departments included the following: community medicine, 

home health care, nursing service, human support, 

community service, and chaplaincy departments (Vicker 

1979). 

The 73 developing hospice programs fell into 

approximately the same patterns as the existing hospices. 

All but one of these developing hospices were non-profit 

programs. Thirty-three percent of the developing hospices 

were going to be located in either a hospital, skilled 

nursing home, or a free-standing facility. Forty-five 

percent were not going to have inpatient facilities, and 

the remaining 22 percent were undecided as to what type 

of hospice they were going to develop. The number of 

operating and developing hospices has increased considerably 

since this study was conducted. No one has been able to 

keep a totally accurate count of the number . of such groups 

in the United States simply because of the rapid expansion 

of the movement . By late 1979 or early 1980, it was 

e stimated that there would be between 200 and 225 hospices 

in the United States at various levels of operation or 

development (Vicker 1979). 
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Accreditation 

Fundamental difficulties exist in providing appro­

priate accreditation for health care programs and 

i nsti t utions. These difficulties, however, are inherent 

in programs wh i ch have not h ad any prior standards 

regu l at ing t h eir struc ture. Standar ds and guidelines 

fo r performance are generally developed because there is 

a need to measure or enhance the quality of a particular 

a s p e c t o f care or service. "Accreditation, within itself, 

is th e process b y which programs are evaluated and 

subs e q uent l y r ecognize d a s meeting predescribed standards" 

(Nationa l Hos p ice Organization 1979, p. 90). 

Sin c e most accreditatio n programs are linked with 

reimburs emen t by third parties, most facilities have at 

leas t a quasi-a ccre ditation program. Hospitals and 

sk i lled nursing f aciliti e s have maintained their 

accr editati o n prog r ams in order to obtain reimbursement 

from medicar e and med ica id. Because many of the exis t ing 

hospice programs a r e wi th in such facilities, they are 

rev i ewed ; however, probl ems exist regarding the non­

spec i f i c gu i de line s by wh ich they are reviewed. Accredita­

tion is primar i ly pl aced u pon programs a n d areas other than 

the hosp i ce within the facili t i e s accord ing to the 

t raditional proces s defined f or t h e s e s ystems. 
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Currently, reviews by the Joint Commission on 

Accreditation of Hospitals, Health Care Financing 

Administration, medicare and the National Hospice Organi-

zation are underway to develop standards by which quality 

ss e ssme nt ca n b e ma de . Differen c es in philosophy ex ist 

a s to th e spec ific s of t h ese guidelines . The Joint 

Commission on Accr editation of Hospitals desires very 

de tail e d guide lines depicting optimal measures whereas 

the National Hospice Organization urges the guidelines 

to b e o f minimal standard composition with a broad 

ph ilosophical approach . 

As o f 1979, only f i ve states had d e veloped 

lice nsure laws which cover hospice programs. Thes e 

f i ve state s are Ar i zona, Co nnect icut, Florida, Nevada, 

and Oregon ; these l a ws not only cover free -sta nding 

hospice programs but als o hospitals a nd home h ea lth 

serv i ces. Th e Na tiona l Hospice Orga niza tion has b een 

the precipitous in the developme nt of these laws. 

Guide line s we re developed so tha t these l a ws 

would have more specif ic me aning . Th ese guidel ine s 

stated the fo llowi ng : 

First , to id e ntify thos e sta nda rds which 
re intrinsic to 11 f orms o f Hospice care . 

Second , to esta blish criteria whi c h outline 
acceptab l e limi ts for Hospice care programs . 
Third , to create and impl eme nt mech a nisms 

y which Hospice care programs c n b e ac, r di d . 
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Al l of these activities will be carried out under 
the direction o f the Na tional Hospice Orga nization 
Board and in response from the membership at large. 
(National Hospice Organization 1979, p. 100) 

The National Hospice Organization is currently 

trying to identify optimal ways to confer accreditation 

on hos pi ce progrruns t h t r~present th ~ coordinated ef f orts 

of sepai c Le y a ~t~ nistered inpatient Jnd horne - care programs. 

Se rvice Area 

One of the problems that hospice patients encounter 

has been accessibi lity f or continuance o f care. It has 

been d e s irab l e to tr ea t patients within a limite d 

g e ographical radius . In a n analysis o f two hospices , 

Br e ind e l and O'Hare (1 9 79 ) reported tha t pati e nt residence 

lac tions were within 20 and 30 minutes , respect ive ly. The 

distance is k e pt to a minimum to keep the trave l time for 

the fami l y to a minimum . 

Types of Patients 

Unde r the hospice concept , the aim has been to k eep 

t h e f amily an fri e nds involved in caring f or t e rminally 

ill p ti e nts . The family and friends are necessary to 

provide s u ort to the patient which will tend t o decrease 

nxi e ty . In a ddition , involving family and friends will 

h e lp them cope with li fe without the patient (United 

St e s Ge ncr 1 Accounti ng Of i ce 1979 ). Stu - i s h v e 
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shown that without this "rendering of assistance," after 

the expiration of the patient, some family members and 

friends have committed suicide, developed reactive 

depression, or had other serious medical or psychological 

problems (United States General Accounting Office 1979). 

The types of patients who utilize a hospice do 

so as a result of a variety of diseases. A study at 

St. Mary 's Hospital, Richmond, Virginia, reviewed the 

deaths of 307 patients. Of the 307 total deaths that 

year , 104 patients died of cancer; 63 died of other 

terminal diseases and 140 patients died of complications 

which were not readily associated with being potential 

hospice patients (Breindel and O'Hare 1979}. The 167 

dea ths of patients who were potential hospice users were 

distributed as shown in table 1. 

According to the United States General Accounting 

Off ice (1979), 60 percent of all those people who died 

of cancer (carcinoma or malignant neoplasms) were 65 

years of age or older. Thus, since hospices primarily 

serve terminal cancer patients , about 400,000 persons 

per year are potential hospice patients. Also, according 

to the United States General Accounting Office (1979}, 

these statistics suggest that if 60 percent of all 

people who die of cancer are older than 65 years of age, 
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TABLE l 

DISTRIBUTION OF POTENTIAL HOSPICE PATI ENTS 

BY DIS EASE : AT ST. MARY'S HOSPI TAL 

IN RICHMOND , VI RG I NI A 

Di sease Frequency ! Per c ent 

Carc inoma or ma ligna nt 
ne o plasms . . . . . . . . . . 104 62 

Severe c hronic lung d is e as e . . 2 l 

Arter iosc l erotic h ear t 
disease . . . . . . . . . . . 4 4 26 

Hypertensive a rter ios c l e rotic 
vascular d is ease . . . . . . 6 4 

Chron i c obstructive pulmonary 
disease . . . . . . . . . . . 4 2 

Chron i c ren l fai l ure . . . . . 4 2 

Cirrhosi s . . . . . . . . . . . l l 

Chro nic obstructive l ung dis ease 1 l 

Cerebral arter ios clerosis . . . 1 1 

To t 1 . . . . . . . . . 167 100 

Source : Breinde l an O ' Hare 197 9 , p . 54 . 
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there are approximately 250,000 potential medicare­

eligible patients. 

The operating hospices, according to the United 

States General Accounting Office (1979}, served patients 

ranging in age from 12 to 80 years. The mean age was 

58 years for the 2,980 patients in the 56 operating 

hospices. Most of the hospice patients were between 

60 and 70 years of age. 

The racial composition varied from hospice to 

hospice. According to the United States General Accounting 

Off ice (19791, the racial mixture of the patients served 

generally reflected the racial composition of the area 

served. Most patients served were caucasian; however, the 

minorities were served, also. In this same study, 11 

hospices indicated that out of their 575 patients, 66 

percent were referred by physicians, 10 percent by friends, 

9 percent by nurses, 8 percent by social workers, and 7 

percent came from other sources (United States General 

Accounting Office 1979}. 

Thirteen hospices reporting to the United States 

General Accounting Office (1979) provided statistics 

regard ing the average length of participation in the 

programs . These ranged from 13.9 to 105 days. This 

range indicated only the a mount of time the patient spent 
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within inpatient facilities or the amount of time that 

the family and friends spent with the program after the 

expiration of the patient. 

The average length of stay for inpatients' care 

averaged 20 days, ranging from 8.2 to 60 days. The 

upper end o f the range was skewed by a singular facility 

which reported that once a patient was admitted to their 

faci lity , he usually stayed there until expiration. 

The mix between male and female hospice patients 

is almost balanced. An anlaysis of the patients at 

St . Chr is topher's Hospice in London, showed that there 

wa s a mi x o f 60 percent males and 40 percent females. The 

staff at St. Christopher's also compared their patients 

to the p atients of another facility and the results showed 

that there was a l most an identical breakdown between males 

and females (Parkes 1979 ). 

Del ivery System 

The de livery system of hospice programs includes 

five maj or areas . These areas include the following: 

admission techniques, funding interaction with other 

facilities , personnel and staffing, services offered, 

and reimburs ement (National Hospice Organization 1979). 

Hospice programs are beginning to fall into patterns 
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that are recognizable as a mode of care administering 

to dying patients. 

Admission Techniques 

Methods of patient referral and admission criteria 

seem to be similar in many hospices. Fairly uniform 

admission criteria have been established in most hospices 

regardless of type. Overlook Hospital, a hospital-

based program, used the following criteria: 

1. patients for whom palliative, rather than 
curative treatment is most appropriate; 

2. patients who have a primary care person 
available to provide continuity of care 
between professional visits; 

3. patients who have a primary physician 
who is willing to participate in the 
program and make home visits, including 
a visit at the time of death; and 

4. patients whose families are willing to 
accept and to support care of the patient 
in the home as part of the hospice program. 
(National Hospice Organization 1979, p. 55) 

Almost all referrals came from physicians. After 

the referral was made , then the admission criteria were 

developed with the patient and his family and friends. 

Another hospice program, Connecticut Hospice, New 

Haven,Connecticut, had admission criteria which included: 

l. a t erminal disease with a prognosis of the 
patient's living less than six months; 

2. a person available around the clock who 
will assume responsibility for the patient's 
care in the horne. 
(Vicker 1979, p. 257) 
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These criteria for a dmission to a hospice program reflect 

the practices and policies of many hospices. 

Funding 

The initia l amount of funding necessary to start 

a hospice varied in r e lationship to the type of hospice 

being developed . Hospice s providing only home-based 

care required l es s fund ing in order to establish program­

ming, and conversely inpatient facility-based hospices 

r equir ed the greatest amount of funding. Operating 

costs were similarly related to the type of facility 

and th e s e rvice s b e i ng offered (Vickers 1979). 

According to a survey o f 59 hospices conducte d by 

Vicke rs (1 979 ), 11 of the f unding came fr om five 

sources : riv t on tions ; member s hip r~cs ; ho spital 

an hosp· e r e ve ues ; e era l , state nd loca l grants 

and contr cts ; and pr i vate gra nts. In some cases, 

grants were received from organizations such as the 

Na tional Cancer Institute or the Ka is e r Foundation 

or churches . 

Most non- fac ility base hospices r equir e d initial 

fu nding from $5 , 000 to $10 ,000 to establish their 

program s . The exception to this , according to Vickers 

(1979) , w s a sin u lar fac ility which required $38 ,000 

to establ ish its program. The non-facility or home 
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based programs kept the'ir budgets down because, when 

a patient needed to be facility-placed, a referral 

was made. 

Hospices which were facility-based required the 

highest initial funding due to the cost of the facility, 

equipment and staffing necessary to maintain the 

facility . One private inpatient facility which Vicker 

(1979} surveyed needed initial funding of $998,000, 

and another needed $86,000 in order to convert six 

beds of a pre- existing facility into a hospice. 

