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EDEN HOSPICE AT KING COUNTY, LLC CON EXECUTIVE SUMMARY 
 

Eden Hospice at King County, LLC requests certificate of need (CoN) approval to establish a 
Medicare- certified and Medicaid hospice agency in King County to meet Department of Health 
findings on Need identified in the department’s 2020 hospice need methodology posted in in 
October 2020 identifies a need for 3 new hospice agencies.1   There are currently 9 hospice 
agencies that have received approval to serve King County residents.  Each hospice agency has 
designed its program and outreach efforts to address current and future hospice need in King 
County.  Future hospice need is  projected to be 63 patients in 2020, 338 patients in 2021 and 613 
patients in 2022 as calculated in Step 5 of the State methodology.  
 
Despite ongoing efforts by existing King hospice providers, King County hospice admission rates are 
5% below the nationwide rate for non-dual (Medicare only) eligible hospice patients and over 18% 
below the nationwide rate for dual- eligible (Medicare and Medicaid) hospice patients.  Addressing the 
large disparity in access and utilization of hospice services in King County among low income, dual-
eligible Medicare patients would add nearly 200 King County hospice patients and add a 33- patient  
average daily census using 2020 hospice data. 
 
Eden has a plan and a strategy to address current unmet need as well as increasing hospice service 
access through outreach to the dual-eligible Medicare population through collaborative and augmented, 
culturally competent  services  to hospice patients, along with their families and friends,  who are 
currently underserved.  To reduce disparity for the dual-eligible population requires outreach through 
existing agencies and providers who also other cohorts with significant access barriers including:  

• Medicaid population 
• Dual-eligible and low income, Medicare population, 
• Black and African American populations 
• Hispanic populations  
• Veterans 
• LGBTQ population 

Each of these population cohorts have socio-economic characteristics that lead to health disparity and 
access barriers resulting in lower utilization of hospice services.  Additionally, each target population 
cohort is entitled to hospice services that are culturally sensitive, respectful and competent. 
 
This strategy of increasing hospice utilization to underserved King County residents will not only 
improve the quality of life for patients facing death and for their families and friends who will grieve 
their loss, but it will:  

• Reduce healthcare costs  
• Meet the DSHS LTSS Dual-Eligibility service goals and Washington’s Triple Aim for 

healthcare services 
 

1 The hospice rules were recently updated in October 2018 in a response to requests from existing hospice agencies as well as new 
applicants.  During the course of the rulemaking, the Department modeled the numeric methodology for stakeholders, including the 
capacity adjustments. Newly revised WAC 246-310-290 had a number of organizational and structural changes. However, the 
language that is now in WAC 246-310-290(7)(b) was not newly added in 2018, but already existed in former WAC 246-310-
290(1)(c)(ii). Nor did newly revised WAC 246- 310-290 fundamentally change the calculation of the numeric need methodology. 
The updated rule merely creates additional steps out of the existing process in the old rule, providing greater transparency to the 
process. The department’s use of default values in calculating current capacity is not an error or miscalculation. The department 
concluded that adopting  a new interpretation of WAC 246-310-290 without any change in rule or other directive, is inconsistent 
with the department’s past practices, its modeling of the methodology during rulemaking, and the language of the rule itself. 

 



 

 

• Minimize or eliminate any short-term adverse financial impact on existing hospice agencies 
with the addition of Eden Hospital at King County 

 
Eden Hospital at King County will continue Eden’s hospice commitment in the CoN approved Eden 
Hospice at Whatcom County to eliminate  critical end-of-life obstacles to hospice care for King County 
residents  who are committed to exercising control over their end-of-life options through providing 
hospice services that are consistent with the Washington State Death with Dignity statute.    

 
Eden Hospice at King County, LLC is wholly owned by EmpRes Healthcare Group, Inc. EmpRes  is a 
100% employee-owned organization with well-established roots in King County. It currently has 
approximately 79 operating units in Washington State and regionally including nursing homes, assisted 
living facilities, home health agencies, home care agencies and Medicare certified hospice agencies. In 
2019, Eden Home Health of King County, LLC,  EmpRes was certified to serve Medicare and 
Medicaid home health patients.  EmpRes also operates four skilled nursing homes within King County 
and was approved this year to operate its first community hospice agency in Washington State in 
Whatcom County joining the 3 other hospices operated by EmpRes in Arizona and Nevada. 

 
Returning to the overview of the barriers to hospice care for King County residents, Eden first 
acknowledges the years of ongoing efforts by all of the hospices serving King County that have 
increased the percentage of non-dual, conventional Medicare hospice admission rate per 1,000 
Medicare deaths  to over 95% of the national average for this hospice cohort but as noted much work 
is needed to address the hospice need for the dual-eligible Medicare hospice cohort whose utilization 
is only 87% of the national dual-eligible rate.  In addition, in King County the dual eligible admission 
rate per 1,000 Medicare deaths  is less than 86% on the non-dual, conventional Medicare rate.    
 
Barriers to hospice care that cause healthcare access disparity and unmet need are many and range from 
complex medical conditions with very short life expectancies to medical conditions with much longer 
terminal prognoses.  The  resistance by healthcare providers, patients and their families to address the 
end of life and move from active treatment to accepting the terminal prognosis and move to hospice care 
is significant. Eden’s approach to increase hospice utilization in terms of both admission rates  and the 
length of hospice care to national rates as a minimum  and leadership levels  can best be addressed by a 
laser focus on outreach to providers serving the populations with disparity in access as previously 
described.  Outreach will be followed up by culturally sensitive and respectful service delivery plans for 
these population cohorts as well as recruitment, training and support of  the Eden hospice staff to 
achieve the goals that we have for this project.  Finally, Eden will measure its results using OASIS  data 
set.  OASIS reports: 

• Outcome-Based Quality Monitoring (OBQM) 
Potentially Avoidable Events Report and 
Patient Listing. 

• Outcome-Based Quality Improvement (OBQI) Outcome Report. 
• Error Summary Report. 
• Utilizes the results of Quality Assurance Performance 

Improvement (QAPI), patient safety and risk reduction 
activities. 

• Management of change and Quality Assurance 
Performance Improvement (QAPI) supports both 
safety and quality through the Agency. 

 
  



 

 

 
 
In short, current healthcare disparity has led to lower utilization by persons of color, low income,  
Veterans, children and persons who self-identify as being LGBQT population.    If Eden Hospice at 
King County is unsuccessful in garnering approval, King County will lose an opportunity to 
meet the Washington  State Healthcare Triple Aim of Better Health, Better Healthcare and 
Improved Healthcare Cost Control as well as the additional aim for achieving health equity  
committed to by King County Hospitals for a Healthier Community Collaborative of 11 hospital 
systems and Public Health – Seattle and King County. 
 
Need: Eden Hospice at King County, LLC will serve Medicare and Medicaid patients as well as 
having a charity care policy that is consistent with most Washington State hospitals to serve indigent 
patients.  The State methodology shows a baseline need for 3 additional hospices based on an unmet 
need for 613 admissions at or 38,394 days of care at an average length of stay of  62.66 days of care.  
As noted before, attaining health equity of access in King County through targeted outreach would add 
an additional 33-patient census.  Correcting  the substantial overstatement of hospice capacity for 
Wesley Homes of a 29-patient census in 2018 (See Appendix 20). would actually result in a need for 4 
additional hospices rather than 3 new hospices. 
 
Financial Feasibility: EmpRes healthcare facilities are already in King County which minimizes 
start- up and continuing overhead associated with an independent solo operation thus reducing 
breakeven levels. Eden Hospice at King County, LLC will share space with EmpRes Home Health 
King County, LLC.  For example, there is no capital expenditure associated with the project 
because there is a sufficient supply of desk phone/computer setups and the field clinicians have 
company-issued cell phone and table from our equipment inventory. That inventory is sufficient to 
support the addition of King hospice staff. The co-shared office location is already wired with 
secure IT infrastructure. Thus, there is no need for an additional capital expenditure. Provision of 
working capital is provided through no-interest capital contributions from EmpRes with the source 
of capital contributions being cash generated from operations backed up by a $40 million line of 
credit commitment.  Eden Hospital at King County will also initiate supportive ancillary care 
relationships with vendors currently under contract with Eden Home Health King County, as well 
as with vendor relationships being developed for the Eden Hospice at Whatcom County agency. 

 
Structure and Process of Care: As an established provider in the community, Eden Hospice will 
carry out targeted outreach with federally qualified health centers, lead agencies in the DSHS 
health come project, community agencies focused on serving Veterans, Hispanic communities and 
the LGBQT population and with  local hospital, physicians, skilled nursing facilities and other 
providers that Eden Home Health of King County is current working with to ensure continuity of 
care while avoiding fragmentation of care. Eden Hospice will leverage its existing community 
relationships, within King County and add respite options and other relationships necessary to 
support the hospice patient and family members throughout the course of care and during the 
period of bereavement following death of the patient. 
 
Cost Containment:   Hospice care reduces health care expenditures.  Appendix 27 provides the 
most recent quarterly report of  the Washington Department of Social a & Health Services (DSHA) 
Fee for Service Dual Eligible project that seeks to reduce overall Washington Medicaid costs.  As 
of September 2020, 37% of the state dual eligible program is enrolled in the State Health Home 
program.   In the fourth Demonstration Year (2017)  that included King County and Snohomish 
County, Medicare savings were over $55 million with total Medicare savings over the 4-year 



 

 

period of $166.8 million (Appendix 27).2 Medicaid savings have not yet been calculated by the 
Centers for Medicaid and Medicare Services.   
 
Reducing disparity in utilization through outreach to special populations, primarily the dual 
eligible Medicare and Medicaid population will increase the number of King County hospice 
patients receiving hospice care and minimize or eliminate any adverse financial impact on existing 
providers.  In fact as disparity is reduced through targeted outreach efforts by Eden, the current 
outreach efforts of other hospice providers and outreach by lead agencies in the DSHS health 
home demonstration project will increase hospice utilization for all hospices beyond the current 
hospice admissions per 1,000 death rate as modestly, continuing to increase average length of stay 
for hospice patients. 
 
Regardless of whether the average daily census need is 30, 35 or 40, there are internal cost 
containment opportunities related with co-location of services. First, in this co-location, minor 
equipment and remodeling costs can be eliminated as previously noted. Co-location with the home 
health agency also optimizes the existing relationships between physicians in the community and 
the hospice service. External cost containment can also be achieved with higher hospice utilization 
levels due to reduced hospital related costs. As noted in Table 15, a Providence Hospice study 
showed that Washington State could save over $99 million annually if patients received 5 weeks of 
hospice care versus no hospice care.3 

 
2 Edith G. Walsh, PhD.  REPORT FOR WASHINGTON MANAGED FEE-FOR-SERVICE (MFFS) FINAL DEMONSTRATION YEAR 3 AND 
PRELIMINARY DEMONSTRATION YEAR 4 MEDICARE SAVINGS ESTIMATES: MEDICARE-MEDICAID FINANCIAL ALIGNMENT 
INITIATIVE,  ES-2 
3 CN 19-44. Providence Health and Services Hospice Application. Page 53 
 



 

 

 
APPLICANT DESCRIPTION 

 

1. Provide the legal name(s) of applicant(s). 
Note: The term "applicant" for this purpose is defined as any person or individual with a ten percent 
or greater financial interest in a partnership or corporation or other comparable legal entity that 
engage in any undertaking which is subject to review under provisions of WAC 246-310-010(6).. 

 
This application is submitted by EmpRes Healthcare Group, Inc which owns s 100% of EmpRes Home 
Health and Hospice, LLC, which in turn owns 100% of  Eden Hospice at King County.  If a Certificate of 
Need is issued for this project, the department will issue an In Home Service license to Eden Hospice at 
King County, LLC.  For this review, references to the applicant will identify “Eden Hospice at King 
County, LLC” as the applicant. 

2. Identify the type of ownership (public, private, corporation, non-profit, etc.). 
 

The applicant recognized by the Program is EmpRes Healthcare Group, Inc.  The UBI for EmpRes Healthcare 
Group, Inc.  Eden Hospice at King County will be a limited liability company and an application for this 
designation is in process.  The UBI for Eden Hospice at King County is 604-693-901. 

 
3. Provide the name, title, address, telephone number, and email address of the contact person for this 

application. 
 
Jamie Brown, Vice President of Home Services 
EmpRes Healthcare Group, Inc.  
4601 NE 77th  Ave., Ste. 300 
Vancouver, WA 98662 
360-798-8298 
jbrown3@eden-health.com 
 

4. Provide the name, title, address, telephone number, and email address of the consultant authorized to speak 
on your behalf related to the screening of this application (if any). 

 
Robert McGuirk, Principal 
RMC Consulting 
1606 NE 60th Ave. 
Portland, OR  97213 
503-287-4045 
 rmconsulting1@qwestoffice.net 
 

5. Identify the corporate structure and related parties. Attach a chart showing organizational relationship to 
related parties. 

 
Please see Appendix 4 for an organization chart showing the organization relationship to related parties. 

  

http://apps.leg.wa.gov/wac/default.aspx?cite=246-310-800
mailto:jbrown3@eden-health.com
mailto:rmconsulting1@qwestoffice.net


 

 

 
 

6. Provide a general description and address of each facility owned and/or operated by applicant 
(include out-of-state facilities, if any). 

 
Please see Appendix 8 for a list of the existing organizations. 

  



 

 

 
 

 

PROJECT DESCRIPTION 
 

1. Provide the name and address of the existing facility 
 

Eden Home Health of King County, LLC 
733 7th Ave, Suite 110  
Kirkland, WA 98033 

 
2. If an existing Medicare and Medicaid certified hospice agency, explain if/how this proposed 

project will be operated in conjunction with the existing agency. 
 

Not Applicable 
 

3. Provide the name and address of the proposed facility  
 

Eden Hospice at King County, LLC will be co-located with Eden Home Health of King County, 
LLC. 

Eden Hospice at King County, LLC 
733 7th Ave, Suite 110  
Kirkland, WA 98033 

 
4. Provide a detailed description of the project 

 
Overview 
As noted by rule, a hospice must be primarily engaged in providing the following care 
and services and must do so in a manner that is consistent with accepted standards of 
practice: 
 

• Nursing services. 
• Medical social services. 
• Physician services. 
• Counseling services, including spiritual counseling, dietary counseling, and 

bereavement counseling 
• Hospice aide, volunteer, and homemaker services. 
• Physical therapy, occupational therapy, and speech-language pathology services. 
• Short-term inpatient care. 
• Medical supplies (including drugs and biologicals) and medical appliances. 

 
a. General description of types of patients to be served by the project. 

 
The proposed hospice will serve King County patients requiring end-of-life care and support 
and those who have elected to avail themselves of the Medicare hospice, Medicaid or private 
plans that are similar in organization, benefits, and payment arrangement. 

 
b. List the equipment proposed for the project: 

 
No additional equipment is proposed for the project.  

  



 

 

 
 
 
 
 
 

c. Provide drawings of proposed project 
 

Please see Appendix 11 for a single line drawing that shows the current configuration of the 
office space of the EmpRes Home Health of King County, LLC., which will also house the 
Eden Hospice at King County, LLC agency  Office space for the proposed hospice is 788 
net square feet.  Net and gross area are the same for the proposed office space. 

 
Patient care 

 

The care of the hospice patient does not take place in the hospital setting but in the patient’s 
home. Since EmpRes Home Health of King County LLC already cares for a large number 
of hospice- eligible patients, it is expected that the initial home visits will be undertaken by 
EmpRes Home Health of King County, LLC staff who are currently working with the same 
terminally-ill patients in their homes who will be electing the Medicare hospice option. 

 
Construction 

 

No new construction is required. 
 

Project Completion 
 
 

Based on WAC 246-310- 010(13) 1 initiation of hospice services will represent project 
completion on or before  January 1, 2022. 

 
Planning Horizon 

 

The third full year of operation will be 2024. 
 

d. Relationship of this project to the long-range business plan and long- range  financial  
plan (if any). 

 
Our Values and Beliefs 

 

Hospice is medical care with an emphasis on pain management and symptom relief for patients 
with life-limiting illnesses, as well as emotional and spiritual support for patients and those who 
love and care for them. Eden believes that choosing hospice does not mean that patients or their 
families and caregivers give up on life. Our Eden multidisciplinary team understands the 
complexity of issues and feelings that surround hospice care and end of life. Our care process is 
designed to maximize our patient’s quality of life and support the patient’s and caregivers’ 
ability to be in control of end-of-life decision making. Our caregivers can provide 24-7 on-call 
support, clinical and skilled care, as well as spiritual and emotional counseling continuing 
through the bereavement process. Eden believes that through effective and compassionate care 
our patients can approach the end of life with dignity and comfort. 
 

http://feet.net/


 

 

 
Symptom Management 

 
Eden Hospice understands that the experience of someone diagnosed with end stage cardiac 
disease is very different than that of someone with cancer or pulmonary disease. That’s why 
Eden offers symptom management to control symptoms and promote comfort. No matter what 
the disease or diagnosis, Eden believes in improving the quality of life when quantity is limited.  
Eden will also provide supportive therapies such as music therapy and animal-assisted therapy 
to improve the quality of life for our patients.  These services are provided through the 
Volunteer component of the Eden hospice programs. 
Our medical directors focus on symptom management and will work with the patients’ 
attending physicians to order appropriate medications. Our philosophy embraces the idea of 
relieving pain and other symptoms so that patients are in control of their own comfort. Our goal 
is to make a patient as comfortable as possible. 

 
Supplies & Equipment 
 
Hospice home care medical equipment can dramatically improve the quality of life of those 
with life-limiting illnesses. Eden Hospice will manage the ordering and delivery process of the 
necessary equipment. Medical equipment can: 

• Improve Mobility 
• Make breathing easier 
• Improve quality of sleep and help reduce pain 

 
Eden Hospice will provide patients with the supplies and medical equipment related to the 
hospice diagnosis, including: 

• Respiratory equipment including oxygen and CPAP, BIPAP and nebulizers 
• Walkers 
• Crutches 
• Wheelchairs 

 
Respite Care 

 
Eden believes in supporting both the patient and the caregiver team. Respite care is provided to 
the patient when family/caregivers need time away. Patients are placed in a contracted facility 
for a length of time in accordance with plan benefits (typically up to 5 days). The contracted 
facility will provide care with the hospice interdisciplinary members to continue making visits 
and maintain emergency/crisis availability. 

 
Respite care for your caregiver may help prevent: 

• Burn-out 
• Depression 
• Stress, Illness, and Reduced Immunity due to Lack of Sleep 

 
Bereavement Services 

 
Bereavement care is an essential component of hospice care that includes anticipating grief 



 

 

reactions and providing ongoing support for the bereaved for a year or more after the patient 
has passed.  Grieving and mourning are normal. Patients, families and caregivers may 
experience grief as a mental, physical, social, or emotional reaction. Mental reactions can 
include anger, guilt, anxiety, sadness, and despair. Physical reactions can include sleeping 
problems, changes in appetite, physical problems, or illness. Eden Hospice is committed to 
providing information, counseling, and resources for any reaction that may be experienced. 
Eden believes that each person takes their own journey through grief and healing. Allowing 
patients, families and caregivers to open-up to the idea that not every person experiences and 
deals with the loss of a loved one in the same way. As there are many cultural and or religious 
practices supported in communities to help those facing loss, understand that there is no “one 
way” or “one plan” that can work for everybody. 
 
Hospice bereavement programs focus on: 

• Helping family members understand and move forward in the grief process by 
enabling their expression of thoughts and feelings and helping them identify or 
develop healthy coping strategies. 

• Helping families problem-solve around adjustment issues.  
• Providing guidance about decision-making. 
• Addressing social and spiritual concerns. 
• Assisting survivors to adapt to an environment without the deceased. 

 
Volunteers 

 
Eden Hospice recognizes that employees, patients, family members and caregivers live in a 
web of community-based relationships and one choice that most hospice patients elect is to 
remain in that community. Eden Hospice volunteers facilitate that supportive network of 
community relationships. Eden Hospice volunteers are drawn to volunteer work for a variety of 
reasons. Our volunteers have various ages, professions, and life experiences. They have a true 
desire to give their time to individuals dealing with a life-limiting illness. Volunteers are fully 
vetted through a background check. 
 
Hospice volunteers assist with a number of helpful and meaningful activities and support the 
overall outreach to the community about the benefits of hospice. See below for a complete list 
of what volunteers can and cannot do. Our volunteers are never asked to do something they are 
not comfortable doing. 
Hospice volunteers can: 

• Play cards and games. 
• Watch movies or television. 
• Help with light errands. 
• Help with light housekeeping and meal preparation. 
• Support patient interests, such as music or crafting. 
• Provide animal therapy. 
• Provide music therapy. 
• Read aloud. 
• Write letters. 
• Do office work, such as data entry, mailings, answer phone calls, etc. 
• Provide respite care to family members and/or caregivers. 
• Offer companionship and support. 
• Offer a calm and peaceful presence by being comforting and supportive. 



 

 

 
 

Volunteers do not substitute for the needed specialized services provided by an experienced, 
trained and often licensed professional staff. Per the rules of Medicare participation, hospice 
volunteers may not: 

1. Offer feeding assistance. 
2. Transfer or transport patients. 
3. Give medications. 
4. Assist with personal care. 
5. Provide counseling services or offer advice. 

 
At Eden Hospice, we are committed to providing information, counseling, and resources. Our 
support groups can help manage the everyday care and emotional challenges of caring for a 
dying loved one. Our team of professionals and volunteers address the emotional, social, and 
spiritual needs of patients and those who love and care for them. 

 
Our Plan for King County 

 
As noted in the Executive Summary and throughout the application, King County residents 
have experienced limited access to hospice services. Of particular importance in King County 
is that several of the hospices operating in King County have institutional constraints in 
addressing the Death with Dignity statute in Washington or effectively restrict access based on 
health plan coverage. The national literature and local experience or perceptions create barriers 
to access among terminally ill patients and their families concerned about a loss of control in 
how a patient and family will address dying. Choice also includes  many other aspects such as 
acceptance of differing lifestyles and life experiences. Eden Hospice will be co-located with 
EmpRes Home Health and its referral sources that offer new pathways of outreach to inform 
patients and families about the benefits of hospice and to facilitate their decisions to select the 
hospice option when it can provide the most benefit. 
Eden Hospital at King County has four goals tailored to the unique needs and circumstances in 
the King County service area to address barriers and resulting access disparity.to support 
increasing hospice admissions and ALOS in hospice care. 

 
1. Eden will develop hospice services to ensure integration of  hospice services with general 

healthcare and social services that focus on increasing admissions and ALOS of hospice stay and 
the care experience for the dying patient and the patient’s and all of the patient’s caregivers 
through working with the Department of Social and Health Services (DSHS) Long Term Services 
Support Dual Eligible Demonstration Project, the Medicaid Apple Program and the Bi-Partisan 
Policy Center’s Integrating Care for Medicare and Medicaid eligible beneficiaries. 
 

2. Eden will target outreach activities to dual-eligible Medicare-Medicaid beneficiaries to reduce 
disparity in low-income populations access by direct outreach to federally qualified health centers 
such as Sea Mar as well as the fee for service Apple program and the DSHS integration project and 
other Medical Care Organizations serving King County including United Health Care Community 
Plan and Molina.   

 
In 2018, approximately 85% of the nearly 60 million Medicare beneficiaries qualified for Medicare on 
the basis of age.  The remaining 15% were eligible based on disability.  Dual-eligible individuals tend 
to have poorer health and functional status than those eligible for Medicare only. According to the 



 

 

Medicare-Medicaid Coordination Office (MMCO, 41% have at least one mental health diagnosis, 49% 
receive LTSS and 60% have multiple 9 chronic conditions. The average dual-eligible individual has six 
chronic conditions, while all other Medicare beneficiaries average only four.  Dual-eligible individuals 
have greater limitations in ADLs than non-dual eligible individuals.  In 2016, 26% of dual-eligible 
individuals had limitations in one to two ADLs, compared to 18% of non-dual eligible individuals and 
28% had limitations in three to six ADLs, compared to 9% of non-dual-eligible individuals.4   
 
Given the severity of illness and disabilities, per-capita spending on dual-eligible individuals is more 
than three times higher than for Medicare-only beneficiaries.42 The average annual spending per dual-
eligible individual in 2013 was approximately $29,238.43 The average annual spending for those 
covered only by Medicare came in significantly lower, at $8,593 per person.  As a result, dual-eligible 
individuals are among the most medically complex individuals and often have wide-ranging health care 
needs that require additional services and supports.  (pages 8 – 10 Integrating Care for Beneficiaries 
Eligible for Medicare and Medicaid: An Update,  April 2020 Bipartisan Policy Institute).5 
 
Overall, in Washington State, in September 2020, there were over 28,000 fee-for-service, Medicare 
dual eligible beneficiaries for the LTSS integration demonstration project.  The LTSS target population 
in King County, the most seriously ill, was 1,524 beneficiaries representing 25% of the King County 
dual eligible population or over 6,000 total beneficiaries – all of whom are potentially hospice eligible.  
Dual-eligible Medicare-Medicaid patients have tremendous needs as they age and those needs continue 
when patients become eligible and can benefit from hospice services.  There are other Medicaid and 
low-income King County residents.  Planned outreach should increase access to these residents and the 
Eden Hospice charity care policy is designed to eliminate access barriers for low-income residents 
needing hospice services.  The pro forma assumes that approximately 2% of total days of care would be 
included in the charity care budget allocation.6   

  

 
4 Integrating Care for Beneficiaries of Medicare and Medicaid:  A White Paper. Bipartisan Policy Center. April 2020.pp. 8-9 
5 Ibid. Page 10 

6 Mathew R Paul, DSHS. Washington State’s Fee-For-Service Dual Eligible Demonstration Quarterly Report. Oct. 2020. Pg 4 



 

 

 
3. Assure that all residents considering hospice are offered informed choice as required by CMS: 

actively address and overcome any general negative views of Medicare hospice related to real 
and perceived loss of control about a loss of control in how a patient and family will address 
dying and (b) provide a secular hospice choice that directly addresses concerns related to 
religious affiliation of available hospice services in King County. 
 
Washington ranks as the sixth-least-religious state, in a tie with Alaska with 47% of 
respondents in a 2017 Gallup poll saying that they are not religious, and seldom or never 
attend services.  Younger residents are more likely to stating that they are not religious. 
(Appendix 30).7  Still, hospice chaplaincy services are vital because many King County 
residents are religious.  In 2014, King County had 944 religious organizations, the 8th most 
out of all US counties As a community-based, non-sectarian hospice agency, Eden Hospice 
understands that it must welcome, engage and support all hospice patients and will actively 
support patients who value their religion and still support residents, regardless of their 
beliefs who wish to understand or pursue their “death with dignity” options as available 
under Washington law. As part of this effort, Eden will reach out to End of Life 
Washington for their advice and support in policy development, staff training and in 
locating needed resources within King County,  

 
4. Implement outreach activities in urban and rural areas of King County with an emphasis on South 

and Southwest King County to inform residents about the benefits of hospice in a respectful, 
culturally competent approach based on collaborating with community agency representatives 
responsible for serving ethnically diverse populations, disease-specific populations, agencies 
serving low-income individuals and organizations serving Veterans and Hispanic populations. 
 
In addition to collaborating with community agencies and healthcare providers who support 
a population that is eligible for hospice  services, Eden is mindful of the geographic location 
of dual eligible Medicare and Medicaid beneficiaries as well as other low-income residents.  
Poverty (below 200% of the Federal Poverty Rate affects 31% of residents in South King 
County and 26% in Seattle.  Poverty among  the Hispanic population is at 48%, second only 
to the 50% poverty level among the Black/African American non-Hispanic population. 
Each of these rates is more than twice the county average poverty level of 23.9%.   Most 
metrics of disparity affect the Hispanic population with the exception of life longevity.  
(Page 45).8 
 
Based on the Department of Health’s 2019 Hospice Need Methodology and allowed 
revisions for King County, Eden Hospital at King County will provide needed services to 
new populations that are financially feasible, meet all structure and process requirements 
and are cost effective. 

  

 
7 Gene Balk. Washingtonians are less religious than ever, Gallup poll finds,  April 2018 
 
8 King County Health Needs Assessment 2018-2019. King County Hospitals for a Healthier Community.  Pg. 45 



 

 

 
 

5.  Confirm that this agency will be available and accessible to the entire geography of the county 
proposed to be served. 

 
The agency will be available and accessible to the entire geography of King County. 

 
6. With the understanding that the review of a Certificate of Need application typically takes at least 

six to nine months, provide an estimated timeline for project implementation, below: 
 
Table 2 represents the project schedule if each stage of the regulatory review is completed in a timely 
fashion. 

Table 2 
Estimated Eden Hospital at King County CoN Schedule. 

 
Event Anticipated Month/Year 
CN Approval   August 2021 
Design Complete (if applicable)   Not Applicable 
Construction Commenced (if applicable)   Not Applicable 
Construction Completed (if applicable)   Not Applicable 
Agency Prepared for Survey   November 2021 
Agency Providing Medicare and Medicaid hospice 
services in the King County 

  January 2022 

 
7. Identify the hospice services to be provided by this agency. 

 
Table 3 lists the scope of services comprising Medicare hospice and indicates which will be provided directly 
or will be contracted. 

Table 3 
Eden Hospice Agency Direct Provided Services or Contracted 

 

New Services Medicare Hospice Provided 
directly Contracted 

Skilled Nursing care Required x  
Medical social worker Required x  

Speech-language pathology services Required x  
Physical and occupational therapies Required x  

Respiratory services Required                 x 
Dietary – Nutritional Counseling Required  x 
Pastoral care – Spiritual Counselling Required  x 
Home care aide Required x  

Interdisciplinary team Required   
Pharmacy Required                  x 
I.V. Services  Required x  

Case management Required x  

Medical Director Required  x 
Medical appliances and supplies, 
including drugs and biologicals Required x  

Inpatient hospital care for procedures 
necessary for pain control and acute 
and chronic system management 

 

        Required 

  
               x 



 

 

Palliative Care              Required x  
Durable Medical Equipment              Required x  
Inpatient (nursing home) respite care 
to relieve home caregiver as 
necessary 

 
Required 

 
            x 

 

24-hour continuous care in the home at 
critical periods 

Required x . 

Bereavement service for the family 
for 13 months Required x  

Available to nursing home residents Yes x  

Music Therapy--Additional On Request                 x 
Animal Therapy -- Additional On Request       x 

 
The hospice interdisciplinary group will include, but is not limited to, individuals who are 
qualified and competent to practice in the following professional roles: 

 
• A Doctor of Medicine or Osteopathy (who is an employee or under contract with the hospice). 
• A registered nurse. 
• A social worker. 
• A pastoral or other counselor. 
• Physical therapy services, occupational therapy services, and speech-language 

pathology services must be available, and when provided, offered in a manner 
consistent with accepted standards of practice. 

• Volunteers must provide day-to-day administrative and/or direct patient care services in 
an amount that, at a minimum, equals 5 percent of the total patient care hours of all paid 
hospice employees and contract staff. The hospice must maintain records on the use of 
volunteers for patient care and administrative services, including the type of services 
and time worked. 

 
As noted by rule, a hospice must be primarily engaged in providing the following care 
and services and must do so in a manner that is consistent with accepted standards of 
practice: 
 

• Nursing services. 
• Medical social services. 
• Physician services. 
• Counseling services, including spiritual counseling, dietary counseling, and 

bereavement counseling 
• Hospice aide, volunteer, and homemaker services. 
• Physical therapy, occupational therapy, and speech-language pathology services. 
• Short-term inpatient care. 
• Medical supplies (including drugs and biologicals) and medical appliances. 

 
8. If this application proposes expanding an existing hospice agency, provide the county(ies) already 

served by the applicant and identify whether Medicare and Medicaid services are provided in the 
existing county(ies). 
 
Not Applicable. 

 
9. If this application proposes expanding the service area of an existing hospice agency, clarify if the 

proposed services identified above are consistent with the existing services provided by the agency 
in other planning areas. 

 
Not Applicable. 



 

 

 
10. Provide a general description of the types of patients to be served by the agency at project 

completion (e.g. age range, diagnoses, special populations, etc). 
 

Eden Hospital at King County has carried out the DOH hospice need methodology (initial), 
as a starting point to identify populations.  This initial numerical analysis resulted in the 
following findings: 
 

Method 1: 
Application of the Department of Health Hospice Need Methodology 

 
STEP 1: Calculate the following two statewide predicted hospice use rates using 
department of health survey and vital statistics data: 
 

a. The percentage of patients age sixty-five and over who will use hospice services. This 
percentage is calculated by dividing the average number of unduplicated admissions 
during the last three years for patients 65 and over by the average number of past three 
years statewide total deaths age 65 and over. 

b. The percentage of patients under sixty-five who will use hospice services. This percentage 
is calculated by dividing the average number of unduplicated admissions during the last 
three years for patients under age 65 by the average number of past three years statewide 
total of deaths under age 65. 

 
Table 4 provides the 3-year averages. 

 

Table 4 
King County Average Hospice Admissions and Deaths By Age Group 

 
2017 2018 2019 3-Year Average

Average number of unduplicated admissions 
for patients 65 and older

26,365 26,207 26,017 26,196

Average number of statewide total deaths age 
65 and older

42,918 42,773 44,159 43,283

Percentage of patients age 65 and older who 
will use hospice services.

61.43% 61.27% 60.52% 60.52%

Average number of unduplicated admissions 
for patients under age 65

3,757 4,114 3,699 3,857

Average number of statewide total deaths 
under age 65

14,113 14,055 14,047 14,072

Percentage of patients under age 65  who will 
use hospice services. 26.62% 29.27% 26.33% 27.41%

 
  



 

 

 

STEP 2: Calculate the average number of total resident deaths over the last three years 
for each planning area by age cohort: 

Calculate the average number of total resident deaths over the last three years for each King 
County age cohort for 2016, 2017 and 2018. 

Table 5 
Deaths in King County By Age Cohort and 3-Year Average 

 
 

 2017 2018 2019 3-Year 
Average 

     
Average number King County of total 
resident deaths of patients age 65 and 
older 

10,039 9,917 10,213 10,056 

Average number King County of total 
resident deaths of patients under age 
65 

3,256 3,264 3,275 3,265 

 

STEP 3: Multiply each hospice use rate determined in Step 1 by the planning areas' average 
total resident deaths determined in Step 2, separated by age cohort: 

Table 6  provides the Planning Area’s average and projected resident deaths by age cohort. 
 

Table 6  
King County Average and Projected Deaths by Age Cohort 

 
 

 2017 - 
2019 

Average 

3 Year 
Statewide 

Avg. 
Death 
Rate 

Projected 
Hospice 
Patients 

    
Population age 65 and older 
for King County 10,056 60.52% 6,086 

Population under age 65 for 
King County 3,265 27.41% 895 

 
STEP 4: Using the projected patients calculated in Step 3, calculate a use rate by dividing 
projected patients by the three-year historical average population by county. Use this use rate to 
determine the potential volume of 
hospice use by the projected population by the two age cohorts identified in Step 1, 
(a)(i) and (ii) of this subsection using OFM data: 
 
 



 

 

 
Please see Table 7, which provides the potential volume of hospice use by age cohort. 
 

Table 7 
Potential King County Hospice Volume, 2019-2021 By Age Group 

 

Projected 
Hospice 
Patients 

2017-2019 
Average 

Population 

2020 
Population 

2021 
Population 

2022 
Population 

2020 
Projected 
Patients 

2021 
Projected 
Patients 

2022 
Projected 
Patients 

 

King County Population age 65 and Older 

6,086 296,484 324,660 337,771 350,881 6,665 6,934 7,203 

King County Population Under Age 65 

895 1,863,482 1,906,749 1,918,470 1,930,192 916 921 927 

 
STEP 5: Combine the two age cohorts. Subtract the average of the most recent three 
years hospice capacity in each planning area from the projected volumes calculated in 
Step 4 to determine the number of projected admissions beyond the planning area 
capacity: 
Please see Table 8, which provides the number of projected admissions beyond the planning 
area’s existing capacity. 

Table 8  
King County Admissions & Patient Days Unmet Need, 2019-2022 

 

2020 2021 2022 Current 
Capacity 
Admits 

 2020 2021 2022 

Forecast 
Admits 

Forecast 
Admits 

Forecast 
Admits 

  Unmet 
Need 

Admits 

Unmet 
Need 

Admits 

Unmet 
Need 

Admits 

7,580 7,855 8,130 7,517  63 338 613 
 

STEP 6: Multiply the unmet need from Step 5 by the statewide average length of stay as 
determined by CMS to determine unmet need patient days in the projection years: 

Please see Table 9, which provides the unmet need for both admissions and patient days 
in King County. 

Table 9 
King County Unmet Need Based on Patient Days, 2020 - 2022 

 
2020 

Unmet 
Need 

Admits 

2021 
Unmet 
Need 

Admits 

2022 
Unmet 
Need 

Admits 

Multiply 
Admits by 
62.66 Days 
(ALOS) to 

Calculate Days 

2019 
Unmet 
Need 
Days 

2021 
Unmet 
Need 
Days 

2022 
Unmet 
Need 
Days 

63 338 613 62.66 3,960 21,117 38,394 
 

 



 

 

STEP 7: Divide the unmet patient days from Step 6 by 365 to determine the unmet need 
ADC: 

 
Please see Table 10, which provides the unmet need based on Average Daily Census in 
King County. As noted below, absent additional hospice capacity, the Planning Area will 
experience unmet ADC of 105 by the target year 2022. 
 

Table 10 
King County Unmet Need Based on ADC, 2020-2022 

 
2020 

Unmet 
Need 
Days 

2021 
Unmet 
Need 
Days 

2022 
Unmet 
Need 
Days 

Divide Unmet 
Need Days by 
365 Days to 
Calculate 

Average Daily 
Census 

2020 
Unmet 
Need 
ADC 

2021 
Unmet 
Need 
Days 
ADC 

2022 
Unmet 
Need 
Days 
ADC 

3,960 21,177 38,394 365 11 58 105 
 
 

STEP 8: Determine the number of hospice agencies in the planning area that could 
support the unmet need with an ADC of thirty-five: 

 
Please see Table 11, which provides the unmet need for Hospice Agencies in King County. 
As noted, absent additional hospice capacity, the Planning Area will experience numeric 
need for 3 agencies by the target year of 2022. 

 
Table 11 

King County Unmet Need for Hospice Agencies, 2022 
 

2022 ADC 
(Unmet) 

Agencies 
Needed in 

2021 
105 3 

Source: DOH 2019-2020 Hospice Need Methodology 

b. Identify the negative impact and consequences of unmet hospice needs and 
deficiencies. 

 
Hospice provides care, comfort, and support for people nearing the end of life, wherever they reside. With a 
focus on quality of life, hospice addresses the needs of the whole person, from managing pain and symptoms 
to providing emotional, social, and spiritual support.  Given hospice care is primarily provided in a home 
setting, proximity to local hospice providers is an important factor. The Department’s hospice need 
methodology establishes that, without an expansion of services in the Planning Area, King County residents 
will have insufficient access to hospice care and the associated benefits. 

  



 

 

 
As noted in the 2018/2019 King County Community Health Needs Assessment, King County has adopted a 
commitment to Health Equity as the “quadruple aim” of the former Triple Aim of Better Health, Better 
Healthcare and Control of Healthcare Costs.  Disparity in access to hospice service adversely affects all 
three of the traditional aims and the project proposed by Eden Hospital at King County directly targets 
inequity in access. 9 Eden’s hospice outreach will concentrate on the dual eligible Medicare population – 
low-income Medicaid and Medicare eligible members.  From an access basis, there is an alarming lower 
admission rate for King County dual eligible hospice admission rate when compared to the conventional 
hospice admission rate.  Table 12 shows this difference.   
 

Table 12 

 
Berg Data Solutions: Medicare Fee For Service Data Base 2019 
 
The dual eligible Medicare patients have a much higher acuity of ongoing conditions with fewer resources 
to address this higher need.  As noted in a previous section, Dual-eligible individuals tend to have poorer 
health and functional status than those eligible for Medicare only. According to the (MMCO), 41% have at least 
one mental health diagnosis, 49% receive LTSS and 60% have multiple 9 chronic conditions. The average dual-
eligible individual has six chronic conditions, while all other Medicare beneficiaries average only four.  Dual-
eligible individuals have greater limitations in ADLs than non-dual eligible individuals.  In 2016, 26% of dual-
eligible individuals had limitations in one to two ADLs, compared to 18% of non-dual eligible individuals and 
28% had limitations in three to six ADLs, compared to 9% of non-dual-eligible individuals.   Table 13 provides 
an example of how this higher acuity level contributes to healthcare expenditures for Medicare and Medicaid and 
patients as well.10  
 
Given the severity of illness and disabilities, per-capita spending on dual-eligible individuals is more than 
three times higher than for Medicare-only beneficiaries:  

• Average annual spending per dual-eligible individual in 2013 was approximately $29,238.   
• Average annual spending for those covered only by Medicare was approximately $8,593 per person. 

 
While dual-eligible individuals comprise 20% of the Medicare population, they account for 34% of total 
Medicare expenditures.  Similarly, dual-eligible individuals comprise only 15% of the Medicaid population, 
account for 32% of total Medicaid expenditures.  Table  13 provides an example of how this higher acuity 
level contributes to healthcare expenditures for Medicare and Medicaid and patients as well.11 

 

  

 
9 Ibid.  Page 5 
10 Op. cit.  At Appendix 29. Pp. 8 - 9 
11 Ibid.  Page 10 

King National King Admission Rate 
as % of National Rate

Dual Eligible (Low Income) Rate 501 574 87%
Non-Dual Eligible (Regular) Rate 583 613 95%
Dual Eligible as % of Non-Dual 86% 94% 92%

2019 Comparision of Dual Eligible Hospice Admits per 1,000 Medicare Deaths 
King County and United States



 

 

 
Table  13 12 

Dual-Eligible Beneficiaries as a Share of Medicare & Medicaid Enrollment and Spending, CY 2013 
 

 

Source: MedPAC, MACPAC,Data book: Beneficiaries dually eligible for Medicare Medicaid. Jan 2018 

 

This disparity in use of hospice services reduces live expectancy and quality of life for the patient after a 
terminal diagnosis had been made and places greater stress on caregivers while the patient is dying as well as 
during the grieving process after death as described in the Better Health Section.   Hospice patients also have 
a better care experience as described in the Better Healthcare section with enhanced coordination of care, 
reduced need for emergency room and hospital care and support for caregivers with respite care and 
bereavement services. 

 

Better Health 

Longer lives 
 

Hospice care prolongs the lives of those who choose it compared with those who don't. Terminal patients 
live from 20 days to more than 2 months longer in hospice, according to studies from 2004 through 2010 
noted by the National Hospice and Palliative Care Organization. 

 
12 Ibid.  Page 10 



 

 

Hospice care available at home 
 

Being in hospice care may allow seniors to stay in their home versus going into long-term care or assisted 
living. Nearly 90% of people over 65 want to stay in their home for as long as possible, according a 2011 
survey by the AARP Public Policy Institute. 

There are respite options for caregivers 
 

Hospice care provides free respite options for caregivers in 2 ways: Respite volunteers can provide patient-
sitting services. If the caregiver needs a break for a short time (a few hours at most), they can do so without 
having to pay. Hospice also provides a longer-term respite care option – up to 5 consecutive days for the 
patient in a hospice-approved nursing facility. 

Social work and bereavement support 
 

Hospice care also includes a social worker on the hospice team. The social worker can help patients and 
families find additional care and caregiver support services through local and federal programs. They can 
also help with finalizing burial plans. In conjunction with a spiritual counselor, social workers may also 
address the emotional needs of the patient and the family regarding the patient's eventual death. The patient 
and the family decide whether to use these services. Hospice care does not end when the patient dies. 
Bereavement support for up to 1 year after the patient's death is available to immediate family members. 
 
Better Healthcare 

Personalized and coordinated care plan 
 

End-of-life care can be overwhelming, with a patient often seeing multiple health care professionals. 
Hospice provides each patient a doctor, nurse, home health aide and social worker, who coordinate the 
patient's daily care. Other provided health care professionals include a dietitian, and physical, occupational 
and speech therapists. 

 
Reduced hospitalizations and fewer emergency room services 

 
Hospice care also can be provided to those in a nursing home or assisted living facility, though the cost of 
nursing homes or assisted living facilities is not covered by hospice. A 2010 study of cancer patients in 
hospice by the Mount Sinai School of Medicine found that continuous hospice use leads to a reduction of 
hospital-based services, including fewer emergency and urgent care visits, and a greater likelihood that a 
patient will die at home, not in a hospital.13 

Reduced rehospitalization from skilled nursing facilities 
 

Hospice care reduces re-hospitalization. A study of terminally ill residents in nursing homes showed that 
residents enrolled in hospice are much less likely to be hospitalized in the final 30 days of life than those not 
enrolled in hospice (24% vs. 44%). 

  

 
13 7 ways hospice helps families and finances. Bank Rate.com, August 2015 

 



 

 

 
 

Coordination of care can affect the patient and bereaved family members experience of the hospice 
patients care experience 

 
The need to control pain appropriately and address bereavement issues early are two aspects of caring for 
the terminal patient wherein family members experience significant stress . But under the direction of the 
Medicare hospice interdisciplinary team, these are required aspects of care included in every patient’s plan 
of care. A 2007 study assessing length of stay and a perception that hospice care referral was too late found 
that bereaved family members reported that the hospice patient was referred too late when they perceived 
the patient had insufficient pain control and bereavement issues were not satisfactorily addressed.14 
Washington State, with one of the lowest lengths of stay nationally, was one of the 5 states with the 
highest response that hospice referral was too late! Appendix 25 documents the high use of emergency 
room services for pain control for patients who are not receiving hospice services.15 

Control of Healthcare Costs 

Reduced out of pocket expense for patients and their families 

Prescription medications are one of the biggest areas of cost savings for hospice patients. Hospice covers the 
cost of all medications for pain and comfort management related to the terminal illness. Rental costs of 
durable medical equipment – hospital beds, wheelchairs, walkers, wound dressings and catheters – are 
included as part of the paid-by-hospice coverage. Without hospice, the patient would need to pay for this 
equipment or would need to pay a Medicare rental copayment after submitting a doctor's approval for the 
equipment. 

 
A previously cited study provides an example of total costs which are partially borne by the patient and 
health plan. The Survival and Cost-Effectiveness of Hospice Care for Metastatic Melanoma Patients study 
focused on patients 65 years of age and older with metastatic melanoma who died between 2000 and 2009. 
The study found that patients with four or more days of hospice care had longer survival rates and incurred 
lower end-of-life costs. Patients  with four or more days of hospice care incurred average costs of $14,594, 
compared to the groups who received one to three days of care, and no hospice care at all ($22,647 and 
$28,923 respectively).16  

Reduced total costs of care 

Table 14 provides an example of  2019 Medicare costs for beneficiaries hospitalized in the final 30 days of life 
by King County hospital and by the actual expected level of hospice utilization.  The median of Medicare 
beneficiary costs of 13 King County hospitals is then compared with the national Medicare costs for all patients 
hospitalized within the final 30 days of their lives and the national Medicare costs for hospice patients 
hospitalized within the last 30 days of life.  The 13 King County hospital Medicare costs were 96% of the 
national average of Medicare costs for patients hospitalized within the last 30 days of life.  The national average 
was then compared to the national average of Medicare patients discharged to a hospice.  The national average 
for Medicare  patients discharged to a hospice was 75% of the national average of patients with a hospitalization 
within the final 30 days of life.  The difference per patient on the national level was $4,746.   

 
 

14 Erica R. Schockett, Joan M. Teno, Susan C. Miller, Brad Stuart.. Timing of referral to hospice and quality of care PubMed 17583469. 2007 
15 Smith AK, McCarthy E, Weber E, Cenzer IS, Boscardin J, Fisher J, Covinsky K. “Half of older Americans seen in emergency department in last month 
of life; most admitted to hospital, and many die there” 
16 Op cit. Jinhai Huo, PhD, MD, MP et al (“Survival and Cost-Effectiveness of Hospice Care for Metastatic Melanoma Patients”, Am Journal 
Managed Care. 



 

 

Looking at the King County data in Table 14, our estimate of expenditure differences would be approximately 
$4,556 per patient ($4,746 X  96%).  While this is obviously an imprecise estimate subject to diagnostic and age 
mix as well as percentage of hospice penetration, the lower expenditures are conservative – compared to the 
national study cited in the previous section and the narrative and analysis of  the example of the Providence CN 
19-44 analysis presented in Table 15 which calculated savings per Medicare beneficiary of $3,945 for patients 
enrolled in hospice during the final 5 weeks of their lives. 

Table 1417 

 
 

Beg Data Solutions, Medicare fee for service data base, Social Security enrollment 
 
In regard to total costs of care as they relate to managing healthcare costs as part of Washington’s Triple 
Aim, Providence Health and Services dba Providence Hospice in its recently approved hospice application 
in Clark County (CN19-44) calculated that Based on Medicare claims data, a savings of over $99 million 
across Washington State payers could have save nearly $99 million annually if all Medicare beneficiaries 
who died in 2017 without hospice instead benefited from five weeks of hospice (35 days ALOS) (See Table 
on the next page). Of course, the savings would be much greater if Washington hospice patients received 
88.6 days of hospice care10, which was the 2017 national ALOS. 

  

 
17 Berg Data Solutions.  Medicare Fee for Service Data Set 2019 

Hospital

Average Medicare Payment - 
Patients With a 

Hospitalization in the Final 30 
Days of Life

% of 
Discharges 
Coded to 
Hospice

Expected % 
of Discharges 

Coded to 
Hospice

HARBORVIEW MEDICAL CENTER - 500064 (SEATTLE, WA) 32,121 1.1% 3.2%
UNIVERSITY OF WASHINGTON MEDICAL CTR - 500008 (SEATTLE, WA) 25,589 2.1% 2.6%
SWEDISH MEDICAL CENTER / CHERRY HILL - 500025 (SEATTLE, WA) 21,585 2.3% 2.8%
VIRGINIA MASON MEDICAL CENTER - 500005 (SEATTLE, WA) 20,239 1.6% 3.0%
VALLEY MEDICAL CENTER - 500088 (RENTON, WA) 18,989 3.3% 4.0%
SWEDISH MEDICAL CENTER - 500027 (SEATTLE, WA) 18,660 2.2% 3.0%
SWEDISH ISSAQUAH - 500152 (ISSAQUAH, WA) 17,947 4.8% 3.6%
MULTICARE AUBURN MEDICAL CENTER - 500015 (AUBURN, WA) 17,617 2.9% 4.0%
ST FRANCIS COMMUNITY HOSPITAL - 500141 (FEDERAL WAY, WA) 17,560 3.6% 4.0%
HIGHLINE MEDICAL CENTER - 500011 (BURIEN, WA) 17,362 4.5% 4.3%
NORTHWEST HOSPITAL & MEDICAL CENTER - 500001 (SEATTLE, WA) 16,871 3.8% 3.4%
EVERGREENHEALTH MEDICAL CENTER - 500124 (KIRKLAND, WA) 15,874 4.8% 3.7%
OVERLAKE HOSPITAL MEDICAL CENTER - 500051 (BELLEVUE, WA) 15,141 4.0% 3.0%

Median Average Payment  of 13 Hospitals  for King County Patients with a 
Hospitalization in the Final 30 Days of Life

17,947 3.3% 3.4%

National Average 18,756
National Average When Discharged to Hospice 14,010

Comparision of Average Payment of King County Hospital Patients with Hospitalization in the Final 30 Days of Life With the National 
Average and the National Average When Discharged to Hospice



 

 

 
Table 15 

 

 
Source: CMS Hospice State Profile -- Washington State 2017 

 
Definition of the types of patients that are expected to be served by the project. The types of patients expected 
to be served can be defined according to specific needs and circumstances of patients (i.e., culturally diverse, 
limited English speaking, etc.) or by the number of persons who prefer to receive the services of a particular 
recognized school or theory of medical care. 

 
Eden has been providing home health services in King County since 2014 and operates a skilled nursing 
facility (SNF) and EmpRes Home Care. With this experience has local knowledge for developing referral 
relationships within King County. Eden understands each patient and family is special. For this reason, 
Eden tailors its team approach to the specific needs of each patient and family. Hospice services are 
provided in the patient’s home, no matter where that home is located. It may be a private residence, an 
assisted living community, an adult care home, or a residential or intermediate care community. The 
proposed hospice will provide care to Medicare and Medicaid eligible patients as well as all other patients, 
regardless of the source or availability of payment for care. 

The National Academy of Science, delves into cultural issues in the article “Dying in America 
Improving Quality and Honoring Individual Preferences Near the End of Life”: 

“Patients’ backgrounds, culture, ethnicity, and race influence their perceptions about life, illness, suffering, 
dying, and death and the meaning they ascribe to these events. These perceptions in turn affect preferences 
for the kinds of care people want, how much they want to know about their situation and choices, whether 
and how they want to make treatment choices, whom they want to make those choices if they cannot, and the 
role of the family in the entire process In the coming years, rapid growth in the proportion of U.S. elderly that 
are members of racial/ethnic minority groups will challenge clinicians to communicate more effectively with 
people of many cultural traditions. It is vital, that clinicians be aware of common differences in perception 
among racial, ethnic, and cultural groups so that at the very least, they can ask the right probing questions and 
have a firmer basis for individualized understanding of patients and their families. As noted above, although 
there are many differences among individual perspectives and actions within groups, the general pattern in 
minority populations is one of a lack of advance care planning and a preference for more intensive 
treatments; poorer communication with clinicians is part of this pattern. Although patients and families may 
not follow clinicians’ advice and recommendations, “avoiding such communication increases the likelihood 
of poor end-of life decision making.”18 
 

 
18 Committee on Approaching Death: Addressing Key End-of-Life Issues, Institute of Medicine of the National Academies, pg 142 
 

Exhibit 7: Providence CN 19-44 Hospice Cost Savings Analysis From CN 9-
44 Table 26. 2017 WA State Hospice Analysis 

 



 

 

There are at least nine special populations that Eden will focus on developing a culturally competent 
outreach capability. These populations include the following: (1) Dual eligible Medicare-Medicaid 
patients; (2) Hispanic patients; (3) Veterans; (4) Black/African American, non Hispanic patients (5) 
Residents seeking a non-religiously affiliated, secular hospice provider; (6) LGBTQ patients;  (7) 
Federally Qualified Health Center and other low income patients; (8) Home Health patients and (9) 
SNF patients.  

 
Dual Eligible Patients: 

 
Despite ongoing efforts by existing King hospice providers, King County hospice admission rates are 
5% below the nationwide rate for non-dual (Medicare only) eligible hospice patients and over 18% 
below the nationwide rate for dual- eligible (Medicare and Medicaid) hospice patients.  Addressing the 
large disparity in access and utilization of hospice services in King County among low income, dual-
eligible Medicare patients would add nearly 200 King County hospice patients and add a 33- patient  
average daily census using 2020 hospice data. 
 
Eden has a plan and a strategy to address current unmet need as well as increasing hospice service 
access through outreach to the dual-eligible Medicare population through collaborative and augmented, 
culturally competent  services  to hospice patients, along with their families and friends,  who are 
currently underserved.  To reduce disparity for the dual-eligible population requires outreach through 
existing agencies  such as federally qualified health centers and healthcare providers who 
disproportionately serve the following cohorts: Medicaid population 

• Dual-eligible and low income, Medicare population 
• Black/African American populations 
• Hispanic populations  

 
Each of these population cohorts have socio-economic characteristics that lead to health disparity and 
access barriers resulting in lower utilization of hospice services.  Additionally, each target population 
cohort is entitled to hospice services that are culturally sensitive, respectful and competent. 
 
This strategy of increasing hospice utilization to underserved King County residents will not only 
improve the quality of life for patients facing death and for their families and friends who will grieve 
their loss, but it will:  

• Reduce healthcare costs  
• Meet the DSHS LTSS Dual-Eligibility service goals and Washington’s Triple Aim for 

healthcare services 
 

Hispanic Patients: 
 

Table 16 shows that the Hispanic or Latino population (any race) comprised 9.8% of the King 
County population.  Poverty (below 200% of the Federal Poverty Rate affects 31% of residents in 
South King County and 26% in Seattle.  Poverty among  the Hispanic population is at 48%, second 
only to the 50% poverty level among the Black/African American non-Hispanic population. In 
regard to access to healthcare 28% of Hispanic respondents reported unmet health need (Exhibit 3).  
26% of  Hispanic respondents to a language survey reported that they had difficulty understanding 
English.  As noted in our discussion of dual-eligible patients our overall outreach strategy of working 
with federally qualified health centers will reach a large portion of the Hispanic population that 
needs hospice services.  Eden will supplement its language and cultural competence capabilities 
through working with the federally qualified health centers and the National Hospice and Palliative 
Care Organization (NHPCO) as well as recruiting Hispanic team members for this population 
cohort. 

  



 

 

 
 

Veterans: 
 

American Fact Finder reports that King County had over 104,000 veterans during the 2014 – 2018 
time period.  Eden is a member of he NHPCO and participates in the We Honor Veterans Program. 
Eden is part of the TriWest Healthcare Alliance (TriWest) which is an honored third party 
administrator for the U.S. Department of Veterans Affairs (VA). TriWest works with high-performing, 
credentialed community providers that partner with VA to provide health care to Veterans in their local 
community. Eden Hospice at King will also achieve “partner” standing with “We Honor Veterans 
Program” with CoN approval. 
 

 
All Ethnic Diversity Patients:  
 
Ethnically diverse populations require culturally competent and respectful outreach to increase the 
knowledge and acceptance of hospice services that are designed to meet each ethnic cohorts’ 
expectations.   As noted, the Black/African American population cohort poverty level is at 50% and 
the reported unmet medical need is 21%.   Ethnic diversity contributes to disparity in  health status 
and healthcare outcomes, which will be discussed in a later section. Even 32% of the Asian 
population cohort that has high life expectancy and the lowest unmet medical need rate of 9% reports 
difficulty with the English language.  Eden Hospital at King County will build on its 7 years of 
relationships in the community to establish effective outreach and as noted in the previous section on 
dual-eligible residents will partner with FQHCs such as the International Community Health 
Services that maintains a language bank of healthcare interpreters and providers. The Demographic 
Profile of King in  Table 16 provides the 2018 Demographic profile for King County prepared by 
the Employment Security Department for Washington State. 
 
Secular Hospice:  

 
As noted throughout the CoN application, the residents of King County who face terminal illness 
and need hospice, also have the right to be informed and have access to Washington State’s Death 
with Dignity end-of-life option.  Eden will provide an additional resource for patients and healthcare 
providers for supporting the Death with Dignity end-of-life statute. 
 
 
LGBTQ Population 
 
Seattle and King County are home to a growing lesbian, gay, bisexual, transgender, and queer 
(LGBTQ) community. Recent estimates (2011-2015) showed that 5.5% of King County adults 
and 4% of Washington State adults identified as lesbian, gay, or bisexual (LGB). 19  In 2019 
more than half of Washington’s same-sex couples live in King County, which has not only the 
largest number of these couples, but also the highest percentage — there are 12.1 same-sex 
couples for every 1,000 households in the county (or 1.2 percent of all households).  That ranks 
King as the county with the 19th highest percentage of same-sex couples of all counties in the 
United States.   
 
Given that three hospice providers in King County are restricted or are perceived to be restricted  
by religious directives, the LGBTQ patients and their support community need and want hospice 
options that have no overarching religious affiliation.  It is important to first briefly review the 

 
19 Washington State Behavioral Risk Factor Surveillance System (BRFSS) 



 

 

spectrum of  health status disparity and the health disparity access and treatment facing the 
LGBTQ adult population. 

“LGBT older adults are less likely than their heterosexual peers to reach out to 
providers, senior centers, meal programs, and other entitlement programs because 
they fear sexual orientation- or gender- based discrimination and harassment. 
LGBT older adults experience mental and physical illness more frequently than their 
heterosexual counterparts: 
• Nearly one-third of transgender people do not have a regular doctor and report poor general 

health 
• LGB older adults have higher rates of poor physical health and mental distress 41 percent of 

LGBT older adults report having a disability, compared to 35 percent of heterosexual older adults 
• 9 percent of lesbian, gay, bisexual and queer people report that a doctor or other health care 

provider used harsh or abusive language while treating them; among transgender people, the 
number was 21 percent.” 20 

 
The special challenges facing many LGBTQ older adults must be kept in mind and adequately 
addressed when designing and providing hospice services to the aging – Eden is eager to 
participate in the special needs of the LGBTQ community.  Should Eden be granted the 
CoN, we will become involved with organizations in King County and the State of Washington 
that support the healthcare/hospice needs of the LGBTQ community.   For example, Eden will 
carry out outreach  to the Northwest LGBT Senior Care Providers Network, an informal 
coalition of Senior Care Providers working together to provide advocacy and quality care for the 
LGBTQ seniors of Washington State. To assure culturally competent and sensitive outreach 
services, Eden will also affiliate and become involved with SAGE, the country’s largest and 
oldest organization dedicated to improving the lives of lesbian, gay, bisexual and transgender 
(LGBTQ) older adults.  Eden will also work with local and national resources that specifically 
support healthcare providers that serve the LBGTQ community.  

  

 
20 The Facts on LGBT Aging.  sage Advocacy and Services for LGBT Elders. Info SageUSA.org 



 

 

 
 

Table 16 
King County Population Mix by Age, Gender and Ethnicity 

 

 King County Washington State 
Population by age, 2018 

Under 5 years old                          5.8% 6.1% 
Under 18 years old 20.3% 22 % 
65 years and older 13.2% 15 % 

Females, 2018 49.8% 50 % 
Race/ethnicity, 2018 

White 66.9%                    
78.9% 

Black                           6.9% 4.3% 
American Indian, Alaskan Native                           1.0% 1.9% 
Asian, Native Hawaiian, other Pacific 
Islander 

20.0%                    
10.1% 

Hispanic or Latino, any race                           9.8%                    
12.9% 

 
Source: King County Profile January 2020 Employment Security Department 

 
Home Health: EmpRes (Eden) Home (Eden) Home Health is a new home health agency in 
King County.  The nine home health agencies that are established refer approximately 6% of 
their patients to hospice.  As the Eden King County hospice matures, approximately 40 
hospice patients could be referred annually to hospice services by the Eden hospice.  
 
SNF:  Eden operates four SNFs in King County.  Two of the four SNFs, Seattle Medical Post 
Acute and Canterbury House have very high and medium patient acuity and very low hospice 
use that indicates a need for internal outreach for SNF patients who could benefit from 
hospice care. 

 
11. Provide a copy of the letter of intent that was already submitted according to WAC 246-310-080 

and WAC 246-310-290(3). 
 
A copy of the letter of intent is provided in Appendix 2. 

 
12. Confirm that the agency will be licensed and certified by Medicare and Medicaid. If this 

application proposes the expansion of an existing agency, provide the existing agency’s license 
number and Medicare and Medicaid numbers. 

 
Eden Hospice at King County, LLC confirms that the agency will be licensed by Washington State and 
certified by Medicare and Medicaid.  It is not an existing agency. 

 
 

13. Identify whether this agency will seek accreditation. If yes, identify the accrediting body. 
 
 

Eden Hospice at King County, LLC confirms that the agency will seek accreditation by the 
Accreditation Commission for Health Care (ACHC). 

http://app.leg.wa.gov/wac/default.aspx?cite=246-310-080
http://app.leg.wa.gov/wac/default.aspx?cite=246-310-080
http://app.leg.wa.gov/wac/default.aspx?cite=246-310-080
http://app.leg.wa.gov/wac/default.aspx?cite=246-310-290


 

 

 
 
 
 

CERTIFICATE OF NEED REVIEW CRITERIA 
 
 

A. Need (WAC 246-310-210) 
 

WAC 246-310-210 provides general criteria for an applicant to demonstrate need for 
healthcare facilities or services in the planning area. WAC 246-310-290 provides specific 
criteria for hospice agency applications. Documentation provided in this section must 
demonstrate that the proposed agency will be needed, available, and accessible to the 
community it proposes to serve. Some of the questions below only apply to existing 
agencies proposing to expand. For any questions that are not applicable to your project, 
explain why. 

 
1. For existing agencies, using the table below, provide the hospice agency’s 

historical utilization broken down by county for the last three full calendar 
years. Add additional tables as needed. 

 
 
Not applicable. 
 
2. Provide the projected utilization for the proposed agency for the first three full 

years of operation. For existing agencies, also provide the intervening years 
between historical and projected. Include all assumptions used to make these 
projections. 

 
Table 17 

Eden Hospital at King County Projected Utilization 
 

King County 2022 2023 2024 
Total number of admissions 81 180 276 
Total number of Days 4,875 11,019 16,888 
Average Daily Census 13.36 30.19 46.27 

 
Assumptions 

• Given the high unmet need (ADC of 105) for three hospice agencies projected by 2022 in 
King County, the project-related utilization is projected to reach capacity (ADC) by the 
third full year of operation (2024). A moderate ramp-up is assumed in prior years. 

• Disparity in hospice admission rates within King County particularly for low income 
Medicare dual-eligible beneficiaries as well as Medicaid eligible patients (lower hospice 
use due to age of the Medicaid population that does not qualify for Medicare) at 86% of 
the non dual-eligible Medicare beneficiaries within King County. 

• Outreach strategy to Federally Qualified Health Centers to reach special populations 
experiencing health disparity, e.g., SeaMar, Healthpoint, International Community Health 
Services and County Doctor). 

• Disparity in access particularly for Hispanic King County residents wherein  28% report 

http://apps.leg.wa.gov/wac/default.aspx?cite=246-310-210
https://app.leg.wa.gov/wac/default.aspx?cite=246-310-290


 

 

unmet medical need and 26% report English language difficulty as well as 21% of 
Black/African American residents who report unmet Medical need even. 

• Capability to refer home health agency patients from Eden Home Health of  King County 
as well as other home health agencies and King County skilled nursing facilities – 4 
operated by EmpRes. 

• Patient days are calculated by multiplying the ADC by 365. 
• Average length of stay (ALOS) is set to start at below the Washington statewide average 

of 62.66 days -- 60.2 days ramping up to 61.2 days  
• Patient days are calculated by dividing patient days by the ALOS. Median LOS is 

estimated to be approximately 18 days across  the forecast period 
 

3. Identify any factors in the planning area that could restrict patient access to 
hospice services. 
 
The state methodology identifies a need for an additional 3 hospices in 2022 with each of the 
three additional hospices operating at an average daily census of 35 patients (13,140 patient 
days. Eden Hospital at King County projects a patient census of 13.4 patients (4,875 days) in 
2022 increasing to average daily census of 61.2 patients (16,888 days)  in 2024    
 
Eden Hospital is using the NHPCO reported mix of hospice patients in 2018.  The Washington 
percentages show wide variance with Cancer making up over  44% and other diagnoses making 
up 56% (Washington State 2017 – 2018 Methodology).  Eden works to improve access for all 
diagnostic cohorts to reduce access disparity for King County patients with diagnoses other than 
Cancer.  Table 18 below reflects the 2020 (National Hospice and Palliative Care Organization) 
NHPCO  Facts and Figures  --findings of diagnostic mix in 2017 and 2018. 
 
 

Table 18 
Eden Hospital at King County Provisional Diagnostic Mix , 2021 – 2024 

 
Diagnosis Percent 

Cancer 30 
Heart/Cardiac/Circulatory 17 
Dementia 16 
Lung/Respiratory 11 
Stroke/Coma           10 
Other 15 
Total 100% 

 
King County is served by 9 approved  agencies with 8 agencies operating in King 
County during 2019.  Table 19 shows that 7 agencies are based primarily in King 
County while two are based in Pierce County   One approved hospice was not 
operational during 2019. 

 
 
 
 
 



 

 

Table 19 
 

 
Berg Data Solutions 2019 Medicare Fee for Service and cost report data, Social Security 
Enrollment Data 

 
Table 19 shows that five of the operational hospices had length of stay that exceeded the 
Washington State length of stay average of 62.66 days, while three of the hospice’s length of stay 
was below  62.66 days.  The median length of stay of the eight operating hospices was 71 days 
which is below the national average length of stay of 90.2 days in 2018. 

 
4. Explain why this application is not considered an unnecessary duplication of 

services for the proposed planning area. Provide any documentation to support 
the response. 

 
a.  Existing  Providers of Hospice  

 
Table 19 provided the list of nine hospice agencies approved to serve King County.  Most of the 
hospices, with the exception of the Kaiser Health Plan and Wesley Homes Hospice, serve the 
entire population of King County.  Kaiser Health Plan serves its members and Wesley Homes 
Hospice supports its existing retirement communities. 
 
While six of the eight operating hospices serve all or more limited King County Medicare, 
Medicaid and commercial insurance population cohorts as well as providing charity care; the 
actual utilization of hospice services in King County is below national averages for the Dual 
Eligible and Non Dual Eligible (low income) Medicare population. Table 12 shows that the dual 
eligible population hospice admission rate is only 87% of the National dual eligible hospice 
admission rate and that the overall dual eligible utilization rate iso only 86% of the King County 
non-dual eligible admission rate. 

Hospice Agency Average 
LOS

Total 
Admissions

Kindred Hospice -501541 105.1 271
Franciscan Hospice - 501526 94.8 3,098
Providence Hospice of Seattle - 501515 80.0 1,998
Multicare Hospice - 501508 75.9 1,275
Kline Galland Hospice Services - 501540 64.2 346
Evergreen Health Hospice Care - 501523 62.1 2,742
Kaiser Foundation Health Plan of Washington -- 501521 59.2 796
Wesley Homes Hospice, LLC 501543 47.1 69
Envision Hospice - King County N.A. 0

Evergreen Health Hospice Care - 501523 2,250
Franciscan Hospice - 501526 921
Kaiser Foundation Health Plan of Washington -- 501521 526
Multicare Hospice - 501508 176

King County Admissions Only for Multi-County Hospices

Total Admissions and Length of  Stay for CoN Approved  Hospices in King County

2019 Admissions and Length of  Stay for CoN  Approved Serving King County



 

 

b. Existing Services are not Available and Accessible Due to a Variety of Barriers 
 

The 2019  King County Health Needs Assessment identified many areas of health care utilization 
and outcome disparity based geographic, ethnic and economic barriers to healthcare access. 
Realizing that the metrics presented in this section refer to healthcare utilization before patients 
access hospice services, the metrics do characterize the scope of the disparity in healthcare service 
access and utilization.  Exhibits 1 through 3 show that providing Hispanic outreach and focusing on 
the federally qualified healthcare centers particularly in their sites in South King County is the best 
strategy for reaching low-income dual eligible patients as well as other Medicaid patients. 
 
Exhibit 1 shows the percent of respondents  who speak English less than “very well,”  Note that over 
11% do not speak English very well who are over the age of 45 – hospice patients’ age.  Over 26% 
of Hispanic respondents do not speak English very well indicating a need for Spanish language in 
brochures and materials as well as bilingual staff.    This survey also shows that the concentrated 
area of King County for respondents who do not speak English well is in South King County where 
over 13% of respondents do not speak English well.21 
 

Exhibit 1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
 
 

 
21 King County Health Needs Assessment 2018-2019. King County Hospitals for a Healthier Community.  Page 43 



 

 

Exhibit 2 provides an analysis of cause of death and death rates by ethnic group for the overall 
population and top two causes of death for King County residents.22  These  causes of death account 
for approximately one half of the hospice population.  For the leading causes of death, the death rate 
per 100,000 persons (the first number is the 5-year age adjusted rate.  The second number is the 5-
year average count of deaths for each category. 
 

Exhibit 223 
 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
  

Exhibit 3 identifies the percentage of unmet  medical needs by, ethnic group and geographic area.  It 
demonstrates that the greatest need is in the South geographic area among the Hispanic population.24 

 
  

 
22 Ibid.  Page 57 
23 Ibid. Page 57 
24 Ibid. Page 67 



 

 

 
Exhibit 3 

 

 
 
Table 20 shows that  outreach by existing hospices in King County is insufficient  to overcome 
geographic, ethnic and  economic  barriers to hospice services described in Exhibits 1 – 3 in 
King County.  Table 19 shows that outreach to the dual diagnosis Medicare cohort that counters 
the various barriers to care such as language, income and geography can by itself nearly result in 
King County equalizing its overall hospice admission rate per 1,000 beneficiary deaths  by 
achieving a 97% comparable rate to the national rate.  Outreach to federally qualified health 
clinics will also reach the younger, Medicaid-only population and the Hispanic population 
cohorts and also raise their hospice admissions. 

  



 

 

 
Table 20 

 

 
Berg Data Solutions:  CMS 2019 

c. If existing services are available and accessible, justify why the proposed 
project does not constitute an unnecessary duplication of services. 

The proposed Eden Hospice project will reach an ADC of 13 patients in 2022, expanding to 46 
patients in the third year of operation. While seven of the existing hospice agencies in King 
County are large and well-established, they are not able to meet hospice need as described in 
previous metrics involving disparity for low-income King County residents (see Table 19); as 
well as the general unmet medical need among Black residents, which exceeds 20% of the 
population and among Hispanic residents, which approaches 30% of respondents (see Exhibit 
3).25   Hospice services are the logical extension of acute healthcare services.  Attention to 
outreach to these two population cohorts, which would include attention to Spanish language-
based services (see Exhibit 1) and outreach into South and East King County federally 
qualified health centers  to reach these population cohorts  requires a massive effort among all 
hospice providers.   

  

 
25 One approved hospice agency was not operating in King County in 2019.  Two hospices with primary locations in King County, 
Kaiser Health Foundation Health Plan and Wesley Homes, LLC  and  do not serve all residents needing hospice services. 

King County National
King County as 
% of National 

Rate

Duals
Blended Hospice Admissions per 1,000 Beneficiary Deaths 564 604 93%

Dual Eligible Admissions per 1,000 Beneficiary Deaths 501 574 87%

Non-Dual Eligible Admissions per 1,000 Beneficiary Deaths 583 613 95%

Dual Eligible Admssions per 1,000 Beneficiary Deaths as a % 
of Non Dual Eligile Admissions per 1.000 Beneficiary Deaths

86% 94%

 p   p  ,  y 
Deaths if Dual Eligible Admssions Per 1,000 Beneficiary 
Deaths was the same rate as the King County Non Dual 
Admissions Rate

583 604 97%

King County  Hospice  Percent of National Hospice Admission Rates



 

 

 
 

1) King Hospice Admissions per 1,000 Deaths at 564 admissions per 1,000 deaths, is below 
the national average of 604 admissions per 1,000 Deaths 

2) An analysis of  length of stay for King County hospice patients shows that while King 
County hospices’  median length of stay at 71 days is higher than the statewide ALOS of 
62.66 days; three hospices have lower lengths of stay than the statewide average. 