Interaction with Other Facilities 

The hospice movemen t in the United States has had 

an interface rather than a competitive affect upon 

existing facilities . The linkage exists between 

inpatient and home care s ervices to ensure continuity 

and coordination of care between the areas. Most 

hospices had linkages in several different modes: 

1. Hospital inpatient to hospital home care; 
2 . Skilled nursing facilities to community­

based home health agencies; 
3 . Skilled nursing fac ilities to skilled 

nursing facilities based horne care; 
4 . Community-based home care to one or more 

hospitals ; 
5 . Hospital -based home care to multiple 

hospitals; 
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6. Hospital-based inpatient care to community­
based home care; 

7. Free-standing hospice to home care pro­
v ided by hospice staff or community 
agencies. 
(National Hospice Organization 1979, p. 66) 

The interfacing of these entities worked rea~onably 

wel l with pr oper coordination. However, it was necessary 

t o mak e s ure t h at there was not a duplication of services 

between the dif f erent groups and organizations. 

Most hospice programs often originate in home 

care programs, c ommunity-based or hospital-based facilites, 

of which t h e hospi t als have provided the most available 

medium f o r inpati en t c a re. The number of free-s t anding 

hosp i ce progr ams is l imited at this time. The majority 

of developed hos p i ces d id not consider the possibility 

of erecting a free -s tanding f acility according to 

a report by the Na tiona l Hosp ice Organization (1979}. 

One other factor i nvolved with duplicati ng services 

and beds is that , if an a r e a is over-bedded, it is 

unl i kely that a f r ee-s tand i ng hospice will be developed. 

If an area i s under-bedded , then ther e is a legitima te 

reasons f o r c o ns i dering constr uction o f a free-standing 

fac i lity (Natio na l Hospice Organization 1979}. 
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Personnel and Staffing 

Hospice officials contend that care of the terminally 

ill requires an interdisciplinary team to be available to 

both the patient and the family and friends. The team 

is made up of paid and volunteer nurses, social workers, 

psychologists, physicians, clergy and other persons of 

various backgrounds. These people ensure that there is 

complete care for the patient and his family and friends. 

The United States General Accounting Office (1979) 

compiled a report of 53 operating hospices, reflecting 

that 39 had paid staff and 14 had an all-volunteer staff. 

Five of the reporting hospices were hospital-based 

prog rams and differentiation in staff could not be 

determined . Twelve of the hospices, in turn, contracted 

for services, which made their overall staffing much lower 

while providing the same services. 

The pa id staff totaled 340 full-time equivalents for 

39 of the 53 hospices. This is an average of 8.7 full­

time equivalents per hospice. The volunteer staffs 

totaled 2,251 full-time equivalents, or an average of 

42 full -time equivalents per hospice. The paid staff 

ranged from 0.1 full -time equivalent to 51.5 full-time 

equivalents for a free-standing facil ity hospice. The 

active-volunteer staff ranged f rom a low of one to a 
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high of 160 persons. The ratio of paid staff to volunteers 

ranged fr om a low of one to 0.2 voluntee rs, to a high of 

one to 134 volunteers (United States General Accounting 

Office 1979). 

The ma jority o f th e paid staff were mainly medical 

personnel such as nurses, physicians, therapists and 

technicians . The balance of the personnel were admin­

istrative and clerical staff. Personal c a r e and emotional 

support was the primary function of the volunteers (United 

States General Account ing Off ice 1979). Table 2 reflects 

the number and percentage of paid staff and volunteers. 

Services Off e red 

Most hospices provide a mixture between medical 

nd supportive services including home h ealth, b ereav ement 

fo llow - up , and referrals to othe r agencies for services . 

According to the United States Ge nera l Accounting Office 

(1979) , t e n medic l services and six supportive services 

were ide ntified as commonly provided service s. Table 3 

indicates these services . 

Most hospices provide , on the average , seven to 

12 of all the medical and supportive services . Only a few 

hospices provided as few as two or thr ee services or as 

many as 14 (Unite d St tes General Accounting Office 1 979 ). 
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TABLE 2 

NUMBER AND PERCENT OF PAID STAFF AND VOLUNTEERS 

IN 1979 BY ORGANIZATIONAL GROUP FOR 

HOSPICES IN THE UNITED STATES 

Paid workers Volunteers 

Occupational group Number Percent Number Percent 

Physicians . . . . . . 13.0 4 138 6 

Nursing and aide staff 181.5 53 305 14 

Therapists and 
technicians . . . 6.2 2 27 1 

Social and psycho-
logical staff . . 19.2 6 208 9 

Personal care, admini-
strative and 
clerical staff . 120.8 35 1,573 70 

Total . . . . . . 340 .7 100 2,251 100 

Source: United States General Accounting Office 1979, 
p . 14. 
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TABLE 3 

SERVICES PROVIDED BY THE FIFTY-NINE OPERATING 

HOSPICES IN THE UNITED STATES 

FOR 1979 

Percent of hos ices that 

Coordinate Do not provide, 
Services Provide or make refer, or coer­

service referralsa dina t e s e rvice 

Medical services: 
home health , skilled 
nursing ca r e , nd ai e 68 20 12 

home visits by phy­
sicians 

psychiatri c consul­
tation 

pain co ntrol: 
medication 
surgeryb 
radi tionb 

physical ther py 

occ p tional therapy 

inp tient care 

amb 1 ory services 
in nd outpatient 
f cility 

Suppor ive services : 
bereavement follow-up 

y c are for pa ti e nt 
homemaker services 
me l pr ep r tion 

t home 
respi e carec 

e th educ tio n 

41 

46 

63 
7 
7 

41 

29 

30 

19 

93 
10 
30 

17 
63 
61 

30 

24 

22 
5 9 
66 

39 

32 

36 

3 0 

2 
7 

48 

59 
5 
3 

29 

30 

15 
34 
27 

20 

39 

34 

51 

5 
83 
22 

24 
32 
36 

So r ce : United States General Accounting Office 1979, p. 14. 

Seventeen percent of the hospices do not make referrals 
to othe r gencies 

bThese services are rarely performed since they re 
normally not med i ca lly necessary to relieve t erminally ill 
patients ' pain . 

c The patien t r eceives total care from hospi ce r epres e nt­
a ives in a f cility or in the home so that family members or 
pr ' mary c re givers in the home may have a couple of days or 
more of rest f r o m the stress of carin for th e patient. 
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Hospices that provide psychiatric consultation indi­

cated that this service is primarily provided to the 

hospice staf f rather than the patient and family. The 

ps ychiatrist helps the interdisciplinary team by providing 

emo t ional s u pport a nd guidance in dealing with the patient 

and fami l y a nd f riends. A limited number of hospices 

ind ica t ed to t h e United States General Accounting Office 

(1979 ) tha t a p s ychia tric nurse or psychiatrist did have 

co un s e li ng s e ssions with patients and family and friends. 

Only 50 perc ent of the hospices provided 24 hour­

a - day , 7 days-a - week home n u rsing c a re. This is one 

aspec t th a t is deemed v i ta l t o hospice progr ili~S 

as stated in t he "definition" of a hospice. The agencies 

that provi ded s uch serv ices generally were unlice nsed 

facilities wi t h l a r ge vol u n teer staffs. Five of the 

hospices indicated that t he y were going to expand their 

services t o pro v i de a rou nd -the -c l ock covera ge, thus 

rais i ng the overal l average to about 60 percent. About 

half the operating hosp i ces p l a n to p rov ide additional 

servi ces . Most wa nt i npati e nt faciliti e s if they can 

obtain the funds (Uni ted S t ates General Accoun ting 

Office 1979 ). 

Payment 

One of the major e l emen ts in the h ealth care 
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delivery system is the cost of services and reimbursement 

for said services. The four major reimbursement institu-

tions are medicare, medicaid, Blue Cross, and self pay. 

Most medical programs offered by hospices are reimbursed, 

and most home care programs are beginning to be reimbursed. 

Cost of Services 

The cost of hospice care is much less expensive 

than conventional health care. It was estimated (Flexner 

1979) that if a patient were kept hospitalized during 

the "dying hour s," the cost would range between $15,000 

and $20,000 . I f that same patient were treated as a 

hospice patient with home visits and outpatient care, the 

cost would be less than $1,000. 

According to Amado, Cronk and Mileo (1979), most 

of the cost depended upo n how the patient was classified; 

that is, stage I or stage II. A stage I patient receives 

l e ss extens ive and critical ca r e than a stage II patient. 

The cost of providing home-hospice service for stage I 

patients averaged $39 .4 8 per day . This was inclusive 

of all medical and supportive services. The distribution 

of these costs is shown in table 4. 
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TABLE 4 

DISTRIBUTION OF PER DIEM COST BY PAYER 

FOR STAGE I HOME-HOSPICE CARE 

B.C. a B.C. 
Payers Patients "65" "120" 

N = 55 Medicare Policy Policy 

Medicare 
Benefic i ar ies . .37 $28.83 $4.67 $ ---

Blue Cross 
Subscribers . . 18 --- --- 50.79 

Average Cost 55 $28.83 $4.67 $50.79 

Source: Amado, Cronk and Mileo 1979, p. 523. 

aBlue Cross. 

Total 

$33.50 

$50.79 

$39.48 

The d i fferen ce between the medicare policy holders 

and Blue Cross is that the medicare patients received an 

average of 49.7 home health aide hours and the Blue Cross 

patients received 122.6 hours. Amado, Cronk and Mileo 

(1979) s peculated o n the r eason for this discrepancy and 

s uggested that the older patient's primary care provider 

was able and available to manage much of the care while 

the yo unger patient's fam ily members may have had to 

continue to work ; thus , the r e sponsibility of care 

shifted to home-hospice personnel . 
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The stage II patient has a much greater intensive 

level of care. According to the information in table 5, 

the medicare cost was still less than that of Blue Cross. 

It should be noted that during this stage, home­

hospice services are not intended to substitute for 

family involvement where it is reasonably offered. The 

services are meant to support, or relieve, family members 

when the responsibility for care exceeds or threatens 

to exceed their physical or emotional resources. 

According to Amado, Cronk and Mileo (1979), the 

ave rage length of service was 27 days, inclusive of 

stage I and stage II phases of care, at an average per 

diem cost of $75.28. The cost of home-hospice service 

du ring the stage II period was $116.86, for an average 

length of stay of 13.3 days. 

During stage II, Blue Cross subscribers used an 

average of 1 62 hours of nursing and home health aide 

serv i ces while medicare patients utilized 159 hours. 

Th is, in itself, is not significant until it is noted 

that Blue Cross patients were provided with nurses, 

while medicare patients used this service at a rate of 

45 percent of all hours. The effect of this utilization 

patte rn on cost is significant according to Amado, Cronk 

and Mileo ( 1979}. 
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The cost o f p rov i d ing in-home nursing and ho me 

h ea lth aide se r vices t o Blu e Cro ss pa ti e nts avera g ed 

$107 . 54 per diem~ while the medi care p a t ient 's cost wa s 

$84.94 per diem . This d i fference g r e a t l y influen ces t he 

per di e m cost of care r e ported in t a ble 5. 

TABLE 5 

DISTRIBUTION OF PER DIEM COST BY PAYER 

FOR STAGE II HOME-HOSPICE CARE 

B . C . a B.C . 
Patients "65 " " 120 II 

Payers N = 55 Medicare Policy Policy Total 

Medic re 
Benef iciar i es 3 7 $39 . 84 $67.67 $ --- $107 . 51 

Blue Cross 
Subscrib e rs . 18 --- - - - 140.15 $140.15 

Average . . 55 $39 . 84 $67 . 67 $140 . 15 $116 . 86 

Source : Amado , Cronk and Mileo 1979 , p . 525 . 

aBlue Cross . 