3) The percentage of King County hospice-eligible patients receiving hospice services is 
4% below the expected statewide average; 

4) Table 21 shows that  King Hospice dual eligible Admissions per 1,000 Deaths at 501 
admissions per 1,000 deaths is below the King County non dual-eligible rate of 583 
admissions per 1,000 Deaths for the Medicare population as calculated by Berg Data 
Solutions, LLC.  

5) Table 19 shows that the median length of stay for 8 reporting hospices in King County is 71 
days.  This is lower than the national length of stay in 2018 of 90.2. 26 

6) Only six of eight operating hospices serving King County serve the entire population needing 
hospice services. 

7) Only four of eight currently operating hospices in King County serve only King County 
patients. 

 
The obvious conclusion is that King County needs additional hospices with an exclusive 
interest in serving King County residents, particularly low-income, Medicaid-eligible residents 
and low income, dual-eligible Medicare patients.  Since there is future net need for 3 hospice 
agencies, there is no duplication of services. This application has documented the following: 

 
• There is disparity for the King County total Medicare population as measured by  King 

County admissions per 1,000 deaths by beneficiaries compared to the national population.  
• There is disparity for the King County non dual-eligible population as measured by  

admissions per 1,000 deaths by beneficiaries in the dual-eligible national population. 
• There is disparity for the King County dual eligible population as measured by  

admissions per 1,000 deaths by King County beneficiaries in the dual-eligible population. 
• By extension, there is disparity in admissions per 1,000 deaths by low income, Black and 

Hispanic King County beneficiaries  as measured by unmet Medical need. 
• Two of the hospices approved to operate in King County have their principal location 

sites in Pierce County, while two of the hospices within King County serve multiple 
counties. 

• Two of the nine approved hospices restrict their access to member populations – Kaiser 
Foundation Health Plan and Wesley Homes Hospice, which may have limited 
community outreach. 

 
5. Confirm the proposed agency will be available and accessible to the entire 

planning area. 
 
The Eden Hospice at King County, LLC will be available and accessible to the entire 
population.  Eden Hospice at King County, LLC will admit Pediatric patients in collaboration 
with other hospices.  

 
26 The CMS statewide average length of stay calculation treats all patients as new patients on Day 1 of a calendar year 
and assumes discharge for all patients on the last day of a calendar year which results in some duplicate counts of 
hospice patient admits and a modestly shorter length of stay than measuring unduplicated patients. 

 



 

 

 
 

6. Identify how this project will be available and accessible to under-served groups. 
 
EmpRes has been a King County healthcare provider for 23 years. Its Whatcom County 
home-health agency commenced in 2014, and its Whatcom homecare agency in 2016 and 
skilled nursing facilities in King County were established in 1997.  Eden understands each 
patient and family is special. For this reason, Eden tailors its team approach to the specific 
needs of each patient and family. Hospice services are provided in the patient’s home, no 
matter where that home is located. It may be a private residence, an assisted living 
community, an adult care home, or a residential or intermediate care community. The 
proposed hospice will provide care to Medicare and Medicaid eligible patients as well as all 
other patients, regardless of the source or availability of payment for care. 
 

Dual Eligible Patients: 
 

Despite ongoing efforts by existing King hospice providers, King County hospice admission 
rates are 5% below the nationwide rate for non-dual (Medicare only) eligible hospice patients 
and over 18% below the nationwide rate for dual- eligible (Medicare and Medicaid) hospice 
patients.  Addressing the large disparity in access and utilization of hospice services in King 
County among low income, dual-eligible Medicare patients would add nearly 200 King 
County hospice patients and add a 33- patient  average daily census using 2020 hospice data. 
 
Eden has a plan and a strategy to address current unmet need as well as increasing hospice 
service access through outreach to the dual-eligible Medicare population through 
collaborative and augmented, culturally competent  services  to hospice patients, along with 
their families and friends,  who are currently underserved.  To reduce disparity for the dual-
eligible population requires outreach through existing agencies  such as federally qualified 
health centers and healthcare providers who disproportionately serve the following cohorts:  
 

• Medicaid population 
• Dual-eligible and low income, Medicare population 
• Black/African American populations 
• Hispanic populations  
• Pediatric patients 

 
Each of these population cohorts have socio-economic characteristics that lead to health 
disparity and access barriers resulting in lower utilization of hospice services.  Additionally, 
each target population cohort is entitled to hospice services that are culturally sensitive, 
respectful and competent. 
 
This strategy of increasing hospice utilization to underserved King County residents will not 
only improve the quality of life for patients facing death and for their families and friends 
who will grieve their loss, but it will:  
 

• Reduce healthcare costs  
• Meet the DSHS LTSS Dual-Eligibility service goals and Washington’s Triple Aim 

for healthcare services 
 

  



 

 

Hispanic Patients: 
 

Table 16 shows that the Hispanic or Latino population (any race) comprised 9.8% of the 
King County population.  Poverty (below 200% of the Federal Poverty Rate affects 31% of 
residents in South King County and 26% in Seattle.  Poverty among  the Hispanic population 
is at 48%, second only to the 50% poverty level among the Black/African American non-
Hispanic population. In regard to access to healthcare 28% of Hispanic respondents reported 
unmet health need (Exhibit 3).  26% of  Hispanic respondents to a language survey reported 
that they had difficulty understanding English.  As noted in our discussion of dual-eligible 
patients our overall outreach strategy of working with federally qualified health centers will 
reach a large portion of the Hispanic population that needs hospice services.  Eden will 
supplement its language and cultural competence capabilities through working with the 
federally qualified health centers and the National Hospice and Palliative Care Organization 
(NHPCO) as well as recruiting Hispanic team members for this population cohort. 

 
Veterans: 
 
American Fact Finder reports that King County had over 104,000 veterans during the 2014 – 
2018 time period.  Eden Hospice in Nevada is a member of the NHPCO and is a “partner” 
participating in the “We Honor Veterans Program”. As mentioned earlier,  Eden is part of the 
TriWest Healthcare Alliance (TriWest) which is an honored third party administrator for 
the U.S. Department of Veterans Affairs (VA). TriWest works with high-performing, 
credentialed community providers that partner with VA to provide health care to Veterans in 
their local community.  Eden Hospice at King will also achieve “partner” standing with “We 
Honor Veterans Program” with a CoN approval. 
 
All Ethnic Diversity Patients:  
 
Ethnically diverse populations require culturally competent and respectful outreach to 
increase the knowledge and acceptance of hospice services that are designed to meet each 
ethnic cohorts’ expectations.   As noted, the Black/African American population cohort 
poverty level is at 50% and the reported unmet medical need is 21%.   Ethnic diversity 
contributes to disparity in  health status and healthcare outcomes, which will be discussed in 
a later section. Even 32% of the Asian population cohort that has high life expectancy and 
the lowest unmet medical need rate of 9% reports difficulty with the English language.  Eden 
Hospice at King County will build on its 7 years of relationships in the community to 
establish effective outreach and as noted in the previous section on dual-eligible residents 
will partner with FQHCs such as the International Community Health Services that maintains 
a language bank of healthcare interpreters and providers. Table 16 provides the 2018 
demographic profile for King County prepared by the Employment Security Department for 
Washington State. 
 
Secular Hospice:  

 
As noted throughout the CoN application, the residents of King County who face terminal illness 
and need hospice, also have the right to be informed and have access to Washington State’s 
Death with Dignity end-of-life option.  Eden will provide an additional resource for patients and 
healthcare providers for supporting the Death with Dignity end-of-life statute. 
 

  



 

 

 
LGBTQ Population 

 
Approximately 5.5% of the King County adult population identifies as being in the LGBT 
population compared to 4% statewide.  It is estimated that there are nearly 3 million LGBT 
people age 50 and older. By 2030 these estimates rise to nearly 7 million. And while no precise 
data exists on the number of transgender older people nationwide, it is estimated that there are 
hundreds of thousands of older adults who are transgender—and many more over the next few 
decades.27  
 
In 2019 more than half of Washington’s same-sex couples live in King County, which has not 
only the largest number of these couples, but also the highest percentage — there are 12.1 same-
sex couples for every 1,000 households in the county (or 1.2 percent of all households).  That 
ranks King as the county with the 19th highest percentage of same-sex couples of all counties in 
the United States.  Three other Washington counties rank in the top 100 nationally: Jefferson, 
San Juan and Thurston, in that order. In Seattle alone, at least 2.3 percent of households being 
same-sex partners.  That ranks Seattle as 38th nationally, but it should be noted that among 
America’s large cities (250,000+ population), Seattle ranks 2nd only to San Francisco. Of 
course, many LGBTQ live outside of Seattle but reside in King County. 
 
In a 2018 AARP study, entitled Maintaining Dignity, Understanding and Responding to 
Challenges Facing Older LGBT[Q] Americans – An AARP survey of LGBT adults age 45 – 
plus, noted that “Black and Latino Americans are more concerned about multiple forms of 
discrimination and negative outcomes in healthcare as they age. The most striking differences by 
race/ethnicity were fears of discrimination and bad health outcomes, in particular for the black 
LGBT older adult community. For LGBT people of color, concern about discrimination due to 
their sexual orientation or gender identity is not disentangled from concern about discrimination 
due to their race or ethnicity.” 28 
 
“There is significant concern within the LGBTQ community regarding healthcare and 
discrimination or prejudice. The greatest concern is healthcare providers who are not sensitive to 
LGBTQ patient needs, followed by discrimination or prejudice affection quality of care.” Of 
course, for patients and their supporters facing end-of-life issues, it is extremely important they 
have unbiased, non-religious,  non-judgmental and quality in-home hospice care readily 
available.  Eden is acutely aware of the complex multilayered discrimination issues the LGBTQ 
patients may face in healthcare and hospice will embrace King County LGBTQ community.  
 
Given that a large hospice provider in King County is restricted by religious directives, the 
LGBTQ patients and their support community need and want hospice options that have no 
overarching religious affiliation.  The special challenges facing many LGBTQ older adults must 
be kept in mind and adequately addressed when designing and providing hospice services to the 
aging – Eden is eager to participate in the special needs of the LGBTQ community.  Should 
Eden be granted the CoN, and as mentioned earlier, Eden will become involved with 
organizations in King County and the State of Washington that support the healthcare/hospice 
needs of the LGBTQ community.   
 
Pediatric Population:  Eden Hospice at King County will collaborate with other hospices 
and admit pediatric patients when appropriate. 

 
27 Op cit.  at sage. Page 2 
28 Maintaining Dignity: Understanding and Responding to the Challenges Facing Older LGBT Americans,  AARP Research; February 
2020. Pg. 45 



 

 

 
 

 
7. Provide a copy of the following policies: 

 
• Admissions Criteria Process (Intake Policy & Non-discrimination) – See Appendix 14 
• Admissions and Charity care or financial assistance policy, and patient discharge  - See 

Appendix 15 & 16 
• Any other policies directly related with patient access (example, involuntary discharge)  

 
The requested policies are provided as listed below: 
• Admissions Criteria Process  (Intake Policy & Non-discrimination) – See Appendix 14 
• Admissions and Charity care or financial assistance policy and patient discharge – See 

Appendix 15 &16 
 

8. If there is not sufficient numeric need to support approval of this project, provide 
documentation supporting the project’s applicability under WAC 246-310-
290(12). This section allows the department to approve a hospice agency in a 
planning area absent numeric need if it meets the following review criteria: 

• All applicable review criteria and standards with the exception of numeric need 
have been met; 

• The applicant commits to serving Medicare and Medicaid patients; and 
• A specific population is underserved; or 
• The population of the county is low enough that the methodology has not projected 

need in five years, and the population of the county is not sufficient to meet an ADC 
of thirty-five. 

 
Note: The department has sole discretion to grant or deny application(s) submitted under this 
subsection. 

 
Not Applicable, there is a need for 3 hospice agencies in 2022. 



 

 

 
 
 
 

B. Financial Feasibility (WAC 246-310-220) 
 

WAC 246-310-990(2) defines “total capital expenditure” to mean the total project costs to 
be capitalized according to generally accepted accounting principles. These costs include, 
but are not limited to, the following: legal fees; feasibility studies; site development; soil 
survey and investigation; consulting fees; interest expenses during construction; temporary 
relocation; architect and engineering fees; construction, renovation, or alteration; total 
costs of leases of capital assets; labor; materials; fixed or movable equipment; sales taxes; 
equipment delivery; and equipment installation. 
 

Financial feasibility of a hospice project is based on the criteria in WAC 246-310-220. 
 

1. Provide documentation that demonstrates the immediate and long-range capital and operating 
costs of the project can be met. This should include but is not limited to: 

• Utilization projections. These should be consistent with the projections provided 
under the Need section. Include all assumptions. 

• Pro Forma revenue and expense projections for at least the first three full calendar 
years of operation. Include all assumptions. 

• Pro Forma balance sheet for the current year and at least the first three full 
calendar years of operation. Include all assumptions. 

• For existing agencies proposing addition of another county, provide historical 
revenue and expense statements, including the current year. Ensure these are in 
the same format as the projections. For incomplete years, identify whether the 
data is annualized. 

 
Eden Hospice at King County, LLC 
 
Eden Hospice at King County, LLC is a new agency.  Therefore, the Pro Forma revenue 
and expense projections cover the first three calendar years of  operation, 2022 – 2024 and 
include all assumptions that are consistent with the representations in the application itself.   
A 2022 – 2024 Balance Sheet is also provided for the first three, full calendar years of 
operation include all assumptions.  Please see Appendix 12 which includes a pro forma 
forecast showing operating revenue and expenses for the first three full years of operations. 
There is no impact on capital costs, as no capital is required for this project.  All 
assumptions are included in this section. 
 
EmpRes Healthcare Group, Inc. 
 
 While Eden Hospice at King County, LLC is the applicant,  it is wholly owned by EmpRes 
Healthcare Group Inc.  EmpRes Healthcare Group, Inc. owns 4 hospices.  Consistent with 
the program-approved Eden Hospice at Whatcom County certificate of need, a combined 
revenue and expense statement has been prepared for all EmpRes hospices with a historical 
period of 2017 – 2019, current year 2020 (annualized based on 10 months actual operations 
information) and is projected for the years 2021 through 2024.  The pro forma from the 
approved Eden Whatcom Hospice  is included in the “Hospice Without Eden Hospice at 
King County.”  This Revenue and Expense Pro Forma along with the Pro Forma Balance 
Sheet for the existing, approved operations is then compared with the Existing approved  

http://apps.leg.wa.gov/wac/default.aspx?cite=246-310-220


 

 

programs AND the Eden Hospice at King County project, so as to compare the “with and 
without analysis.  Eden is still contemplating an analysis of cycle 2 projects and may submit 
a second hospice certificate of need application.  If it does submit a second hospice project 
it will complete an additional analysis to compare the financial impact of starting two new 
hospices in relatively the same time period.  The “With and Without” Analysis including 
all assumptions is included in Appendix 13. 

 
 

 
2. Provide the following agreements/contracts: 

• Management agreement. 
• Operating agreement 
• Medical director agreement 
• Joint Venture agreement 

 
Note, all agreements above must be valid through at least the first three full years following 
completion or have a clause with automatic renewals. Any agreements in draft form must 
include a document signed by both entities committing to execute the agreement as 
submitted following CN approval.   
 
Appendix 3 provides the management agreement and operating agreements.  Appendix 9 
provides the medical director agreement and the agreement to execute the document upon 
CoN approval.   
 
There is no joint venture agreement. 
 

 

3. Provide documentation of site control. This could include either a deed to the site or a lease 
agreement for the site. 

If this is an existing hospice agency and the proposed services would be provided from an 
existing main or branch office, provide a copy of the deed or lease agreement for the site. If 
a lease agreement is provided, the agreement must extend through at least the projection 
year. Provide any amendments, addendums, or substitute agreements to be created as a 
result of this project to demonstrate site control. 

 
If this is a new hospice agency at a new site, documentation of site control includes one 
of the following: 
a. An executed purchase agreement or deed for the site. 
b. A draft purchase agreement for the site. The draft agreement must include a 

document signed by both entities committing to execute the agreement as 
submitted following CN approval. 

c. An executed lease agreement for at least three years with options to renew for not 
less than a total of two years. 

d. A draft lease agreement. For Certificate of Need purposes, draft agreements are 
acceptable if the draft identifies all entities entering into the agreement, outlines all 
roles and responsibilities of the entities, identifies all costs associated with the 
agreement, includes all exhibits referenced in the agreement. The draft agreement 
must include a document signed by both entities committing to execute the 
agreement as submitted following CN approval. 
 

  



 

 

 
Eden Hospice at King County, LLC is co-locating with Eden Home Health of King County, 
LLC.  Appendix 6 provides a signed lease with options covering a 3-year period with 
options extending for additional years. 

 
4. Complete the table  with the estimated capital expenditure associated with this project. 

Capital expenditure is defined under WAC 246-310- 010(10). If you have other line 
items not listed in the table, include the definition of the line item. Include all 
assumptions used to create the capital expenditure estimate. 

 
Table 21 provides the estimated capital expenditure associated with the project.  Eden 
Hospice at King County, LLC is co-locating with the Eden Home Health of King County, 
LLC so there is no building remodel, fixed equipment or moveable equipment costs 
associated with the project.  Minor equipment such as laptops and cell phones are expected 
to be supported by current inventory.   Even if some minor equipment had to be purchased 
that was not expensed, it would be well below $50,000 threshold for minimum capital 
expenditures, but no expenditure is anticipated. 
 

Table 21 
 

Item Cost 

a. Land Purchase $0 
b. Utilities to Lot Line $0 
c. Land Improvements $0 
d. Building Purchase $0 
e. Residual Value of Replaced Facility $0 
f. Building Construction $0 
g. Fixed Equipment (not already included in the 

construction contract) 
$0 

h. Movable Equipment $0 
i. Architect and Engineering Fees $0 
j. Consulting Fees $0 
k. Site Preparation $0 
l. Supervision and Inspection of Site $0 
m. Any Costs Associated with Securing the Sources of 
Financing (include interim interest during construction) 

  $0 

1. Land $0 
2. Building $0 
3. Equipment $0 
4. Other $0 

n. Washington Sales Tax $0 
Total Estimated Capital Expenditure $0 

 
 

5. Identify the entity responsible for the estimated capital costs identified above. If more 
than one entity is responsible, provide breakdown of percentages and amounts for each. 

 
EmpRes Healthcare Group Inc. 

 
  

http://apps.leg.wa.gov/wac/default.aspx?cite=246-310-803
http://apps.leg.wa.gov/wac/default.aspx?cite=246-310-803


 

 

 
6. Identify the amount of start-up costs expected to be needed for this project. Include any 

assumptions that went into determining the start-up costs. Start-up costs should include 
any non-capital expenditure expenses incurred prior to the facility opening or initiating 
the proposed service. If no start-up costs are expected, explain why. 

 
Start-up costs are estimated to be less than $100,000 to cover working capital requirements.  
Co-location will reduce the costs of outreach and administration during the certification 
process.   
 

 
7. Identify the entity responsible for the estimated start-up costs identified above. If more 

than one entity is responsible, provide breakdown of percentages and amounts for each. 
 
EmpRes Healthcare Group Inc. 
 

8. Explain how the project would or would not impact costs and charges for healthcare 
services in the planning area. 

 
As noted in this application, King County hospices are under capacity stress, a current need 
for three new hospices; resulting in shorter lengths of stay and limited outreach as shown by 
admissions. Eden being co-located with a one or two- county home health agency can operate 
with great economies of scale without large patient volumes that could affect new King 
County hospices and additional staffing is minimized due to the economies of scale. This 
addition of capacity should reduce future capacity stress for King County hospices while not 
reducing current volumes. This will give other newly approved hospices an opportunity to 
catch up with the current volume of patients. 

 
9. Explain how the costs of the project, including any construction costs, will not result in 

an unreasonable impact on the costs and charges for health services in the planning 
area. 

 
The literature points to an ideal ALOS of 6 months. Studies cited in this application document 
that patients with terminal diagnoses with a longer progression of illness (the ALOS is 88 
days but the median ALOS is 18 days), live longer with reduced hospitalizations and use of 
the emergency room if they are enrolled in hospice. A Providence Hospice financial analysis 
in the approved CN 19-44 calculated a potential statewide savings of $99 million or $3,945 
per patient if all hospice eligible patients received 35 days of hospice care in short if admits 
and ALOS increased.19  Table 14, estimated that expenditures for King County hospice 
patients during the last 30 days of their lives would be  $4,556 per patient lower when 
compared to national hospice data.  A melanoma study found that patients who received 4 or 
more hospice days had average costs of $14,594, compared to the groups who received one to 
three days of care, or no hospice care at all ($22,647 and $28,923 respectively).20   

 
 

10. Provide the projected payer mix by revenue and by patients by county as well as for the 
entire agency using the example table below. Medicare and Medicaid managed care 
plans should be included within the Medicare and Medicaid lines, respectively. If 
“other” is a category, define what is included in “other.” 

 
As was noted in the Need section and executive summary, the Eden strategy is to conduct 
outreach among the Medicare dual-diagnosis program.  Through this approach, Eden expects 



 

 

to admit Medicaid patients as well because of the emphasis on outreach to federally qualified 
health centers.   Medicare and Medicaid reimbursement is nearly identical in our strategy and 
that represents 95% of the patient population  Even though commercial insurance will  pay at 
about 80% of the rate of Medicare and Medicaid, since the cohort is only 5%, it has little 
effect on the Percent of payer by patient as presented in Table 22.   

 
Table 22 

Payer Mix 
 

Payer Mix Percentage of 
Gross Revenue 

Percentage 
by Patient 

Medicare               90%               90% 
Medicaid – CHPW, Molina etc.               5%                5% 
Other Payers – All Commercial, Tri-
Care, CHAMPUS, VA etc.) 

              5%                5% 

Total            100%             100%  
 

11. If this project proposes the addition of a county for an existing agency, provide the 
historical payer mix by revenue and patients for the existing agency. The table format 
should be consistent with the table shown above. 
 
Not applicable. 

 
12. Provide a listing of equipment proposed for this project. The list should include 

estimated costs for the equipment. If no equipment is required, explain. 
 

There is no additional equipment expected to be purchased since Eden has laptops and  other 
equipment in inventory.  Any unanticipated equipment purchases would be considerably 
below the $50,000 threshold requiring an amendment to the application. 

 
13. Identify the source(s) of financing (loan, grant, gifts, etc.) and provide supporting 

documentation from the source. Examples of supporting documentation include: a letter 
from the applicant’s CFO committing to pay for the project or draft terms from a 
financial institution. 

 
As represented by EmpRes Healthcare Management, LLC, the members of Eden Hospice at 
King County, LLC will make capital contributions sufficient to support the start-up cash flow 
requirements of the expansion into King County.  Appendix 5 provides a letter of financial 
commitment from the CFO of EmpRes Healthcare Management, LLC.  The source of the 
funds is from cash generated through operations of the members of EmpRes Healthcare 
Management, LLC backed up by a $40 million line of credit commitment, secured by 
accounts receivable, with MidCap Financial. 

 
14. If this project will be debt financed through a financial institution, provide a repayment 

schedule showing interest and principal amount for each year over which the debt will 
be amortized. 

 
Not Applicable. 

 
  



 

 

 
15. Provide the most recent audited financial statements for: 

• The applicant, and 
• Any parent entity responsible for financing the project. 

 
Appendix 28 provides the most recent audited financial statement for EmpRes Healthcare 
Group and subsidiaries. 

 



 

 

 
 

C. Structure and Process (Quality) of Care (WAC 246-310-230) 
 
 

1. Please provide the current and projected number of employees for the proposed project 
 

 Please see Appendix 12 for the Eden Hospital at King County projected number of FTEs for the 
proposed project. 

 
2. If this application proposes the expansion of an existing agency into another county, 

provide an FTE table for the entire agency, including at least the most recent three full 
years of operation, the current year, and the first three full years of operation following 
project completion. There should be no gaps in years. All staff categories should be 
defined. 

 
Not Applicable 
 

 
3. Provide the assumptions used to project the number and types of FTEs identified for 

this project. 
 
Table 23 provides Eden Hospital at King County staff to patient ratios 
. 

Table 23 
Eden Hospital at King County Staff / Patient Ratio 

 
Type of Staff Eden Hospital at 

King County 
 Staff / Patient Ratio 

Skilled Nursing (RN & LPN) 1:10 
Physical Therapist Contract only 
Occupational Therapist Contract only 
Medical Social Worker 1.30 
Speech Therapist Contract only 
Home Health / Hospice Aide 1:10 
Chaplain 1:40 

 

Provide a detailed explanation of why the staffing for the agency is adequate for the 
number of patients and visits projected. 

 
Eden evaluated applications that had been approved in the 2018 and 2019 cycles in preparing 
staffing ratios. Table 24 provides comparative data based on a review of staffing tables and 
assumptions in the certificate of need applications that were evaluated 
 

 
 
 
 



 

 

 
 

Table 24  
Comparative Staff : Patient Ratios on Recently Approved Hospice Agencies 

 
Type of Staff Olympic Medical 

Center 2019 CoN 
Providence 2018 

CoN 
Envision 2019 

Snohomish 
Inspiring 2019 

Snohomish 
 Staff / Patient 

Ratio 
Staff / Patient 

Ratio 
Staff / Patient 

Ratio 
Staff / Patient 

Ratio 

Skilled Nursing (RN & LPN) 1: 10 1:11 1:10 1:8 
Physical Therapist Contract only Contract only Contract only Contract only 
Occupational Therapist Contract only Contract only Contract only Contract only 
Medical Social Worker 1:35 1:25 1:35 1:03 
Speech Therapist Contract only Contract only Contract only Contract only 
Home Health / Hospice Aide 1:10 1:15 1:10 1:8 
Chaplain Contract per Visit 1:50 1:37 1:30 

 
 
4. Provide the name and professional license number of the current or proposed medical 

director. If not already disclosed under 210(1) identify if the medical director is an 
employee or under contract. 
 

The medical director for the proposed hospice is Gilson R. Girotto, DO, license 
#OP00002078, NPI 1083690333. The medical director will be under contract. 

 
 

5. If the medical director is/will be an employee rather than under contract, provide the 
medical director’s job description. 

 
While Dr. Girotto will be under contract, the position description is included in Appendix 10. 

 
 

6. Identify key staff by name and professional license number, if known. (nurse manager, 
clinical director, etc.) 
 

Administrator and Director of Nursing:  Lisa Belal, RN.  License #RN60815128. 
 

 
7. For existing agencies, provide names and professional license numbers for current 

credentialed staff. 
 
Not applicable. 

  



 

 

 
8. Describe your methods for staff recruitment and retention. If any barriers to staff 

recruitment exist in the planning area, provide a detailed description of your plan to 
staff this project. 

 
Hospice services have been proven to reduce the demand for inpatient hospital services and the 
nursing and other ancillary staff needed to support hospital inpatients. As a result, hospice in 
general reduces the demand for hospital-based nursing staff by reducing hospital length of stay 
and reducing readmissions to acute care hospitals. 

 
As a large multi-state organization, EmpRes and Eden have employees, visibility, and contacts 
across numerous job markets. Specific to King County, EmpRes currently operates both a home 
health agency and a skilled nursing facility in King County so it has local knowledge and 
established relationships within King County for recruiting staff. 

 
Eden Hospital at King County is an employee owned agency. This is an added recruitment 
advantage in several important aspects of staffing, recruitment and retention: 

 
• EmpRes maintains a recruitment office to systematically recruit for employees (see Appendix 

18). 
• Staff mobility within and between labor markets supports recruitment and enhances overall 

retention efforts for employees stay in the EmpRes and Eden organizations (see Appendix 18). 
 

• As an employee-owned organization, EmpRes and Eden experience lower turn-over rates than 
many other health care providers. 

 
• Co-location of Eden Hospice with EmpRes Home Health King County, LLC will reduce the 

need for new employees particularly in the start-up years. 
 

• The EmpRes commitment to Employees/Residents reflected in the company name is also 
reflected in management efforts to prioritize employees and residents as core to any success 
again reducing turnover and making EmpRes an attractive employer. 

 
• EmpRes maintains an Employee Referral bonus program (see Appendix 18). 

 
9. Identify your intended hours of operation and explain how patients will have access to 

services outside the intended hours of operation. 
 

The intended hours of operation will be from 8:00 a.m.-5:00 p.m. daily for regular office hours, 
with 24/7 access to nursing, including nursing visits. 

 
10. For existing agencies, clarify whether the applicant currently has a method for assessing 

customer satisfaction and quality improvement for the hospice agency. 
 

While this is a new hospice agency, Eden does have a methodology for assessing customer 
satisfaction and quality improvement.  Please see Appendix 19 for the Eden Hospital at King 
County Quality Assurance Performance Improvement (QAPI) Policy and Plan. Strategic 
Healthcare Partners conducts the CHAP Community Health Assessment plan.  The primary goals 
of the organizational Quality Assurance Performance Improvement (QAPI) Plan are to 
continually and systematically plan, design, measure, assess, and improve performance of 
organization-wide key functions and processes relative to patient care, treatment, and services.  



 

 

 

Element 1. D. vii. Addresses the methods for assessing customer satisfaction and quality 
improvement. 

 
CAHPS and Quality Results 

2. To achieve this goal, the plan strives to: 
a. Incorporate quality planning throughout the organization. 
b. Collect data to monitor performance. 
c. Provide a systematic mechanism for the organization’s appropriate 

individuals, departments, and professions to function collaboratively in their 
Quality Assurance Performance Improvement (QAPI) efforts providing 
feedback and learning throughout the Agency. 

d. Provide for an organization-wide program that assures the Agency designs processes 
(with special emphasis on design of new or revisions in established services) well and 
systematically measures, assesses, and improves its performance to achieve optimal 
patient health outcomes in a collaborative, cross-departmental, interdisciplinary 
approach. These processes include mechanisms to assess the needs and expectations 
of patients and their families, staff, and others. Process design contains the following 
focus elements: 

i. Consistency with the organization’s mission, vision, values, goals, and 
objectives and plans. 

ii. Meets the needs of individuals served, staff, and others. 
iii. Fosters the safety of patients and the quality of care, treatment, and services. 
iv. Supports a culture of safety and quality. 
v. Use of clinically sound and current data sources (e.g. use of practice/clinical 

guidelines, information from relevant literature and clinical standards). 
vi. Is based upon best practices as evidenced by accrediting bodies. 
vii. Incorporates available information from internal sources and other 

organizations about the occurrence of medical errors and sentinel events to 
reduce the risk of similar events in this organization. 

viii. Utilizes reports generated from OASIS data, including the following 
OASIS reports: 

• Outcome-Based Quality Monitoring (OBQM) Potentially 
Avoidable Events Report and Patient Listing. 

• Outcome-Based Quality Improvement (OBQI) Outcome Report. 
• Error Summary Report. 
• Utilizes the results of Quality Assurance Performance 

Improvement (QAPI), patient safety and risk reduction activities. 
• Management of change and Quality Assurance Performance 

Improvement (QAPI) supports both safety and quality through 
the Agency. 

 
 

11. For existing agencies, provide a listing of ancillary and support service vendors already 
in place. 

 
Not Applicable 

  



 

 

 
12. Identify whether any of the existing ancillary or support agreements are expected to 

change as a result of this project. 
 
Not Applicable 
 

13. For new agencies, provide a listing of ancillary and support services that will be 
established. 

 
EmpRes has been a King County healthcare provider for 23 years. Its Whatcom County home-
health agency commenced in 2014, and its Whatcom homecare agency in 2016 and skilled nursing 
facilities in King County were established in 1997 and provide ancillary and support services. The 
existing ancillary and support services include but are not limited to the following: 

 
• Hospital: Eden Hospice will establish agreements with Evergreen Hospice Center to 

make available inpatient services and local hospitals. 
• Respite Care: Eden Hospice will work with Evergreen at Kirkland, LLC for hospice center 

services and with its SNFs in King County. 
• Long Term Care facilities: Eden Hospice will work with EmpRes SNFs  located in King 

County – Canterbury House, Seattle Medical and Rehabilitation Center and Enumclaw 
Health and Rehabilitation 

• Pharmacy Benefit Manager: EmpRes has an agreement with Enclara Pharmacia 
• Home Medical Equipment and Specialty Pharmacy Services: Bellevue Healthcare II., Inc. 
• Occupational Therapy, Physical Therapy, and Speech Therapy: EmpRes Home Health 

agency currently have these resources in place through its home health agency and SNFs 
within King County. 

• Oncology Cancer Center: Eden Hospice will develop working relationships with cancer 
programs in King County. 

• Primary Care Clinics: Eden Hospice will focus on developing working relationships with 
federally qualified health care clinics such as Sea Mar, Healthpoint, International Community 
Health Services and County Doctor Clinics and  as part of its outreach to dual eligibility 
Medicare beneficiaries.  It will also use its regular outreach activities with primary care clinics 
throughout Seattle and the rest of King County, initially relying on relationships developed 
with physicians in its home health and SNF operations. 
 

The relationships demonstrate that Eden Hospital at King County has the capabilities to meet 
the service demands for the project. Once the project is approved, Eden Hospice will work to 
make any necessary adjustments or amendments to the agreements in order to provide the full 
spectrum of hospice services in King County. 

 
14. For existing agencies, provide a listing of healthcare facilities with which the hospice 

agency has working relationships. 
 

Not Applicable. 
 

15. Clarify whether any of the existing working relationships would change as a result of this 
project. 

 
Eden Hospice at King  County , LLC would not expect existing working relationships to change as a 
result of this project. 
 



 

 

 
16. For a new agency, provide a listing of healthcare facilities with which the hospice agency 

would establish working relationships. 
 

EmpRes through its newly approved King County home health agency and its local SNFs has 
already developed relationships with area healthcare facilities.  As noted in the response to question 
16, Eden will work with EmpRes skilled nursing facilities as well as area hospitals including 
Evergreen Medical Center and Evergreen Hospice Center. 

 
17. Identify whether any facility or practitioner associated with this application has a history 

of the actions listed below. If so, provide evidence that the proposed or existing facility 
can and will be operated in a manner that ensures safe and adequate care to the public 
and conforms to applicable federal and state requirements. WAC 246-310-230(3) and (5) 
a. A criminal conviction which is reasonably related to the applicant's competency to exercise 

responsibility for the ownership or operation of a hospice care agency; or 
b. A revocation of a license to operate a health care facility; or 
c. A revocation of a license to practice a health profession; or 
d. Decertification as a provider of services in the Medicare or Medicaid program because of 

failure to comply with applicable federal conditions of participation. 
 

There are no such convictions or denial or revocation of licenses, so this question is not applicable. 
 

18. Provide a discussion explaining how the proposed project will promote continuity in the 
provision of health care services in the planning area, and not result in an unwarranted 
fragmentation of services. WAC 246-310-230 

 
As an established provider in the community, Eden Hospice has identified critical disparity 
barriers and has developed a targeted outreach strategy to work with federally qualified health 
centers, lead agencies in the DSHS health come project, community agencies focused on serving 
Veterans, Hispanic communities and the LGBQT population and with  local hospital, physicians, 
skilled nursing facilities and other providers.  Eden Hospital at King County will co-locate with 
Eden Home Health of King County and will jointly work with that agency in outreach and 
planning efforts to ensure continuity of care, while avoiding fragmentation of care. Eden Hospice 
will leverage EmpRes/Eden’s existing community relationships, within King County and add 
respite options and other relationships necessary to support the hospice patient and family 
members throughout the course of care and during the period of bereavement following death of 
the patient. 

 
 

19. Provide a discussion explaining how the proposed project will have an appropriate 
relationship to the service area's existing health care system as required in WAC 246-
310-230. 

 
This standard asks for assurance that the staffing plan is consistent with requirements and 
community standards.  Eden provided this assurance as noted in Table and Table regarding 
staffing.  This standard expects that sufficient ancillary services and support services will be 
provided.  Our affirmative response is included in response to question 14 in this section and 
is based on 23 years of King County experience.  Finally, Eden provided a summary of its 
approach to continuity of care in its response to question 19 in this section.  Eden also notes 
that its assessment of Need provides thorough documentation of its understanding of how 
disparity affects the public health of  King County. 

 

https://apps.leg.wa.gov/wac/default.aspx?cite=246-310-230
http://apps.leg.wa.gov/wac/default.aspx?cite=246-310-230
http://apps.leg.wa.gov/wac/default.aspx?cite=246-310-230
http://apps.leg.wa.gov/wac/default.aspx?cite=246-310-230
http://apps.leg.wa.gov/wac/default.aspx?cite=246-310-230


 

 

 
20. The department will complete a quality of care analysis using publicly available information 

from CMS. If any facilities or agencies owned or operated by the applicant reflect a pattern of 
condition-level findings, provide applicable plans of correction identifying the facility’s 
current compliance status. 

 
There has been no history of condition-level findings related to information provided as requested 
by the Program.  The Program has previously requested copies of surveys and accreditation reports 
on Eden Home Health and Eden Hospice agencies.  The new information requirements do not 
request submission of these forms.  They are available upon request. 

 
21. If information provided in response to the question above shows a history of condition-level 

findings, provide clear, cogent and convincing evidence that the applicant can and will operate 
the proposed project in a manner that ensures safe and adequate care, and conforms to 
applicable federal and state requirements. 

 
There has been no history of condition-level findings related to information provided as requested 
by the Program. 
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D. Cost Containment (WAC 246-310-240) 
 

1. Identify all alternatives considered prior to submitting this project. At a minimum include a 
brief discussion of this project versus no project. 

 
• Decision making criteria (cost limits, availability, quality of care, legal restriction, 

etc.): 
• Advantages and disadvantages, and whether the sum of either the advantages 

or the disadvantages outweigh each other by application of the decision-making 
criteria; 

• Capital costs; 
• Staffing impact 

 
Eden Hospice at King County, LLC is requesting CN approval to operate a Medicare certified and 
Medicaid eligible hospice agency in King County. The hospice agency will be co-located with the 
EmpRes Home Health of King County, LLC agency. 

 
As a certificate of need rules requirement, Eden Hospice evaluated the following alternatives: (1) 
status quo: “do nothing or postpone action,” (2) develop the proposed project, co-located with an 
existing Eden Home Health or EmpRes SNF and (3) Establish a new, single-purpose hospice 
agency location. 

 
The three alternatives were evaluated using the following decision criteria: (1) access to hospice 
services; (2) health outcomes, (3) quality of care; (4)health care cost control for patients and for 
payers (5) operating efficiency; and (5) Impact on the existing hospice agency. Each alternative 
identifies advantages and disadvantages. Based on the above decision criteria and the analyses of 
each criteria covered in Tables 25 - 30, the requested project — seek CN approval to operate a 
Medicare certified and Medicaid eligible, hospice that is co-located with an existing Eden home 
health agency — is the best option. 
 

2. Provide a comparison of the project with alternatives rejected by the applicant. Include the 
rationale for considering this project to be superior to the rejected alternatives. Factors to 
consider can include, but are not limited to: patient access to healthcare services, capital cost, 
legal restrictions, staffing impacts, quality of care, and cost or operation efficiency. 

 
 
 
 
 



 

 

 
 
 

Table 25 
Alternative Analysis: Access to Hospice Services 

 
Advantages/Disadvantages 

The Unmet Need in the 2020 methodology identified a 2022 unmet need of a 105 patient 
ADC requiring three new hospices that meet all of the other provisions of the four criteria if 
there is a population that is not receiving hospice services. 
An analysis of seven hospice capacity related metrics, documents that the King Hospice is 
unable to provide sufficient capacity that are barriers to access and can lead to increased 
healthcare costs for patients and payers. 

1) Status Quo: Do 
nothing or postpone 
action 

There is no advantage to maintaining the status quo in terms of 
improving access. In 2020, the State methodology yielded a 105 ADC  
2022 unmet need that that identified a Need for three additional 
hospices.  No hospice was approved within King County. 

2) Requested Project: 
CN approval – to 
operate a hospice 
agency co-located 
with the Eden King 
County home health 
agency 

The requested project reduces current and future access barriers identified 
in  King County. It adds choice as well as taking new steps to reach low-
income Medicaid eligible residents and  low income Medicare dual 
eligible beneficiaries by reaching out through federally qualified health 
centers.  Overall King County access in terms of admits per 1,000 
Medicare deaths is 7% below the national rate, while the dual-eligible 
(low income) rate in King County is 14% lower than the non-dual King 
County admission rate (Table 21).  In addition, there are disparity rates 
due to language barriers among the Hispanic population (Exhibit 1) and 
high unmet medical need in the Hispanic population (28%) and the Black 
population (21%)  (Exhibit 3).  Eden addresses disparity in utilization due 
to language barriers and will take special steps in outreach recruitment 
and supporting materials for the Hispanic community to improve access. 

3) Develop an 
independent location 
to operate a  separate 
King County hospice 
operation 

In regard to access, Eden’s goal is to reach out to community members 
where they live and where they seek medical care.  Co-locating  with a 
King County home health agency maximizes the outreach resources that 
can be employed, improves continuity of care between home health, 
hospice and SNF care and reduces financial overhead.   As volume 
increases for both hospice and home health services, the economies of 
scale diminish in importance and allow the administrative teams to move 
closer to residents throughout King County. 

 
Conclusion: The status quo is clearly not advantageous for the community from an access 
standpoint since the new home health and hospice agencies reach out to patients where they 
live and receive healthcare  in the community and there is a methodology-based need for 
three hospices and seven metrics showing that capacity limits access to hospice services in 
King County 

 



 

 

 
Table 26 

Alternative Analysis: Improved Health Outcome Hospice 
 

Advantages/Disadvantages 

The literature points to an ideal ALOS of 6 months. Studies cited in this application document 
that patients with terminal diagnoses with a longer progression of illness (the ALOS is 88 days 
but the median ALOS is 18 days), live longer with reduced hospitalizations and use of the 
emergency room if they are enrolled in hospice. Nationally, ALOS is approximately 90 days 
while the median ALOS in King County hospices is only71 days indicating a need for more 
capacity.  Referenced research studies show that patient families routinely respond that they 
wished that they had accessed hospice services earlier in the course of the patient’s terminal 
illness (Appendix 26). 
1) Status Quo: Do 
nothing or postpone 
action 

There is no advantage to maintaining the status quo in terms of 
improving health outcomes.  As noted in the application, there is 
substantial disparity in access for low-income Medicaid eligible 
residents and low income, dual-eligible Medicare beneficiaries.  The 
CHNA study for Washington identified high rates of unmet medical 
need particularly among Black and Hispanic residents with unmet need 
of 21% and 28% respectively (Exhibit 3).  Our project aims to address 
this disparity. 

2) Requested Project: 
CN approval – to 
operate a hospice 
agency co-located 
with the Eden King 
County home health 
agency 

The requested project reduces current and future access barriers identified 
in the King County Planning Area. While initially our ALOS will be 
lower – 60.2 and 61.2 days as we reach out to new populations that have 
a more limited knowledge of hospice as well as a case mix that will 
initially include lower ALOS patients. ALOS should increase above the 
current 70-day ALOS because delays in enrollment will be sharply 
reduced. Eden will open new outreach channels for patients to enroll in 
hospice. A greater percentage of the hospice eligible population enrolling 
in hospice and longer ALOS will extend the lives of dying patients as 
well as reduce their discomfort. 

3) Develop an 
independent 
location to operate 
a King County 
hospice operation 

Co-location will allow our outreach team in both hospice and home 
health services to focus on the federally qualified health centers that 
specialize in serving low income and ethnic minority populations.  
This focus will have the highest impact on improving outcomes within 
the hospice program and reducing healthcare costs. 

 
Conclusion: The status quo is clearly not advantageous for the community from a health 
outcome standpoint given the disparity metrics around lower than expected admits in using 
hospice services.  In regard to establishing an independent hospice location, this can be 
carried out when volume for home health and hospice services demonstrates the advantage of 
multiple locations over a central King County location. 



 

 

 
Table 27  

Alternative Analysis: Quality of Care 
 

Advantages/Disadvantages 

The literature points to an ideal ALOS of 6 months. Studies cited in this application document 
that patients with terminal diagnoses with a longer progression of illness (the ALOS is 88 days 
but the median ALOS is 18 days), live longer with reduced hospitalizations and use of the 
emergency room if they are enrolled in hospice.  Median ALOS in King County is 
approximately 71 days versus a national ALOS of 90 days. In addition to technical metrics, 
the care experience is also a quality metric. When patients and families are queried about the 
care experience, they often attribute quality of care issues as an issue of “not being on hospice 
long enough.” (Appendix 26)  The literature on this point seems to be that dissatisfaction with 
hospice services is more related to elements of care rather than length of stay.18   
1) Status Quo: Do 
nothing or postpone 
action 

There is no advantage to maintaining the status quo in terms of 
improving existing ALOS of about  agencies and the trend of reduced 
care minutes per patient for the King Hospice are the kind of metrics that 
can detract from the patient and family care experience. As noted earlier, 
these metrics seem to be related to capacity constraints for the King 
Hospice. 

2) Requested Project: 
CN approval – to 
operate a hospice 
agency co-located 
with the Eden King 
County home health 
agency 

The requested project should increase ALOS and should reduce delays in 
enrollment. These two factors alone should improve the care experience 
for the patient and family. Ideally minutes of hospice care per day will 
also increase to national average rates. 

3) Develop an 
independent 
location to operate 
a  separate King 
County hospice 
operation 

As volume in Eden home health and hospice services increases, 
economies of scale for one single office location are reduced and 
advantages of geographic closeness to the at-risk population increase.  A 
South King County colocation with an additional site could improve 
outreach to Pierce County for example, and also reduce delays in 
enrollment and support more timely provision of care services in the rural 
area. This organizational form could be implemented at any time if it was 
advantageous but only after a CoN was fully implemented. 

 
Conclusion: The status quo is clearly not advantageous for the community from health 
quality of care standpoint given the metrics around delays in enrollment in hospice both 
from hospital and home health transfers. In regard to a separate location for the Eden 
Hospital at King County,  it could be implemented at any time when there was a need for 
expanded space.  

 
18 Joan M. Teno, MD et al. Timing of Referral to Hospice and Quality of Care: Length of Stay and 
Bereaved Family Members’ Perceptions of the Timing of Hospice Referral, Journal of Pain and Symptom 
Management Aug. 2007 pp 120, 123 



 

 

 
 
 

Table 28 
Alternative Analysis: Healthcare Cost Control – Patient and Payer 

 
The literature points to an ideal ALOS of 6 months. Studies cited in this application document 
that patients with terminal diagnoses with a longer progression of illness (the ALOS is 88 days 
but the median ALOS is 18 days), live longer with reduced hospitalizations and use of the 
emergency room if they are enrolled in hospice. A Providence Hospice financial analysis in the 
approved CN 19-44 calculated a potential statewide savings of $99 million or $3,945 per 
patient if all hospice eligible patients received 35 days of hospice care in short if admits and 
ALOS increased.19  Table 14, estimated that expenditures for King County hospice patients 
during the last 30 days of their lives would be  $4,556 per patient lower when compared to 
national hospice data.  A melanoma study found that patients who received 4 or more hospice 
days had average costs of $14,594, compared to the groups who received one to three days of 
care, or no hospice care at all ($22,647 and $28,923 respectively).20   
1) Status Quo: Do 
nothing or postpone 
action 

There is no advantage to maintaining the status quo in terms of reducing 
patient or payer healthcare costs. In 2020, the State methodology 
yielded a 2022 unmet need of 105 ADC.  Previous sections have 
addressed the 71-day ALOS versus the national 90-day ALOS as well 
as admission disparity rates. 

2) Requested Project: 
CN approval – to 
operate a hospice 
agency co-located 
with the Eden King 
County home health 
agency 

The requested project increases admits and ALOS should increase 
because delays in enrollment will be sharply reduced and Eden will open 
new outreach channels for patients to enroll in hospice. A higher 
percentage of hospice-eligible patients enrolling in hospice along with a 
longer ALOS for hospice care will reduce healthcare costs for both 
patients and payers.  This approach also defers an approximate $40,000 
capital expenditure and higher lease costs and administrative costs. 

3) Develop an 
independent 
location to operate 
a King County 
hospice operation 

If a co-location facilitated outreach and more admits in South King 
County and facilitated earlier enrollment as well as the percentage of 
enrolled hospice-eligible patients then a colocation e could be 
considered. Given the cost reductions associated with setting up a new 
hospice for Eden, operating costs are not a major driver. This 
organizational form could be implemented at any time if it was 
advantageous. 

 
Conclusion: The status quo is clearly not advantageous for the community from health 
quality of care standpoint given the metrics around delays in enrollment in hospice both 
from hospital and home health transfers. Regarding a separate location for the Eden Hospital 
at King County, it could be implemented at any time when there was a need for expanded 
space. 

 
19 Op cit. See footnote 10 for details and narrative on page 25. 
20 Op cit. See footnote 3 for details and narrative on page 9. 



 

 

 
 
 

Table 29 
Alternative Analysis: Operating Efficiencies 

 
Advantages/Disadvantages 

There are distinct advantages to having Eden Hospice co-locate with EmpRes Home Health of 
King County; there will be no additional capital expenditure and utilities costs can be 
allocated to two programs rather than one program’ Given that the Eden agency will be co-
located with a 2-county home health agency, there will be economies of scale. In addition, the 
expense of developing multiple ancillary contracts can be avoided. Finally, co-locating should 
improve enrollment of hospice-eligible home health patients into hospice should be facilitated 
(easier and reduced wait times). 

1) Status Quo: Do 
nothing or postpone 
action 

There is no advantage to maintaining the status quo in terms of 
operating efficiencies. In fact, Eden Hospice breakeven costs should be 
reduced with no capital expenditure and with a reduction in utilities and 
rent. 

2) Requested Project: 
CN approval – to 
operate a hospice 
agency co-located 
with the Eden King 
County home health 
agency 

 
Eden Hospice breakeven costs should be reduced with no 
capital expenditure and with a reduction in utilities and rent 
and any capital expenditure (e.g., $40,000).  As a result, 
Eden can concentrate on outreach to low-income Medicaid-
eligible residents and low income, dual-eligible Medicare 
beneficiaries. 

3) Develop an 
independent 
location to operate 
a King County 
hospice operation 

There are more limited operating efficiencies related to an independent 
location in South King County for  an Eden Hospice.  The principal 
benefit would be potentially shortened response time for patient care. 
However, most of the staff are field-based rather than office-based, so 
operating efficiencies are generally more limited.  Given the cost 
reductions associated with setting up a new hospice for Eden, operating 
costs are not a major driver. This organizational form could be 
implemented at any time if increases in volume made the approach 
advantageous. 

 
Conclusion: The status quo is clearly not advantageous for the community from health 
quality of care standpoint given the metrics around delays in enrollment in hospice both 
from hospital and home health transfers. In regard to a separate location for the Eden 
Hospital at King County,  it could be implemented at any time when there was a need for 
expanded space. 



 

 

 
 

 
Table 30 

 Alternative Analysis: Impact on King County Hospices 
 

Advantages/Disadvantages 

As noted in this application, King Hospice is under capacity stress, a current need for three new 
hospices; resulting in shorter lengths of stay and limited outreach as shown by admissions. 
Eden being co-located with a one or two- county home health agency can operate with great 
economies of scale without large patient volumes that could affect new King County hospices 
and additional staffing is minimized due to the economies of scale. This addition of capacity 
should reduce future capacity stress for King County hospices while not reducing current 
volumes. This will give King Hospice an opportunity to catch up with their current volume of 
patients. 
1) Status Quo: Do 
nothing or postpone 
action 

The status quo shows the King Hospice is under capacity stress. In 
addition to a State methodology projected need for three hospices in 
2022, an analysis of seven hospice capacity related metrics, documents 
that King County hospices are unable to provide sufficient capacity 
resulting in documented  barriers to access discussed in Table 25 and 
that lead to increased healthcare costs for patients and payers discussed 
in Table 28. 

2) Requested Project: 
CN approval – to 
operate a hospice 
agency 

 
Addition of the Eden Hospice will not reduce the capacity of 
the King County hospices. Most Eden Hospice patients will 
be generated by new outreach channels and simply by choice 
– choice that is afforded residents in other metropolitan areas. 
In addition, delays in enrollment from hospitals and home 
health agencies will be reduced or eliminated increasing 
ALOS.   Eden will also concentrate on outreach to low-
income Medicaid-eligible residents as well as low income, 
dual-eligible Medicare beneficiaries and the Hispanic 
community. 

3) Develop an 
independent 
location to operate 
a King County 
hospice operation 

There are more limited operating efficiencies related to an independent 
location in South King County for  an Eden Hospice.  The principal 
benefit would be potentially shortened response time for patient care. 
However, most of the staff are field-based rather than office-based, so 
operating efficiencies are generally more limited.  Given the cost 
reductions associated with setting up a new hospice for Eden, operating 
costs are not a major driver. This organizational form could be 
implemented at any time if increases in volume made the approach 
advantageous. 

 
Conclusion: The status quo is clearly not advantageous for the community from health 
quality of care standpoint given the metrics around delays in enrollment in hospice both from 
hospital and home health transfers. In regard to a separate location for the Eden Hospital at 
King County,  it could be implemented at any time when there was a need for expanded 
space. 

 

 
 



 

 

 
3.   If the project involves construction, provide information that supports conformance with 

WAC 246-310-240(2): 
The costs, scope, and methods of construction and energy conservation are reasonable; and 
The project will not have an unreasonable impact on the costs and charges to the public of 
providing health services by other persons. 

 
Not applicable. 
 

4.   Identify any aspects of the project that will involve appropriate improvements or innovations 
in the financing and delivery of health services which foster cost containment and which 
promote quality assurance and cost effectiveness. 

 

Hospice promotes efficiency as it shifts care from expensive hospital settings to lower cost, 
home-based settings. For patients who choose hospice, they forgo more expensive curative 
treatments and seek the best possible care experience focused on personalized goals, pain 
and symptom alleviation, and comfort through end of life. The analysis prepared by 
Providence in its approved CoN that was based on Medicare claims data, demonstrated the 
cost-effectiveness of hospice care and estimated savings of over $99 million across 
Washington State if all Medicare beneficiaries who died in 2017 without hospice instead 
benefited from five weeks of hospice.21    

 
This is backed up by Table 12 and Table 13.  Table 12 shows that the admission rate for dual 
eligible Medicare patients receiving hospice services is 14% lower than the non-dual rate in 
King County.  Dual eligible beneficiaries make up about 20% of the Medicare population yet 
generate three times the cost per beneficiary compared to non-dual beneficiaries.  With 
outreach to dual-eligible Medicare beneficiaries, substantial health care costs can be reduced 
for both the Medicare and Medicaid programs as shown in Table 13.  The tragic part of this 
lower utilization of hospice services is that patients managed in programs such as the health 
home project for fragile, acute care dual-eligible patients and hospice care for dual-eligible 
patients and their families demonstrate a very high rate of satisfaction in these supportive 
services.   The evidence presented in this application documents that health care costs related 
to emergency room visits and hospital admissions can be reduced by providing palliative and 
supportive  care in the hospice setting. 

  
The Eden Hospice project will co-locate with the EmpRes home health agency. This co-
location approach will not only eliminate capital costs and reduce operating overhead, but it 
will improve continuity of care and facilitate rapid enrollment of hospice and skilled nursing 
facility patients based on existing referral relationships established by EmpRes home health. 
In addition, Eden Home Health will reach out to ten special population cohorts to increase 
hospice awareness and enrollment (see pages 43 - 45).  In addition, Eden will collaborate 
with King County hospices in the provision of Pediatric services. 

 
 
 
 
 
 
 
 



EDEN AT KING COUNTY HOSPICE LLC 
CERTIFICATE OF NEED APPLICATION 

 
 
 
 
 

APPENDIX 2 
LETTER OF INTENT 



LOI20-11EHHK
ex: Dec 31, 2020

APPENDIX 2 
LETTER OF INTENT 

TXL2303
Received



EDEN AT KING COUNTY HOSPICE LLC 
CERTIFICATE OF NEED APPLICATION 

 
 
 
 
 

APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT 

& OPERATING AGREEMENT  
&  

SOA EDEN HPS  
 

 



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



APPENDIX 3 
BUSINESS ASSOCIATE, MANAGEMENT, & OPERATING AGREEMENT, & SOA EDEN HPS



EDEN AT KING COUNTY HOSPICE LLC 
CERTIFICATE OF NEED APPLICATION 

 
 
 
 
 

APPENDIX 4  
ORGANIZATIONAL STRUCTURE OF 

EMPRES 
 



EmpRes Home and 
Hospice, LLC
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Inc. Employee Stock 

Ownership Trust
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Inc. 
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Eden Hospice at King 
County, LLC dba 

Eden Hospice

EmpRes Healthcare Management, LLC – Manager
Officers:

Brent Weil - CEO and Manager
Michael J. Miller – CFO and Assistant Manager

EmpRes 
Hospice, LLC

100% Interest

EmpRes Financial Services, LLC – Manager
Officers:

Michael J. Miller - CFO and Manager
Brent Weil - Assistant Manager

100% Interest

100% Interest

Statutory 
Manager

Statutory 
Manager

Statutory 
Manager
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at the end of this report for details 
on the data sources used within this 
publication.

Section 1: Introduction
z   About this report 
z   What is hospice care? 
z   How is hospice care delivered? 
z   What services are provided? 
z   Location of Care 
z   Levels of Care 
z   Volunteer Services 
z   Bereavement Services  

Section 2: Who Receives  
Hospice Care 
z    How many Medicare beneficiaries 

received care? 
z    What proportion of Medicare  

decedents were served by hospice?
z    What % of hospice patients were 

enrolled in Medicare Advantage? 
z    What are the characteristics of 

Medicare beneficiaries who received 
hospice care? 

   •  Gender 
   •  Age 
   •  Race 
   •  Principal Diagnosis 

Section 3: How Much Care  
was Received 
z   Length of Service 
z   Days of Care 
z   Deaths 
z   Discharges 
z   Level of Care 
z   Location of Care 

Section 4: How Does Medicare  
Pay for Hospice 
z   Spending per Patient 
z   Spending by Days of Care 
z   Spending by Diagnosis 
z   Spending by Level of Care 

Section 5: Who Provides Care 
z    How many hospices were in  

operation in 2017 
z   Provider Size 
z   Tax Status 
z   Patient Volume 
z   Admissions 
z   Deaths 

Reference: Data Sources

APPENDIX 7 
NHPCO 2018 FACTS & FIGURES



Facts and Figures  |  2018 EDITION   rganization

Introduction 

About this Report 
NHPCO Facts and Figures: Hospice Care in America provides an 

annual overview of hospice care delivery.  This overview provides 

specific information on: 

z   Hospice patient characteristics  

z   Location and level of care 

z   Medicare hospice spending 

z   Hospice provider characteristics  

z   Volunteer and bereavement services 

Currently, most hospice patients have their costs covered by Medicare, 

through the Medicare Hospice Benefit.  The findings in this report re-

flect only those patients who received care through 2017, provided by the 

Medicare Hospice Benefit by the hospices certified by the Centers for 

Medicare and Medicaid Services (CMS) to care for them.  

What is hospice care? 
Considered the model for quality compassionate care for people facing a 

life-limiting illness, hospice provides expert medical care, pain management, 

and emotional and spiritual support expressly tailored to the patient’s 

needs and wishes.  Support is provided to the patient’s family as well. 

Hospice focuses on caring, not curing.  In most cases, care is provided in 

the patient’s home but may also be provided in freestanding hospice 

facilities, hospitals, and nursing homes and other long-term care facilities.  

Hospice services are available to patients with any terminal illness or of 

any age, religion, or race. 
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Introduction (continued) 
How is hospice care delivered? 

Typically, a family member serves as the primary caregiver and, when appropriate, helps 

make decisions for the terminally ill individual. Members of the hospice staff make regular 

visits to assess the patient and provide additional care or other services.  Hospice staff is 

on-call 24 hours a day, seven days a week. 

The hospice team develops a care plan that meets each patient’s individual needs for pain 

management and symptom control.  This interdisciplinary team, as illustrated in Figure 1, 

usually consists of the patient’s personal physician, hospice physician or medical director, 

nurses, hospice aides, social workers, bereavement counselors, clergy or other spiritual 

counselors, trained volunteers, and speech, physical, and occupational therapists, if needed. 

What services are provided?  
The interdisciplinary hospice team: 

z   Manages the patient’s pain and other symptoms; 

z   Assists the patient and family members with the emotional, psychosocial, and spiritual aspects of dying; 

z   Provides medications and medical equipment; 

z   Instructs the family on how to care for the patient; 

z   Provides grief support and counseling;  

z   Makes short-term inpatient care available when pain or symptoms become too difficult to manage at home, 

     or the caregiver needs respite time; 

z   Delivers special services like speech and physical therapy when needed; 

z   Provides grief support and counseling to surviving family and friends. 

Location of Care 

The majority of hospice care is provided in the place the patient calls home.  In addition to private residences, this includes 

nursing homes and residential facilities.  Hospice care may also be provided in freestanding hospice facilities and hospitals 

(see Levels of Care).

&
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Introduction (continued)  
Levels of Care  
Hospice patients may require differing intensities of care during the course of their disease.  

While hospice patients may be admitted at any level of care, changes in their status may require 

a change in their level of care.  

The Medicare Hospice Benefit affords patients four levels of care to meet their clinical needs: 

Routine Home Care, General Inpatient Care, Continuous Home Care, and Inpatient Respite Care.  

Payment for each covers all aspects of the patient’s care related to the terminal illness, including 

all services delivered by the interdisciplinary team, medication, medical equipment and supplies.  

z    Routine Hospice Care (RHC) is the most common level of hospice care. With this type of care, 

an individual has elected to receive hospice care at their residence.  

z    Continuous Home Care (CHC) is care provided for between 8 and 24 hours a day to manage 

pain and other acute medical symptoms.  CHC services must be predominately nursing 

care, supplemented with caregiver and hospice aide services and are intended to maintain the 

terminally ill patient at home during a pain or symptom crisis.  

z    Inpatient Respite Care (IRC) is available to provide temporary relief to the patient’s primary 

caregiver.  Respite care can be provided in a hospital, hospice facility, or a long-term care facility 

that has sufficient 24 hour nursing personnel present.  

z    General Inpatient Care (GIP) is provided for pain control or other acute symptom management 

that cannot feasibly be provided in any other setting. GIP begins when other efforts to manage 

symptoms are not sufficient. GIP can be provided in a Medicare certified hospital, hospice 

inpatient facility, or nursing facility that has a registered nursing available 24 hours a day to 

provide direct patient care.   
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Introduction (continued)  
Volunteer Services 
The U.S. hospice movement was founded by volunteers and continues 

to play an important and valuable role in hospice care and operations. 

Moreover, hospice is unique in that it is the only provider with Medicare 

Conditions of Participation (CoPs) requiring volunteers to provide at 

least 5% of total patient care hours. 

Hospice volunteers provide service in three general areas: 

z    Spending time with patients and families (“direct support”) 

z    Providing clerical and other services that support patient care and 

clinical services (“clinical support”) 

z    Engaging in a variety of activities such as fundraising, outreach and 

education, and serving on a board of directors (general support). 

Bereavement Services 

Counseling or grief support for the patient and loved ones is an essential 

part of hospice care. After the patient’s death, bereavement support 

is offered to families for at least one year.  These services can take a 

variety of forms, including telephone calls, visits, written materials about 

grieving, and support groups. Individual counseling may be offered by the 

hospice or the hospice may make a referral to a community resource. 

Some hospices also provide bereavement services to the community at 

large. 
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Who Receives Hospice Care  

How many Medicare beneficiaries received hospice care in 2017?   
1.49 million Medicare beneficiaries, a 4.5% increase from prior year, were enrolled in 

hospice care for one day or more in 2017*. This includes patients who: 

z   Died while enrolled in hospice 

z   Were enrolled in hospice in 2016 and continued to receive care in 2017 

z   Left hospice care alive during 2017 (live discharges) 

*includes all states, Washington, D.C., U.S. territories, and Other.

2012          2013         2014       2015     2016            2017

1.49M1.43M1.38M1.32M1.31M1.27M

Medicare Beneficiaries
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Who Receives Hospice Care (continued)

What % of Hospice Patients 
Enrolled in Medicare Advantage 
within the Year?
The number of individuals who enrolled in a 

Medicare Advantage plan within the same 

year that they utilized the hospice benefit 

rose from 26.8% of Medicare hospice 

patients in 2012 to 34.7% in 2017. The 

increase in hospice beneficiaries with MA 

enrollment is consistent with the overall 

increase in MA enrollment over this period.

What proportion of Medicare 
decedents were served by 
hospice in 2017?    
Of all Medicare decedents in 2017, 48.2% 

received one day or more of hospice care 

and were enrolled in hospice at the time 

of death.
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32.6%

71.7%

28.3%

68.3%

31.7%
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34.7%

Growth of Medicare Advantage Hospice Patients

Medicare Decedents Receiving 1 or more Days of Hospice Care

2012

44.2%

2013

45.6%

2014

45.7%

2015

45.9%

2016

47.3%

2017

48.2%
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Who Receives Hospice Care (continued)
As illustrated on this page, the proportion of Medicare decedents enrolled in hospice at the time 

of death varied from a low of 13% (other) to a high of 59.4% (UT).  Vermont and Alaska had the 

greatest % increase/decrease in decedents enrolled in hospice at the time of death since 2014.

50.6%
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47.1%
48.6%

30.6%

48.4% 44.7%
46.7%57.9%

42.9%

41.6%

56.4%

53.7%

54.2%

52.7%

29.7%43.4%

51.9%

53.9%

45.8%

47.1%

45.2%

31.7%

53.2%

49.5%
59.2%

59.4%

39.2%

50.8%

51.4%

49.1%

52.1%

56.6%

48.9%49.7%

43.7%

45.3%

49.6%

51.0%

50.7%47.7%
44.5%

49.7%

50.0%

50.3%

57.9%

20.0% 60.0%

% of Medicare Decedents Services by Hospice and Aligns to Graphic at Right

2017 State Rank For Decedent 
Medicare Enrollment %

2014

Vermont 22.29%

Alaska -11.98%

20162015 2017

% of Medicare Enrollment Change from Base Year

 

Rank State
1 Utah 59.4%
2 Arizona 59.2%
3 Florida 57.9%
4 Delaware 57.9%
5 Iowa 56.6%
6 Ohio 56.4%
7 Rhode Island 55.0%
8 Wisconsin 54.2%
9 Oregon 53.9%
10 Michigan 53.7%
11 Colorado 53.2%
12 Minnesota 52.7%
13 Texas 52.1%
14 Idaho 51.9%
15 Kansas 51.4%
16 South Carolina 51.0%
17 Nebraska 50.8%
18 Georgia 50.7%
19 Maine 50.6%
20 Missouri 50.3%
21 Arkansas 50.0%
22 Illinois 49.7%
23 Louisiana 49.7%
24 North Carolina 49.6%
25 New Mexico 49.5%
26 Oklahoma 49.1%
27 Indiana 48.9%
28 Connecticut 48.6%
29 Pennsylvania 48.4%
30 Alabama 47.4%
31 New Hampshire 47.5%
32 Massachusetts 47.1%
33 Nevada 47.1%
34 Maryland 46.7%
35 Hawaii 46.1%
36 Washington 45.8%
37 Virginia 45.3%
38 California 45.2%
39 New Jersey 44.7%
40 Mississippi 44.5%
41 Tennessee 43.7%
42 Montana 43.4%
43 West Virginia 42.9%
44 Vermont 42.9%
45 Kentucky 41.6%
46 South Dakota 39.2%
47 District of Columbia 32.0%
48 Wyoming 31.7%
49 New York 30.6%
50 North Dakota 29.7%
51 Alaska 22.5%
52 Other 13.9%
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Who Receives Hospice Care (continued)
What are the characteristics of Medicare beneficiaries who received hospice care in 2017? 

Patient Gender 

In 2017, more than half of hospice 

Medicare beneficiaries were female.

Patient Age 

In 2017, about 64.2% of Medicare 

hospice patients were 80 years of 

age or older.

58.4%
were female in 2017

41.6%
were male in 2017

47.5%

16.7%

12.9%

10.3%

7.4%

5.1%

% of Patients by Age for 2017

<65

65-69

70-74

75-79

80-84

85 and over
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Who Receives  
Hospice Care  
(continued)  

What are the characteristics of 
Medicare beneficiaries who received 
hospice care in 2017?

Patient Race*  

In 2017 a substantial majority of Medicare hospice 

patients were Caucasian.  However, since 2014 

Patients identified as Asian and Hispanic increased 

by 32% and 21% respectively.

% of Patients by Race for 2017
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What are the characteristics 
of Medicare beneficiaries who 
received hospice care in 2017? 

Principal Diagnosis  

The principal hospice diagnosis is the 

diagnosis that has been determined to be 

the most contributory to the patient’s 

terminal prognosis. 2017 continued to 

show that more Medicare hospice 

patients had a principal diagnosis of 

cancer than any other disease.   

Stroke, circulatory/heart, Respiratory, 

and other CCS diagnosis grew the 

most since 2014.

Who Receives 
Hospice Care 
(continued)

% Decedent Growth by Principal 
Diagnoses from Base Year

% of Hospice Decedents by Principal Diagnosis for 2016 & 2017

No. of Hospice Decedents by Principal Diagnosis for 2016 & 2017
2016CCS Code 2017

Cancer
Circulatory/Heart

Dementia
Other

Respiratory
Stroke

Chronic Kidney Disease

332,718
194,512
172,643
153,963
122,004
103,684
24,953

327,344
185,483
161,983
142,191
114,356
97,074
25,382

2016CCS Code 2017
Cancer

Circulatory/Heart
Dementia

Other
Respiratory

Stroke
Chronic Kidney Disease

30.1%
17.6%
15.6%
13.9%
11.0%
9.4%
2.3%

31.1%
17.6%
15.4%
13.5%
10.9%
9.2%
2.4%
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How Much Care Is Received?
Days of Care  
In 2017 hospice patients received a total of 113.6 million days  

of care paid for by Medicare.   

 A greater proportion of Medicare patients (27.8%) were  

enrolled in hospice a total of seven days or fewer compared  

to all other length of service categories.  

Year Patients Total Days Avg. Days 
of Care

2012 1.3M 98.7M 77.6

2013    1.3M 103.7M 79.0

2014 1.3M 100.7M 76.1

2015 1.4M 102.6M 74.5

2016 1.4M 108.2M 75.7

2017 1.5M 113.6M 76.1

Length of Service*   
The average length of service (ALOS) for Medicare 

patients enrolled in hospice in 2017 was 76.1 days. 

The median length of service (MLOS) was 24 days.

* LOS calculation is based on the total days of care for patients 
who received care in 2017.  Also included in the calculation are days 
from 2014 and 2015 for patients who received care in those years 
as well as in 2016.   

Average Levels of Service

% of Patients by Days of Care for 2017
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*These values are computed using only days of care that occurred in 2017.   
Days of care occurring in other years are not included.  Days of care have  
been combined for patients who had multiple episodes of care in 2017.    

27.8%

12.7%

13.5%

12.6%

7.7%

11.5%

14.1%
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How Much Care Is Received (continued)
Days of Care   
In 2017 over half (54%) of 

patients were enrolled in 

hospice for 30 or fewer days.  

54%
First 30 Days

% of Patients by Days 
of Care for 2017

46%
>30 Days

Days of Care  
Days of care over multiple years by percentage of patients*

Days of Care Between 2015-2017 by % of Patients

1-7    26.24%  

8-14    11.79%    

15-30    12.27%   

31-60    11.20%   

61-90    7.01%   

91-180    10.95%   

>180    20.54%   
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*These values are computed using all days of care that occurred between 2015 through 
2017 highlighting extended care beyond 180 days that covered multiple years vs just 2017.   
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How Much Care Is Received? (continued)
Days of Care   
Patients with a principal diagnosis of dementia had the largest number of days of care on average in 2017.  

Days of Care by Principal Diagnosis for 2017

Cancer                   Mdn: 19.0             Avg: 48.0  

Chronic Kidney Disease                 Mdn: 8.0                   Avg: 38.2             

Circulatory/Heart                            Mdn: 30.0                 Avg: 81.9

Dementia                              Mdn: 55.0                                       Avg: 110.0

Other             26.                 Mdn: 19.0                         Avg: 70.0   

Respiratory                                 Mdn: 20.0                       Avg: 74.9  

Stroke                                                    Mdn: 24.0                  Avg: 82.4

*These values are computed using only days of care that occurred in 2017.  Days of care have been combined for patients who had mul-
tiple episodes of care in 2017. Days of care occurring in other years are not included.   

0            20            40            60            80            100            120
Days of Care
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How Much Care Is Received? (continued)  

Deaths      
In 2017 1.1 million Medicare beneficiaries died while enrolled in hospice care.  48.2 % of deaths occurred in the home, and 

almost a third in nursing facilities. Nursing facilities have continued to grow the most since 2014 at 18% followed acute care 

and other facilities.  

Decedent % by Location of Death
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* Includes skilled nursing facilities, nursing facilities, assisted living facilities, and long-term care facilities. 
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How Much Care Is Received? (continued)
Discharges and Transfers       
In 2017, there were 1.3M discharges. Live discharges comprised 17%  

of all Medicare hospice discharges with patient and hospice initiated 

discharges being about equal. 

Level of Care 
In 2016 the vast majority of days of care were at the Routine Homecare 

(RHC) level.

Deaths Decedents 82.9%

Patient Initiated-Live 
Discharges

Revocations 6.5%

Transfers 2.1%

Hospice Initiated-Live 
Discharges

No Longer Terminally Ill 6.7%

Moved Out of the Service Area 1.4%

Discharges for Cause 0.3%

*Calculations are based on total number of discharges which includes patients who 
were discharged more than one time in 2017.  

Discharge by Type for 2017
LOC Metrics 2012 2013 2014 2015 2016 2017

RHC Days 97.6% 97.8% 97.8% 97.9% 98.1% 98.2%

CHC Days 0.3% 0.3% 0.3% 0.3% 0.2% 0.2%

IRC Days 0.3% 0.3% 0.3% 0.3% 0.3% 0.3%

GIC Days 1.8% 1.6% 1.5% 1.5% 1.4% 1.3%

Level of Care by % of Days of Care

Location of Care 
In 2017, most of days of care were provided at a private residence fol-

lowed by Nursing Facilities.  Since 2014, Nursing Facilities have grown by 

over 14% and Home by 12.3%.  

Home 55.7%

Nursing Facility* 42.2%

Hospice In-Patient Facility 0.8%

Acute Care Hospital 0.3%

Other 1.1%

Location of Care by % of Days of Care for 2017

* Includes skilled nursing facilities, nurs-
ing facilities, assisted living facilities, and 
RHC days in a hospice inpatient facility. 
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How Much Care Is Received? (continued)

% Change in RHC Days from Base Period

Location of RHC Days        
56% of RHC days of care occurred in a private residence.  RHC days in nursing facilities and home care have grown since 

2014 by more than 42% while use of hospice inpatient facilities have declined.

Location of RHC Days for 2017
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How Does Medicare Pay for Hospice?
Medicare paid hospice providers a total of $18.99 billion dollars for 

care provided in 2017, representing an increase of 6.3% over the 

previous year.