The otal cost of c re , inclusive of stage I and 

II , equa l e d $118 ,6 26 for the 1,567 days of care provided 

(Amado , Cronk and Mileo 1 979 ) . Accor d ing to the authors 

of this art icl e , 
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Had these patients not received horne­
hospice services, their physicians estimated 
that 943 hospital days of care would have 
been required at a cost of $212,175 (based 
upon an average inpatient per diem cost 
of $22,500). (Amado, Cronk and Mileo 1979, 
p . 525) 

Re imbursemen t 

Medicare a nd medicaid were established by Titles 

XVIII and XIX o f th e Social Security Act, respectively; 

they re administered b y t h e Departme nt of He a lth, 

Edu c ion and We lf a re ' s ( H. E .. ) He alth Care Financing 

Administrat ion. H. E . W. is now known as Health and 

Human Services . These programs h elp eligible persons 

meet the cost of h ea lth care services. Medicare, 

g e nerally sp eak ing, covers the ove r 65 years of age 

p erson ; n , me icaid cov rs the ca t egorical ly 

needy an thos whose income is too high to qualify f or 

c sh assistanc~ but too low to pay f or medica l ca re 

(National Hospice Orga niza tion 1 9 79). 

A var i ety of social services , including home -bas e d 

s e rvice s , c n be cove red n d funded fr om state programs 

e stablish e d unde r Title XX of the Social Security Act, 

commonly known as the Social Services Program . The 

home - ba sed services can include homema ker , home health 

aide , home manageme nt , nd personal care (Na tiona l Hospice 

Org a ni za tion 1979 ). 
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Many of the services provided by hospices have 

the potential to be covered by the medicare, medicaid, 

social services, and Older Americans Act programs under 

the present law. Others probably cannot be covered. 

H.E.W. and/or the states are responsible for determining 

whether specific services are covered under these programs, 

and they will have to make the final determinations. Also, 

it should be recognized that a number of people who are 

potential hospice patients are not eligible for any of 

the four programs (National Hospice Organization 1979). 

Inpatient Care 

Both medicare and medicaid cover inpatient hospital 

and skilled nursing fac ility services. Medicaid also 

c o vers intermediate care facility services. If the 

i npat i en t care provided by a hospice meets the definition 

applicable to these levels of care, medicare and medicaid 

would pay for such s e rvices up to a beneficiary's maximum 

benef its. Medicare helps pay for 90 inpatient hospital 

days and 100 skill ed nursing facility days per spell of 

illness . To be eligible for medicare skilled nursing 

fac ility s ervice s, the patient must have been hospitalized 

fo r at least 3 days prior to admission to the facility. 
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Medicaid limits on covered days vary by state (United 

States General Accounting Office 1979). 

The question of what is an inpatient hospital is one 

of concern to medicare. 

For medicare, an inpatient hospital is 
defined as a facility primarily engaged in pro­
viding to inpatients--by or under the supervision 
of a physician--diagnostic, therapeutic, and/or 
rehabilitative services for medical diagnosis, 
treatment , care or rehabilitation of injured, 
disabled , or sick persons. To be covered as 
inpatient hospital services, it is required that 
the services be medically necessary and that it 
be necessary that the services be provided in a 
hospital and not at a lower level of care. (Uni ted 
States General Accoun ting Office 1979, p. 23) 

edicaid uses the same definition. 

The main question that could arise concerning 

coverage of inpatient hospital services for hospice 

patients is whether it is necessary for the patient to 

receive t h e service in a hospital. Of course, if the 

service could be adequately provided at a lower level 

of care , it should be. 

For third party reirnbursers, the definition of a 

skilled nursing facility is important. 

For medicare and medicaid, the definition 
of skilled nursing facility is the same: a 
fac ility engaged primarily in providing skilled 
nursing care and related services or rehabili­
tation services to injured, disab led or sick 
pe rsons on a da ily basis . Again in order to be 
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co vered, it must be necessary to provide the 
services in the skilled nursing facility. (United 
States General Accounting Office 1979, p. 24) 

Assuming that the necessity requirement (and for 

medicare the three-day prior hospitalization requirement) 

is me t, hospices should be able to obtain medicare and 

medica id reimbursement for skilled nursing facility 

services they provide. In fact, medicare presumes that a 

patient is eligible for 14 days of skilled nursing care 

after discharge from a hospital with a diagnosis of 

terminal cancer, the disease most hospice patients have. 

A potential problem with medicare coverage is the 

requir ement that a person be hospitalized for three 

consecutive days before admission to the skilled nursing 

facility . Some potential hospice patients may not meet 

this requirement (United States General Accounting Office 

1979) . 

Intermediate care facil ity s ervices under medicaid 

are health-related inpatient care and services provided 

to individuals who d o not r equ ire the degree of care 

and treatment that a hospital or skilled nursing facility 

is designed to provide. Because of these individuals' 

mental or physical condition, they require care and 



36 

service (above the leve l of room and board) that can be 

made available to them only through institutional 

facilities. Normally, hospice patients in intermediate 

care facilities would meet coverage requirements if 

eligible ·for medicaid (United States General Accounting 

Office 1979). 

Physician Services 

Both medicare and medicaid pay for physician 

services. No problems should arise in hospices receiving 

payment fo r these services except in a few state medicaid 

programs that severely restrict the number of physician 

visits allowed (United States General Accounting Office 

19] 9 } . 

Home Health Car e Services 

Medicare, medicaid , social services, and Older 

Americans Act programs all provide home health care 

service s. Home hea lth is covered under both parts A 

and B o f medicare , the primary difference being that, 

to be cove red under part A, the patient must have been 

hospitalized for at least three consecutive days. Skilled 

nursing visits and home health aide visits, including 
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personal care services if provided incidental to skilled 

nursing services, are covered (Vicker 1979). 

Potential problems in obtaining medicare payments 

for hospice home health services arise because of 

several medicare requirements. One requirement is that 

the patient must be homebound, that is, unable to leave 

the home except for infrequent or brief absences to obtain 

the services in another setting. Many terminal cancer 

patients, who represent the vast majority of hospice 

patients , remain ambulatory and, thus, are not homebound 

until the very last days o f life. However, hospice 

administrators believe such patients should be cared for 

in the familiar setting of the hom~ because this is the 

most psychologically comfortable setting for the patient. 

Unless the homebound requirement is eliminated, many 

hos p ice home health visits could not be covered by 

medicare . The Health Care Financing Administration 

e st ima ted that eliminating the home -bound requirement 

for all medicare beneficiaries , not just hospice patients, 

wo uld increase medicare home health costs by $140 million 

dur ing fiscal year 1979 (United States General Accounting 

Office 1 9 79) . 

.. 
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Another r e q u irement which could pose problems is 

that the services provided by a nurse during a home health 

visit must involve skilled nursing care before a medicare 

payment can be made. In other words, at least one service 

that meets the definition of skilled nursing care must 

be provided. Many home health visits are for observation. 

Such visits are not routinely covered by medicare but 

can b e if c e rtain conditions are met. Also, personal 

care services provided by home health aides are not 

covered unless they are provided in connection with skilled 

nursing care unde r an approved plan of care. Many of the 

hospice home h ea lth aide visits would not meet the 

skilled n ursing care requ ir e ment. The Health Care 

Fin ncing Administration e stimated that including coverage 

of home maker s e rv i c e s f or all b e n ef iciaries, not just those 

serve by hospices , would increase medicare home health 

costs of $3 00 million dur ing f iscal 1979 (Vicker lq79). 

Fi:. . l1i , m"·1i c:1re requ ires that hom e h e lth pati e nts 

e q 1r i Ler i tt e t sk ill nursi ng. Occ · sionally, 

mor e s e rvice m y be provided f or a limited period 

wh e n the physician recommends it. Medicare requires 

h t t e p t i e nt must b e c onfine d to his or h e r home a nd 
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unde r the care of a physician who es tablishes th e plan 

of treatment and certified the necessity for home health 

services (United States General Accounting Office 1979). 

Under the medicaid and social services programs, 

s t ates are permitted great latitude in designing their 

h ome health care programs. The same is substantially 

true f o r grantee agencies under the Old e r Americans 

Act. Thus, the requirements for and limitations on 

reimbursement under th e se programs vary from state to 

state and f rom area to a rea. Some hospices use medicare 

r equir emen ts and limitations whil e others are either more 

or l ess restrictive (United States Ge ne ral Accounting 

Office 1979 ). 

Emot ional Support Service s 

As part of its home h ea lth b e nef its, medicare covers 

med i cal soci 1 s e rvice s under th e direction o f a physician. 

Med i care , howeve r , requir e s that these services b e 

provi ded by a quali f ied psychiatric or med i ca l social 

worker . According to the United States Ge neral Accounting 

OfJi cc ' s s c y (1979) , four hospic sin icat d th ~t 

t ir st f we e involved in providing p ~t i en t nd 

f mily counseling nd emotional support , whi ch do not 
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mee t the med icare requirements for reimbursement; however, 

they believed these requirements are too stringent 

(Vicker 1979). 

Although federal law has no specific restrictions 

on mental health benefits under medicaid, except for 

those in institutions, most states provide only limited 

medicaid mental health benefits. Also, if mental health 

b enef its are provided under a state's social services 

program or an agency 's Older Americans Act program, 

they a re u s ua lly quite limited (Vicker 1979)". 

Private Insurance 

Private ins u rance has taken much the same role as 

medicare and med i ca i d . The major difference becomes 

predomi nant in th e d i f fer e nt plans individuals can 

purcha s e f r om p riva te insu rance agencies. Table 6, 

developed by t he Na tiona l Hos p ice Organization (1979), 

shows those home care s ervices prov ided by Blue Cross. 

Blue Cross appear ed to be representa tive o f most private 

insurance companies . 

As can be noted , t ho s e s e r v ice s which are prov ide d 

in inpatient fac ili t ies are also t hose s e r v ice s which 

appear to be covered by pr i va t e i n s u r a nces, a nd more 
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TABLE 6 

HOME HEALTH CARE SERVICES COVERED BY 

BLUE CROSS AND BLUE SHIELD PLANS 

FOR 1979 N = 49 

TYPE OF PLAN 

All Plans aBC Only 
HOME HEALTH CARE SERVICE COVERED Per Per 

Cent No. Cent No. 

Physician and nurse home visits 69 

Ph y si ca l thera py 94 

Respiratory therapy 80 

Speech pathologist 71 

Occ pational th e rapy 65 

Med ical s ocial service 53 

Nu tritional g uida nce 37 

Home health aide service 57 

Homemaker serv ice 8 

Di agnosi t ic & therapeuti c 
services & ma t e r ials 80 

Pharmaceuticals 88 

Medical nd Surgica l supplies 92 

Durabl medical equipment (short 
term r ntal) 92 

Medica appliances & prosthe ic 
devices 86 

Outpatient services 88 

Affi bulanc or special 
ra nsporta tion 82 

Dietary ass is c.anc 10 

Suppor ive dev~ces for main ­
t enanc in home 

Visit g :cachers , vocational 
couns ing, friendl y visitors . 
e c . 

o a umb r of Plans Coveri ng 
Home Heal h Car Services 

To al umb r of Plans Res ondi ng 
o Innova ive Health Care Benefits 

5 rv y 

6 

0 

34 

46 

39 

35 

32 

26 

18 

28 

4 

39 

4 3 

4 5 

4 5 

42 

4 3 

40 

5 

0 

49 

59 

52 

9 6 

83 

78 

74 

61 

48 

78 

l3 

78 

87 

87 

91 

8 3 

87 

78 

13 

12 

22 

1 9 

18 

17 

14 

11 

18 

3 

1 8 

20 

20 

21 

1 9 

20 

18 

23 

5 

Joint BC & BSb 
Pe r 
Cent No. 

85 

92 

77 

65 

58 

46 

27 

38 

4 

86 

88 

96 

92 

88 

88 

85 

8 

8 

t) 

22 

24 

20 

17 

15 

12 

7 

10 

1 

21 

23 

25 

24 

2 3 

23 

22 

26 

34 

Source : 'a ional Hos p ice Organiza ion 1 97 ' , r . 120 . 

OT 49 r r sen s the number of Plans (o of 59 
res onde n s l a report cov ring certain homt: h 1 h car 
se r 1 -.: e s . 

aslue Cross . 
Blu Cross & Blue Shi e ld. 
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specifically, Blue Cross. Bereavement follow-up was 

not included on the list; however, almost exclusively 

there is no coverage in any of the plans. 

Feasibility Study 

Before the initiation of any hospice, a thorough 

feas ibility study should be done. A feasibility study 

is a stepping stone in "know-how" to develop a hospice 

and the scope of its boundaries. 

According to the Dictionary of Business Management 

(1978) a feasibility ·study is "an inquiry to 

de t ermine that which can be achieved given certain 

specific resources and other constraints." This 

me thod util izes a s y stema tic approach in evaluating 

the area of interest. 

The use of feasibility is used in the literal sense 

of describing situations or events. Feasibility studies 

have dist inct purposes. The purposes, according to the 

Handbook in Research and Evaluation r19 77) , are: 

l . To collect detailed factual information 
that describes existing phenomena. 

2. To identify problems or justify current 
conditions and practices. 

3 . To ma ke comparisons and evaluations. 
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4. To determine what others are doing with 
similar problems or situations and 
benefit from their experience in making 
future plans and decisions. (Handbook 
in Research and Evaluation 1977, p. 181 

The Handbook in Research and Evaluation (19J7) is 

also very specific about the steps needed to be taken 

in order to develop feasibility studies. They include 

the following: 

1. Define the objectives in clear, specific 
terms. What facts and characteristics 
are to be uncovered? 

2. Design the approach. How will the data 
be collected? How will the subjects 
be selected to ensure they represent the 
population being described? What instruments 
or observation techniques are available or 
will need to be developed? Will the data 
collection methods need to be field-tested 
and will data gatherers need to be trained? 

3. Collect the data. 
4. Report the resul ts. 

(Handbook in Research and Evaluation 1977, 
p. 18) 

A review o f the literature related to hospice con-

cepts , philosophies, programs, and systems reveals that, 

while the idea of caring for the terminally ill in a 

hospice setting or program is relatively new in the 

United States, already a number of facilities have been 

developed . Although few guidelines for the initiation 

and operation of hospices have been formalized, it is 

apparent that most hospices share characteristics such 
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as personnel staff needs, admission policies, and 

financial structure. It is also evident that the 

initiation of any new hospice program should be preceeded 

by a feasibility study. In the present study of 

fea s ibility at the Valley Bapt.ist Medical Center, this 

was accomplished through methods described in chapter III. 



CHAPTER III 

METHODOLOGY 

setting 

The study was conducted at Valley Baptist Medical 

Center (V.B.M.C.), a 278-bed facility located in Harlingen, 

Cameron County, Texas. Harlingen is located in the Lower 

Rio Grande Valley, semi-tropical area located within 30 

miles of Mexico. The population is primarily Hispanic, 

with a large influx of elderly people entering the area 

during the winter month s to vacation. 

The study was limited to three counties: Willacy, 

Cameron , and Hidalgo . The major towns in these counties 

are all within a forty-five mile radius of V.B.M.C. 

V. B . M.C. receives money from t he government only 

for services rendered. Therefore, any hospice project 

initiated at V.B.M.C. would have to be self-supporting. 

Procedure 

Research and determination of need were explored 

through the use of library research to collect information 

and to identify problems. This research identified 

six problem areas which needed to be reviewed. These six 

areas of feasibility were as follows : 

45 
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1. Service area 

2. The types and needs of patients 

3. The relationship of existing facilities 

4. Types of services offered 

5. Manpower requirements 

6. Economic feasibility 

Data were collected in each of these areas and 

compared to similar figures from V.B.M.C. The results 

of the analysis will be made; however, field testing 

will not b e completed , but deferred to a later time. 

The service areas were examined in relationship to 

two factors . The first factor wa s the frequency of deaths 

within the geographi c location. The geographic area was 

limited to approximately 45 miles, and encompassed the 

counties of Cameron, Willac y and Hidalgo. The second 

factor was the relationshio between the numbers of deaths 

to the number of patients admitted to Vally Raptist Medical 

Center within this geographic location. 

Factor two was concerned with the t ype s of patients 

who might utilize the service. For the purpose of this 

study , the statistics were limited to those patients who 

had carcinoma or malignant n e oplasms. Consideration, 

but not concentration, was given to the following diseases: 

1 . Chronic obstruc ive pulmonary disease 
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2. Renal disease 

3. Colitis--malnutrition 

4. Congestive heart failure 

5. Cirrhosis 

6. Benign brain tumors 

I t was believ ed that patients with these diseases 

wo u l d add to the potential hospice market. Cancer records 

f rom Cameron , Hidalgo, and Willacy Counties were examined 

along with t hose records from Valley Baptist Medical 

Center. The ag e , s ex , and length of last stay were exam-

ined to r ev i ew what type o f malignant neoplasm patients 

died at V. B . M. C. 

The th ird are a inv olved the relationship between the 

proposed hospi c e pro ject and services and the existing 

facilities a nd s e r vi c e s. These agencies included home 

health care agencie s, acu t e care nursing home facilities, 

area hospitals , visiting nursing a s sociations, phy sical 

therapists , medi ca l s oc ial s e r vi c e s, home he lp services, 

speech therapy services , c ounse l i ng s e r v ice s, and nutri-

tional servic es . The s e s e r v i ce s we r e examined from the 

viewpoint of t he hospi c e pro gram . The o the r f acilities 

we re examined to determine -thei r affect on one another, 

with s pecial consideration being place d o n t he over lapping 

of services . It was,desirable to have no dup lication o f 
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services~ however, those areas that appear to have dupli~ 

cation should be minimized. 

Fourthly, the types of services to be offered were 

reviewed. The services fall into two areas, medical and 

supportive. The medical areas were 

1. Home health, skilled nursing care, and aide 

2. Home visits by physicians 

3. Psychiatric consultation 

4. Pain control 

5 . Physical therapy 

6, Occupat ion the rapy 

7. Inpatient care 

8. Ambulatory services in an outpatient facility 

The supportive services were basically to help with 

the welfare of the patie nt and his family. These services 

i ncluded 

1 . Ber eavement f ollow-up 

2. Day care f or patient 

3 . Homemaker s e rvices 

4 . Mea l p reparation at home 

5 . Respite care 

6 . Death education 

7. Cle rgy services 

The med ical and support services were evaluated 
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according to availability of manpower and needs of the 

program. Other hospice programs were examined to 

determine the most desired services. 

The fifth area of concern dealt with manpower and 

its availability . To operate a full service hospice, 

pro fessional staff positions would include the following: 

1. Medi cal director 

2 . Adminis trator 

3 . Director of nursing services 

4. Staff registered nurses 

5. Director of volunteers 

6. Social workers 

7. Secretaries 

8. Volunteers 

The other area of manpower was concerned with the 

availability of nonprofessional staff. Based on area 

manpower statistics , it was decided that th ere was not 

e nough data to make that determination. 

The sixth area of concern dealt with economic feasi-

bility . This complex area involved proforma income and 

e x pense statements . Bmphasis was placed on revenues and 

e xpenditures where total revenues received exceeded total 
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expenditures . 

consultations. 

Income would be generated from visits and 

Reimbursement for these services would 

come from eight sources~ 

1. t-1edicare 

2. Medicaid 

3. Blue Cross 

4. Self pay 

5. Private insurance other than Blue Cross 

6. Foreign insurance 

7. Other means (for example, Aide to Dependent Chil­

dren, Red Cross, Kidney Foundation) 

8. Combination of any of the above 

It was expected the expenditures would be incurred 

1n e i ght distinct areas. These areas included 

1. Office lease 

2. Off ice supplies 

3 . ovable equipr.1ent 

4 . Staffing 

5. Utili ties 

6 . ~ravel 

7 • Postage 

8 . Telephone 

A revie~ of the proforma income and expense state­

ment or budget would reveal whether the program will be 
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self-sufficient. If the program were not self-sufficient, 

then donations would need to be solicited or services and 

staff be reduced and/or eliminated. It was important to 

Valley Baptist Medical Center that the program generate 

enough capital to sustain itself. 

Data Analysis 

An evaluation of all areas of this feasibility 

study was made utilizing several techniques. This eval­

uation included the following components: 

1. Library research--a computer-assisted bibli­

ographical search of literature related to 

factors such as guidelines, components, person­

nel, lega l backgrounds, and direct hospice oper­

ations was examined and summarization of 

hospice patients by disease, staffing, services 

offered and insurance costs were cited 

2. Demographic--based on information derived from 

the Texas Department of Health, United States 

Census Bureau, South Texas Health Systems 

Agency's Health Systems Plan, and The Human 

Resource Indicators Manual. Calculations were 

done by tabulation and summarization on 

population statistics by number, age, density 

and welfare. All work was done by aid of a 

calculator and recorded by hand 
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3. Mortality--based on information from the Medical 

Records Department of Valley Baptist Medical 

Center and the South Texas Health Systems 

Agency's Health Systems Plan, an evaluation of 

the causes of death, categorized by diagnosis, 

age, sex, and an examination of the principal 

methods of payment for patients who expired. 

Hand tabulation and summarization of frequency 

of diseases by location, age, sex and length 

o f s tay 

4 . Comparison of exist ing faclities and services--

an analysis was made of the service area con­

cerning duplication of s e rvices, with a more 

detailed analysis of the seven most affected 

facilities . Comparison was based upon intensity 

of service , location and duplication. All 

calculations were based on summarization of serv-

ices offered with an interpretation as to the 

effect. Calculationswere based on information 

from the Lowe r Rio Grande Valley Development 

Council , and the South Texas Health Systems 

Agency 

5 . Eva luation o f service--based on information 

derived from the revi e w of the literature, an 

extrapo l at ion was made of services related to 
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manpower requirements and cost. Analysis was 

done by hand tabulation of services offered 

in the Lower Rio Grande and selected agencies 

6. Area manpower statistics--based on information 

from Human Resource Indicators and the South 

Texas Health Systems Agency's Health Systems 

Plan , statistics were examined as to the avail­

ability of staff necessary to provide any pro­

posed service by a hospice program at Valley 

Baptist Medical Center. Analysis was made on the 

basis of the number of personnel per 100.000 and 

an inte r p retation was made regarding the hospice 

impact 

7. Pr oforma income and expense statement--based 

on inf ormation fr om the application of South­

east Texas Hospice, Inc., Ann's Haven Hospice 

and the Accounting Department of Valley 

Baptist Medical Center, a projected expense 

budget wa s develo ped . Calculations were done 

by hand and were based on current cost figures 

and estimated expenses 

The f i ndings of the se analyses are presented in 

chapter IV. Chapte r I V is the feasibility study itself. 



CHAPTER IV 

FEASIBILITY STUDY 

The present study of the feasibility of inaugurating 

a hospice program in Valley Baptist Medical Center in 

Harlingen, Texas, examined four areas. Those areas are 

a s follows: 

1. The service area 

2. Death rates 

3. Facilities nd services 

4. Economic needs 

Se rvice Area 

The majority of the patients who were hospitalized 

in Came ron County, primarily in Valley Baptist Medical 

Ce nte r (V.B.M.C.) of Harlingen, came from three counties: 

Cameron, Hidalgo, and Willacy (Texas Department of Health 

1979). 'l'he se three counties comprise the service area. 