Spending Per Patient
The average spending per Medicare hospice patient was $12,722.

Spending by Days of Care 
In 2017, only 26.2% of Medicare spending for hospice care was 

for patients who had received 180 or fewer days of care.*

2012 2014 20162013 2015 2017

$16.20B $16.42B $17.86B$16.81B $16.90B $18.99B

2014 20162015 2017

3rd Q $14,825
3rd Q $16,098

3rd Q $15,019
3rd Q $16,378Medicare Spending

Average Medicare Spending Per Patient

Medicare Payments by Days of Care Stratified from 2012-2017

Average: 
$12,411

1st Q $1,591

Median $4,760

1st Q $1,904

Median $5,389

1st Q $1,588

Median $4,7777

1st Q $1,930

Median $5,443

Average: 
$12,502Average: 

$12,284

Average: 
$12,722

* Includes days of care that spanned between the years of 2012 through 2017. 

Day Stratifications 2012 2013 2014 2015 2016 2017

1-7 97.6% 97.8% 97.8% 97.9% 98.1% 98.2%

8-14 0.3% 0.3% 0.3% 0.3% 0.2% 0.2%

15-30 0.3% 0.3% 0.3% 0.3% 0.3% 0.3%

31-60 1.8% 1.6% 1.5% 1.5% 1.4% 1.3%

61-90 0.3% 0.3% 0.3% 0.3% 0.2% 0.2%

91-180 0.3% 0.3% 0.3% 0.3% 0.3% 0.3%

>180 1.8% 1.6% 1.5% 1.5% 1.4% 1.3%
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How Does Medicare Pay for Hospice? (continued)

Spending by Diagnosis
In 2017, patients with a principal diagnosis of dementia continued to 

lead Medicare hospice spending at 25.4%. Stroke, circulatory/heart, 

and respiratory related diagnosis grew the most since 2014.

Spending by Level of Care
In 2017, the vast majority of Medicare spending for hospice care was 

for care at the routine home care level. This has grown 20% since 2014, 

followed by inpatient respite care. Continuous home care has declined 

14% over the same period.
% of Medicare Spending by Principal Diagnosis

Spending by Level of Care
CCS 2017

Dementia 25.4%

Circulatory/Heart 20.0%

Cancer 18.4%

Other 13.3%

Respiratory 10.9%

Stroke 10.9%

Chronic Kidney Disease 1.1%

Level of Care 2017

Routine Home Care 89.31%

General Inpatient Care 7.14%

Inpatient Respite Care 1.78%

Continuous Home Care 1.77%

Medicare Spending % Change from Base Period

LOC Spending % Change from Base Period
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Who Provides Care?
How many hospices were in operation in 2017?
Over the course of 2017, there were 4,515 Medicare certified hospices in 

operation based on claims data.  This represents an increase of 9.6% 

since 2014.

Hospice Size
One indicator of hospice size is the average daily census (ADC) or 

more specifically the number of patients cared for by a hospice on 

average each day.  

In 2017 the mean ADC was 63 and the median 31. 62% of hospices had 

an ADC of less than 50 patients.

2014 20162015 2017

4,121
4,4014,236

4,515

9.6%

Number of Operating Hospices

Hospice Average Daily Census for 2017

ADC Support Stats

62.2% 
< 50 Patients

31.0% 
 50-199 Patients

5.7% 
200-499 Patients

1.1% 
>= 500

Year Providers Mean Census Median Census 10th Percentile 
Census

25th Percentile 
Census

75th Percentile 
Census

90th Percentile 
Census

2014 4,121 66.9 33.5 4.1 12.8 75.3 150.3

2015 4,236 66.3 33.2 4.0 13.2 74.5 146.5

2016 4,401 67.3 33.1 3.1 12.1 75.9 153.5

2017 4,515 68.9 33.2 3.6 12.2 78.3 157.6
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Who Provides Care? (continued)
Tax Status
62.2% of active Medicare 

provider numbers were 

assigned to hospice providers 

with for-profit tax status and 

23.1% with not-for-profit 

status. For-profit hospice 

providers grew more than 

17% since 2014 while non-

profit hospice providers 

retracted 3.9%. Government-

owned hospice providers 

comprised only 2.3% and has 

also declined.

Providers by Type

APPENDIX 7 
NHPCO 2018 FACTS & FIGURES



Facts and Figures  |  2018 EDITION   rganization

Who Provides Care? (continued)

Patient Volume First Admissions 
In 2017 hospice providers performed a total 1.3 million unduplicated 

admissions* of Medicare hospice patients representing a 13.1% 

increase since 2014.

Volume of Deaths
In 2017, the highest number of hospice providers served 50 or fewer 

patients who died while enrolled in hospice care.

*Unduplicated admissions include patients who were part of the 
census at the end of 2016, carried over into 2017, discharged in 
2016 and readmitted within the year.

2014 2015 2016 2017

1.35M1.29M1.25M1.19M

First Admissions
% of Hospice Providers by Decedent Count

N
o 

of
 D
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th

s
N

o 
of

 D
ea

th
s

31.98%

33.24%

32.48%

33.93%

16.77%

17.56%

17.21%

17.01%

20.60%

18.20%

19.19%

18.34%

18.54%

18.79%

18.77%

18.29%

8.10%

8.00%

8.14%

8.04%

4.00%

4.20%

4.20%

4.39%

2016

2014

2017

2015
<=50

51-100

101-200

201-500

501-1000

>1000

<=50

51-100

101-200

201-500

501-1000

>1000

<=50

51-100

101-200

201-500

501-1000

>1000

<=50

51-100

101-200

201-500

501-1000

>1000
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Who Provides Care? (continued)

Provider Medicare Certification
More than 55% of all providers have been certified for 10 or more years highlighting the maturity of the industry.  The biggest 

growth of provider certification since 2014 have been on newer providers certified for 2-5 years highlighting new entrants 

within the industry.

Provider Certification

% of Medicare Certified Providers Change from Base Year  

Years Certified 2012 2013 2014 2015 2016 2017

< 2 Years 9.6% 11.0% 11.1% 10.3% 10.3% 10.1%

2-5 Years 12.5% 12.3% 13.3% 15.5% 16.9% 17.9%

5-10 Years 25.7% 24.8% 21.8% 18.8% 17.2% 16.3%

10 + Years 52.1% 51.9% 53.8% 55.4% 55.6% 55.7%

N/A 0.1% 0.1% 0.0% 0.0% 0.0% 0.0%
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Data Sources
The primary data source used for the findings in this report is CMS 

Research Identifiable Files (RIF) Medicare Fee-for-Service (FFS) claims 

data including 100% of Medicare Part A from 2012-2017. The CMS 2018 

Provider of Service (POS) file is used to provide further information on 

facilities certified to provide care to Medicare beneficiaries. The Healthcare 

Cost and Utilization Project (HCUP) Clinical Classification Software (CCS) 

was used to classify patients into diagnosis categories based on their 

primary ICD-9 or ICD-10 diagnosis. The FY 2018 Hospice Wage Index and 

Payment Rate Update and Hospice Quality Reporting Requirements is the 

source for the tax status statistics.

Methodology Note
All claims are analyzed within the calendar year with the date assigned based 

on the claim through date, the last date on the billing statement for services 

covered to a beneficiary. The methods used to aggregate hospice claims were 

based on those outlined in the Centers for Medicare and Medicaid Services’ 

Medicare Hospice Utilization &Payment Public Use File: A Methodological 

Overview. Results may differ from other reports such as Medpac’s publications 

that look within a fiscal year or across multiple years for patients that have 

lengths of stay that cross many years. Unless otherwise specified, the 

denominator is all hospice beneficiaries who had any services covered within 

the calendar year, regardless of the discharge status code for the last service 

rendered. This differs from other analyses that may restrict to patients who 

were discharged (live discharges and/or decedents). 

CMS Research Identifiable Files (RIF) Data Set
The Medicare FFS RIFs used for this report contain all Medicare Part A 

claims related to payment made directly towards hospice services. All 

beneficiaries with at least one hospice claim paid through Medicare are 

included in this file (2.5% of all Medicare beneficiaries in 2017). Selected 

variables within the files are encrypted, blanked, or ranged. The RIF 

Medicare claims used for Facts and Figures include the following data files:

z    Hospice File: Hospice Fee-for-Service claims submitted by Medicare 

certified hospice providers (see documentation for detailed information 

on hospice files)

z    Member Beneficiary Summary File (MBSF): Medicare beneficiary 

enrollment information via Medicare Parts A, B, C, and D (see 

documentation for detailed information on MBSF)

CMS 2018 Provider of Service (POS) Data Set
The POS file contains information of health care providers who are certified 

to provide care to Medicare beneficiaries.

Healthcare Cost and Utilization Project (HCUP) Clinical 
Classification Software (CCS)
The CCS tool was used to group patients into diagnosis groups based off 

ICD-9 or ICD-10 diagnosis.

Questions May Be Directed To:
National Hospice and Palliative Care Organization

Attention: Research

Phone: 703.837.1500

Web: www.nhpco.org/research

Email: Research@nhpco.org

©2019 National Hospice and Palliative Care Organization.

All rights reserved, including the right to reproduce this publication or 

portions thereof in any form.

APPENDIX 7 
NHPCO 2018 FACTS & FIGURES

https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Medicare-Provider-Charge-Data/Downloads/Hospice_Methodology.pdf
https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-Reports/Medicare-Provider-Charge-Data/Downloads/Hospice_Methodology.pdf
https://www.resdac.org/cms-data/files/hospice-ffs/data-documentation
https://www.resdac.org/cms-data/files/mbsf-cc/data-documentation
https://www.resdac.org/cms-data/files/mbsf-cc/data-documentation
https://www.cms.gov/Research-Statistics-Data-and-Systems/Downloadable-Public-Use-Files/Provider-of-Services/
https://www.hcup-us.ahrq.gov/toolssoftware/ccs/ccs.jsp
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APPENDIX 8 
LIST OF EMPRES/EDEN SKIILED 

NUIRSING FACILITIES, 
HOSPICE, HOME HEALTH AND 

CARE AGENCIES  
  
 



Legal Name DBA

OPERATING ENTITIES
ARIZONA

Eden Hospice at Sierra Vista, LLC Eden Hospice

Eden Home Health of Sierra Vista, LLC Eden Home Health

Eden Home Health of Safford, LLC Eden Home Health of Safford

Eden Hospice at Cochise County, LLC Eden Hospice in Chochise

CALIFORNIA

Evergreen at Petaluma, L.L.C. EmpRes Post Acute Rehabilitation

Evergreen at Salinas, L.L.C. Katherine Healthcare

Evergreen at Tracy, L.L.C. New Hope Post Acute Care

Evergreen at Heartwood Avenue, L.L.C. Heartwood Avenue Healthcare

Evergreen at Springs Road, L.L.C. Springs Road Healthcare

Eden Home Health of Elk Grove, LLC Eden Home Health 

IDAHO

EmpRes at Idaho Falls, LLC Teton Post Acute Care and Rehabilitation

Lewiston Royal Plaza Care, LLC Royal Plaza Health and Rehabilitation

Lewiston Royal Plaza Retirement, LLC Royal Plaza Retirement Center

Eden Home Health of Idaho Falls, LLC Eden Home Health

Eden Home Health of Sandpoint, LLC Eden Home Health

MONTANA

Evergreen at Polson, L.L.C. Polson Health and Rehabilitation Center
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Evergreen at Hot Springs, L.L.C. Hot Springs Health and Rehabilitation Center

Evergreen at Missoula, L.L.C. Missoula Health and Rehabilitation Center

Evergreen at Laurel, L.L.C. Laurel Health and Rehabilitation Center

Evergreen at Livingston, L.L.C. Livingston Health and Rehabilitation Center

EmpRes at Lewistown, LLC Central Montana Nursing & Rehabilitation Center

EmpRes at Shelby, LLC Marias Care Center

EmpRes at Billings, LLC Aspen Meadows Health and Rehabilitation Center

Aspen Meadows Assisted Living, LLC Aspen Meadows Assisted Living

NEVADA

Evergreen at Pahrump, L.L.C. Pahrump Health and  Rehabilitation Center

Evergreen at Carson City, L.L.C. Ormsby Post Acute Rehab

Evergreen at Mountain View, L.L.C. Mountain View Health and Rehabilitation Center

Evergreen at Gardnerville, L.L.C. Gardnerville Health and Rehabilitation Center

EmpRes Personal Care Nevada, LLC Eden Home Care

Quality Health Care Corporation Eden Home Health

Eden Hospice at Carson City, LLC Eden Hospice

OREGON

Evergreen Oregon Healthcare Mountain Vista, L.L.C. LaGrande Post Acute Rehab

Evergreen Oregon Healthcare Independence, L.L.C. Independence Health and Rehabilitation Center

Evergreen Oregon Healthcare Tualatin, L.L.C. EmpRes Hillsboro Health and Rehabilitation Center
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Evergreen Oregon Healthcare Orchards Rehabilitation, L.L.C. Milton Freewater Health and Rehabilitation Center

Evergreen Oregon Healthcare Orchards Retirement, L.L.C.

Cascade Valley Assisted Living and Memory Care 
Cascade Valley Assisted Living                                 
Cascade Valley Memory Care

Evergreen Oregon Healthcare Valley Vista, L.L.C. The Dalles Health and Rehabilitation Center

Evergreen Oregon Healthcare Portland, L.L.C. Portland Health and Rehabilitation Center

Evergreen Oregon Healthcare Salem, L.L.C. Windsor Health and Rehabilitation Center

SOUTH DAKOTA

EmpRes at Mitchell, LLC Firesteel Healthcare Center

EmpRes at Rapid City, LLC Fountain Springs Healthcare Center

Rapid City Assisted Living, LLC Fountain Springs Assisted Living

Sturgis Assisted Living, LLC Aspen Grove Assisted Living

EmpRes at Garretson, LLC Palisade Healthcare Center

EmpRes at Woonsocket, LLC Prairie View Healthcare Center

EmpRes at Flandreau, LLC Riverview Healthcare Center                                

Flandreau Independent Living, LLC Riverview Care Center

EmpRes at Britton, LLC Wheatcrest Hills Healthcare Center                     

WASHINGTON

Evergreen Washington Healthcare Frontier, L.L.C. Frontier Rehabilitation and Extended Care

Evergreen Washington Healthcare Americana, L.L.C. Americana Health and Rehabilitation Center

Evergreen Washington Healthcare Whitman, L.L.C. Whitman Health and Rehabilitation Center

Evergreen Washington Healthcare Seattle, L.L.C. Seattle Medical Post Acute Care

Evergreen Washington Healthcare Enumclaw, L.L.C. Enumclaw Health and Rehabilitation Center

Evergreen  Washington Healthcare Auburn, L.L.C. Canterbury House
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Evergreen at Shelton, L.L.C. Shelton Health and Rehabilitation Center

Evergreen at Bellingham, L.L.C. North Cascades Health and Rehabilitation Center

Evergreen at Tacoma, L.L.C. Alaska Gardens Health and Rehabilitation Center

EmpRes at Alderwood, LLC Alderwood Park Health and Rehabilitation

EmpRes Highland Care, LLC Highland Health and Rehabilitation

EmpRes at Snohomish, LLC Snohomish Health and Rehabilitation

Spokane Royal Park Care, LLC Royal Park Health and Rehabilitation

Spokane Royal Park Retirement, LLC Royal Park Retirement Center

EmpRes at Colville, LLC Buena Vista Healthcare

Fort Vancouver Post Acute, LLC
Fort Vancouver Healthcare                                   Fort 
Vancouver Post Acute

Fort Vancouver Assisted Living, LLC Fort Vancouver Assisted Living

EmpRes at Auburn, LLC Advanced Post Acute

EmpRes Home Health of Bellingham, LLC Eden Home Health

EmpRes Home Care of Bellingham, LLC Eden Home Care

Eden Home Health of King County, LLC Eden Home Health

Eden Home Health of Clark County, LLC Eden Home Health

Eden Home Health of Spokane County, LLC Eden Home Health
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WYOMING

EmpRes at Rock Springs, LLC Sage View Care Center

EmpRes at Cheyenne, LLC Granite Rehabilitation and Wellness

EmpRes at Rawlins, LLC Rawlins Rehabilitation and Wellness

EmpRes at Riverton, LLC Wind River Rehabilitation and Wellness

EmpRes at Thermopolis, LLC Thermopolis Rehabilitation and Wellness

EmpRes at Casper, LLC Shepherd of the Valley Rehabilitation and Wellness 

Casper Independent Living, LLC Maurice Griffith Manor Care
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Medical Director Independent Contractor Agreement 

THIS MEDICAL DIRECTOR INDEPENDENT CONTRACTOR 
AGREEMENT (“Agreement”) is between Eden Hospice at King County, LLC d/b/a 
Eden Hospice (“AGENCY”) and Dr. Gilson R. Girotto, DO, (“PROVIDER”).  In 
consideration of the mutual promises set forth below in the body of this Agreement, the 
parties agree as follows: 

1. TERM

The term of this Agreement shall commence on the date PROVIDER is licensed as 
a state certified hospice agency and shall continue for a period of one year thereafter, 
with automatic one-year renewals.  AGENCY may terminate the use of PROVIDER’s 
services at any time, for any reason, upon 30 days advance written notice to PROVIDER, 
and without further obligations to PROVIDER except for payment due for services 
performed by PROVIDER prior to the contract termination date.  PROVIDER may also 
terminate the contract at any time, for any reason, upon 30 days advance written notice to 
AGENCY; provided that PROVIDER agrees to continue to perform the agreed upon services 
for the 30 days leading up to the contract termination date.  This Agreement may be 
terminated immediately upon the determination that any of the representations made by 
either party under this Agreement are false. 

2. PROVIDER SERVICES

PROVIDER agrees to provide medical director services (“Services”) to 
AGENCY’s clients in accordance with all applicable requirements of federal, state or local 
laws, rules and/or regulations to include official interpretations of those requirements by 
the entities charged with implementing and enforcing them, including but not limited to the 
requirements of 42 C.F.R. § 418.102 and applicable CMS guidance regarding the same.  
PROVIDER will perform its services in accordance with accepted professional standards of 
practice and, in accordance with 42 C.F.R. 418.64, use only qualified duly licensed, 
certified or registered health care professionals in the performance of these services.  
PROVIDER understands and agrees that this Agreement is subject to the right of 
AGENCY clients, clients’ insurers or payors and clients’ physicians to choose services from 
another provider. 

PROVIDER agrees to be responsible for (1) implementation of client care policies, and 
(2) the coordination of medical care at AGENCY.

With respect to the implementation of client care policies, PROVIDER agrees to provide 
clinical guidance and oversight regarding the implementation of client care policies, 
which includes collaborating with the AGENCY to help develop, implement and evaluate 
client care policies and procedures that reflect current standards of practice.  “Client care 
policies and procedures” is further defined as the AGENCY’s goals, directives and 
governing Statements that direct the delivery of care and services to clients.  Client care 
procedures describe the processes by which the AGENCY provides care to clients that 
are consistent with current standards of practice and AGENCY policies. 

With respect to the coordination of medical care, PROVIDER shares responsibility with 
the AGENCY for assuring AGENCY is providing appropriate care as required, which involves 
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(1) providing oversight and supervision of physician services and medical care of clients, and 
(2) helping the AGENCY identify, evaluate, and address/resolve medical and clinical issues 
that affect client care, medical care or qualify of life, or are related to the provision of services 
by physicians and other health care practitioners.  PROVIDER agrees to consult with clients or 
their attending physicians as needed to ensure adequate care is being provided.  PROVIDER 
will attend client care conferences and advise AGENCY on pertinent ethical and clinical issues.  
PROVIDER will participate in utilization reviews of AGENCY services and participate in 
periodic, random reviews of records for AGENCY client services.   

 
PROVIDER shall abide by applicable AGENCY policies and procedures to contractors, 

respond to AGENCY’s requests for services in a timely manner, and provide accurate and 
timely documentation to AGENCY of services provided to AGENCY’s clients.  PROVIDER will 
provide clinical input and guidance, as required, in AGENCY’s hiring of and clinical evaluation 
of AGENCY’s Director of Nursing Services or AGENCY’s clinical evaluation of other health 
care personnel as requested.  PROVIDER will also provide clinical input and guidance into 
other quality monitoring programs established by AGENCY, which may include periodic 
attendance at the AGENCY’s Continuous Quality Improvement Committee and Care Planning 
Committee meetings. 

 
PROVIDER shall act as AGENCY’s medical representative in the community (including 

medical staff, referring physicians, hospitals and community and professional organizations) 
and be familiar with policies and programs of public health agencies that may affect client care 
management.  PROVIDER shall communicate with federal, state and county agencies 
regarding AGENCY programs. 

 
PROVIDER shall participate as a member of AGENCY’s OIG Compliance Committee. 
 
PROVIDER shall participate in clinical education programs at the AGENCY, including 

the in-service clinical education of AGENCY personnel and continuing client/family and 
community education.  

 
PROVIDER and AGENCY understand and agree that, while PROVIDER may also 

serve as an attending physician to clients of the AGENCY, PROVIDER’s roles and functions 
as a Medical Director under this Agreement are separate from PROVIDER’s roles and 
functions as an attending physician, which involves primary responsibility for the medical care 
of individual clients. 
 
3. COMPENSATION 
 

INVOICE FOR WORK PROVIDED PAYABLE NET 30.  PROVIDER will be paid for 
Services on a monthly basis at the rate of $200.00 per hour which will be billed at ¼ hour 
increments rounded up to the closest ¼ hour.  All payments will be made net 30 days of 
receipt of an invoice for Services provided under this Agreement.  Invoices shall indicate 
services rendered and the time expended to provide said services during the preceding month 
in accordance with the rates and fees set forth above, as well as sufficient documentation in 
support of the services provided.  Payment of PROVIDER is conditioned on PROVIDER 
complying with all material provisions of this Agreement, providing an acceptable quality of 
service consistent with the requirements of all applicable federal and state requirements, and 
providing the AGENCY accurate and complete documentation of such services. 
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The parties warrant and acknowledge that the above rate of compensation constitutes 

fair market value for PROVIDER’s services and is consistent with PROVIDER’s customary 
services, if any. 

 
Any and all professional service fees or retainers due to PROVIDER in his or her 

capacity as an attending physician or any fees owed to PROVIDER associated with any 
visitations, examinations or consultations to clients of AGENCY shall be the complete and sole 
responsibility of PROVIDER and not of AGENCY.  

 
4. CIVIL RIGHTS 
 

PROVIDER shall comply with Title VI and VII of the Civil Rights Act of 1964, Sections 
503 and 504 of the Rehabilitation Act of 1973, and all requirements imposed by or pursuant to 
the regulations of the Department of Health and Human Services and any other applicable 
agencies issued pursuant to these Acts. 
 
5. RECORDS 
 

5.1 AGENCY and PROVIDER will each prepare and maintain complete and detailed 
clinical records concerning AGENCY’s clients receiving Services under this Agreement, in 
accordance with prudent record-keeping procedures and as required by applicable federal and 
state laws, regulations and program guidelines.  Each clinical record shall completely, timely 
and accurately document all services provided to, and events concerning, each patient 
(including evaluations, treatments, and progress notes) (collectively, “Clinical Records”) and 
will remain confidential.  The Clinical Records, records relating to billing and payment and 
other records relating to this Agreement shall be retained by AGENCY and PROVIDER for 8 
years from the date said service was provided. 
 

5.2 To the extent the value or services furnished under this Agreement, or a 
subcontract of this Agreement, exceed $10,000 over a 12-month period, PROVIDER will make 
available to the Secretary of the Department of Health and Human Services, the Comptroller 
General, or their authorized representatives, a copy of this Agreement and such books, 
documents and records that are necessary to certify the nature and extent of the costs 
incurred by AGENCY under this Agreement for a period of four years after the furnishing of 
such services.  PROVIDER agrees to notify AGENCY within 3 days of the nature and scope of 
any request for access and to provide, or make available, copies of any books, records or 
documents proposed to be provided.  Any disclosure under this paragraph shall not be 
construed as a waiver of any other legal rights to which such party may be entitled. 
 
6. QUALIFICATIONS 
 

6.1 AGENCY represents and warrants that it is duly licensed and certified.  
PROVIDER represents and warrants that it has, and will maintain at all times throughout the 
term of this Agreement, all the necessary qualifications, certifications and/or licenses required 
by applicable federal, state and local laws and regulations to provide the Services covered by 
this Agreement.  PROVIDER will provide AGENCY with a copy of its license in effect on the 
effective date of this Agreement and at each successive renewal.  PROVIDER shall provide 
notice of any changes in certifications or licensing within 15 days. 
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6.2 PROVIDER agrees that it shall be responsible for conducting criminal 

background checks on those of its employees it assigns to AGENCY, including all costs 
relating to conducting such investigations and testing.  PROVIDER further agrees that it shall 
not assign any of its employees to AGENCY who have been convicted of the following crimes: 
theft, sexually deviant behavior, assault and/or battery, abuse of the elderly, children or 
vulnerable individuals or other criminal conviction related to the services being provided to the 
AGENCY.  PROVIDER further agrees that it shall not assign any of its employees to AGENCY 
who are determined (after appropriate alcohol and drug testing if necessary) to be engaged in 
the possession, distribution, dispensation, manufacture, sale or use of alcohol or illegal drugs 
in the workplace (whether that workplace is the AGENCY or elsewhere).  For purposes of this 
Agreement, the term “illegal drugs” includes the abuse or misuse of prescription medication 
and the use or abuse of medical and/or recreational marijuana. 

 
6.3 .PROVIDER acknowledges and agrees that investigations into criminal 

backgrounds (a) will cover the previous seven years, (b) shall be conducted in accordance with 
applicable state and federal law, and (c) must be based on information provided by the 
appropriate state or local law enforcement agency if so required by applicable state law. 

 
6.4 Each party represents and warrants that it is currently eligible for Medicare and 

Medicaid participation and not subject to any sanction or exclusion.  The Parties agree to 
regularly verify such status of themselves and their employees and immediately disclose any 
actual or threatened federal, state or local investigations or imposed sanctions of any kind, in 
progress or initiated subsequent to the date of entering into this Agreement.  Each party further 
represents and warrants that it has not been sanctioned under any applicable state or federal 
fraud and abuse statutes, including exclusion from any state or federal health care program.  If, 
during the term of this Agreement, either party, any parent company of either party, or any 
officer, director or owner of either party, receives such a sanction or notice of a proposed 
sanction and the period of its duration within 15 days.  Each party reserves the right to 
terminate the Agreement immediately upon receipt of notice that the other party, has been 
sanctioned under fraud and abuse statutes and/or any other federal, state or local regulation.  
Each party agrees to indemnify and hold the other harmless from any and all liability, loss or 
expenses incurred directly or indirectly as a result of such sanctions or investigations against 
the indemnifying party. 
 
7. INSURANCE AND INDEMNITY 
 

7.1 PROVIDER shall arrange and maintain in full force and effect at all times during 
the term of this Agreement malpractice insurance with a carrier reasonably satisfactory to 
AGENCY in an amount not less than $1,000,000 per occurrence and $3,000,000 in the 
aggregate.  Such insurance shall cover the professional medical services provided by 
PROVIDER in private practice, and, PROVIDER’S Services as Medical Director pursuant to 
this Agreement.  PROVIDER represents and warrants that such insurance is in effect on the 
date of execution of this Agreement and shall remain in effect during the term of this 
Agreement.  The policy shall provide that AGENCY shall be given not less than 30 days prior 
written notice of any reduction in coverage or any cancellation of the policy.  In addition, 
PROVIDER shall notify AGENCY of any lapse in coverage.  Prior to the commencement of this 
Agreement and at least 10 days prior to the expiration of any then effective policy, PROVIDER 
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shall provide AGENCY with satisfactory written evidence of the coverage required by this 
paragraph. 
 

7.2 AGENCY shall obtain and maintain in full force and effect, its own general and 
professional liability insurance in amounts not less than $1,000,000 per occurrence and 
$3,000,000, in the aggregate, either through a commercial carrier or through an adequate self-
insurance program, covering its operations of the AGENCY.  AGENCY represents and 
warrants that such insurance is in effect on the date of execution of this Agreement and shall 
remain in effect during the term of this Agreement. 
 

7.3 PROVIDER agrees to save, indemnify and hold harmless AGENCY from and 
against any and all losses, malpractice actions, claims, suits, damages, liabilities and 
expenses based upon, arising out of or attributable to the negligent performance or non-
performance of their respective obligations under this Agreement. 
 
8. EQUIPMENT AND SUPPLIES 
 

PROVIDER is expected to use its own equipment and/or supplies whenever feasible.  
When PROVIDER uses equipment and/or supplies provided by AGENCY, PROVIDER shall 
use such equipment and supplies properly and is solely responsible for injuries or damages 
resulting from any misuse.  In addition, PROVIDER shall notify AGENCY in writing whenever 
equipment or supplies provided by AGENCY and used by PROVIDER for providing Services 
need repair or replacement.  When PROVIDER uses its own equipment and/or supplies, 
PROVIDER agrees to save, indemnify and hold AGENCY harmless of and from the use, 
misuse or failure of such equipment or supplies.  The parties shall maintain their equipment 
and/or supplies in good operating condition and repair and in accordance with manufacturer’s 
recommendations and all applicable federal, state and local laws. 
 
9. MASTER LIST 

 
Pursuant to 42 CFR 411.357(d)(1)(ii) a master list of contracts which reflects all 

arrangements and/or agreements between AGENCY and PROVIDER or PROVIDER’s 
immediate family members, to the extent any such arrangements or agreements exists, is 
provided by PROVIDER to AGENCY and maintained by AGENCY. 

 
10. INDEPENDENT CONTRACTOR 
 

This Agreement does not constitute a hiring of PROVIDER as an employee of 
AGENCY.  It is the parties’ intention that PROVIDER shall be an independent contractor and 
not AGENCY’s employee.  PROVIDER shall retain discretion and judgment regarding the 
manner and means of providing Services to AGENCY subject to all applicable laws, 
regulations and AGENCY’s policies.  AGENCY assumes professional and administrative 
responsibility for the services rendered only to the extent that AGENCY will assure itself that 
(1) PROVIDER is qualified by education and/or experience to render the services contracted 
for; and (2) PROVIDER is satisfying the obligations set forth herein in a timely manner.  This 
Agreement shall not be construed as a partnership, and AGENCY shall not be liable for any 
obligations incurred by PROVIDER. 
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The parties hereto agree that payments to be made by AGENCY to PROVIDER are for 
services as an independent contractor.  AGENCY shall not make any deduction from the fees 
to be paid PROVIDER including, but not limited to, social security, withholding taxes, business 
taxes, unemployment insurance, and other such deductions.  PROVIDER assumes full 
responsibility, on an independent contractor basis, for all such taxes, contributions, and 
assessments and for worker’s compensation insurance, agrees to indemnify AGENCY with 
respect thereto and agrees to meet all requirements with enforcement of any relevant state or 
federal act or regulation.  PROVIDER agrees to obtain and maintain any and all business 
licenses as may be required under any applicable federal or state laws for independent 
contractors or consultants and to provide AGENCY with proof of same immediately upon 
request.  

 
PROVIDER acknowledges that since he is not an employee of the Company, the 

Company will not provide health insurance or any other fringe benefit of any kind to 
PROVIDER. 
 
11. CONFIDENTIALITY 
 

PROVIDER agrees to respect and abide by all federal, state and local laws pertaining to 
confidentiality and disclosure with regard to all information and records obtained or reviewed in 
the course of providing services to AGENCY and/or its clients. 
 
12. ATTORNEY’S FEES 
 

If suit is brought to enforce any of the terms or conditions of this Agreement, the 
prevailing party shall be entitled to recover such sums as the court may fix as costs and 
reasonable attorney’s fees, in addition to any other relief to which it may be entitled. 
 
13. NOTICES 
 

Any notice required to be provided to any party to this Agreement shall be in writing and 
shall be considered effective three (3) days after the date of deposit with the United States 
Postal Service by certified or registered mail, first class postage prepaid, return receipt 
requested.    
 
14. NON-ASSIGNABILITY 
 

Neither this Agreement nor any of the Services or obligations of PROVIDER hereunder 
shall be assigned or delegated by PROVIDER without prior written consent of AGENCY. 
 
15. WASHINGTON LAW AND VENUE 
 

This Agreement shall be governed by the laws of the State of Washington. If any suit or 
action is filed by any party to enforce or interpret this Agreement, venue shall be in the federal 
or state courts of Clark County, Washington. 
 
16. COMPLETE AGREEMENT 
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This Agreement and the accompanying Business Associate Agreement supersedes all 
previous agreements, oral or written, between the parties and embodies the complete 
Agreement between the parties.  This Agreement may only be amended or modified by written 
agreement signed by both parties. 

17. COMPLIANCE CERTIFICATION

PROVIDER acknowledges AGENCY’s Corporate Compliance Program and receipt of
AGENCY’s Code of Conduct.  PROVIDER represents and warrants that each of its employees 
who provide patient care to Federal health care program beneficiaries at AGENCY shall read 
and review AGENCY’s Code of Conduct prior to commencement of services under this 
Agreement.  PROVIDER agrees to obtain and retain a signed certification from its employees 
that they have received, read and understand AGENCY’s Code of Conduct and agree to abide 
by the requirements of AGENCY’s Corporate Compliance Program.  Such certification shall be 
obtained prior to commencement of services under this Agreement, shall be maintained by 
PROVIDER and shall be made available for review by AGENCY or AGENCY’s agents upon 
reasonable request. 

18. COMPENSATION NOT BASED ON REFERRALS

The parties acknowledge that none of the benefits granted to PROVIDER under this
Agreement or in relation to the performance of services hereunder is conditioned on any 
requirement that PROVIDER make referrals to, be in a position to make or influence referrals 
to, or otherwise generate business for the AGENCY or the affiliates of the AGENCY by 
common ownership.  The parties further acknowledge that, except as may otherwise be 
provided in this Agreement, PROVIDER is not restricted from establishing staff privileges at, 
referring any services to, or otherwise generating any business for any other entity of 
PROVIDER’S choosing. 

IN WITNESS WHEREOF, the parties by their duly authorized representatives have entered 
into thus Agreement s of the date first above written. 

AGENCY 
by its Manager, EmpRes Healthcare 
Management, LLC, 

PROVIDER 

By: __________________________________ By: _________________________________ 

Name: Michael Miller Name: _______________________________ 

Title: CFO Title: ________________________________ 

Date: _________________________________ Date: ________________________________ 

UPIN #: ______________________________ 

*REQUIRED DOCUMENTS FOR CONTRACT COMPLETION*
Copy of Liability/Malpractice Insurance - $1M / $3M Liability Limits
Office Address and Phone Number
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Copy of Current State of Practice License;  
PROVIDER-signed Business Associate Agreement 
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Medical Director 
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JOB TITLE: Medical Director 
REPORTS TO: Administration, Board of Directors 
SUPERVISES: 

AGENCY NAME: 
DISTRIBUTION CODE: N/A 
FSLA STATUS:  

JOB SUMMARY 
The Medical Director provides overall management of medical care of Agency patients and makes 
sure provision of Hospice services reflects Eden philosophy and standards. The Medical Director 
adheres to all federal, state, and local rules and regulations, as well as accrediting organization 
standards. He or she works in conjunction with the patient’s attending physician and provides direct 
patient care. The Medical Director establishes relationships with the medical community in order to 
increase awareness and provide education about hospice and palliative care, and participates in 
the Agency’s performance improvement program. 
Note: Medical staff is privileged and credentialed according to the rules and regulations of the 
specific Agency. The medical staff of each Agency is responsible for peer review activities to 
promote continuous improvement of the quality of patient care provided by the medical staff in all 
departments of the Agency. See Eden’s Medical Staff Bylaws and Rules and Regulations to define 
these processes. 

ESSENTIAL FUNCTIONS 
1. Directs and coordinates medical care for the Agency.
2. Participates in administrative decision making and establishes policies, procedures, and

guidelines designed to provide adequate, comprehensive care.
3. Communicates with patients’ attending physicians and other healthcare providers regarding

the Agency’s policies, procedures, and standards.
4. Develops and implements rules, regulations, and policies that govern the attending physicians

that admit patients to the Agency, in conjunction with the administration.
5. Monitors the clinical practice of the attending physicians; may intervene as needed on the

patient’s behalf.
6. Assists in developing procedures for the emergency treatment of patients. May assume care

of the patient if the attending physician is not available or the patient does not have an
attending physician.

7. Assists with the development of policies and procedures for the admission, transfer, or
discharge of patients to other facilities when necessary.

8. Participates in patient comprehensive care planning.
9. Participates in the development and implementation of educational programs for nursing and

other healthcare professionals of the Agency.
10. Provides clear, concise documentation in medical record as it relates to reimbursement

guidelines and Agency policy and procedure.
11. Reviews and evaluates incident reports and identifies hazards to health and safety to provide

a safe and sanitary environment for patients. Makes relevant recommendations to
Administration.

12. Helps create environment that optimizes patient safety and reduces the likelihood of
medical/health care errors.

13. Supports and maintains a culture of safety and quality.
14. Advocates on behalf of the patient to meet the patient’s medical and psychosocial needs.
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15. Develops, revises, and implements policies and procedures for patient care, infection 
prevention and control, performance improvement, and patient rights. 

16. Establishes performance improvement monitoring programs and standards to make sure the 
Agency maintains accreditation, licensing, and quality patient care. 

17. Monitors and evaluates the quality and appropriateness of medical services as an integral 
part of the overall performance improvement program. 