Te xa s had a total provisional population in 1980 

of 14,228, 3 83, with Came ron, Hidalgo, and Willacy Counties 

having a combin e d provisional population of 510,404 

(s ee t a bl e 71. This repres e nts a growth rate of 27.07 

percent f or Texas ove r a ten year period (or an annual 

54 



T
A

U
L

E; 
7 

PO
PU

LA
T

IO
N

 O
P 

T
E

X
A

S
, 

LO
\v

ER
 

R
IO

 
G

R
A

N
D

E
, 

A
N

D
 C

O
U

N
T

IE
S

 

\.J
I

T
H

I
N

 T
H

E
 

LO
\v

ER
 

R
IO

 G
RA

N
D

E 
U

T
I

L
I

Z
I

NG
 

T
H

E
 

1
9

7
0

, 

1
9

7
5

 
E

ST
I

M
A

T
E

S
, 

P
R

O
V

IS
IO

N
A

L 
1

9
8

0
, 

P
R

O
J

EC
T

E
D

 

1
9

8
1 

TO
 

19
8

5
 

C
E

N
SU

S 

1
9

75
 

P
ro

v
1
s
io

n
a
l 

P
ro

Je
c

te
de

l 
P
ro

J
e
c
te

d 
P

ro
Je

c
te

d
 

P
r-

o
Je

c
te

d
 

P
r
o
~
e
c
t
e
d
 

Lo
c

a
t
io

n 
1

9
7

0 
Es

t
i

m
at

e
d 

1
9 

80
 

1
9

8
1 

1
9

82
 

1
9

8
3 

1
9

84
 

1 
8

5
 

T
e

x
a
s 

11
,1

9
7

,4
0

0 
1

2
,4

8
7

,0
0

0 
14

,
2

2
8

,
38

3 
1

4
,

5
3

1
,

8
3

3
 

1
4

,8
3

5
,

2
83

 
1

5
,

1
38

,
73

3 
1

5
,4

4
2

,1
83

 
1

5
,7

4
5

,
5

3
1

 

Lo
w

e
r 

R
io

 
G

ra
n

d
e 

. 
3

3
7

,4
6

5 
4

2
7

,
20

0
 

5
1

0
,4

0
4 

5
27

,6
8

2
 

5
4

4
,9

6
0

 
5

6
2

,
23

8 
5

7
9

,5
1

6
 

5
9

6
,

7
9

4
 

C
a

m
er

o
n

 
1

4
0

,3
6

8
 

1
7

9
,

5
0

0
 

2
0

9
,

6
8

0
 

2
1

6
,6

1
4

 
2

2
3

,5
4

8 
2

3
0

,
4

8
2

 
23

7
,4

1
6

 
2

4
4

,3
5

0
 

H
id

a
lg

o
 

1
8

1
,5

3
5 

2
3
0

' 
30

0 
2

8
3

,
2

2
9

 
2

9
3

,
3

9
5

 
3

0
3

,5
6

1
 

3
1

3
,7

2
7

 
3

2
3

,8
9

3
 

3
3

4
,0

5
9

 

W
i1

la
c
y

 
1

5
,s

1
o

 
I 

17
,4

00
 

1
7

,
4

9
5

 
1

7
,6

8
8

 
l7

' 
8

8
1

 
1

8
,0

7
4

 
1

8
,2

6
7

 
1

8
,

4
6

0
 

S
o

u
rc

e
: 

T
h

e 
U

n
iv

e
rs

it
y

 
o

f 
T

e
x

a
s 

I
n

s
ti

tu
te

 
o

f 
H

um
a
n

 
R

e
so

u
rc

e
 

In
d

ic
a
to

rs
 

1
9

7
4

, 
p

. 
B

l
. 

U
n
i
t

e
d

 
S

ta
te

s
 

C
en

s
u

s 
B

u
r-e

a
u

 
1

9
7

6
, 

p
. 

3
, 

4 
an

d
 

6
. 

U
n
it

e
d 

S
ta

te
s
 

C
e
n

su
s 

B
u

re
a
u

 
1

9
80

, 
p

. 
4

, 
7

, 
1

7
, 

a
n

d
 

31
 

a
P

ro
j
e
c

ti
o

n
s
 

b
a
se

d
 

o
n

 
th

e
 

fo
ll

o
w

in
g

 
fo

rm
u

la
: 

fo
rm

u
la

 
fo

r 
P

ro
je

c
ti

n
g

 
C

en
su

s 
B

a
se

d
 

U
po

n 
P

e
rc

e
n

ta
g

e
 

In
c
re

a
s
e
s

: 

1
. 

a
n

n
u

a
l 

p
e
rc

e
n

ta
g

e 
g

ro
w

th
 

ra
te

 
~

ens
us 

fo
r 

b
a
se

 
y

e
a
r 

-
c
e

n
su

s 
o

f 
m

o
st

 
c
u

rr
e
n

t 
d

a
ta

Y
 

c
u

rr
e
n

t 
c
e
n

su
s 

y
e
a

r 
-

b
a
se

 
c
e
n

su
s 

y
e
a
r 

2
. 

a
v

e
ra

g
e
 

am
o

u
n

t 
o

f 
g

ro
w

th
 

p
e
r 

y
e
a
r 

=
 a

n
n

u
a
l 

p
e

rc
e
n

ta
g

e 
g

ro
w

th
 

ra
t

e 
X

 c
e
n

su
s 

o
f 

b
a
se

 
y

e
a

r 

3
. 

p
ro

je
c

te
d

 
c
e

n
su

s 
=

 
c
e

n
su

s 
fo

r 
b

a
s

e 
y

e
a

r 
X

 
(a

v
e
ra

g
e 

a
m

o
u

n
t 

o
f 

g
ro

w
th

 
p

e
r 

y
e
a
r 

X
 

n
u

m
b

er
 

o
f 

y
e
a

rs
 

w
a
n

ti
n

g
 

to
 

p
ro

je
c

t 
in

to
 

th
e
 

fu
tu

re
) 

U
1 

U
1

 



56 

rate of 2.71 percent) and a growth rate of 51.25 percent 

f or the three counties over a ten year period (or an 

a nnual rate of 5.13 percent}. Cameron and Hidalgo Counties 

had annual growth rates for the same time period of 4.94 

a nd 5.6 percent respectively. Willacy County only had an 

a nnual growth rate of 1.24 percent. Hidalgo County 

c o n tained 55.5 p ercent of all the people residing in the 

a rea in 1980. The 1980 census that was used in this 

study was provisional and limited in scope. There were 

no statistics delineated by age, density, or welfare; 

ther e fore, the statistics discussing these areas are 

based on the 1970 census. 

The median age (see table 8} is the same in all 

the t hr ee counties with an overall median age of five 

yea rs l ower than the 26.45 years of the state. The 

different population by age categories, according to 

table 9 , shows that the s e rvice area ages are consistent 

wi th state f i gu r e s e xcept one; Hidalgo has approximately 

tw i ce a s many p eople ove r the age of 65 as the state does, 

and a pp rox i mate ly 50 p e rcent more than the state mean. 

Thes e f i gures do not reflect the fact that during the 

wi n t e r mon th s, there is a great influx o f elderly winter 

touri s ts into the a r ea; however, because they are not 

perman e nt residents, they are not ref lected in the 
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TABLE 8 

MEDIAN AGE OF TEXAS AND CAMERON, HIDALGO, 

AND WILLACY COUNTIES UTILIZING 

1970 CENSUS 

Locat ion Median Age (~ears) 

Texa s . . . 26.45 

Cameron 21. 8 2 

Hidalgo 20.71 

Willacy . 20.87 

Med i an Value 30.92 

Mean Value 32.09 

Source : The University of Texas Institu te of 
Human Res o u r ce Indicators 1974, p. Bl4. 
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TABLE 9 

PERCENT OF POPULATION BY AGE FOR TEXAS 

AND CAMERON, HIDALGO , AND WI LLACY 

COUNTIES UTILIZING 

1970 CENSUS 

Under 5 Under 18 18 -64 65 years of 
Lnr.4ri nn v rs . of aqe yrs . of aqe years aqe and over 

Texa s . . . . 8 . 92% 35 . 89% 55 . 24% 8. 87% 

Cameron . . . 10 . 75% 43 . 59% 47 .86% 8 . 55 % 

Hidalgo . . . 11 . 09 % 44 . 43 % 47 . 83% 19 . 93% 

i11acy . . . 10 . 52 % 44 . 35 % 47 . 23% 8 . 42% 

• 1edian Value 7 . 88 % 33 . 92 % 52 . 11% 12 . 75% 

.1ean Val e . 7 . 92% 34 . 12 % 52.61 % 13 . 32% 

Source : University of Texas Institute of Human 
Resource Indicators 1974 , p . B4 , 85, 86, and 87 . 
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population figures. The density of the service area 

(see table 101 is approximately three times greather than 

the state as a whole and approximately twice that of the 

mean of the state. The population appears to be 

poor (see table 11} when a comparison is made regarding 

the percent of population on welfare in Cameron, Hidalgo 

and Willacy with the figures for the state. In Texas, 

approximately 6 percent of its population is on welfare, 

whereas, the service area for V.B.M.C. has an average of 

betwee n 11.5 and 12.5 percent of its population on 

welfa re (Human Resource Indicators 1974}. The cost 

per capita for welfare in Cameron, Hidalgo, and Willacy 

Counties is almost twice that of the state as a whole 

(Human Resource Indicators 1974). 

Death Rates 

The ma jority of the causes of deaths in Cameron, 

Hidalgo, and Willacy Counties is very similar to that of 

the state. A broad overview of selected deaths shows 

that the four leading causes of death in both Texas and 

the V.B.M.C. service area (see table 12) are heart 

d is eases, malig nant neoplasms, acute myocardial infarctions, 

and cer~·-~ovascular diseases. A comparison between the 

dea th rates o f Texas and those of the service area reveals 

a basic uniformity. One exception is that diabetes rnelitus 
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TABLE 10 

DENSITY PER SQUARE MILE FOR TEXAS AND 

CAMERON, HIDALGO, AND WILLACY 

COUNTIES BASED ON 

1970 CENSUS 

Location Density 

Texas • . . . . . 42.72 

Cameron . . 156.66 

Hidalgo . 117.65 

Willacy . . 26.35 

Median Value 15.37 

Mean Value 46.69 

Source: The University of Texas Institute of Human 
Resource Indicators 1974, p. Bl4. 
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TABLE 11 

WELFARE STATISTICS BY PERCENT OF POPULATION 

AND COST PER CAPITA FOR TEXAS AND 

CAMERON, HIDALGO, AND WILLACY 

COUNTIES BASED ON 

1970 CENSUS 

Percent of Cost Per 
Location Population Capita 

Texas . . . . . . . . 5.81 28.91 

Cameron . . . . . . . 11.26 52.30 

Hi dalgo . . . . . . . 11.48 56.70 

Willacy . . . . . . . 12.50 59.25 

Median Value . . . . 6.18 34.75 

Mean Value . . . . . 6.62 37.97 

Source: The University of Texas Institute of Human 
Resource Ind icators 1974, p. Bl49, Bl50. 
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is the cause of approximately eight more deaths per 100.,000 

people in the service area than in the state. In contrast 

to this, death rates for suicides and emphysema in this 

area are lower than the rates for Texas as a whole. 

Cameron County and Hidalgo County appeared to be 

fairly consistent in the rate of deaths per 100,000 (see 

table 131 for the specific categories of causes of deaths. 

Hidalgo County, on the other hand, has elevated rates 

with respect to heart diseases and nephritis and nephrosis. 

A review of the death statistics at V.B.M.C. did not 

reveal any extraordinary findings. During the year 1980, 

32 5 people expired in that facility. According to the 

review of the literature, persons with the following types 

of diseases have a higher probability of becoming hospice 

patients: chronic obstructive pulmonary disease, renal 

disease , colitis--malnutrition, congestive heart failure, 

cirrhosis, benign brain tumors, and carcinoma or malignant 

neoplasms (cancer}. A review of the percentage of total 

deaths for V.B.M.C. (Medical Records Department 1980} 

yielded the results shown in table 14. 
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'I'ABLE 14 

DISTRI BUTION OF DEATHS A'I' VALLEY BAPTIST 

MEDICAL CENTER FOR 1980 

Disease Fr eque ncy Percentage 

Chronic obstruct ive pulmonary 
disease . 3 2.0 

Renal d isease . 4 2.0 

Colitis --malnutrition .. 1 1.0 

Congestive heart failure 21 12.0 

Cirrhosis . 2 1.0 

Be nign brain tumors . 2 1.0 

Ma lignant neoplasms . . 55 31.5 

Other . 86 49.5 

Total 174 100.0 

Source : Valley Baptist Medical Center Medical 
Records Departmen t 1980 . 

As can be seen in tabl e 14 , one third of those who 

died at V. B . M. C . who might have been eligible for a 

hospice program d i ed of cancer . In most hospice programs, 

the cancer patients are statistically indicative of the 
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types o f patien ts likely to utilize a hospice. A review 

o f the death rate for the Lower Rio Grande shows that the 

d e a th rate s a r e not v e r y di f f e rent from those of Cameron, 

Hidalgo, a nd Will a cy Counties of Texas. The figures 

( s e e tab l e 1 5 1 s h ow a n i ncrease in frequency of deaths 

a t the a ge b r a c ket o f 45-6 4 , a nd t hen another large 

increas e f or the ove r 64 age category. 

The da t a c on t aine d in tabl e s 14, 16, and 17 reflect 

the large numbers o f e l derly patients dyi ng from cancer 

in the service area . Six ty-two percent of all the patients 

who d ied o f cancer at V . B . M.C. were 65 years of age and 

over . 

The n umber of mal e a nd female d eaths due to 

mal igna nt neopla sms at V .B. M.C. were approximately the 

same (s e e t a ble 18 ). Fif ty-ni n e percent of the deaths 

were o f mal e p a tients a nd 41 percent were of f emale 

pa ti e nts . 

Th e l e ngth of s tay o f pa tients who e xpired o f 

canc e r at V. B. M. C . appeared t o be skewed. According to the 

f i gu res in table 18 , 88 p e rce nt of all the patients who 

d i e d at V. M. B . C . s tayed be t ween one and 14 days. This, 

of co urse , is not ind i ca t ive o f t h e tenure of their 
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TABLE 18 

PERCENTAGE OF DEATHS DUE TO MALIGNANT 

NEOPLASMS BY SEX, AGE, AND LENGTH 

OF STAY FOR VALLEY BAPTIST 

MEDICAL CENTER FOR 1980 

Demoqraphics Percentaqe 
Sex: Male . . . 59 

Female . . 

Age : 1-15 y.o . a.a ... 

Length 
o f 

Stay: 

16 - 24 y .o. a . . 

25-45 y .o. a .. 

46 - 64 y.o . a .. 

64 y .o. a . 
and over 

1 - 14 days 

15-35 days .. 

36-50 days .. 

51 days . . . 
and over 

41 

l 

l 

5 

31 

62 

88 

9 

2 

l 

Source : Medical Records Department Valley Baptist 
Med ical Center 1980. 

aYears of age. 
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diseases. It was impossible to determine how long they 

had been diagnoses as terminally ill, without reviewing 

every chart, and this was not done. 

Projecting the number of potential patients can be 

a ccomplished by multiplying the population projections 

(see table 7} by the death rates of specific causes (see 

table 13) in the Lower Rio Grande. The death rate for 

malignant neoplasms in 1977 in the Lower Rio Grande 

( see table 13) was 125.6 per 100,000 people and the 

death rate for chronic obstructive pulmonary disease, 

renal disease , colitis--malnutrition, congestive heart 

fa ilure, cirrhosis and benign brain tumors was 88.4 

per 100 ,000 people. According to the information contained 

in table 19, it can be observed that there will be 1,166, 

1 ,2 03 , and 1,240 potential patients in 1982, 1983, and 

198 4 respectfully . 

In 1 977 there were 65 patients at V.B.M.C. who 

expired from malignant neoplasms (see table 19) and there 

were 463 deaths attributable to malignant neoplasms 

in the Lower Rio Grande (see table 12). Equating these 

two figures together by dividing the 65 patients at V.B.M.C. 

by the 463 total deaths due to malignant neoplasms, yields 

a 14 percent service rate. Applying the 14 percent to the 

projected number of malignant neoplasms death , it could be 
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expected that actual participation by V.B.M.C. will 

range from 96 to 102 patients from 1982 to 1984 tsee 

table 19). 

The projection of the actual number of patients 

that any proposed project will serve is at best a 

reasonable estimate s ince not every potential patient 

will utilize the proposed service. In 1980, V.B.M.C. 

served 55 patients who expired from malignant neoplasms. 

The number of patients utilizing a service is also 

dependent upon influences from the community, staff, 

nd communication from people who would have been 

affected by the proposed project. It would be a 

r e asonable assumption to believe that they will serve 

as many patients in 1982 as they did in 1980. Considering 

the fact that the frequency of projected deaths due to 

mal i gnant neoplasms and other diseases should increase 

e ach year through 1985, then the market should increase. 

Starting with 55 projected patients and increasing this 

number by 50 percent each year through 1984 (see table 19) 

should provide a reasonable estimate of expec ted usage. 

This range is also within the limits that Southeast 

Texas Hospice experienced within their first three years 

of ope ration (McKenna 1981). 
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Facilities and Services 

Table 20 contains a listing of the service area 

f acilities. Most facilities and services overlap with 

respect to medical care being given to the ill. The 

s e rvice area for V.B.M.C. has the following acute care 

hospital beds per 1,000 people: Cameron--3~006, 

Hidalgo--2.275, and Willacy has 1.379 beds (Institute 

of Ur b an Studies 1974). According to the South Texas 

Health Systems Agency (S.T.H.S.A.), the staff recommended 

that there should not be any additional acute care 

fac ility b eds for one year. 

Conversely , the S.T.H.S.A. (1980) planners believe 

tha t additional skilled nursing care facility beds are 

needed ove r the next two years. Supporting this are the 

f i gu r e s f rom the Insti tu te of Urban Studies showing 

tha t t here a re 0.042 skil l ed nursing care beds per 1,000 

peo p l e in Cameron County, and 0.029 and 0.245 beds per 

1 , 00 0 po pu l a tion in Hidalgo and Willacy Counties 

respe cti ve l y (Institute o f Urban Studies 1974). 

Hospital s and skilled nursing homes indeed have an 

a f fe ct upon any hospice program, however, direct 

c ompe tition with regards to how patients are cared 

e xists. Where hospitals and skilled nursing facilities 
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will propagate curative care, any hospice program will 

be striving for palliative care. The seven home health 

care agencies located within the service area should 

have services more aligned with that of the proposed 

hospice, and, therefore, provide more of a direct 

competition. 

Table 21 contains a review of these seven 

agencies. They are as follows: Rio Grande Home Health 

Agency, Harlingen and Brownsville; Cameron County Health 

Department, Harlingen and Brownsville; Home Health Services, 

San Benito; Upjohn Health Care Services, Harlingen and 

McAllen; Hidalgo County Home Health Services, Edinburg 

and Weslaco; Rio Grande Home Health Agency, Weslaco; 

and Valley Home Health Agency, Raymondville. Through 

these seven agencies, homebound patients basically receive 

medical service s including: home health, skilled nursing 

care and aid, horne visits by physicians, psychiatric 

consultation, pain control, physical therapy, occupational 

therapy, inpatient care, and ambulatory services. The 

major difference between these seven agencies, rather 

than approach, is their utilization of support services. 

These services include: bereavement follow-up, day care 

fo r the patient, homemaker services, meal preparation at 

home , respite care, death education, and clergy services. 
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Most of these services, both medical and support, 

are offered (see table 21) by some agency. Any organization 

desiring to maintain a program for terminal patients should 

strive to offer as many of these services as possible. 

The staff necessary to start a hospice depends 

u pon the type of hospice being developed. If the hospice 

is a free-standing facility-based operation, it would 

obviously require more manpower than a hospice which 

lS coordinative in nature and has arranged for services 

to be provided by contracted agencies and facilities. 

Th e National Hospice Organization President's Newsletter 

( 1 981) developed a formula for the determination of 

bed need (see table 22). The formula is: 

total number 
o f patie nt 
days per year 

number of 
patients 
who die 
at home 

X 

average 
number of 
days of 
inpatient + 
care 

number of 
patients 
who die 
in hos-
pice X 
nits 

Averag~ 
number~ of in-
patient 

= number of days ------------___;=---==---------'=----
days 

of care per 
y ear for one 
b e d at a 
desired percent 
of occu pancy 

IT
esired percent number of 

of occupancy for X per year 
one bed 

The formula considers an occupancy percent times 365 (number 

of days per year), to obtain the number of days of care per 

year for one bed at a desired percent of occupancy. After 

t he number of patients have been determined, then by 
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TABLE 22 

COMPUTATION OF INPATIENT HOSPICE BED NEED 

AT VALLEY BAPTIST MEDICAL 

CENTER FOR 1982 

Hospice patients Hospice patients who 
who die 

Percentage of 
all Hospice 
patients . . 70 

Number of 
patients . . 39 

Ave rage number 
of day s of 
inpatient carE 5 

Total patient 
day s per year 195 

umber of days o f care 
for one bed at 85 
percent occupancy : 

umber of inpatient 
Hospice beds needed 

at home 

at 8 5 percent occupancy: 

die 

( • 8 5) 

in Hospice units 

30 

16 

17 

272 

(365} = 310 days 

467 
310 

=1.51 beds 

Total 

100 

55 

--

467 

Source : National Hospi ce Organization President's 
ewsletter 1981, p. 4. 
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multiplying the average number of inpatient days by the 

number of patients, will yield the total patient days 

per year. The division of the total patient days per 

year by the days of care yields the number of hospice 

beds needed. According to the National Hospice Organization 

President's Newsletter (1981}, 70 percent of all patients 

died at home with five days of inpatient care, and 

conversely 30 percent die in hospice units with an average 

of 17 days of inpatient care. A test of this formula 

at Ann's Haven: Hospice of Denton County, Texas, indicated 

that the results from the formula were similar. Utilizing 

the bed need f ormula developed by the National Hospice 

Organization (1981), their need would be between one 

and two beds (see table 22). 