18. Treats patients and their families with respect and dignity. 
19. Identifies and addresses psychosocial needs of patients and their families. 
20. Demonstrates extensive knowledge of hospice and palliative care. 
21. Demonstrates knowledge of current pain management protocols. 
22. Effectively and consistently communicates administrative directives to physicians and staff 

and encourages interactive meetings and discussions. 
23. Presents periodic reports reflecting the medical services of the Agency and such special 

reports as may be required by the Board. 
24. Develops educational classes for healthcare professionals and the community regarding 

hospice and palliative care. 
25. Acts as the Agency’s medical representative in the community. 
26. Provides direct patient medical care: 

a. Approves Patient Admittance 
b. Confirms Patient Diagnosis and Prognosis 
c. Recertifies Patients for Each Benefit Period 
d. Pain Management 
e. Symptom Management 
f. Palliative Care 
g. Inpatient Rounds 
h. Home Visits 
i. On Call 
j. Prescribes Medications and Other Regulated Medical Devices 

PROFESSIONAL REQUIREMENTS 
1. Adheres to dress code; appearance is neat and clean. 
2. Reports to work on time and as scheduled. 
3. Wears identification while on duty. 
4. Attends annual review and departmental inservices, as appropriate. 
5. Represents the organization in a positive and professional manner. 
6. Completes quarterly/annual education requirements. 
7. Maintains regulatory requirements, including federal, state, local regulations, and accrediting 

organization standards. 
8. Maintains patient confidentiality. 
9. Works at maintaining a good rapport and a cooperative working relationship with physicians, 

departments, and staff. 
10. Attends committee, QAPI, management meetings, and other required meetings as 

appropriate. 
11. Adheres to payroll, billing, and documentation policies and procedures. 
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12. Guarantees compliance with policies and procedures regarding operations, fire safety, 
emergency management, grievance and concerns, adverse events, incident reporting and 
infection prevention and control. 

13. Complies with organizational policies regarding ethical business practices. 
14. Demonstrates effective time management and organizational skills. 
15. Communicates the mission, ethics, and goals of the organization. 

KNOWLEDGE, SKILLS, AND ABILITIES 
1. Understands regulations/standards applicable to Hospice. 
2. Thorough knowledge and understanding of the functions of a Hospice Agency. 
3. Demonstrates knowledge of the dying patient and pain control measures. 
4. Exhibits genuine interest in and compassion for patients and families dealing with end-of-life 

issues. 
5. Understands hospice philosophy and issues of death and dying. 
6. Ability to be flexible, organized, and function under stressful situations  
7. Able to communicate effectively in English, both verbally and in writing. 
8. Excellent interpersonal skills. 
9. Excellent writing and presentation skills. 
10. Knowledge of general modalities and scope of practice within the state of Agency operation. 
11. Candidate should be self-directed and can work in the field with minimum supervision. 
12. A valid driver’s license, reliable auto, and current auto insurance. 
13. Basic computer knowledge. 

EDUCATION AND EXPERIENCE 
1. Doctorate in Medicine or Osteopathy. 
2. Currently licensed to practice medicine in the state of employment. 
3. Current Board Certification in specialty area. Board certified by the American Academy of 

Hospice and Palliative Medicine preferred. 
4. Drug Enforcement Administration Registration. 
5. Presentation of Certificate of Insurance. 
6. Experience in hospice and palliative care required. 
7. Administrative experience preferred. 

REPORTING RELATIONSHIPS 
1. This position reports directly to Administration and the Board of Directors. 

WORKING CONDITIONS 
The work environment characteristics described here are representative of those an employee 
encounters while performing the essential functions of this job. 

1. Ability to work under stress and in emergency situations. 
2. Ability to work under conditions requiring sitting, standing, walking, reaching, pushing, pulling, 

and grasping with potential exposure to communicable diseases.  

PHYSICAL DEMANDS ANALYSIS 
See attached Physical Demands Analysis, if applicable. 
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SIGNATURES 
I have read and reviewed this job description and fully understand the requirements set forth 
therein. I am able to perform the essential functions of this job with or without reasonable 
accommodation. I agree to perform the tasks outlined in this job description in a safe 
manner and in accordance with the company’s established processes. 

    
Employee Signature  Date     

    
Supervisor Signature  Date 
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JOB TITLE: Medical Director 
REPORTS TO: Administrator, Board of Directors 
SUPERVISES: 

AGENCY NAME: 
DISTRIBUTION CODE: N/A 
FSLA STATUS:  

PHYSICAL DEMANDS 
Reasonable accommodations may be made to enable individuals with disabilities to perform the 
essential functions of this position. 
 
On-the-job time is spent in the following physical activities: 
Standing: Remaining on one’s feet in an upright position at a workstation without moving about. 
LEVEL: Matted/even surface (linoleum, carpet, mats) 
TIME: 3.00 hours per day 
REPETITION: Occasionally 
Sitting: Remaining in the seated position. 
LEVEL: Casual, flexible, discretionary position. 
TIME: 2.00 hours per day 
REPETITION: Occasionally 
Walking: Moving about on foot. 
LEVEL: Casual, discretionary movement on matted/even surface (linoleum, carpet, mats). TIME: 3.00 
hours per day 
REPETITION: Frequently 
Lifting: Raising or lowering an object from one level to another. 
LEVEL: Medium, 50lbs maximum, frequent lifting/carrying 25lbs or less. 
TIME: 1.00 hours per day 
REPETITION: Occasionally 
Bending: Moving the body downward and forward by bending the spine at the waist. 
LEVEL: Moderate bend (45 degrees). 
TIME: 2.00 hours per day 
REPETITION: Occasionally 
Reaching: Extending the hands and arms in any direction. 
LEVEL: Dominant hand and arm.  LEVEL: Both hands and arms. 
TIME: 4.00 hours per day  TIME: 2.00 hours per day 
REPETITION: Frequently  REPETITION: Occasionally 
Handling: Seizing, holding, grasping, turning, or otherwise working with the hand or hands (with or 
without significant weight resistance). 
LEVEL: Dominant hand and arm.  LEVEL: Both hands and arms. 
TIME: 4.00 hours per day  TIME: 4.50 hours per day 
REPETITION: Frequently  REPETITION: Frequently 
Fingering: Picking and pinching or otherwise working with the fingers primarily. 
LEVEL: Dominant hand.  LEVEL: Both hands. 
TIME: 4.00 hours per day  TIME: 2.50 hours per day 
REPETITION: Frequently  REPETITION: Occasionally 
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INTAKE/REFFERAL POLICY 
 
PURPOSE: 
 The Hospice intake process is an important first step in a potential hospice patient's 

experience, to guarantee the Agency can provide applicable care, treatment, 
and services to the patient. 

 
POLICY: 
1. The Agency’s intake process functions 24 hours a day, seven days a week. 

  
2. This process strives to enable same day admissions. 
 
PROCEDURE: 
1. Intake receives referrals by way of multiple referral methods including: 

a. Telephone 
b. Facsimile 
c. Written Order 
d. E-mail 
e. Direct Contact 

 
2. Intake referral sources: 

a. Physicians of medicine, osteopathy, podiatry, dental surgery, psychiatrists, or 
dentists. 

b. Office staff representing the physician. 
c. Discharge planners from inpatient and/or outpatient services. 
d. Social Service agencies. 
e. Individual patients, their family members, or caregiver(s). 
f. Case managers and/or insurance company representatives. 
g. Other home health or hospice organizations.  

 
3. Intake during scheduled working hours: 

a. Clinical or office staff may obtain referral information, requesting patient 
demographics, diagnosis, services needed, the name of the physician, 
hospitalization, etc.  

b. The Director of Patient Care Services, Clinical Manager, or designee decides 
whether the patient meets the eligibility criteria. 

c. Patient insurance is verified and authorization is received as appropriate. 
Ongoing authorization is obtained as required. Payment Method: Eden 
Hospice accepts most private healthcare insurance (please refer to the 
Agency brochure for further details), Medicare, and Medicaid. 

d. If the referral call is not from a physician, staff contacts the physician to 
confirm service needs, medications, and to obtain verbal orders for an 
evaluation and admission visit. 

e. Referrals containing verbal orders are given to the designated professional 
for verification and documentation of verbal orders. 
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f. Staff may ask for verification of physician certification. 
g. Staff contacts patient, family, or caregiver to schedule an initial meeting to 

assess the patient for admission into the Agency and provide information on 
the Agency’s services and program. 
 

4. Patients are accepted by the Hospice Medical Director for care and services based 
on eligibility criteria listed below: 

a. The care and services required by the patient are consistent with the 
Agency’s mission, scope of service, and availability of services to meet 
patient’s needs. 

b. The patient resides within the geographical area served by the Agency. 
c. The patient has adequate support at the place of residence. 
d. The patient is certified as being terminally ill as required by payer source. 
e. There is a reasonable expectation that the patient’s care and service needs 

can be met adequately in his/her residence. 
 
5. If it is determined that the Agency cannot reasonably accommodate the patient’s 

needs, or if the patient does not meet the admission criteria, the patient/family/ 
referral source is notified and provided with information about other providers and 
referrals are made when appropriate. 
 

6. The hospice maintains a record of referrals. 
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ADMISSION POLICY 
 
PURPOSE: 
 To keep acceptance of patients consistent with Eden Hospice’ mission and scope 

of services based on the reasonable expectation that the patient’s care and 
service needs can be appropriately and safely met in the patient’s place of 
residence. 

 
POLICY: 
1. The Agency admits a patient on the recommendation of the Hospice Medical 

Director in consultation with/with input from the patient’s attending physician. 
 
2. The Hospice Medical Director considers the following information when reaching a 

decision to certify that a patient is terminally ill: 
a. Diagnosis of the terminal condition of the patient. 
b. Other health conditions whether related or unrelated to the terminal 

condition. 
c. Current clinically relevant information supporting diagnoses. 
 

3. Patients with a terminal illness are accepted by the clinical supervisor or designee 
for care and services who meet the eligibility criteria listed below: 

a. The patient is under the care of a physician. The patient’s physician orders 
and approves care by the Agency. The physician is willing to sign or get 
another physician to sign the death certificate upon the patient's death. The 
physician discusses the patient’s resuscitation status with the patient, family, 
or caregiver. 

b. The patient identifies a family member, a caregiver, or a legal representative 
who agrees to be a primary support care person. Terminally ill patients (who 
are currently independent in activities of daily living) without an identified 
support person require the development of a specific plan for the future 
need of a primary support person. Staff discuss and plan for this at time of 
admission. 

c. The patient has a life-threatening illness with a life expectancy of six months 
or less, as determined by the attending physician and Hospice Medical 
Director. 

d. The patient wants hospice services and is aware of his/her diagnosis and 
prognosis. 

e. The focus of the care wanted is palliative versus curative. 
f. The patient, family, or caregiver agrees to participate in the plan of care and 

signs the Hospice Consent Form. 
g. The patient, family, or caregiver understands and agrees that the Agency 

primarily provides care at home. 
h. The physical facilities and equipment in the patient’s home are adequate for 

safe and effective care. 
i. The patient resides within the Agency’s geographical area. 
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j. Hospice does not base eligibility for participation on the patient’s race, color, 
creed, sex, age, disability (mental or physical), communicable disease, or 
place of national origin. 

k. The patient meets the eligibility criteria for Medicare, Medicaid, private 
Hospice benefit or meets the Eden Hospice Charity Care eligibility criteria. 

l. In order to be eligible to elect hospice care under Medicare, the patient is: 
i. Entitled to Part A of Medicare, and 
ii. Certified as being terminally ill. 

m. The Agency accepts patients based on their care needs. The Agency 
considers the adequacy and suitability of staff and the resources required to 
provide the service. A reasonable expectation exists that the Agency can 
adequately take care of the patient at home. 

n. The Agency accepts patients based on a patient’s ability to pay for hospice 
services, either through state or federal assistance programs, private 
insurance, personal assets or the Eden Hospice Charity Care eligibility criteria. 

o. The Agency reserves the right to refuse patients who do not meet the 
admission criteria and refers patients to other resources. 

p. For Medicare patients, the physician is willing to provide a face-to-face 
encounter and the required written orders for care and/or services.   

q. Payment Method: Eden Home Health accepts most private healthcare 
insurance (please refer to the Agency brochure for further details), Medicare, 
and Medicaid. 

 
4. If it is determined that the Agency cannot reasonably accommodate the patient’s 

needs, or if the patient does not meet the admission criteria, the patient/family/ 
referral source is notified and provided with information about other providers. 

 
PROCEDURE: 
1. Referral information provided by family, caregiver, and healthcare clinicians from 

other facilities, other agencies, and physicians’ offices may help in the 
determination of eligibility for admission. If the patient’s physician does not make 
the request for service, the Agency consults with the physician before the 
assessment visit. 

  
2. Assignment of appropriate staff to conduct the initial assessment. 

APPENDIX 15 
ADMISSIONS & DISCHARGE POLICY



 

  

WASHINGTON HOSPICE PATIENT BILL OF RIGHTS 
 
Patients have the right to: 

1. Receive effective pain management and symptom control and quality services from Eden 
Hospice for services identified in the plan of care;    

2. Be cared for by appropriately trained or credentialed personnel, contractors and volunteers with 
coordination of services;  

3. A statement advising of the right to ongoing participation in the development of the plan of care;  
4. Choose his or her attending physician;   
5. A statement advising of the right to have access to the department's listing of licensed hospice 

agencies and to select any licensee to provide care, subject to the individual's reimbursement 
mechanism or other relevant contractual obligations;  

6. A listing of the total services offered by the hospice agency and those being provided to the 
patient;  

7. Refuse specific services;  
8. The name of the individual within Eden Hospice responsible for supervising the patient's care and 

the manner in which that individual may be contacted;  
9. Be treated with courtesy, respect, and privacy;  
10. Be free from verbal, mental, sexual, and physical abuse, neglect, exploitation, discrimination, and 

the unlawful use of restraint or seclusion;    
11. Have property treated with respect;  
12. Privacy and confidentiality of personal information and health care related records;  
13. Be informed of what Eden Hospice charges for services, to what extent payment may be 

expected from health insurance, public programs, or other sources, and what charges the patient 
may be responsible for paying;  

14. A fully itemized billing statement upon request, including the date of each service and the charge. 
Agencies providing services through a managed care plan are not required to provide itemized 
billing statements;  

15. Be informed about advanced directives and POLST and Eden Hospice’s scope of responsibility;   
16. Be informed of Eden Hospice’s policies and procedures regarding the circumstances that may 

cause the agency to discharge a patient;    
17. Be informed of Eden Hospice’s policies and procedures for providing backup care when services 

cannot be provided as scheduled;    
18. A description of Eden Hospice’s process for patients and family to submit complaints to Eden 

Hospice about the services and care they are receiving and to have those complaints addressed 
without retaliation;    

19. Be informed of the department's complaint hotline number (1-800-633-6828) to report complaints 
about the licensed agency or credentialed health care professionals; and  

20. Be informed of the DSHS end harm hotline number (1-866-363-4276) to report suspected abuse of 
children or vulnerable adults.    

21. Eden Hospice must ensure that the patient rights under this section are implemented and updated 
as appropriate. 
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DISCHARGE FOR CAUSE POLICY 
 
PURPOSE:  
To define the circumstances when a patient may be discharged for cause. 


To uphold the patient’s right to receive information about his/her care, treatment, 

and services, and to be involved in the decision-making process when appropriate. 


To maintain the continuity of care, treatment, and/or services meet the patient’s 

needs. 


To standardize the process for discharging patients for cause from Eden Hospice. 


To exchange appropriate information related to the care, treatment, and/or 

services with other staff and the receiving healthcare provider when patients are 

discharged for cause from Eden Hospice. 

 

POLICY: 
1. Eden Hospice is professionally and ethically responsible to provide care, treatment, 

and services within its financial and service capabilities, mission, and applicable 

laws and regulations, once a patient has been admitted to the Agency. 

 

2. The patient and family are active participants, as appropriate and when possible, in 

planning the discharge. 

 

3. Eden Hospice provides the transfer and discharge policies in the patient or legal 

representative’s primary language. 

 

4. Discharge for cause criteria includes: The patient’s (or other persons in the patient’s 

home) behavior is disruptive, abusive, or uncooperative to the extent that delivery 

of care to the patient or the ability of the hospice to operate effectively is seriously 

impaired. 

 

5. Discharge of patients occurs in an appropriate manner, guaranteeing that relevant 

information, including all necessary information pertaining to the patient’s current 

course of illness and treatment, goals of care, and treatment preferences are 

communicated to appropriate parties and in such a way as to prevent harm to the 

patient. Eden Hospice complies with requests from the receiving facility or health 

care practitioner for additional clinical information as may be necessary for 

treatment of the patient. 

a. Patients are provided verbal or written notice of discharge 48 hours prior to 

discharge. Advance notice of discharge is not required in cases of worker 

safety. 

b. Documentation of discharge notification and the patient’s understanding 

are documented in the patient’s medical record. 
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PROCEDURE: 
1. Prior to discharging a patient for cause, Eden Hospice: 

a. Advises the patient that a discharge for cause is being considered.  

b. Advises the attending physician (if involved in patient’s care) that a 

discharge for cause is being considered and consults with him/her. 

c. Makes a serious effort to resolve the problem(s) presented by the patient’s 

behavior, the behavior of other persons in the patient’s home, or situation.  

d. Ascertains that the patient's proposed discharge is not due to the patient's 

use of necessary hospice services. 

e. Provides the patient and representative (if any) with contact information for 

other agencies or Providers who may be able to provide care.  

f. If there is a concern about patient’s ongoing care and safety, submits a 

report to appropriate state agencies.  

g. Documents the problem(s) and efforts made to resolve the problem(s) and 

enters this documentation into the clinical records.  

h. Obtains an order for discharge from the Hospice Medical Director. 

 

2. The Discharge-Transfer Summary Report and other relevant clinical record 

documents are completed and submitted within 72 hours of discharge from the 

Agency. 

  

3. A copy of the Discharge–Transfer Summary Report is provided to the patient’s 

attending physician when requested. 
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ADMISSION POLICY 
 
PURPOSE: 
 To keep acceptance of patients consistent with Eden Hospice’ mission and scope 

of services based on the reasonable expectation that the patient’s care and 
service needs can be appropriately and safely met in the patient’s place of 
residence. 

 
POLICY: 
1. The Agency admits a patient on the recommendation of the Hospice Medical 

Director in consultation with/with input from the patient’s attending physician. 
 
2. The Hospice Medical Director considers the following information when reaching a 

decision to certify that a patient is terminally ill: 
a. Diagnosis of the terminal condition of the patient. 
b. Other health conditions whether related or unrelated to the terminal 

condition. 
c. Current clinically relevant information supporting diagnoses. 
 

3. Patients with a terminal illness are accepted by the clinical supervisor or designee 
for care and services who meet the eligibility criteria listed below: 

a. The patient is under the care of a physician. The patient’s physician orders 
and approves care by the Agency. The physician is willing to sign or get 
another physician to sign the death certificate upon the patient's death. The 
physician discusses the patient’s resuscitation status with the patient, family, 
or caregiver. 

b. The patient identifies a family member, a caregiver, or a legal representative 
who agrees to be a primary support care person. Terminally ill patients (who 
are currently independent in activities of daily living) without an identified 
support person require the development of a specific plan for the future 
need of a primary support person. Staff discuss and plan for this at time of 
admission. 

c. The patient has a life-threatening illness with a life expectancy of six months 
or less, as determined by the attending physician and Hospice Medical 
Director. 

d. The patient wants hospice services and is aware of his/her diagnosis and 
prognosis. 

e. The focus of the care wanted is palliative versus curative. 
f. The patient, family, or caregiver agrees to participate in the plan of care and 

signs the Hospice Consent Form. 
g. The patient, family, or caregiver understands and agrees that the Agency 

primarily provides care at home. 
h. The physical facilities and equipment in the patient’s home are adequate for 

safe and effective care. 
i. The patient resides within the Agency’s geographical area. 
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j. Hospice does not base eligibility for participation on the patient’s race, color, 
creed, sex, age, disability (mental or physical), communicable disease, or 
place of national origin. 

k. The patient meets the eligibility criteria for Medicare, Medicaid, private 
Hospice benefit or meets the Eden Hospice Charity Care eligibility criteria. 

l. In order to be eligible to elect hospice care under Medicare, the patient is: 
i. Entitled to Part A of Medicare, and 
ii. Certified as being terminally ill. 

m. The Agency accepts patients based on their care needs. The Agency 
considers the adequacy and suitability of staff and the resources required to 
provide the service. A reasonable expectation exists that the Agency can 
adequately take care of the patient at home. 

n. The Agency accepts patients based on a patient’s ability to pay for hospice 
services, either through state or federal assistance programs, private 
insurance, personal assets or the Eden Hospice Charity Care eligibility criteria. 

o. The Agency reserves the right to refuse patients who do not meet the 
admission criteria and refers patients to other resources. 

p. For Medicare patients, the physician is willing to provide a face-to-face 
encounter and the required written orders for care and/or services.   

q. Payment Method: Eden Home Health accepts most private healthcare 
insurance (please refer to the Agency brochure for further details), Medicare, 
and Medicaid. 

 
4. If it is determined that the Agency cannot reasonably accommodate the patient’s 

needs, or if the patient does not meet the admission criteria, the patient/family/ 
referral source is notified and provided with information about other providers. 

 
PROCEDURE: 
1. Referral information provided by family, caregiver, and healthcare clinicians from 

other facilities, other agencies, and physicians’ offices may help in the 
determination of eligibility for admission. If the patient’s physician does not make 
the request for service, the Agency consults with the physician before the 
assessment visit. 

  
2. Assignment of appropriate staff to conduct the initial assessment. 
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WASHINGTON HOSPICE PATIENT BILL OF RIGHTS 
 
Patients have the right to: 

1. Receive effective pain management and symptom control and quality services from Eden 
Hospice for services identified in the plan of care;    

2. Be cared for by appropriately trained or credentialed personnel, contractors and volunteers with 
coordination of services;  

3. A statement advising of the right to ongoing participation in the development of the plan of care;  
4. Choose his or her attending physician;   
5. A statement advising of the right to have access to the department's listing of licensed hospice 

agencies and to select any licensee to provide care, subject to the individual's reimbursement 
mechanism or other relevant contractual obligations;  

6. A listing of the total services offered by the hospice agency and those being provided to the 
patient;  

7. Refuse specific services;  
8. The name of the individual within Eden Hospice responsible for supervising the patient's care and 

the manner in which that individual may be contacted;  
9. Be treated with courtesy, respect, and privacy;  
10. Be free from verbal, mental, sexual, and physical abuse, neglect, exploitation, discrimination, and 

the unlawful use of restraint or seclusion;    
11. Have property treated with respect;  
12. Privacy and confidentiality of personal information and health care related records;  
13. Be informed of what Eden Hospice charges for services, to what extent payment may be 

expected from health insurance, public programs, or other sources, and what charges the patient 
may be responsible for paying;  

14. A fully itemized billing statement upon request, including the date of each service and the charge. 
Agencies providing services through a managed care plan are not required to provide itemized 
billing statements;  

15. Be informed about advanced directives and POLST and Eden Hospice’s scope of responsibility;   
16. Be informed of Eden Hospice’s policies and procedures regarding the circumstances that may 

cause the agency to discharge a patient;    
17. Be informed of Eden Hospice’s policies and procedures for providing backup care when services 

cannot be provided as scheduled;    
18. A description of Eden Hospice’s process for patients and family to submit complaints to Eden 

Hospice about the services and care they are receiving and to have those complaints addressed 
without retaliation;    

19. Be informed of the department's complaint hotline number (1-800-633-6828) to report complaints 
about the licensed agency or credentialed health care professionals; and  

20. Be informed of the DSHS end harm hotline number (1-866-363-4276) to report suspected abuse of 
children or vulnerable adults.    

21. Eden Hospice must ensure that the patient rights under this section are implemented and updated 
as appropriate. 
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DISCHARGE FOR CAUSE POLICY 
 
PURPOSE:  
To define the circumstances when a patient may be discharged for cause. 


To uphold the patient’s right to receive information about his/her care, treatment, 

and services, and to be involved in the decision-making process when appropriate. 


To maintain the continuity of care, treatment, and/or services meet the patient’s 

needs. 


To standardize the process for discharging patients for cause from Eden Hospice. 


To exchange appropriate information related to the care, treatment, and/or 

services with other staff and the receiving healthcare provider when patients are 

discharged for cause from Eden Hospice. 

 

POLICY: 
1. Eden Hospice is professionally and ethically responsible to provide care, treatment, 

and services within its financial and service capabilities, mission, and applicable 

laws and regulations, once a patient has been admitted to the Agency. 

 

2. The patient and family are active participants, as appropriate and when possible, in 

planning the discharge. 

 

3. Eden Hospice provides the transfer and discharge policies in the patient or legal 

representative’s primary language. 

 

4. Discharge for cause criteria includes: The patient’s (or other persons in the patient’s 

home) behavior is disruptive, abusive, or uncooperative to the extent that delivery 

of care to the patient or the ability of the hospice to operate effectively is seriously 

impaired. 

 

5. Discharge of patients occurs in an appropriate manner, guaranteeing that relevant 

information, including all necessary information pertaining to the patient’s current 

course of illness and treatment, goals of care, and treatment preferences are 

communicated to appropriate parties and in such a way as to prevent harm to the 

patient. Eden Hospice complies with requests from the receiving facility or health 

care practitioner for additional clinical information as may be necessary for 

treatment of the patient. 

a. Patients are provided verbal or written notice of discharge 48 hours prior to 

discharge. Advance notice of discharge is not required in cases of worker 

safety. 

b. Documentation of discharge notification and the patient’s understanding 

are documented in the patient’s medical record. 
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PROCEDURE: 
1. Prior to discharging a patient for cause, Eden Hospice: 

a. Advises the patient that a discharge for cause is being considered.  

b. Advises the attending physician (if involved in patient’s care) that a 

discharge for cause is being considered and consults with him/her. 

c. Makes a serious effort to resolve the problem(s) presented by the patient’s 

behavior, the behavior of other persons in the patient’s home, or situation.  

d. Ascertains that the patient's proposed discharge is not due to the patient's 

use of necessary hospice services. 

e. Provides the patient and representative (if any) with contact information for 

other agencies or Providers who may be able to provide care.  

f. If there is a concern about patient’s ongoing care and safety, submits a 

report to appropriate state agencies.  

g. Documents the problem(s) and efforts made to resolve the problem(s) and 

enters this documentation into the clinical records.  

h. Obtains an order for discharge from the Hospice Medical Director. 

 

2. The Discharge-Transfer Summary Report and other relevant clinical record 

documents are completed and submitted within 72 hours of discharge from the 

Agency. 

  

3. A copy of the Discharge–Transfer Summary Report is provided to the patient’s 

attending physician when requested. 
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CHARITY CARE POLICY 

POLICY: 
1. Patients may be eligible for charity care at the time of admission to Eden Hospice or 

during the period when they receive hospice services, consistent with the Income 
Guidelines set out below.

2. Admitted Patients can appeal charity care determinations according to the Patient 
Concerns and Grievances policy.

3. Eligibility for charity care under this policy is at all times contingent upon the 
patient's cooperation with the application process, including the timely submission 
of all information that Eden Hospice deems necessary or appropriate to enable it to 
make a charity care determination.

4. Patients’ eligibility for free or discounted care is based on household income and 
family size as identified in Exhibit 1, which is updated annually, and is based on 
eligible services.

Income Level of 200% or less -- 100% discount level 
Income Level of 201% to 300% -- 75% discount level 
Income Level of 301% to 400% -- 50% discount level 

EXHIBIT 1 

National Federal Poverty Guidelines 2019 
Household 
Size 

100% - 
199% 200% 300% 400% 

1 $12,490 $24,980 $37,470 $49,960 
2 $16,910 $33,820 $50,730 $67,640 
3 $21,330 $42,660 $63,990 $85,320 
4 $25,750 $51,500 $77,250 $103,000 
5 $30,170 $60,340 $90,510 $120,680 
6 $34,590 $69,180 $103,770 $138,360 
7 $39,010 $78,020 $117,030 $156,040 
8 $43,430 $86,860 $130,290 $173,720 
9 $47,850 $95,700 $143,550 $191,400 
10 $52,270 $104,540 $156,810 $209,080 
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VOLUNTEER SERVICES POLICY 
 
PURPOSE: 
 The Agency has qualified volunteers to help meet the patient’s needs and to follow 

the interdisciplinary plan of care. 
 
POLICY: 
1. The Agency has volunteer services under the direction of the Agency’s Volunteer 

Department. The Volunteer coordinator is the coordinator of volunteers providing 
Hospice services.   

2. The Agency uses volunteers to provide assistance with ancillary and office activities, 
as well as indirect patient care services, and/or to help patients and families with 
household chores, shopping, transportation, and companionship.   

3. Volunteers may work in a variety of capacities, including: 
a. Patient care volunteers provide emotional support and practical assistance 

that enhance the comfort and quality of life for patients/families/caregivers. 
These services include being available for companionship, listening, simply 
“being there,” and preparing meals. 

b. Bereavement volunteers provide anticipatory counseling and bereavement 
support to families and caregivers. 

c. Errands and transportation volunteers offer a type of practical support often 
needed by Hospice patients, families, and caregivers. These duties may 
include picking up needed prescriptions or supplies or grocery shopping. 

d. Office volunteers lend their services working in Hospice’s office. These 
activities may include assembling information packets, filing, photocopying, 
and assisting with mailings. 

 

4. Volunteers who are qualified to provide professional services must meet standards 
associated with their specialty area. If licensure or registration is required by the 
state, the volunteer is licensed or registered. 
 

5. The Agency documents and maintains a volunteer staff sufficient to provide 
administrative or direct patient care in an amount that, at a minimum, equals five 
percent (5%) of the total patient care hours of paid Agency employees and 
contract staff. 

a. Expansion of care and services achieved through the use of volunteers, 
including the types of services and the time worked, is recorded. 

 
PROCEDURE: 
1. The Volunteer Coordinator arranges for volunteers to provide support to the patient, 

family, or caregiver according to the Interdisciplinary Plan of Care.   

2. The Agency documents active and ongoing efforts to recruit and retain volunteers. 
a. Documentation includes evidence such as advertisements in local 

newspapers, bulletins, or flyers. 
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3. Volunteers work under the supervision of an Agency staff member.   

4. Required volunteer training is consistent with the specific tasks performed.   

5. Volunteers receive orientation before being assigned to a patient/family in the 
following areas: 

a. The duties and responsibilities of the volunteer position. 
b. To whom the volunteer reports. 
c. The person(s) to contact if assistance is needed and instructions regarding 

the performance of their duties and responsibilities. 
d. Hospice goals, services, and philosophy. 
e. Confidentiality and protection of the patient’s and family’s rights. 
f. Documentation. 
g. Family dynamics, coping mechanisms, and psychological issues surrounding 

terminal illness, death, and bereavement. 
h. Procedures followed in an emergency, or following the death of the patient. 
i. Infection prevention and control (e.g. hand hygiene). 

 

6. Attendance at orientation and inservices is maintained in the volunteer’s Human 
Resources file.   

7. Volunteers document their activities on the Volunteer Progress Note and submit this 
documentation for the patient’s clinical records.   

8. The Agency documents the cost savings achieved through the use of volunteers, 
specifically identifying the positions which are occupied by volunteers, and collect 
the work time spent by the volunteers occupying those positions. 

a. The Volunteer Coordinator estimates the dollar costs which Agency would 
have incurred if paid Agency staff occupied the identified positions. 

 
9. The Volunteer Coordinator develops, implements, and evaluates the volunteer 

services program regularly and at least annually. 
 
VOLUNTEER HOURS: 
1. Volunteers submit their documentation for services and time to the Volunteer 

Coordinator on a weekly basis.   

2. The Volunteer Coordinator composes and analyzes the data monthly.   

3. Monthly and annual statistical reports determine the percentage of services given 
by volunteers in relationship to the other disciplines.   

4. Based on the reports, the Volunteer Coordinator determines the cost savings 
achieved through the use of Hospice volunteers.   

5. Reports are submitted to the Executive Director as requested and at least on an 
annual basis. 
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RECRUITMENT POLICY 
 
PURPOSE: 
 Eden Health believes that hiring qualified individuals to fill positions at the company 

contributes to the overall strategic success of the organization. Each employee, 
while employed, is hired to make significant contributions to Eden Health.  
 

HIRING PROCESS AND PROCEDURES: 
1. Personnel requisitions must be completed to fill Eden Health positions. Requisitions 

must be initiated by the department supervisor/manager and forwarded to the 
Eden Health Recruiting Department. This is done by the completion of the New 
Open Position Form. Once completed, the form is forwarded to the recruiting 
department via email.     
 

2. Personnel requisitions should indicate the following: 
a. Date, Eden Location, and Agency number    
b. Discipline if applicable  
c. Position title 
d. Position's hours/shifts 
e. Hourly rate/Salary/Per visit 
f. Territory Coverage (specific)   
g. Hiring manager and names of interviewers   
h. Any additional information about the posting/position that will assist the 

recruiter 
 

JOB POSTINGS: 
1. All regular exempt and nonexempt job openings are posted on the Eden Health 

website within 24 hours of receipt of the submitted New Open Position form. The job 
posting will also be advertised automatically on various applicable job posting 
websites. Jobs will remain posted until the position(s) is filled.   

 
2. Positions are advertised externally based on need and budget requirements.  
 
3. The Recruiting Department is responsible for placing all recruitment advertising. 
 
4. Unless otherwise noted by the supervisor/manager who submits the New Open 

Position form, all jobs will be posted on the Eden Health website as well as various 
applicable job posting websites.    

 
RECRUITMENT: 
1. The Recruiting Department reviews all applicants. The applicants that best fit the 

open position are contacted by the recruiter and screened for a possible interview.   
The interview is then scheduled with the manager if the applicant passes the 
screening.    
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2. After three (3) weeks of the initial job posting, the recruiting team re-evaluates the 
position if no candidates have applied and partners with the supervisor/manager 
for plan of action. Adjustments are made accordingly to obtain candidates for the 
position.    

 
ACTIONS BY AGENCY: 
1. Upon completion of the interview by the Agency, the interviewer is to make contact 

with the recruiter within 24 hours of the interview to give some feedback on how the 
interview and provide thoughts on next steps.    

 
JOB OFFER MADE TO APPLICANT: 
1. Upon receipt of written approval from the hiring manager/supervisor, the Recruiting 

Department will make an initial verbal offer to the applicant. The recruiter will also 
advise the applicant that once the background information form is completed, the 
recruiter will then follow up with a formal offer letter. The offer letter will be drafted 
to note that employment is contingent upon satisfactory completion of reference 
checks, motor vehicle and criminal background checks. The Recruiting Department 
will establish a start date in coordination with the Agency and the applicant.    
 

2. The Recruiting Department is responsible to notify applicants who are not selected 
for positions at Eden Health.   

 
INTERNAL TRANSFERS: 
1. Employees who have been in their current position for at least one year may apply 

for internal job openings. This requirement may be waived with the consent of the 
employee's manager.   

 
2. Employees must complete the Internal Job Opening Request Form. The form must 

be completed and submitted to the Recruiting Department within one week after 
the job is posted. 

 
3. All applicants for a posted vacancy will be considered on the basis of their 

qualifications and ability to perform the job successfully. Internal candidates who 
are not selected will be notified by the Recruiting Department.   

 
EMPLOYEE REFERRALS: 
1. Employees are eligible for a referral bonus if they have referred an applicant that is 

hired for a full time position. The referral bonus will vary depending on the position 
and this will be outlined in the Referral Bonus program on the Eden Health website.   
The employee is to complete the Referral form provided on our website and submit 
the form prior to the applicant having an interview. In addition, the applicant 
should specify on the Eden Health application, the referring Eden employee’s 
name. The Eden Health employee will then be eligible for the referral bonus once 
the applicant is hired in a full time position and has worked for a minimum of 90 
days.    
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REFERENCE CHECKS, CRIMINAL BACKGROUND CHECKS, AND FINAL DOCUMENTS 
FORWARDED TO AGENCY: 
1. The Recruiting Department will submit a request for a background check and will 

check references for all hired candidates.    
 
2. Once the Recruiting Department has the following documents for the candidate:   

a. New Hire Approval 
b. Completed Application 
c. Completed Background Check  
d. Completed Motor Vehicle Check 
e. Resume  
f. Completed Reference checks 
g. Signed Offer Letter  
 

3. The Recruiting Department will then scan all the documents and forward them via 
email to the BOM (Business Office Manager) located at the Agency.   
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CONTINUING EDUCATION PROGRAMS POLICY 
 
PURPOSE: 
 To provide planned ongoing educational activities for Eden Hospice employees 

that: 
• Develop and enhance employees’ skills. 
• Broaden and increase employee’s knowledge base. 
• Maintain and improve staff competency. 

 

POLICY: 
1. This Agency provides educational programs appropriate to the staff’s patient care, 

treatment, and services responsibilities specific to the needs of the patient 
population served, and as required by applicable laws, regulations, and standards.   

2. Educational programs are provided to those staff members whose responsibilities 
have changed.   

3. Hospice Aides receive a minimum of 12 hours of inservice training every 12 months. 
Inservice training may occur when an aide is furnishing care to a patient under the 
supervision of an RN.   

4.  Staff are evaluated annually and as needed to identify educational needs.   

5. Patient care, treatment, and services staff are required to attend or produce 
evidence of having attended the appropriate number of continuing education 
programs required by law and regulation to maintain currency of licensure and/or 
certification. 

 

6. Supervisors are encouraged to attend on-going education programs to improve 
their supervisory skills.  
 

7. An annual educational program is planned and implemented based on identified 
staff needs and regulatory requirements including, but limited to:  

• Emergency/disaster training 
• How to handle complaints/grievances 
• Infection control training 
• Cultural diversity 
• Communication barriers 
• Ethics training 
• Workplace (OSHA), patient safety and components of HSP7-2A.01 
• Methods for coping with work related issues of grief, loss, and change 
• Patient Right and Responsibilities 
• Compliance Program 
• Pain and symptom management 

Safety training: 
• Body mechanics 
• Fire 
• Evacuation 
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• Security 
• Office Equipment 
• Environmental hazards 
• In-home safety 
• Personal safety techniques 
 

8. Non-direct care personnel have a minimum of 8 hours of on-going education per 
year. Direct care personnel have a minimum of 12 hours of on-going education 
during each 12-month period. 
 

9. Hospice administration retains the right to designate other inservice programs as 
mandatory programs. 

 
INSERVICE RESPONSIBILITIES: 
1. Each department manager is responsible for providing current and factual 

information to his/her employees regarding performance of their job duties. New 
processes, procedures, or policies governing such duties are conveyed to the 
employees in a manner that is understandable and reasonable to those involved. 
Records of such programs are retained as described in this policy.   

2. The administration provides up-to-date and factual information to employees 
regarding policies, procedures, and benefits. In most cases, policies and 
procedures are conveyed to department managers who convey such information 
to their employees. 
 

PROCEDURE - INSERVICE ATTENDANCE: 
1. Mandatory Inservice Meetings: Those meetings which have been determined 

necessary for employees within a particular department or group of common 
interest are considered to be mandatory. Mandatory attendance is at the 
discretion of the department manager with approval of the Executive 
Director/Administrator. 

a. Mandatory meetings are generally those which provide vital and necessary 
information to the employees involved, and attendance is requested with 
prior notice to those required to attend. Employees receive their regular rate 
of pay for attendance at mandatory meetings, unless their attendance is not 
specifically requested. If attendance at a mandatory meeting involve 
overtime for an employee during that work week, specific approval from the 
department manager is required if an alternate attendance time cannot be 
arranged. 

 

2. Voluntary Inservice Meetings: Those meetings for which attendance is not deemed 
necessary and vital to a particular department or group of common interest are 
considered voluntary. Attendance at voluntary meetings is at the discretion of the 
employee, based on his/her interest in the subject being presented.   

3. Credit for Attendance at Inservice Programs: 
a. In order to receive appropriate attendance credit, participants: 

i. Attend the entire program. 
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ii. Sign the attendance sheet. 
iii. Complete an evaluation form. 

 

4. Continuing Education Credits: 
a. Programs for which continuing education credits are offered are advertised 

as such. 
b. The number of credit hours is listed with the program information. 
c. In order to receive appropriate continuing education credits and a 

certificate, participants: 
i. Attend the entire program. 
ii. Sign the attendance sheet. 
iii. Complete an evaluation form. 

 

5. Internal Scheduling of Inservice Programs: 
a. Equipment and Supplies: Audiovisual and other inservice equipment is 

maintained by the Education Department. Those who desire use of this 
equipment submit a written request as early in advance as possible. 

i. Supplies necessary for inservice programs are the responsibility of the 
individual conducting the program. Prior administrative approval is 
required for expenditures made for inservice program supplies. 

b. Meeting Room Availability: Meeting rooms are reserved in advance as early 
as possible through administration. 

 

6. Record Keeping for Education Programs: 
a. Records of education programs are maintained in a central location (e.g. 

Education Department, Hospice Clinical Nurse Manager, or administration). 
Proper record keeping contains the following information:  

i. Names and signatures of employees who attended the program. 
ii. Title of the program, name of the individual conducting the program, 

dates, and times the program was conducted, and the location of the 
program. 

iii. A description of the content of the program, its relation to the 
department and/or employees, and voluntary/mandatory status of 
the program.  

b. Results of education program evaluation are compiled and summarized by 
the Education Department. 

c. Summary reports are evaluated monthly to determine the quality and 
appropriateness of the education provided and to develop and/or modify 
future educational programs. 

d. Summary reports of educational activities and the results of program 
evaluations are submitted to the Performance Improvement Committee 
quarterly. 

e. Education records for individual employees are considered valid on either a 
card made for that employee showing dates and subjects of programs 
attended, or on a written form or other sheet of paper containing such 
information placed in the employee's personnel file. 
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QUALITY ASSURANCE PERFORMANCE IMPROVEMENT (QAPI) POLICY 
 
PURPOSE: 
1. The Agency’s Quality Assurance Performance Improvement (QAPI) plan is designed 

to: 
a. Delineate expectations and plan and manage processes to measure, assess, 

and improve Eden Hospice’s Agency’s governance, management, clinical, 
and support activities. 

b. Promote positive patient outcomes through the application of optimal 
patient care, treatment, and services based on clinically sound principles 
and current knowledge. 

c. Identify, on an ongoing basis and in a coordinated and collaborative 
manner, areas for improvement in the quality of care, treatment, and 
services. 

d. Evaluate, monitor, improve, and resolve areas of concern. 
 

2. The Quality Assurance Performance Improvement (QAPI) plan, established by the 
senior management of the organization in collaboration with staff members and the 
Performance Improvement Committee, with the support and approval of the 
Governing Body, is comprehensive in scope and provides a vehicle to monitor 
patient care, treatment, and services with the goal of identifying and resolving 
processes, functions, and services that may adversely impact patient care, 
treatment, and services, while striving to continuously facilitate positive patient 
outcomes. 
 

POLICY: 
1. The Hospice Agency develops implements and maintains an ongoing, effective, 

data driven Quality Assurance Performance Improvement (QAPI) program. 
 

2. The Governing Body guarantees the following; 
a. The program reflects the complexity of its organization and services. 
b. Involves all Hospice agency services (including those under contract or 

arrangement). 
c. Focuses on indicators related to improved outcomes including; 

i. Use of emergency care services, 
ii. Hospital admissions and readmissions, 
iii. Takes actions that address the performance across the spectrum of 

care, 
iv. Prevention and re-education of medical errors. 

 

3. Eden Hospice’s Quality Assurance Performance Improvement (QAPI) plan is 
evaluated at least annually and revised as necessary. 
 

4. The Quality Assurance Performance Improvement (QAPI) activities are planned in a 
collaborative, interdisciplinary manner throughout the organization. 
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5. In keeping with the organization’s mission of providing quality, cost-effective patient 
care, treatment, and services, the Quality Assurance Performance Improvement 
(QAPI) plan allows for a systematic, coordinated, and continuous approach to 
improving performance, focusing upon the process and functions that address 
these principles. 
 

GOALS: 
1. The primary goals of the organizational Quality Assurance Performance 

Improvement (QAPI) Plan are to continually and systematically plan, design, 
measure, assess, and improve performance of organization-wide key functions and 
processes relative to patient care, treatment, and services. 
 

2. To achieve this goal, the plan strives to: 
a. Incorporate quality planning throughout the organization. 
b. Collect data to monitor performance. 
c. Provide a systematic mechanism for the organization’s appropriate 

individuals, departments, and professions to function collaboratively in their 
Quality Assurance Performance Improvement (QAPI) efforts providing 
feedback and learning throughout the Agency. 

d. Provide for an organization-wide program that assures the Agency designs 
processes (with special emphasis on design of new or revisions in established 
services) well and systematically measures, assesses, and improves its 
performance to achieve optimal patient health outcomes in a collaborative, 
cross-departmental, interdisciplinary approach. These processes include 
mechanisms to assess the needs and expectations of patients and their 
families, staff, and others. Process design contains the following focus 
elements: 

i. Consistency with the organization’s mission, vision, values, goals, and 
objectives and plans. 

ii. Meets the needs of individuals served, staff, and others. 
iii. Fosters the safety of patients and the quality of care, treatment, and 

services. 
iv. Supports a culture of safety and quality. 
v. Use of clinically sound and current data sources (e.g. use of 

practice/clinical guidelines, information from relevant literature and 
clinical standards). 

vi. Is based upon best practices as evidenced by accrediting bodies.  
vii. Incorporates available information from internal sources and other 

organizations about the occurrence of medical errors and sentinel 
events to reduce the risk of similar events in this organization. 

viii. Utilizes reports generated from OASIS data, including the following 
OASIS reports: 

• Outcome-Based Quality Monitoring (OBQM) Potentially 
Avoidable Events Report and Patient Listing. 

• Outcome-Based Quality Improvement (OBQI) Outcome Report. 
• Error Summary Report. 
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ix. Utilizes the results of Quality Assurance Performance Improvement 
(QAPI), patient safety and risk reduction activities. 

x. Management of change and Quality Assurance Performance 
Improvement (QAPI) supports both safety and quality through the 
Agency. 

e. The organization incorporates information related to these elements, when 
available and relevant, in the design or redesign of processes, functions, or 
services. 

f. Assure that the improvement process is organization-wide, monitoring, 
assessing, and evaluating the quality and appropriateness of patient care, 
treatment, and services, patient safety practices, and clinical performance 
to resolve identified problems and improve performance. 

g. Appropriate reporting of information to the Governing Body to provide the 
leaders with the information they need in fulfilling their responsibility for the 
quality of patient care, treatment, and services, and safety is a required 
mandate of this plan. 

 

3. Necessary information is communicated among departments/services when 
opportunities to improve patient care, treatment, and/or services and patient/staff 
safety practices impact more than one department/service. 

 

4. The status of identified problems is monitored to assure improvement or resolution. 
 

5. Information from departments/services and the findings of discrete Quality 
Assurance Performance Improvement (QAPI) activities are analyzed to detect 
trends, patterns of performance, or potential problems that may impact more than 
one department/service. 

 

6. The objectives, scope, organization, and mechanisms for overseeing the 
effectiveness of monitoring, assessing, evaluation, and problem-solving activities in 
the Quality Assurance Performance Improvement (QAPI) program are evaluated at 
least annually and revised as necessary. 

 

7. Important key aspects of care to the health and safety of patients are identified. 
Included are those that occur frequently or affect large numbers of patients; place 
patients at risk of serious consequences of deprivation of substantial benefit if care is 
not provided correctly or not provided when indicated; or care provided is not 
indicated, or those tending to produce problems for patients, their families, or staff. 

 

8. Internal structures can adapt to changes in the environment. 
 

SCOPE OF ACTIVITIES: 
1. Eden Hospice measures, analyzes, and tracks quality indicators to enable the 

agency to assess processes of care, services, and operations. 
 

2. The scope of the organizational Quality Assurance Performance Improvement 
(QAPI) program includes an overall assessment of the efficacy of Quality Assurance 
Performance Improvement (QAPI) activities with a focus on continually improving 
care, treatment, and services, and patient and staff safety practices.  
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3. The Hospice agency’s performance improvement activities must; 
a. Focus on high risk, high volume, or problem-prone areas; 
b. Consider incidence, prevalence, and severity of problems in those areas; 
c. Lead to an immediate correction of any identified problem that directly or 

potentially threaten the health and safety of patients. 
 

4. Performance activities must track adverse patient events, analyze their causes, and 
implement preventative actions. 
 

5. Assessment of the performance of the following patient care and organizational 
functions may include but not limited to: 

a. Environment of Care. 
b. Emergency Management, including: 
c. Review of the annual emergency management planning reviews. 
d. Review of emergency response exercises. 
e. Review of response to actual emergencies. 
f. Human Resources. 
g. Infection Prevention and Control. 
h. Information Management. 
i. Leadership. 
j. Medication Management. 
k. Provision of Care, Treatment, and Services. 
l. Performance Improvement. 
m. Record of Care, Treatment, and Services. 
n. Rights and Responsibilities of the Individual. 
o. Waived Testing. 

 

PERFORMANCE IMPROVEMENT PROJECTS: 
1. Hospice Agencies must conduct performance improvement projects. 

 

2. The number and scope of distinct improvement projects conducted annually must 
reflect the scope, complexity, and past performance of the Hospice Agencies 
services and operations. 
 

3. The Hospice Agency must document the quality improvement projects undertaken, 
the reasons for conducting these projects, and the measureable progress achieved 
on these projects. 

 

ORGANIZATION: 
1. To achieve fulfillment of the objectives, goals, and scope of the organizational 

Quality Assurance Performance Improvement (QAPI) plan, the organizational 
structure of the program is designed to facilitate an effective system of monitoring, 
assessment, and evaluation of the care, treatment, and services provided within the 
Agency. 

a. The Governing Body is ultimately responsible for the quality of patient care, 
treatment, and services provided. 

i. The Governing Body requires staff, through the Performance 
Improvement Committee and Administration, to implement and report 
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on the activities and the mechanisms for monitoring, assessing, and 
evaluating patient safety practices and the quality of patient care, 
treatment, and services, for identifying and resolving problems and for 
identifying opportunities to improve patient care, treatment, and 
services or performance throughout the organization. This process 
addresses those departments/disciplines that have a direct or indirect 
effect on patient care, treatment, and services, including 
management and administrative functions. 

ii. The Governing Body, through the VP of Hospice and Hospice, Director 
of Clinical Service, and the Agency Administrator/Executive Director, 
provide for resources and support systems for the Quality Assurance 
Performance Improvement (QAPI) functions and risk management 
functions related to patient care, treatment, and services and safety. 

b. The governing body is responsible for guaranteeing; 
i. The ongoing program for quality improvement and patient safety is 

defined, implemented, and maintained. 
ii. The Hospice Agency wide quality assessment and performance 

improvement efforts address priorities for improved quality of care and 
patient safety, and that all improved actions are evaluated for 
effectiveness. 

iii. That clear expectations for patient safety are established, 
implemented, and maintained. 

iv. That any findings of fraud or waste are appropriately addressed 
 

ANNUAL EVALUATION AND APPROVAL: 
1. The organizational Quality Assurance Performance Improvement (QAPI) program is 

evaluated for effectiveness at least annually and revised as necessary to assure 
appropriateness of the approach to planning processes of improvement: setting 
priorities for improvement; assessing performance systematically; using statistically 
valid methods; implementing improvement activities on the basis of assessment; and 
sustaining achieved improvements. 

 

CONFIDENTIALITY: 
1. Information related to Quality Assurance Performance Improvement (QAPI) 

activities in accordance with this plan is confidential. 
a. Confidential information may include, but is not limited to, staff committee 

meetings, Quality Assurance Performance Improvement (QAPI) Executive 
Report, electronic data gathering and reporting, medical record reviews, 
and untoward incident reporting. 

b. Some information may be disseminated on a “need to know basis” as 
required by agencies such as federal review agencies, regulatory bodies, or 
another organization with a proven “need to know basis” as approved by the 
Agency’s Administration and/or the Governing Body. 
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Department of Health
2020-2021 Hospice Numeric Need Methodology

Posted October 30, 2020

WAC246-310-290(8)(a) Step 1:

Year Year Deaths
2017 3,757 2017 14,113
2018 4,114 2018 14,055 0-64 27.41%
2019 3,699 2019 14,047 65+ 60.52%

average: 3,857 average: 14,072

Year Year Deaths
2017 26,365 2017 42,918
2018 26,207 2018 42,773
2019 26,017 2019 44,159

average: 26,196 average: 43,283

Calculate the following two statewide predicted hospice use rates using department of health survey and vital statistics data:

Use Rates
Admissions

WAC 246-310-290(8)(a)(i) The percentage of patients age sixty-five and over who will use hospice services. This percentage is calculated 
by dividing the average number of unduplicated admissions over the last three years for patients sixty five and over by the average number 
of past three years statewide total deaths age sixty-five and over.
WAC246-310-290(8)(a)(ii) The percentage of patients under sixty-five who will use hospice services. This percentage is calculated by 
dividing the average number of unduplicated admissions over the last three years for patients under sixty-five by the average number of 
past three years statewide total of deaths under sixty-five.

Admissions

Hospice admissions ages 0-64

Hospice admissions ages 65+

Deaths ages 0-64

Deaths ages 65+

DOH 260-028 October 2020

Source:
Self-Report Provider Utilization Surveys for Years 2017-2019

Vital Statistics Death Data for Years 2017-2019
Prepared by DOH Program StaffAPPENDIX 20 
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Department of Health
2020-2021 Hospice Numeric Need Methodology

Posted October 30, 2020

County 2017 2018 2019
2017-2019 

Average Deaths County 2017 2018 2019
2017-2019 

Average Deaths
Adams 38 28 35 34 Adams 78 72 93 81
Asotin 49 52 54 52 Asotin 190 214 222 209
Benton 385 331 346 354 Benton 1,081 1,125 1,154 1,120
Chelan 124 130 137 130 Chelan 556 573 626 585
Clallam 180 191 186 186 Clallam 842 871 955 889
Clark 883 874 887 881 Clark 2,579 2,767 2,987 2,778
Columbia 19 6 7 11 Columbia 116 43 52 70
Cowlitz 351 300 294 315 Cowlitz 917 840 951 903
Douglas 71 51 63 62 Douglas 232 255 270 252
Ferry 30 28 20 26 Ferry 60 55 64 60
Franklin 133 145 123 134 Franklin 284 278 313 292
Garfield 6 5 5 5 Garfield 17 30 21 23
Grant 203 195 197 198 Grant 509 524 508 514
Grays Harbor 238 227 251 239 Grays Harbor 622 647 659 643
Island 166 135 167 156 Island 630 675 642 649
Jefferson 69 64 72 68 Jefferson 308 336 338 327
King 3,256 3,264 3,275 3,265 King 10,039 9,917 10,213 10,056
Kitsap 485 515 557 519 Kitsap 1,780 1,713 1,811 1,768
Kittitas 91 68 90 83 Kittitas 237 239 266 247
Klickitat 63 58 46 56 Klickitat 151 158 160 156
Lewis 210 227 210 216 Lewis 721 730 722 724
Lincoln 20 25 25 23 Lincoln 105 94 89 96
Mason 169 158 167 165 Mason 550 526 548 541
Okanogan 119 103 119 114 Okanogan 350 332 358 347
Pacific 88 64 66 73 Pacific 262 279 265 269
Pend Oreille 34 43 31 36 Pend Oreille 133 130 125 129
Pierce 1,936 1,964 1,911 1,937 Pierce 5,019 4,926 5,002 4,982
San Juan 18 19 20 19 San Juan 115 114 127 119
Skagit 271 231 229 244 Skagit 1,007 1,001 1,018 1,009
Skamania 16 27 19 21 Skamania 65 56 87 69
Snohomish 1,483 1,533 1,533 1,516 Snohomish 4,118 4,055 4,081 4,085
Spokane 1,147 1,177 1,143 1,156 Spokane 3,527 3,556 3,545 3,543
Stevens 96 113 112 107 Stevens 376 373 345 365
Thurston 530 554 525 536 Thurston 1,768 1,823 1,908 1,833
Wahkiakum 3 13 11 9 Wahkiakum 37 33 53 41
Walla Walla 123 110 118 117 Walla Walla 501 445 450 465
Whatcom 367 360 394 374 Whatcom 1,329 1,252 1,461 1,347
Whitman 57 66 47 57 Whitman 236 199 219 218
Yakima 586 601 555 581 Yakima 1,471 1,517 1,451 1,480

0-64 65+

WAC246-310-290(8)(b) Step 2:
Calculate the average number of total resident deaths over the last three years for each planning area by age cohort.

DOH 260-028 October 2020

Source:
Self-Report Provider Utilization Surveys for Years 2017-2019

Vital Statistics Death Data for Years 2017-2019
Prepared by DOH Program StaffAPPENDIX 20 
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Department of Health
2020-2021 Hospice Numeric Need Methodology

Posted October 30, 2020

County
2017-2019 

Average Deaths
Projected Patients: 
27.38% of Deaths County

2017-2019 
Average Deaths

Projected Patients: 
61.04% of Deaths

Adams 34 9 Adams 81 49
Asotin 52 14 Asotin 209 126
Benton 354 97 Benton 1,120 678
Chelan 130 36 Chelan 585 354
Clallam 186 51 Clallam 889 538
Clark 881 242 Clark 2,778 1,681
Columbia 11 3 Columbia 70 43
Cowlitz 315 86 Cowlitz 903 546
Douglas 62 17 Douglas 252 153
Ferry 26 7 Ferry 60 36
Franklin 134 37 Franklin 292 177
Garfield 5 1 Garfield 23 14
Grant 198 54 Grant 514 311
Grays Harbor 239 65 Grays Harbor 643 389
Island 156 43 Island 649 393
Jefferson 68 19 Jefferson 327 198
King 3,265 895 King 10,056 6,086
Kitsap 519 142 Kitsap 1,768 1,070
Kittitas 83 23 Kittitas 247 150
Klickitat 56 15 Klickitat 156 95
Lewis 216 59 Lewis 724 438
Lincoln 23 6 Lincoln 96 58
Mason 165 45 Mason 541 328
Okanogan 114 31 Okanogan 347 210
Pacific 73 20 Pacific 269 163
Pend Oreille 36 10 Pend Oreille 129 78
Pierce 1,937 531 Pierce 4,982 3,015
San Juan 19 5 San Juan 119 72
Skagit 244 67 Skagit 1,009 610
Skamania 21 6 Skamania 69 42
Snohomish 1,516 416 Snohomish 4,085 2,472
Spokane 1,156 317 Spokane 3,543 2,144
Stevens 107 29 Stevens 365 221
Thurston 536 147 Thurston 1,833 1,109
Wahkiakum 9 2 Wahkiakum 41 25
Walla Walla 117 32 Walla Walla 465 282
Whatcom 374 102 Whatcom 1,347 815
Whitman 57 16 Whitman 218 132
Yakima 581 159 Yakima 1,480 896

0-64 65+

WAC246-310-290(8)(c) Step 3.
Multiply each hospice use rate determined in Step 1 by the planning areas' average total resident deaths determined in 
Step 2, separated by age cohort.

DOH 260-028 October 2020

Source:
Self-Report Provider Utilization Surveys for Years 2017-2019

Vital Statistics Death Data for Years 2017-2019
Prepared by DOH Program StaffAPPENDIX 20 

2020 STATE METHODOLOGY



Department of Health
2020-2021 Hospice Numeric Need Methodology

Posted October 30, 2020

County
Projected 
Patients

2017-2019 Average 
Population

2020 projected 
population

2021 projected 
population

2022 projected 
population

2020 potential 
volume

2021 potential 
volume

2022 potential 
volume

Adams 9 18,029 18,291 18,456 18,622 9 9 10
Asotin 14 16,779 16,652 16,596 16,540 14 14 14
Benton 97 166,554 169,415 171,026 172,638 99 100 101
Chelan 36 61,991 62,463 62,512 62,562 36 36 36
Clallam 51 52,550 52,439 52,233 52,027 51 51 50
Clark 242 405,282 417,273 421,901 426,529 249 251 254
Columbia 3 2,863 2,780 2,745 2,710 3 3 3
Cowlitz 86 85,717 85,917 85,843 85,769 87 86 86
Douglas 17 34,732 35,527 35,803 36,080 17 17 18
Ferry 7 5,680 5,577 5,541 5,506 7 7 7
Franklin 37 85,922 90,102 92,443 94,784 38 39 40
Garfield 1 1,602 1,560 1,541 1,522 1 1 1
Grant 54 84,909 87,158 88,240 89,322 56 56 57
Grays Harbor 65 57,817 56,958 56,679 56,401 64 64 64
Island 43 62,964 63,264 63,280 63,296 43 43 43
Jefferson 19 20,688 20,722 20,636 20,550 19 19 19
King 895 1,863,482 1,906,749 1,918,470 1,930,192 916 921 927
Kitsap 142 217,040 220,035 220,614 221,192 144 145 145
Kittitas 23 37,892 39,015 39,286 39,556 23 24 24
Klickitat 15 15,828 15,575 15,439 15,304 15 15 15
Lewis 59 62,398 63,001 63,164 63,327 60 60 60
Lincoln 6 7,923 7,805 7,751 7,698 6 6 6
Mason 45 50,142 51,122 51,397 51,672 46 46 47
Okanogan 31 32,545 32,183 32,087 31,991 31 31 31
Pacific 20 14,688 14,403 14,322 14,242 20 19 19
Pend Oreille 10 9,905 9,812 9,769 9,727 10 10 10
Pierce 531 747,538 765,139 769,918 774,696 543 547 550
San Juan 5 10,974 10,753 10,730 10,707 5 5 5
Skagit 67 100,076 101,537 101,887 102,236 68 68 68
Skamania 6 9,254 9,242 9,223 9,205 6 6 6
Snohomish 416 694,793 716,781 721,527 726,273 429 432 434
Spokane 317 421,066 425,447 426,740 428,033 320 321 322
Stevens 29 34,226 33,992 33,917 33,841 29 29 29
Thurston 147 234,880 241,500 243,867 246,235 151 153 154
Wahkiakum 2 2,555 2,441 2,405 2,368 2 2 2
Walla Walla 32 50,546 50,981 51,028 51,075 32 32 32
Whatcom 102 183,023 187,812 189,267 190,722 105 106 107
Whitman 16 43,137 43,308 43,315 43,322 16 16 16
Yakima 159 221,051 224,497 225,822 227,147 162 163 164

0-64

WAC246-310-290(8)(d) Step 4:
Using the projected patients calculated in Step 3, calculate a use rate by dividing projected patients by the three-year historical average population by county. 
Use this rate to determine the potential volume of hospice use by the projected population by age cohort using Office of Financial Management (OFM) data.

DOH 260-028 October 2020

Source:
Self-Report Provider Utilization Surveys for Years 2017-2019

Vital Statistics Death Data for Years 2017-2019
Prepared by DOH Program StaffAPPENDIX 20 
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Department of Health
2020-2021 Hospice Numeric Need Methodology

Posted October 30, 2020

County
Projected 
Patients

2017-2019 Average 
Population

2020 projected 
population

2021 projected 
population

2022 projected 
population

2020 potential 
volume

2021 potential 
volume

2022 potential 
volume

Adams 49 2,114 2,341 2,383 2,424 54 55 56
Asotin 126 5,619 6,005 6,175 6,344 135 139 143
Benton 678 29,821 32,150 33,373 34,597 731 759 786
Chelan 354 15,343 16,408 17,052 17,695 379 393 408
Clallam 538 21,334 22,267 22,901 23,535 562 578 594
Clark 1681 75,085 82,125 85,686 89,247 1,839 1,918 1,998
Columbia 43 1,202 1,269 1,287 1,304 45 46 46
Cowlitz 546 21,326 22,969 23,719 24,470 588 608 627
Douglas 153 7,595 8,358 8,666 8,974 168 174 180
Ferry 36 2,095 2,241 2,289 2,337 39 39 40
Franklin 177 8,765 9,610 10,083 10,557 194 203 213
Garfield 14 633 658 669 680 14 15 15
Grant 311 14,244 15,477 16,071 16,665 338 351 364
Grays Harbor 389 15,594 16,653 17,133 17,612 415 427 439
Island 393 19,701 20,777 21,412 22,047 414 427 440
Jefferson 198 11,252 11,924 12,323 12,722 210 217 224
King 6086 296,484 324,660 337,771 350,881 6,665 6,934 7,203
Kitsap 1070 51,788 55,878 58,185 60,492 1,155 1,202 1,250
Kittitas 150 7,351 7,943 8,266 8,589 162 168 175
Klickitat 95 5,570 6,088 6,268 6,448 103 106 110
Lewis 438 16,398 17,219 17,697 18,175 460 473 486
Lincoln 58 2,823 2,959 3,039 3,119 61 63 64
Mason 328 15,311 16,499 17,167 17,836 353 367 382
Okanogan 210 10,050 10,901 11,210 11,519 228 234 240
Pacific 163 6,584 6,910 7,035 7,159 171 174 177
Pend Oreille 78 3,742 4,107 4,239 4,371 86 89 91
Pierce 3015 125,262 136,114 142,422 148,729 3,277 3,429 3,580
San Juan 72 5,545 5,991 6,174 6,357 78 80 82
Skagit 610 26,595 29,168 30,314 31,460 670 696 722
Skamania 42 2,542 2,798 2,923 3,048 46 48 50
Snohomish 2472 113,447 125,219 131,978 138,737 2,729 2,876 3,023
Spokane 2144 84,343 91,361 94,670 97,979 2,323 2,407 2,491
Stevens 221 10,884 11,837 12,214 12,591 240 248 255
Thurston 1109 48,683 52,832 54,900 56,967 1,204 1,251 1,298
Wahkiakum 25 1,441 1,565 1,580 1,595 27 27 27
Walla Walla 282 10,944 11,068 11,350 11,632 285 292 299
Whatcom 815 39,164 42,640 44,217 45,794 888 921 953
Whitman 132 5,237 5,815 6,008 6,201 146 151 156
Yakima 896 36,670 38,391 39,475 40,559 938 964 991

65+

WAC246-310-290(8)(d) Step 4:
Using the projected patients calculated in Step 3, calculate a use rate by dividing projected patients by the three-year historical average 
population by county. Use this rate to determine the potential volume of hospice use by the projected population by age cohort using Office of 
Financial Management (OFM) data.

DOH 260-028 October 2020

Source:
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County
2020 

potential 
volume

2021 
potential 
volume

2022 
potential 
volume

Current 
Supply of 
Hospice 

Providers

2020 Unmet 
Need 

Admissions*

2021 Unmet 
Need 

Admissions*

2022 Unmet 
Need 

Admissions*

Adams 64 65 66 45.33 18 19 20
Asotin 149 153 157 99.67 49 53 57
Benton 829 858 887 976.67 (147) (118) (90)
Chelan 415 430 444 398.67 16 31 46
Clallam 613 628 644 273.63 339 355 371
Clark 2,087 2,170 2,252 2,396.97 (310) (227) (145)
Columbia 48 48 49 23.33 24 25 26
Cowlitz 675 694 713 794.00 (119) (100) (81)
Douglas 185 192 198 147.67 38 44 50
Ferry 46 46 47 36.33 9 10 11
Franklin 232 242 253 171.33 61 71 82
Garfield 16 16 16 3.33 12 13 13
Grant 394 407 421 281.00 113 126 140
Grays Harbor 480 491 503 277.33 202 214 226
Island 457 470 483 389.67 68 80 93
Jefferson 229 236 243 188.00 41 48 55
King 7,580 7,855 8,130 7,517.23 63 338 613
Kitsap 1,299 1,347 1,395 1,303.97 (5) 43 91
Kittitas 185 192 199 171.67 13 20 27
Klickitat 118 121 124 277.57 (159) (156) (153)
Lewis 520 533 546 451.00 69 82 95
Lincoln 67 69 70 28.67 39 40 42
Mason 399 414 428 222.67 176 191 206
Okanogan 258 265 271 177.67 81 87 93
Pacific 190 193 196 107.00 83 86 89
Pend Oreille 96 98 101 64.33 31 34 37
Pierce 3,820 3,975 4,131 3,739.67 80 236 391
San Juan 83 85 87 79.00 4 6 8
Skagit 737 764 790 729.00 8 35 61
Skamania 52 54 56 27.00 25 27 29
Snohomish 3,157 3,308 3,458 2,950.87 207 357 507
Spokane 2,643 2,728 2,813 2,671.83 (29) 56 141
Stevens 269 277 284 150.00 119 127 134
Thurston 1,355 1,404 1,452 1,247.57 108 156 205
Wahkiakum 29 30 30 6.33 23 23 23
Walla Walla 317 324 332 285.00 32 39 47
Whatcom 993 1,027 1,060 1,042.97 (50) (16) 17
Whitman 162 167 172 203.83 (42) (37) (32)
Yakima 1,099 1,127 1,154 1,182.67 (83) (56) (29)

WAC246-310-290(8)(e) Step 5:
Combine the two age cohorts. Subtract the average of the most recent three years hospice capacity in 
each planning area from the projected volumes calculated in Step 4 to determine the number of 
projected admissions beyond the planning area capacity.

*a negative number indicates existing hospice service capacity exceeds the projected utilization based on the 
statewide use rate.
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County
2020 Unmet 

Need 
Admissions*

2021 Unmet 
Need 

Admissions*

2022 Unmet 
Need 

Admissions*

Statewide 
ALOS

2020 Unmet 
Need Patient 

Days*

2021 Unmet 
Need Patient 

Days*

2022 Unmet 
Need Patient 

Days*

Adams 18 19 20 62.66 1,148 1,214 1,280
Asotin 49 53 57 62.66 3,092 3,328 3,564
Benton (147) (118) (90) 62.66 (9,222) (7,421) (5,620)
Chelan 16 31 46 62.66 1,000 1,932 2,864
Clallam 339 355 371 62.66 21,238 22,228 23,217
Clark (310) (227) (145) 62.66 (19,394) (14,226) (9,057)
Columbia 24 25 26 62.66 1,532 1,568 1,605
Cowlitz (119) (100) (81) 62.66 (7,461) (6,261) (5,061)
Douglas 38 44 50 62.66 2,362 2,758 3,155
Ferry 9 10 11 62.66 582 631 681
Franklin 61 71 82 62.66 3,798 4,458 5,118
Garfield 12 13 13 62.66 774 788 802
Grant 113 126 140 62.66 7,055 7,911 8,766
Grays Harbor 202 214 226 62.66 12,688 13,418 14,147
Island 68 80 93 62.66 4,232 5,026 5,820
Jefferson 41 48 55 62.66 2,550 2,986 3,421
King 63 338 613 62.66 3,960 21,177 38,394
Kitsap (5) 43 91 62.66 (326) 2,685 5,696
Kittitas 13 20 27 62.66 846 1,268 1,690
Klickitat (159) (156) (153) 62.66 (9,971) (9,788) (9,605)
Lewis 69 82 95 62.66 4,325 5,135 5,945
Lincoln 39 40 42 62.66 2,414 2,515 2,616
Mason 176 191 206 62.66 11,053 11,965 12,877
Okanogan 81 87 93 62.66 5,058 5,456 5,855
Pacific 83 86 89 62.66 5,212 5,398 5,584
Pend Oreille 31 34 37 62.66 1,964 2,135 2,305
Pierce 80 236 391 62.66 5,039 14,766 24,493
San Juan 4 6 8 62.66 232 380 528
Skagit 8 35 61 62.66 520 2,183 3,847
Skamania 25 27 29 62.66 1,557 1,685 1,813
Snohomish 207 357 507 62.66 12,944 22,350 31,757
Spokane (29) 56 141 62.66 (1,834) 3,498 8,830
Stevens 119 127 134 62.66 7,467 7,942 8,417
Thurston 108 156 205 62.66 6,736 9,782 12,827
Wahkiakum 23 23 23 62.66 1,440 1,454 1,468
Walla Walla 32 39 47 62.66 2,016 2,473 2,930
Whatcom (50) (16) 17 62.66 (3,137) (1,028) 1,081
Whitman (42) (37) (32) 62.66 (2,616) (2,310) (2,005)
Yakima (83) (56) (29) 62.66 (5,230) (3,511) (1,793)

Step 6 (Admits * ALOS) = Unmet Patient Days

WAC246-310-290(8)(f) Step 6:
Multiply the unmet need from Step 5 by the statewide average length of stay as determined by CMS to determine unmet 
need patient days in the projection years.

*a negative number indicates existing hospice service capacity exceeds the projected utilization based on the statewide use 
rate.
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County 2020 Unmet Need 
Patient Days*

2021 Unmet Need 
Patient Days*

2022 Unmet Need 
Patient Days*

2020 Unmet 
Need ADC*

2021 Unmet 
Need ADC*

2022 Unmet 
Need ADC*

Adams 1,148 1,214 1,280 3 3 4
Asotin 3,092 3,328 3,564 8 9 10
Benton (9,222) (7,421) (5,620) (25) (20) (15)
Chelan 1,000 1,932 2,864 3 5 8
Clallam 21,238 22,228 23,217 58 61 64
Clark (19,394) (14,226) (9,057) (53) (39) (25)
Columbia 1,532 1,568 1,605 4 4 4
Cowlitz (7,461) (6,261) (5,061) (20) (17) (14)
Douglas 2,362 2,758 3,155 6 8 9
Ferry 582 631 681 2 2 2
Franklin 3,798 4,458 5,118 10 12 14
Garfield 774 788 802 2 2 2
Grant 7,055 7,911 8,766 19 22 24
Grays Harbor 12,688 13,418 14,147 35 37 39
Island 4,232 5,026 5,820 12 14 16
Jefferson 2,550 2,986 3,421 7 8 9
King 3,960 21,177 38,394 11 58 105
Kitsap (326) 2,685 5,696 (1) 7 16
Kittitas 846 1,268 1,690 2 3 5
Klickitat (9,971) (9,788) (9,605) (27) (27) (26)
Lewis 4,325 5,135 5,945 12 14 16
Lincoln 2,414 2,515 2,616 7 7 7
Mason 11,053 11,965 12,877 30 33 35
Okanogan 5,058 5,456 5,855 14 15 16
Pacific 5,212 5,398 5,584 14 15 15
Pend Oreille 1,964 2,135 2,305 5 6 6
Pierce 5,039 14,766 24,493 14 40 67
San Juan 232 380 528 1 1 1
Skagit 520 2,183 3,847 1 6 11
Skamania 1,557 1,685 1,813 4 5 5
Snohomish 12,944 22,350 31,757 35 61 87
Spokane (1,834) 3,498 8,830 (5) 10 24
Stevens 7,467 7,942 8,417 20 22 23
Thurston 6,736 9,782 12,827 18 27 35
Wahkiakum 1,440 1,454 1,468 4 4 4
Walla Walla 2,016 2,473 2,930 6 7 8
Whatcom (3,137) (1,028) 1,081 (9) (3) 3
Whitman (2,616) (2,310) (2,005) (7) (6) (5)
Yakima (5,230) (3,511) (1,793) (14) (10) (5)

Step 7 (Patient Days / 365) = Unmet ADC

WAC246-310-290(8)(g) Step 7:
Divide the unmet patient days from Step 6 by 365 to determine the unmet need ADC.