Manpower was projected on figures from Ann's Haven 

Hospice (1979) and the Southeast Texas Hospice of Orange, 

Texa s (1978), pertaining to their bed needs and projected 

demand . Ann's Haven, according to table 23, required 

3.81 full-time equivalents to start operations and the 

Southeast Texas Hospice needed 4.45 full-time equivalents 

to start at the beginning of the year. Furthermore, 

projected need for Southeast Texas Hospice was 7.5 by the 

end of the year. 
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The number of registered nurses and physicians in 

the area is much lower t han the state figures according 

to table 24 ~ Texas has a ratio of one registered nurse 

per 274 people, whe reas, Cameron and Willacy have a 

ratio of one nurse per 582 people. Hidalgo and Star have 

one registered nurse per 688. The number of physicians 

in the area appear to be low even though the state figures 

were not available f or a comparative standpoint. The 

number of allied h ea lth professionals, or thos e people 

who have anc illary services, wa s not available. Determi­

nation of manpower requirements is a function of three 

elements: (l) number o f pa tients b e ing served, (2) services 

being provided , and ( 3 ) the amount of time necessary to 

fulfill those services. Rev i ewing tabl e 19, there is 

a predicted patient load of 55, 83, and 124 patients in 

1 982 , 1983, and 1 984 respectively. Service s that are 

exp cted to be off ered include a ll medical and support 

services . They include : home health, s kill ed nu r sing 

care and a i de , horne visits by physicians, psychiatric 

consu ltation, pa in control, phys ical therapy , occupationa l 

therapy , 1npatient care , ambula tory services, b e r eavement 

f olloW-up, day care f or patients, homemak er s ervice s, 

mea l preparat ion at home , r e spite care , d e ath educat ion, 

and clergy services . 
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TABLE 24 

SELECTED HEALTH MANPOWER RATIOS PER 1 , 000 POPULATION 

FOR TEXAS AND CAMERON/HIDALGO AND STAR/\AJILLACY 

COUNTIES FOR 1979 

Locat ion Registered Nurses Physician Allied Health 

not no figur e s 
Texas 1 per 274 available availabl e 

Cameron/ 
Willacy 1 per 582 1 per 4475 no figures 

avilable 

aHidalgo/ no figures 
Starr l pe r 68 8 1 per 3233 available 

Source: South Texas Health Sy stems Agency 1980, p. 7. 

aFigures were compiled in study by combining areas . 

The amount of time spent completing these services 

and the personnel required to do t he task can be seen on 

table 25 . Accord ing to the informa tion contained in 

table 25 , in 1 982 t here will be a comb ined f ull-time 

equivalent (F. T . E .l requirement o f 2 . 828 professionals 

other than th e 2 . 0 F . T . E . requ irement for the administrator 

and the s ecre t a r ye In 1983, th e r e shou ld b e a combined 

F . T . E . total of 4.273, plus the two F.T. E .s for administra-

tion , and i n 1984 , there should b e a combined F.T . E . need 



Pro Jec t d 
Number 

of Patients 
(l) 

55 

83 

12 4 

88 

TABLE 25 

PROJECTION OF STAFFING REQUIREMENTS FOH PROPOSED 
HOSPICE FOR 198 2 , 1983, AND 1984 

Total Total 
Number Hours Tot a l 

of Ho urs Ne e ded for !lours 
Number Spent Each Needed 

of for Each Vi sit Per Year 
Staff Position Visits Visit (2) * ( 3) ( l) * ( 4) 

(2) ( 3 ) ( 4) (5) (6) 

Physician 2 2 4 22 0 
Medica l 

Consultant 3 1 3 16 5 
Regis t red 

Nurse 15 2 30 1650 
Phys i cal 

Therapy 2 0.5 l 55 
Occupation 1 

Therapy 2 0.5 1 55 
Medi c al Social 

Worker 4 2 8 440 

Clergy 12 1 12 660 
Volunteers 16 3 48 26 40 

Tota l 56 12 107 5888 

Physician 2 2 4 332 
Medical 

Consult nt 3 1 3 249 

Regist red 
Nurse 15 2 30 249 0 

Physic 1 
Therapy 2 0 . 5 1 83 

Occupational 
Therapy 2 0 .5 l 83 

Medical Social 
Work e r 4 2 8 66 4 

Clergy 12 1 12 996 

Vo l unteers 1 6 3 48 3984 

To t al 56 12 107 8881 

Physican 2 2 4 496 

Medical 
Consultant 3 1 3 372 

Register d 
Nurse 15 2 30 3720 

Phys1.cal 
Th e rapy 2 0.5 1 1 2 4 

Occup tional 
Th e rapy 2 0.5 l 124 

t-!edical Social 
Wo r er 4 2 I 8 99 2 

Clergy 12 1 12 1498 

Voluntee rs 16 3 48 5952 

Total 56 12 107 13 , 268 

SOU RCE: National Hospic Organization, 1979, p . 5 . 

Southe st T xas llospice , 1981, p . 1. 

Full-Tim e 
Equivalen ts 

Nee d to 
Sa tisfy 
Hourly 

Require me n ts 
(6)- 2080 
Hours per 

Ye ar 
( 7) 

0.106 

0.079 

0.79 3 

0.0 26 

0.026 

0.21 2 
0. 3 17 
1.2 6 9 

2.828 

0.1 6 0 

0.1 2 0 

l. 200 

0.040 

0.040 

0. 319 
0.479 
l. 915 

4.273 

0. 23 8 

0.179 

l. 789 

0.0 60 

0.060 

0.477 
0.715 
2.862 

6.379 
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of 6.379 plus the 2.0 F.T.E. required for the 

administrative staff . 

Economic Feasibility 

Almost any program is dependent upon generating a 

net profit, or at least breaking even in order to 

maintain its services. The Southeast Texas Hospice of 

Orange , Texas, generated its revenues from four sources: 

hospice--medical doctors, hospice--registered nurses, 

hosp ice --medical social workers, and medical consultants. 

They charged $28.68 for each visit, except for the medical 

consultant , for whom a charge of only $20.00 was made. 

They estimated that they would generate a total of 3,717 

visits broken- down to 300, 3 ,25 2 , 160, and five visits 

respectively for the four revenue sources. These 

3 , 717 visits wo uld generate $107,049.00 in revenue. 

It was also estimated that there would be 1,626 volunteer 

v isits for which there would be no charge. A review of 

table 26 shows the charges that two hospices and a home 

health care agency generate per visit . 

Reimbursement for all services at Valley Horne 

Health , Southeast Texas Hospice, and Ann's Haven Hospice 

of Denton County carne from several different sources. 

The information in table 26 shows, by percentage, how 

service s wer e reimbursed from these different agencies 
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TABLE 26 

PROPOSED CHARGES FOR SERVICES AT VALLEY HOME HEALTH, 

SOUTHEAST TEXAS HOSPICE AND ANN'S HAVEN 

HOSPICE OF DENTON COUNTY FOR 

Facility 

Valley Home Health 
( illacy County) 

1978 TO 1979 

. . . 

Southeast Texa s Hospice 
(Orange County) 

Medical Doctor . . 
Registered Nurse . . 
Social Worker . . . . 
Medical Consultant . 

Ann 's Haven : Hospice of 
De nton County 
(Denton County ) 

Amount 

$30.00/visit 

$26.68/visit 
$26.68/visit 
$26.68/visit 
$20.00/visit 

$50.00/visit 

Source: Lower Rio Grande Development Council 1979, 
p . 100 . 

Source : Ann 's Haven : Hospice of Denton County 1978, 
p . S3C . 

Source : Southeast Texas Hospice 1978, p. 9. 
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and organizations. There appears to be a great 

d ifference between the amounts reimbursed by medicare 

and med icaid. One factor that may be involved is the 

large number of elder ly people who enter the service 

area during the winter, probably raising the percentage 

of medicare and medicaid reimbursements (see table 27). 

Projecting the amount of money necessary to maintain 

the propos ed hospice at V.B.M.C. can be seen in tables 

28 , 29 , and 30 . These f igures are based on the proposed 

services to be offered, the projected number of patients, 

a nd the manpower necessary to maintain the program. 

The hos pice type is a hospital based--home care type 

hospice, since the bed need has been estimated to be only 

one to two b eds. Salarie s are based on wages normally 

pa id in the Lower Rio Grande and supplied by V.B.M.C. 

In 1 98 2, there is a projected loss of $32,364.00, 

and in 1983 and 1984 , there are projected losses of 

$9 , 219 and $2 , 128 respectively. As can be observed, 

break- even point should occur at some point shortly above 

124 patients, and into the yea r of 1985. Differences 

between operating costs a nd income would have to be 

supported through private contributions or carried as 

an operating deficit. 

The contribu tions that are listed in tables 28, 29, 
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TABLE 27 

PERCENTAGE OF RELMBURSEMENT BY SOURCE FOR 

PATIENTS AT VALLEY BAPTIST MEDICAL CENTER 

COMPARED TO THE SOUTHEAST TEXAS 

HOSPICE FOR 1980 

Valley Medical Southeast Texas 
Source of Reimbursement Center Hospice 

percentage 

1. Medicare . . . . . . 61 56 

2 . Medicaid . . . . . . 15 8 

3 . Blue Cross . . . 9 

4 . Self pay . . . . . . 18 18 

5 . Private Insurance 
other than 
Blue Cross . . . . 8 

6 . Foreign insurance 6 

7 . Other means l 

8 . Combination of any 
of the above . . . . 2 

100 100 

Source: Valley Baptist Medical Center 1980. 

Source: Southeast Texas Hospice 1978, p. l. 

ais a combination of Blue Cross and private 
insurance other than Blue Cross. 
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TABLE 28 

PROFORMA INCOME-EXPENSE STATEMENT BASED ON 
FIFTY-FIVE PATIENTS FOR 1982 

I. Income 
A. Visits 

l. Physician 
(2 visits x 55 patients x ~40.00) 

2. Registered Nurse 
(15 v isi t s x 55 pa tien ts x ~40.00) 

3. Medical Social Worker 
(4 visits x 55 patients x $20.00) 

4. Medical Consultant 
( 3 v is1ts x 55 patients x ~40.00) 

5. Physical Therapist 
(1 visit x 55 pat1ents x ~20.00) 

6. Occupational Therapist 
(l v isi t x 55 patients x $20.00) 

7. Clergy 
( 12 vis1ts x 55 pat1e nts) 

8. Volunteer s 
(16 visits x 55 patients) 

B. Contributions 

11. Expens s --Fixcd 

Ill. 

A. Fa ci lity (12 months x 300/month) 
B. Salaries 

1. Adnlinist rat 1 ve Director 
(1.0 F.T.E.) ll 

2. Secretary 
(1.0 F.T.E.) 

Expens s--Variable 
A. Salaries 

l. Med1cal Directorb 
(. 25 F . T.E.) 

2. Staff egiste r e d Nurs e 
(0. 8 F . T.E .) 

3. Medical Soci al Work r 
(. 3 F .T. E.) 

4. Direc tor of Volunteers 
(. 25 F .T.E.) 

5. Physical Therap1st 
(. 0 3 F.T.E.) 

6. Occupational Therapist 
(. 03 F .T.E . ) 

7. Cl e r gy 
(12 hours X 55 pati nts) 
(. 3 F .T.E .) 

8. Volunte rs 
( 4 8 hours X 55 patients) 

B. Uncollectables 
c. Ut liti s 
D. T le o ne 
E. Post 9 
F. Offi c e Suppl1es 
G. Trave l (2, 860 visits X $2 each) 

TOTAL 

aF.T.E. • Full-time equivalent 

$ 4,400 

33,000 

4,400 

6,600 

1,100 

1,100 

-0-

-0 -

~ 

s 3,600 

20,000 

8,0 00 

$10,000 

14,400 

6,000 

2,500 

450 

450 

-0-

-0 -
4114 4 

600 
1, 200 

600 
300 

~ 

$55 , 600 

($31,600) 

( $ 46,~) 

( :;ij2 , Jb~) 

bM dical Director 's salary includes the physician and med1cal 
consultant 
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TABLE 29 

PROFORMA INCOME-EXPENSE STATEMENT BASED ON 
EIGHTY-THREE PATIENTS FOR 1983 

I. Income 
A. Visits 

l. Physician 
(2 vis its x 83 patients x $ 40.00) 

2. Registered Nurse 
(1 5 visits x 8 3 patients x $40.00) 

3 . Med ical Social Work e r 
(4 v isi ts x 83 pat1ents x $20 . 00) 

4 . Medical Consultant 
(3 v i s its x 83 pat i e nts x $40 . 00) 

5 . Phys ical The rapist 
(1 v · sit x 83 patients x $20 . 00) 

6 . Occupational Therap ist 
(1 vis it x 83 patients x $20.00) 

7. Clergy 
(12 visits x 83 patients) 

8. Volunteers 
(1 visits x 8 3 patients) 

B. Contrib tions 

I I. Expenses--Fixed 

II . 

A. Fa c · l · ty (12 months x 300/month) 
B . Salar · es 

Exp 
A. 

1 . Administrative Director 
(1.0 F . T .E.)a 

2 . S cr tary 
(1.0 F.T.E . ) 

nses --Vari 
Salaries 
l. dical Directorb 

( 4 hours X 83 patients) 
83 atients) + staff 
(0 . 3 F'.T.E.) 

2 . St aff R gistcred Nurs 
(30 hours X 83 patients) 
(1. 2 F . T.E.) 

3 . M dical Social Worker 
(8 hours X 83 patients) 
( . 3 5 F . T . E.) 

4. Dire ctor of Volunteers 
( . 25 F . T . E . ) 

5. Physical Th e ra ist 
(0 . 4 F.T.E.) 
Occu ational Th r api st 
(0. 4 F . T . E.) 

7 . Clergy 
(12 hours X 83 patients) 
(.5 F . T . E . ) 

8. Volunteers 
( 48 hours X 83 patients) 
(2 . 0 F . T . E .) 

+ ( 3 hours 

+ staf f 

X 

B. Uncoll ctables (10 percent X total income) 
c . Ut "liti s 

e e hone 
r: . Pes a']f! 
F. Office Supplies 
G. Travel ( 4, 31 visits X S2 each) 

TOTAL 

af.T.E. = Full- ime equivalent 

$ 6,640 

49, 800 

6 , 640 

9,960 

1 , 600 

1, 60 0 

- 0-

- 0 -
10, 000 

$ 3 , 600 

21 ,00 0 

_8,4 00 

$12,0 00 

21,600 

7,000 

2,500 

600 

600 

- 0 -

- 0 -
6 , 64 7 

600 
1, 200 

AOO 
400 
~ 

$86,360 

($33,000) 

($62 ,~) 

($ 9 , 219) 

bM d1cal D1r cor 's salary i nc ludes th e phys ici an and m d1cal 
consu ta nt 
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TABLE 30 

PROFORMA INCOME-EXPENSE STATEMENT BASED ON 
ONE HUNDRED TWENTY - FOUR PATIENTS 

FOR 1984 

I . Income 
A . Vi sits 

1. Physi cians 
( 2 visits x 124 patients x $40 . 00) 

2 . Registered Nurse 
(15 visits x 124 pa tients x $ 40. 00) 

3. Medical Social Worker 
(4 visits x 124 patients x $20.00) 

4. Medical Consultant 
(3 visits x 124 pa tients x $40.00) 

5 . Physical Therapist 
(l visit x 124 patients x $20.00) 

6 . Occupational Therapist 
(2 visits x 124 patients x $20.00) 

7 . Clergy 
(12 visits x 12 4 patients) 

8 . Vo l untee rs 
(16 vis1ts x 124 patients) 

B. Contribut1ons 

Expenses --Fixed 
A . Facil ty 

(12 months x 300 per month) 
B . Salaries 

1. A ministrative Director 
(1.0 F.T .E.)a 

2. Secretary 
(1.0 F.T.E .) 

I I I . Expense s --Variable 
A. Salaries 

1. Medical Director b 
( 4 hours x 124 patients) + (3 hours x 
124 p ti e nts) + staff 

s 91920 

74 1400 

91920 

14 1880 

21480 

21480 

-0-

-o­
lSi ooo 

s 31600 

211000 

81400 

(0 . 5 F . T.E . ) $20 1000 
2. Staff Registered Nurse 

(30 hours x 124 patients) 
(2.0 F.T . E.) 36 1 000 

3. Medical Social Worker 
(8 hours x 124 patients) + staff 
(0.55 F . T . E.) 

4. Di r ecto r of Volunteer s 
(0 .25 F.T . E . ) 

5 . Physical Therapis t 
(0.60 F .T. E .) 

6. Occupational Therapist 
(0 . 60 F.T . E.) 

7 . Cle rgy 
( 2 hours x 124 patients) 
(0.7 F . T.E . ) 

B. Volunteers 
(48 hours x 12 4 patients) 
(3 .0 F . T.E . ) 

B . Uncollectables (10 percent total income) 
c . Ut ilities 
D. Telephone 
E . Postage 
F . Office Supplies 
G . Travel (6 1 448 visits x $2 each) 

TOTAL 

aF . T . E. = Full- time equival en t 

11 1000 

21500 

900 

900 

-0-

-o-
101912 

600 
11200 

800 
5 00 

121a96 

$129 1080 

($ 331000) 

($ 981208) 

($ 21128) 

b edical Director 's salary includes the physic1an and medica l 
consultant 
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and 30 are general estimate s of what might be collected 

according to Mr . Ben McKibben , President o f V .B .M.C . 

(1981 ). During th e last three years (1978, 1979, and 

1980 } V . B.M . C . collected approximately $600,000 in 

donat ions for th e hospital and the i r foundations. These 

contributions we r e collected for specific projects and 

would not be available for other programs as nee ded. 

The income area reflects that charges are $40 

for a ll visits except those for the medical social 

worker , physical therapist , and occupational therapist. 

This f lls within the range o f what the two other 

hospices charged and i s ~~ k eep ing with what the admin­

istrat ion at V . B . M. C . would like t o charge (McKibben 

1981) . 



CHAPTER V 

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 

Summary 

The hospi ce movement in the United States is a 

rapidly growing method of care for the terminally ill 

patient. There is no hospice program currently available 

in the Lower Rio Grande and Valley Baptist Medical Center 

(V . B . M. C.), Harlingen, Texas, is interested in the 

devel opment of such a program . An analysis was made of 

the s ervi ce area for V . B . M. C. in terms of population 

statistics, death rates, manpower avai lability, and 

economic feasibility to determine the feasibility of 

implementing such a hospice. 

Conclusions 

Several conclusions were reached during the study of 

V . B .. C . s ervi c e area and they include the foll owing: 

1 . The three county area population age 65 and over 

is about the same as that for Texas, with the 

mean about four percent below the state 

2. The population by age doe s not include the 

vacationers who migrate to the area during the 

97 
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winter because they are not considered residents 

3. There is a substantial difference regarding the 

number of people on welfare in the Lower Rio 

Grande (L.R.G.). Texas has 5.81 percent of the 

population on welfare whereas the L.R.G. has 

11.50 percent of its population on welfare 

4. The cost per capita for welfare is higher in the 

L.R.G. than that of Texas by almost twice as 

much . Texas had a cost per capita of $28.91 

whereas the L.R.G. has approximately a $57.00 

cost per capita 

5 . The population density in the L.R.G. is much 

greater than that of the state. Texas has a 

mean of 46.69 people per s quare mile versus the 

L.R.G. mean of about 130 people per square mile. 

The exception to this is Willacy County, which 

has a density of only 26.35 per square mile 

6 . Th e mortality rate f or the L.R.G. is approxi­

mately the same as the State of Texas. The 

three county area had a range of 7.9 to 8.0 

deaths per 100,000 versus a state rate of 8.0 

in 1977. The two leading causes of death, 

cancer and heart diseases were similar to those 

figures from the state 
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7. The typical patient ut i lizing a hospice would be 

a cancer patient 

8. Approximately one third of all former patients 

deemed eligible to enter a hospice program from 

V.B.M.C. died of cancer 

9. The rate of cancer death s ln the L.R.G. is 

consistent with rates for the South Texas Health 

Systems Agency by age 

10. There is very little difference b e tween the 

number of males and females who die at V.B.M.C., 

and who would have been deemed eligible for 

possible hospice participation 

11. The South Texas Health Systems Agency does not 

r e commend the addit ion of any more acute care 

facility beds within the next year 

12. The South Texas Health Systems Agency planners 

r e comme nd that no additional skilled nursing 

c are beds be built past the year 1983 

13. Any o pposition to a hospice at V.B.M.C. will 

probably come from the s even d ifferent home 

health care agencies in the area; with the most 

opposition coming from Home Health Services in 

San Benito 
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14. Other area facilities and services offer partial 

duplication of proposed services, but they are 

probably not specifically designed to provide the 

usual hospice services 

15. Reviewing two hospices which were both "home 

care" hospices, their manpower requirements were 

estimated to be between 3.81 and 7.5 full-time 

equivalents their first year of operation 

16. If a hospice at V. B . H .C. served approximately 50 

patient s in a y ear , it would generate a predicted 

bed need of 1 . 3 beds 

17. Most programs are covered by medicare, and it is 

estimated that 56 percent of all reimbursements 

will come from medicare 

18. Based on 55 patie nts the first year at V.B.M.C. 

there would be an operating loss of $32,364.00 

19. Bas e d on 83 patients the second year at V.B.M.C. 

there would be an ope rating loss of $9,219.00 

20. Based on 124 patients the third year at V.B.N.C. 

there would be an operating loss of $2,128.00 

21 . It should take approximately three years to 

break even. Break even should occur shortly 

after 124 patients have been served 

22 . Th e popula i on in the Lower Rio Grande had a 
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growth rat of gre ater than 50 percent for the 

ten year period be tween 1970 and 1980 (United 

States Census Bure- u 1980) 

23. The population in the Lower Rio Grande has a 

projected population growth rate over the next 

five years of 5 .1 3 percent 

24. The total projected hospice patients for Cameron, 

Hidalgo , and Willacy counties show a potential 

of 1,166, 1,203, and 1,240 pat ients in 1982, 

1983, and 1984 respectively 

Recommendati ons 

In consideration of all factors--demographic indi­

cators , vital statistics , manpower, area facilities , 

economic feasibility , nd current status of Valley Baptist 

Medical Center , the following recommendations are made : 

1. Bas e d on the projected be d need of one to two 

beds it is not recommended that a free-standing 

facility be built 

2. Utilization should be made of the facilities at 

V.B.M.C. to h e lp reduce the cost to the proposed 

hospice project , and to assist V.B.M.C. ln 

keeping their occupancy at a high rate 

3. The hospice should be developed as an hospital­

bas ed horne care hospice 
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4. The proposed hospice program should have a strong 

volunteer program to assist in patient care, and 

to assist in the elimination of paid staff posi­

tions 

5. There should be a strong community involvement 

for volunteer support and donations 

6. V.B.M.C. should consider absorbing the difference 

in the net operating deficit after donation until 

such time as the hospice reaches a break-even 

point 

7. The facility should offer as many programs as 

it possibly can in order to demonstrate to the 

Texas Health Facilities Commission {for certifi­

cate of need) that they are indeed offering a 

service which is unique and different from any­

thing currently being offered 

8. The proposed project should break even shortly 

after the third year. This is not unusual for 

a program or business just starting out; however, 

V.B.M.C. should be willing and able to support 

the program during these beginning years 

9. There should be further studies conducted to 

determine exactly how the community views this 

project. It is important from two points. The 
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first point is whether the community as a whole 

will support the concept and utilize the service, 

and the second point is the need for their con­

tinued financial support 

10. This project should be reviewed very carefully 

considering the amount of patients needed to 

break even . If the program has the proper 

management it should be of benefit to both the 

community and to Valley Baptist Medical Center 
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