*a negative number indicates existing hospice service capacity exceeds the projected utilization based on the statewide use rate.
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Application Year

County 2020 Unmet 
Need ADC*

2021 Unmet 
Need ADC*

2022 Unmet 
Need ADC*

Numeric 
Need?

Number of 
New Agencies 

Needed?**

Adams 3 3 4 FALSE FALSE
Asotin 8 9 10 FALSE FALSE
Benton (25) (20) (15) FALSE FALSE
Chelan 3 5 8 FALSE FALSE
Clallam 58 61 64 TRUE 1
Clark (53) (39) (25) FALSE FALSE
Columbia 4 4 4 FALSE FALSE
Cowlitz (20) (17) (14) FALSE FALSE
Douglas 6 8 9 FALSE FALSE
Ferry 2 2 2 FALSE FALSE
Franklin 10 12 14 FALSE FALSE
Garfield 2 2 2 FALSE FALSE
Grant 19 22 24 FALSE FALSE
Grays Harbor 35 37 39 TRUE 1
Island 12 14 16 FALSE FALSE
Jefferson 7 8 9 FALSE FALSE
King 11 58 105 TRUE 3
Kitsap (1) 7 16 FALSE FALSE
Kittitas 2 3 5 FALSE FALSE
Klickitat (27) (27) (26) FALSE FALSE
Lewis 12 14 16 FALSE FALSE
Lincoln 7 7 7 FALSE FALSE
Mason 30 33 35 TRUE 1
Okanogan 14 15 16 FALSE FALSE
Pacific 14 15 15 FALSE FALSE
Pend Oreille 5 6 6 FALSE FALSE
Pierce 14 40 67 TRUE 1
San Juan 1 1 1 FALSE FALSE
Skagit 1 6 11 FALSE FALSE
Skamania 4 5 5 FALSE FALSE
Snohomish 35 61 87 TRUE 2
Spokane (5) 10 24 FALSE FALSE
Stevens 20 22 23 FALSE FALSE
Thurston 18 27 35 TRUE 1
Wahkiakum 4 4 4 FALSE FALSE
Walla Walla 6 7 8 FALSE FALSE
Whatcom (9) (3) 3 FALSE FALSE
Whitman (7) (6) (5) FALSE FALSE
Yakima (14) (10) (5) FALSE FALSE

**The numeric need methodology projects need for whole hospice agencies only - not partial 
hospice agencies.  Therefore, the results are rounded down to the nearest whole number.

Step 8 - Numeric Need

WAC246-310-290(8)(h) Step 8:
Determine the number of hospice agencies in the planning area that could support the 
unmet need with an ADC of thirty-five.

Step 7 (Patient Days / 365) = Unmet ADC

*a negative number indicates existing hospice service capacity exceeds the projected utilization 
based on the statewide use rate.
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0-64 Population Projection

County 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025

2017-2019 
Average 

Population
Adams 17,637 17,768 17,899 18,029 18,160 18,291 18,456 18,622 18,787 18,953 19,118 18,029
Asotin 16,969 16,906 16,842 16,779 16,715 16,652 16,596 16,540 16,485 16,429 16,373 16,779
Benton 162,262 163,693 165,123 166,554 167,984 169,415 171,026 172,638 174,249 175,861 177,472 166,554
Chelan 61,284 61,520 61,755 61,991 62,227 62,463 62,512 62,562 62,611 62,661 62,710 61,991
Clallam 52,716 52,661 52,605 52,550 52,494 52,439 52,233 52,027 51,821 51,615 51,409 52,550
Clark 387,296 393,291 399,287 405,282 411,278 417,273 421,901 426,529 431,158 435,786 440,414 405,282
Columbia 2,988 2,947 2,905 2,863 2,822 2,780 2,745 2,710 2,675 2,640 2,605 2,863
Cowlitz 85,417 85,517 85,617 85,717 85,817 85,917 85,843 85,769 85,695 85,621 85,547 85,717
Douglas 33,540 33,938 34,335 34,732 35,130 35,527 35,803 36,080 36,356 36,633 36,909 34,732
Ferry 5,834 5,782 5,731 5,680 5,628 5,577 5,541 5,506 5,470 5,435 5,399 5,680
Franklin 79,651 81,742 83,832 85,922 88,012 90,102 92,443 94,784 97,124 99,465 101,806 85,922
Garfield 1,665 1,644 1,623 1,602 1,581 1,560 1,541 1,522 1,502 1,483 1,464 1,602
Grant 81,535 82,660 83,784 84,909 86,033 87,158 88,240 89,322 90,403 91,485 92,567 84,909
Grays Harbor 59,105 58,675 58,246 57,817 57,387 56,958 56,679 56,401 56,122 55,844 55,565 57,817
Island 62,514 62,664 62,814 62,964 63,114 63,264 63,280 63,296 63,312 63,328 63,344 62,964
Jefferson 20,636 20,653 20,670 20,688 20,705 20,722 20,636 20,550 20,463 20,377 20,291 20,688
King 1,798,581 1,820,215 1,841,848 1,863,482 1,885,115 1,906,749 1,918,470 1,930,192 1,941,913 1,953,635 1,965,356 1,863,482
Kitsap 212,548 214,045 215,543 217,040 218,538 220,035 220,614 221,192 221,771 222,349 222,928 217,040
Kittitas 36,206 36,768 37,330 37,892 38,453 39,015 39,286 39,556 39,827 40,097 40,368 37,892
Klickitat 16,208 16,082 15,955 15,828 15,702 15,575 15,439 15,304 15,168 15,033 14,897 15,828
Lewis 61,494 61,796 62,097 62,398 62,700 63,001 63,164 63,327 63,491 63,654 63,817 62,398
Lincoln 8,101 8,042 7,982 7,923 7,864 7,805 7,751 7,698 7,644 7,591 7,537 7,923
Mason 48,672 49,162 49,652 50,142 50,632 51,122 51,397 51,672 51,946 52,221 52,496 50,142
Okanogan 33,087 32,906 32,726 32,545 32,364 32,183 32,087 31,991 31,896 31,800 31,704 32,545
Pacific 15,115 14,972 14,830 14,688 14,545 14,403 14,322 14,242 14,161 14,081 14,000 14,688
Pend Oreille 10,045 9,998 9,952 9,905 9,859 9,812 9,769 9,727 9,684 9,642 9,599 9,905
Pierce 721,137 729,937 738,738 747,538 756,339 765,139 769,918 774,696 779,475 784,253 789,032 747,538
San Juan 11,305 11,194 11,084 10,974 10,863 10,753 10,730 10,707 10,684 10,661 10,638 10,974
Skagit 97,885 98,616 99,346 100,076 100,807 101,537 101,887 102,236 102,586 102,935 103,285 100,076
Skamania 9,272 9,266 9,260 9,254 9,248 9,242 9,223 9,205 9,186 9,168 9,149 9,254
Snohomish 661,812 672,806 683,800 694,793 705,787 716,781 721,527 726,273 731,019 735,765 740,511 694,793
Spokane 414,493 416,684 418,875 421,066 423,256 425,447 426,740 428,033 429,326 430,619 431,912 421,066
Stevens 34,576 34,459 34,343 34,226 34,109 33,992 33,917 33,841 33,766 33,690 33,615 34,226
Thurston 224,951 228,261 231,571 234,880 238,190 241,500 243,867 246,235 248,602 250,970 253,337 234,880
Wahkiakum 2,726 2,669 2,612 2,555 2,498 2,441 2,405 2,368 2,332 2,295 2,259 2,555
Walla Walla 49,893 50,111 50,328 50,546 50,763 50,981 51,028 51,075 51,121 51,168 51,215 50,546
Whatcom 175,840 178,234 180,629 183,023 185,418 187,812 189,267 190,722 192,178 193,633 195,088 183,023
Whitman 42,880 42,965 43,051 43,137 43,222 43,308 43,315 43,322 43,330 43,337 43,344 43,137
Yakima 215,882 217,605 219,328 221,051 222,774 224,497 225,822 227,147 228,473 229,798 231,123 221,051
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65+ Population Projection

County 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025

2017-2019 
Average 

Population
Adams 1,773 1,887 2,000 2,114 2,227 2,341 2,383 2,424 2,466 2,507 2,549 2,114
Asotin 5,041 5,233 5,426 5,619 5,812 6,005 6,175 6,344 6,514 6,683 6,853 5,619
Benton 26,328 27,492 28,657 29,821 30,986 32,150 33,373 34,597 35,820 37,044 38,267 29,821
Chelan 13,746 14,279 14,811 15,343 15,876 16,408 17,052 17,695 18,339 18,982 19,626 15,343
Clallam 19,934 20,401 20,867 21,334 21,800 22,267 22,901 23,535 24,168 24,802 25,436 21,334
Clark 64,524 68,044 71,564 75,085 78,605 82,125 85,686 89,247 92,807 96,368 99,929 75,085
Columbia 1,102 1,135 1,169 1,202 1,236 1,269 1,287 1,304 1,322 1,339 1,357 1,202
Cowlitz 18,863 19,684 20,505 21,326 22,148 22,969 23,719 24,470 25,220 25,971 26,721 21,326
Douglas 6,450 6,831 7,213 7,595 7,976 8,358 8,666 8,974 9,283 9,591 9,899 7,595
Ferry 1,876 1,949 2,022 2,095 2,168 2,241 2,289 2,337 2,386 2,434 2,482 2,095
Franklin 7,499 7,921 8,343 8,765 9,188 9,610 10,083 10,557 11,030 11,504 11,977 8,765
Garfield 595 607 620 633 645 658 669 680 692 703 714 633
Grant 12,395 13,011 13,628 14,244 14,861 15,477 16,071 16,665 17,258 17,852 18,446 14,244
Grays Harbor 14,005 14,535 15,064 15,594 16,123 16,653 17,133 17,612 18,092 18,571 19,051 15,594
Island 18,086 18,625 19,163 19,701 20,239 20,777 21,412 22,047 22,682 23,317 23,952 19,701
Jefferson 10,244 10,580 10,916 11,252 11,588 11,924 12,323 12,722 13,121 13,520 13,919 11,252
King 254,219 268,307 282,395 296,484 310,572 324,660 337,771 350,881 363,992 377,102 390,213 296,484
Kitsap 45,652 47,697 49,743 51,788 53,833 55,878 58,185 60,492 62,800 65,107 67,414 51,788
Kittitas 6,464 6,760 7,055 7,351 7,647 7,943 8,266 8,589 8,911 9,234 9,557 7,351
Klickitat 4,792 5,051 5,310 5,570 5,829 6,088 6,268 6,448 6,627 6,807 6,987 5,570
Lewis 15,166 15,576 15,987 16,398 16,808 17,219 17,697 18,175 18,652 19,130 19,608 16,398
Lincoln 2,619 2,687 2,755 2,823 2,891 2,959 3,039 3,119 3,200 3,280 3,360 2,823
Mason 13,528 14,123 14,717 15,311 15,905 16,499 17,167 17,836 18,504 19,173 19,841 15,311
Okanogan 8,773 9,198 9,624 10,050 10,475 10,901 11,210 11,519 11,827 12,136 12,445 10,050
Pacific 6,095 6,258 6,421 6,584 6,747 6,910 7,035 7,159 7,284 7,408 7,533 6,584
Pend Oreille 3,195 3,378 3,560 3,742 3,925 4,107 4,239 4,371 4,504 4,636 4,768 3,742
Pierce 108,983 114,409 119,836 125,262 130,688 136,114 142,422 148,729 155,037 161,344 167,652 125,262
San Juan 4,876 5,099 5,322 5,545 5,768 5,991 6,174 6,357 6,541 6,724 6,907 5,545
Skagit 22,735 24,021 25,308 26,595 27,881 29,168 30,314 31,460 32,607 33,753 34,899 26,595
Skamania 2,158 2,286 2,414 2,542 2,670 2,798 2,923 3,048 3,172 3,297 3,422 2,542
Snohomish 95,788 101,674 107,560 113,447 119,333 125,219 131,978 138,737 145,495 152,254 159,013 113,447
Spokane 73,817 77,325 80,834 84,343 87,852 91,361 94,670 97,979 101,288 104,597 107,906 84,343
Stevens 9,454 9,930 10,407 10,884 11,360 11,837 12,214 12,591 12,969 13,346 13,723 10,884
Thurston 42,459 44,534 46,608 48,683 50,757 52,832 54,900 56,967 59,035 61,102 63,170 48,683
Wahkiakum 1,254 1,316 1,379 1,441 1,503 1,565 1,580 1,595 1,611 1,626 1,641 1,441
Walla Walla 10,757 10,819 10,881 10,944 11,006 11,068 11,350 11,632 11,915 12,197 12,479 10,944
Whatcom 33,950 35,688 37,426 39,164 40,902 42,640 44,217 45,794 47,372 48,949 50,526 39,164
Whitman 4,370 4,659 4,948 5,237 5,526 5,815 6,008 6,201 6,395 6,588 6,781 5,237
Yakima 34,088 34,949 35,809 36,670 37,530 38,391 39,475 40,559 41,643 42,727 43,811 36,670
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Preliminary Death Data Updated October 12, 2020

2017 2018 2019 2017 2018 2019
ADAMS 38 28 35 78 72 93
ASOTIN 49 52 54 190 214 222
BENTON 385 331 346 1,081 1,125 1,154
CHELAN 124 130 137 556 573 626
CLALLAM 180 191 186 842 871 955
CLARK 883 874 887 2,579 2,767 2,987
COLUMBIA 19 6 7 116 43 52
COWLITZ 351 300 294 917 840 951
DOUGLAS 71 51 63 232 255 270
FERRY 30 28 20 60 55 64
FRANKLIN 133 145 123 284 278 313
GARFIELD 6 5 5 17 30 21
GRANT 203 195 197 509 524 508
GRAYS HARBOR 238 227 251 622 647 659
ISLAND 166 135 167 630 675 642
JEFFERSON 69 64 72 308 336 338
KING 3,256 3,264 3,275 10,039 9,917 10,213
KITSAP 485 515 557 1,780 1,713 1,811
KITTITAS 91 68 90 237 239 266
KLICKITAT 63 58 46 151 158 160
LEWIS 210 227 210 721 730 722
LINCOLN 20 25 25 105 94 89
MASON 169 158 167 550 526 548
OKANOGAN 119 103 119 350 332 358
PACIFIC 88 64 66 262 279 265
PEND OREILLE 34 43 31 133 130 125
PIERCE 1,936 1,964 1,911 5,019 4,926 5,002
SAN JUAN 18 19 20 115 114 127
SKAGIT 271 231 229 1,007 1,001 1,018
SKAMANIA 16 27 19 65 56 87
SNOHOMISH 1,483 1,533 1,533 4,118 4,055 4,081
SPOKANE 1,147 1,177 1,143 3,527 3,556 3,545
STEVENS 96 113 112 376 373 345
THURSTON 530 554 525 1,768 1,823 1,908
WAHKIAKUM 3 13 11 37 33 53
WALLA WALLA 123 110 118 501 445 450
WHATCOM 367 360 394 1,329 1,252 1,461
WHITMAN 57 66 47 236 199 219
YAKIMA 586 601 555 1,471 1,517 1,451

County
0-64 65+
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Survey Responses

Agency Name License Number County Year 0-64 65+
Assured Home Health and Hospice (Central Basin/Assured Hospice) IHS.FS.60092413 Adams 2017 4 30
Assured Home Health and Hospice (Central Basin/Assured Hospice) IHS.FS.60092413 Grant 2017 44 209
Assured Home Health and Hospice (Central Basin/Assured Hospice) IHS.FS.60092413 Lincoln 2017 3 22
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Clallam 2017 14 143
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Jefferson 2017 1 14
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Lewis 2017 17 257
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Mason 2017 8 43
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Thurston 2017 39 235
Astria Home Health and Hospice (Yakima Regional Home Health and Hospice) IHS.FS.60097245 Yakima 2017 11 48
Central Washington Hospital Home Care Services IHS.FS.00000250 Chelan 2017 44 319
Central Washington Hospital Home Care Services IHS.FS.00000250 Douglas 2017 18 119
Community Home Health and Hospice CHHH Community Home Care Hospice IHS.FS.00000262 Clark 2017 67 419
Community Home Health and Hospice CHHH Community Home Care Hospice IHS.FS.00000262 Cowlitz 2017 116 630
Community Home Health and Hospice CHHH Community Home Care Hospice IHS.FS.00000262 Wahkiakum 2017 1 4
Elite Home Health and Hospice IHS.FS.60384078 Asotin 2017 7 85
Elite Home Health and Hospice IHS.FS.60384078 Garfield 2017 1 1
Evergreen Health Home Care Services IHS.FS.00000278 Island 2017 0 7
Evergreen Health Home Care Services IHS.FS.00000278 King 2017 272 2393
Evergreen Health Home Care Services IHS.FS.00000278 Snohomish 2017 82 478
Franciscan Hospice IHS.FS.00000287 King 2017 90 1115
Franciscan Hospice IHS.FS.00000287 Kitsap 2017 64 796
Franciscan Hospice IHS.FS.00000287 Pierce 2017 181 2242
Frontier Home Health and Hospice (Okanogan Regional) IHS.FS.60379608 Douglas 2017 1 10
Frontier Home Health and Hospice (Okanogan Regional) IHS.FS.60379608 Grant 2017 0 7
Frontier Home Health and Hospice (Okanogan Regional) IHS.FS.60379608 Okanogan 2017 34 132
Gentiva Hospice (Odyssey Hospice) IHS.FS.60330209 King 2017 14 375
Harbors Home Health and Hospice IHS.FS.00000306 Grays Harbor 2017 72 292
Harbors Home Health and Hospice IHS.FS.00000306 Pacific 2017 17 106
Heart of Hospice IHS.FS.00000185 Skamania 2017 2 11
Heart of Hospice IHS.FS.00000185 Klickitat 2017 1 20
Heartlinks Hospice and Palliative Care (Lower Valley Hospice) IHS.FS.00000369 Benton 2017 12 130
Heartlinks Hospice and Palliative Care (Lower Valley Hospice) IHS.FS.00000369 Yakima 2017 28 197
Home Health Care of Whidbey General Hospital (Whidbey General) IHS.FS.00000323 Island 2017 21 248
PeaceHealth Homecare and Hospice Southwest (Hospice SW) IHS.FS.60331226 Clark 2017 165 1064
PeaceHealth Homecare and Hospice Southwest (Hospice SW) IHS.FS.60331226 Cowlitz 2017 7 47
PeaceHealth Homecare and Hospice Southwest (Hospice SW) IHS.FS.60331226 Skamania 2017 0 0
Horizon Hospice IHS.FS.00000332 Spokane 2017 35 420
Hospice of Kitsap County IHS.FS.00000335 Kitsap 2017 0 0
Hospice of Spokane IHS.FS.00000337 Ferry 2017 7 37
Hospice of Spokane IHS.FS.00000337 Lincoln 2017 0 0
Hospice of Spokane IHS.FS.00000337 Pend Oreille 2017 8 55
Hospice of Spokane IHS.FS.00000337 Spokane 2017 340 1722
Hospice of Spokane IHS.FS.00000337 Stevens 2017 25 128
Hospice of Spokane IHS.FS.00000337 Whitman 2017 0 1
Hospice of the Northwest (Skagit Hospice Service) IHS.FS.00000437 Island 2017 11 77
Hospice of the Northwest (Skagit Hospice Service) IHS.FS.00000437 San Juan 2017 3 70
Hospice of the Northwest (Skagit Hospice Service) IHS.FS.00000437 Skagit 2017 61 616
Hospice of the Northwest (Skagit Hospice Service) IHS.FS.00000437 Snohomish 2017 7 83
Jefferson Healthcare Home Health and Hospice (Hospice of Jefferson County) IHS.FS.00000349 Jefferson 2017 13 153
Kaiser Permanente Continuing Care Services IHS.FS.00000353 Clark 2017 50 415
Kaiser Permanente Continuing Care Services IHS.FS.00000353 Cowlitz 2017 1 18
Kaiser Permanente Continuing Care Services IHS.FS.00000353 Skamania 2017 0 0
Kaiser Permanente Home Health and Hospice (Group Health) IHS.FS.00000305 King 2017 38 487
Kaiser Permanente Home Health and Hospice (Group Health) IHS.FS.00000305 Kitsap 2017 7 107
Kaiser Permanente Home Health and Hospice (Group Health) IHS.FS.00000305 Pierce 2017 27 189
Kaiser Permanente Home Health and Hospice (Group Health) IHS.FS.00000305 Snohomish 2017 2 68
Kindred Hospice (Gentiva Hospice IHS.FS.60308060 Spokane 2017 22 325
Kindred Hospice (Gentiva Hospice IHS.FS.60308060 Whitman 2017 29 247
Kittitas Valley Home Health and Hospice IHS.FS.00000320 Kittitas 2017 46 134
Klickitat Valley Home Health & Hospice (Klickitat Valley Health) IHS.FS.00000361 Klickitat 2017 11 33
Kline Galland Community Based Services IHS.FS.60103742 King 2017 13 301
Memorial Home Care Services IHS.FS.00000376 Yakima 2017 149 717
MultiCare Home Health, Hospice and Palliative Care IHS.FS.60639376 King 2017 42 149
MultiCare Home Health, Hospice and Palliative Care IHS.FS.60639377 Kitsap 2017 33 253
MultiCare Home Health, Hospice and Palliative Care IHS.FS.60639378 Pierce 2017 211 925
Providence Hospice (Hospice of the Gorge) IHS.FS.60201476 Klickitat 2017 5 29
Providence Hospice (Hospice of the Gorge) IHS.FS.60201476 Skamania 2017 2 10
Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 Island 2017 3 32
Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 King 2017 5 14
Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 Snohomish 2017 238 1440
Providence Hospice of Seattle IHS.FS.00000336 King 2017 387 1888
Providence Hospice of Seattle IHS.FS.00000336 Snohomish 2017 10 15
Providence SoundHomeCare and Hospice IHS.FS.00000420 Lewis 2017 28 163
Providence SoundHomeCare and Hospice IHS.FS.00000420 Mason 2017 26 189
Providence SoundHomeCare and Hospice IHS.FS.00000420 Thurston 2017 105 664
Tri-Cities Chaplaincy IHS.FS.00000456 Benton 2017 98 745
Tri-Cities Chaplaincy IHS.FS.00000456 Franklin 2017 15 122

Note: Kindred Hospice in Whitman and Spokane Counties did not respond to the department's survey for 2018 data.  As a result, the averageof 2016 and 2017 data was used as a 
proxy for 2018.
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Survey Responses

Walla Walla Community Hospice IHS.FS.60480441 Columbia 2017 1 17
Walla Walla Community Hospice IHS.FS.60480441 Walla Walla 2017 45 276
Wesley Homes IHS.FS.60276500 King 2017 1 17
Whatcom Hospice (Peacehealth) IHS.FS.00000471 Whatcom 2017 139 766
Assured Home Health and Hospice (Central Basin/Assured Hospice) IHS.FS.60092413 Adams 2018 6 34
Assured Home Health and Hospice (Central Basin/Assured Hospice) IHS.FS.60092413 Grant 2018 40 254
Assured Home Health and Hospice (Central Basin/Assured Hospice) IHS.FS.60092413 Lincoln 2018 6 28
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Clallam 2018 16 186
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Jefferson 2018 1 11
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Lewis 2018 35 280
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Mason 2018 4 44
Assured Home Health, Hospice & Home Care IHS.FS.00000229 Thurston 2018 24 273
Astria Home Health and Hospice (Yakima Regional Home Health and Hospice) IHS.FS.60097245 Yakima 2018 41 8
Central Washington Hospital Home Care Services IHS.FS.00000250 Chelan 2018 34 386
Central Washington Hospital Home Care Services IHS.FS.00000250 Douglas 2018 10 133
Community Home Health and Hospice CHHH Community Home Care Hospice IHS.FS.00000262 Clark 2018 54 383
Community Home Health and Hospice CHHH Community Home Care Hospice IHS.FS.00000262 Cowlitz 2018 87 524
Community Home Health and Hospice CHHH Community Home Care Hospice IHS.FS.00000262 Wahkiakum 2018 2 5
Elite Home Health and Hospice IHS.FS.60384078 Asotin 2018 6 121
Elite Home Health and Hospice IHS.FS.60384078 Garfield 2018 1 2
Evergreen Health Home Care Services IHS.FS.00000278 Island 2018 1 9
Evergreen Health Home Care Services IHS.FS.00000278 King 2018 348 1989
Evergreen Health Home Care Services IHS.FS.00000278 Snohomish 2018 79 690
Franciscan Hospice IHS.FS.00000287 King 2018 102 921
Franciscan Hospice IHS.FS.00000287 Kitsap 2018 141 693
Franciscan Hospice IHS.FS.00000287 Pierce 2018 331 2110
Frontier Home Health and Hospice (Okanogan Regional) IHS.FS.60379608 Douglas 2018 0 3
Frontier Home Health and Hospice (Okanogan Regional) IHS.FS.60379608 Grant 2018 1 7
Frontier Home Health and Hospice (Okanogan Regional) IHS.FS.60379608 Okanogan 2018 21 148
Gentiva Hospice (Odyssey Hospice) IHS.FS.60330209 King 2018 37 180
Harbors Home Health and Hospice IHS.FS.00000306 Grays Harbor 2018 35 180
Harbors Home Health and Hospice IHS.FS.00000306 Pacific 2018 13 71
Heart of Hospice IHS.FS.00000185 Skamania 2018 0 10
Heart of Hospice IHS.FS.00000185 Klickitat 2018 1 23
Heartlinks Hospice and Palliative Care (Lower Valley Hospice) IHS.FS.00000369 Benton 2018 6 137
Heartlinks Hospice and Palliative Care (Lower Valley Hospice) IHS.FS.00000369 Yakima 2018 24 219
Home Health Care of Whidbey General Hospital (Whidbey General) IHS.FS.00000323 Island 2018 20 235
Homecare and Hospice Southwest (Hospice SW) IHS.FS.60331226 Clark 2018 243 1305
Homecare and Hospice Southwest (Hospice SW) IHS.FS.60331226 Cowlitz 2018 20 76
Homecare and Hospice Southwest (Hospice SW) IHS.FS.60331226 Skamania 2018 1 1
Horizon Hospice IHS.FS.00000332 Spokane 2018 31 389
Hospice of Kitsap County IHS.FS.00000335 Kitsap 2018 0 0
Hospice of Spokane IHS.FS.00000337 Ferry 2018 6 29
Hospice of Spokane IHS.FS.00000337 Lincoln 2018 1 1
Hospice of Spokane IHS.FS.00000337 Pend Oreille 2018 8 53
Hospice of Spokane IHS.FS.00000337 Spokane 2018 346 1593
Hospice of Spokane IHS.FS.00000337 Stevens 2018 30 121
Hospice of Spokane IHS.FS.00000337 Whitman 2018 none reported none reported
Hospice of the Northwest (Skagit Hospice Service) IHS.FS.00000437 Island 2018 6 60
Hospice of the Northwest (Skagit Hospice Service) IHS.FS.00000437 San Juan 2018 6 79
Hospice of the Northwest (Skagit Hospice Service) IHS.FS.00000437 Skagit 2018 48 680
Hospice of the Northwest (Skagit Hospice Service) IHS.FS.00000437 Snohomish 2018 2 67
Jefferson Healthcare Home Health and Hospice (Hospice of Jefferson County) IHS.FS.00000349 Jefferson 2018 20 144
Kaiser Permanente Continuing Care Services IHS.FS.00000353 Clark 2018 39 436
Kaiser Permanente Continuing Care Services IHS.FS.00000353 Cowlitz 2018 none reported none reported
Kaiser Permanente Continuing Care Services IHS.FS.00000353 Skamania 2018 none reported none reported
Kaiser Permanente Home Health and Hospice (Group Health) IHS.FS.00000305 King 2018 25 416
Kaiser Permanente Home Health and Hospice (Group Health) IHS.FS.00000305 Kitsap 2018 14 96
Kaiser Permanente Home Health and Hospice (Group Health) IHS.FS.00000305 Pierce 2018 35 198
Kaiser Permanente Home Health and Hospice (Group Health) IHS.FS.00000305 Snohomish 2018 14 94
Kindred Hospice (Gentiva Hospice IHS.FS.60308060 Spokane 2018 23 265.5
Kindred Hospice (Gentiva Hospice IHS.FS.60308060 Whitman 2018 19 226.5
Kittitas Valley Home Health and Hospice IHS.FS.00000320 Kittitas 2018 15 135
Klickitat Valley Home Health & Hospice (Klickitat Valley Health) IHS.FS.00000361 Klickitat 2018 5 40
Kline Galland Community Based Services IHS.FS.60103742 King 2018 29 368
Memorial Home Care Services IHS.FS.00000376 Yakima 2018 183 750
MultiCare Home Health, Hospice and Palliative Care IHS.FS.60639376 King 2018 32 158
MultiCare Home Health, Hospice and Palliative Care IHS.FS.60639377 Kitsap 2018 25 232
MultiCare Home Health, Hospice and Palliative Care IHS.FS.60639378 Pierce 2018 177 867
Providence Hospice (Hospice of the Gorge) IHS.FS.60201476 Klickitat 2018 4 18
Providence Hospice (Hospice of the Gorge) IHS.FS.60201476 Skamania 2018 1 9
Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 Island 2018 11 44
Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 King 2018 none reported none reported
Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 Snohomish 2018 316 1772
Providence Hospice of Seattle IHS.FS.00000336 King 2018 407 1959
Providence Hospice of Seattle IHS.FS.00000336 Snohomish 2018 11 13
Providence SoundHomeCare and Hospice IHS.FS.00000420 Lewis 2018 21 140
Providence SoundHomeCare and Hospice IHS.FS.00000420 Mason 2018 10 117
Providence SoundHomeCare and Hospice IHS.FS.00000420 Thurston 2018 90 663
Tri-Cities Chaplaincy IHS.FS.00000456 Benton 2018 112 750
Tri-Cities Chaplaincy IHS.FS.00000456 Franklin 2018 30 155
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Survey Responses

Walla Walla Community Hospice IHS.FS.60480441 Columbia 2018 1 23
Walla Walla Community Hospice IHS.FS.60480441 Walla Walla 2018 24 227
Wesley Homes IHS.FS.60276500 King 2018 29 368
Whatcom Hospice (Peacehealth) IHS.FS.00000471 Whatcom 2018 117 770
IRREGULAR-COMMUNITY HOME HEALTH & HOSPICE IHS.FS.00000262 Pacific 2018 0 1
IRREGULAR-MULTICARE IHS.FS.60639376 Clallam 2018 0 1
Alpha Home Health IHS.FS.61032013 Snohomish 2019 0 0
Alpowa Healthcare Inc. d/b/a Elite Home Health and Hospice IHS.FS.60384078 Asotin 2019 9 71
Alpowa Healthcare Inc. d/b/a Elite Home Health and Hospice IHS.FS.60384078 Garfield 2019 1 4
Central Washington Homecare Services IHS.FS.00000250 Chelan 2019 28 385
Central Washington Homecare Services IHS.FS.00000250 Douglas 2019 19 125
Chaplaincy Health Care 2018 IHS.FS.00000456 Benton 2019 96 700
Chaplaincy Health Care 2018 IHS.FS.00000456 Franklin 2019 26 164
Community Home Health/Hospice IHS.FS.00000262 Cowlitz 2019 98 636
Community Home Health/Hospice IHS.FS.00000262 Wahkiakum 2019 0 7
Community Home Health/Hospice IHS.FS.00000262 Clark 2019 60 453
Continuum Care of King LLC IHS.FS.61058934 King 2019 0 0
Continuum Care of Snohomish LLC IHS.FS.61010090 Snohomish 2019 0 0
Envision Hospice of Washington IHS.FS.60952486 Thurston 2019 2 22
EvergreenHealth IHS.FS.00000278 King 2019 225 2025
EvergreenHealth IHS.FS.00000278 Snohomish 2019 53 471
EvergreenHealth IHS.FS.00000278 Island 2019 1 11
Franciscan Hospice IHS.FS.00000287 King 2019 92 921
Franciscan Hospice IHS.FS.00000287 Kitsap 2019 118 757
Franciscan Hospice IHS.FS.00000287 Pierce 2019 364 2236
Frontier Home Health & Hospice IHS.FS.60379608 Okanogan 2019 27 171
Frontier Home Health & Hospice IHS.FS.60379608 Douglas 2019 0 5
Frontier Home Health & Hospice IHS.FS.60379608 Grant 2019 4 8
Harbors Home Health and Hospice IHS.FS.00000306 Grays Harbor 2019 41 212
Harbors Home Health and Hospice IHS.FS.00000306 Pacific 2019 15 98
Heartlinks IHS.FS.00000369 Benton 2019 7 137
Heartlinks IHS.FS.00000369 Yakima 2019 21 180
Heartlinks IHS.FS.00000369 Franklin 2019 0 2
Horizon Hospice IHS.FS.00000332 Spokane 2019 30 393
Hospice of Jefferson County, Jefferson Healthcare IHI.FS.00000349 Jefferson 2019 26 172
Hospice of Spokane IHS.FS.00000337 Spokane 2019 289 1692
Hospice of Spokane IHS.FS.00000337 Stevens 2019 20 126
Hospice of Spokane IHS.FS.00000337 Ferry 2019 5 25
Hospice of Spokane IHS.FS.00000337 Pend Oreille 2019 4 65
Hospice of the Northwest IHS.FS.00000437 Island 2019 14 56
Hospice of the Northwest IHS.FS.00000437 San Juan 2019 6 73
Hospice of the Northwest IHS.FS.00000437 Skagit 2019 77 705
Hospice of the Northwest IHS.FS.00000437 Snohomish 2019 5 58
Inspiring Hospice Partners of Oregon dba Heart of Hospice IHS.FS.60741443 Skamania 2019 0 17
Inspiring Hospice Partners of Oregon dba Heart of Hospice IHS.FS.60741443 Klickitat 2019 2 24
Inspiring Hospice Partners of Oregon dba Heart of Hospice IHS.FS.60741443 Clark 2019 0 3
Inspiring Hospice Partners of Oregon dba Heart of Hospice IHS.FS.60741443 Snohomish 2019 0 0
Kaiser Continuing Care Services Hospice IHS.FS.00000353 Clark 2019 43 387
Kaiser Permanente Home Health and Hospice IHS.FS.00000305 King 2019 37 489
Kaiser Permanente Home Health and Hospice IHS.FS.00000305 Kitsap 2019 18 123
Kaiser Permanente Home Health and Hospice IHS.FS.00000305 Pierce 2019 25 176
Kaiser Permanente Home Health and Hospice IHS.FS.00000305 Snohomish 2019 7 62
Kindred Hospice IHS.FS.60330209 King 2019 6 217
Kittitas Valley Healthcare Home Health and Hospice IHS.FS.00000320 Kittitas 2019 16 169
Klickitat Valley Hospice IHS.FS.00000361 Klickitat 2019 1 44
Kline Galland Community Based Services IHS.FS.60103742 King 2019 35 345
Memorial Home Care Services IHS.FS.00000376 Yakima 2019 148 730
MultiCare Hospice IHS.FS.60639376 King 2019 27 149
MultiCare Hospice IHS.FS.60639376 Pierce 2019 167 758
MultiCare Hospice IHS.FS.60639376 Kitsap 2019 37 194
Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Clallam 2019 23 234
Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Jefferson 2019 0 9
Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Lewis 2019 17 244
Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Mason 2019 6 45
Northwest Healthcare Alliance, Inc. d/b/a Assured Home Health & Hospice IHS.FS.00000229 Thurston 2019 22 240
Olympic Medical Hospice IHS.FS.00000393 Clallam 2019 0 0
PeaceHealth Hospice IHS.FS.60331226 Clark 2019 184 1217
PeaceHealth Hospice IHS.FS.60331226 Cowlitz 2019 23 99
PeaceHealth Hospice IHS.FS.60331226 Skamania 2019 0 1
Providence Hospice IHS.FS.60201476 Klickitat 2019 9 22
Providence Hospice IHS.FS.60201476 Skamania 2019 1 15
Providence Hospice IHS.FS.60201476 Clark 2019 0 0
Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 Snohomish 2019 272 1613
Providence Hospice and Home Care of Snohomish County IHS.FS.00000418 Island 2019 1 29
Providence Hospice of Seattle IHS.FS.00000336 King 2019 338 2083
Providence Hospice of Seattle IHS.FS.00000336 Snohomish 2019 5 10
Providence Sound HomeCare and Hospice IHS.FS.00000420 Thurston 2019 91 685
Providence Sound HomeCare and Hospice IHS.FS.00000420 Mason 2019 28 148
Providence Sound HomeCare and Hospice IHS.FS.00000420 Lewis 2019 33 118
Puget Sound Hopsice IHS.FS.61032138 Thurston 2019 0 0
Walla Walla Community Hospice IHS.FS.60480441 Walla Walla 2019 41 242
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Survey Responses

Walla Walla Community Hospice IHS.FS.60480441 Columbia 2019 3 25
Washington HomeCare and Hospice of Central Basin, LLC d/b/a Assured Hospice IHS.FS.60092413 Adams 2019 8 54
Washington HomeCare and Hospice of Central Basin, LLC d/b/a Assured Hospice IHS.FS.60092413 Grant 2019 41 228
Washington HomeCare and Hospice of Central Basin, LLC d/b/a Assured Hospice IHS.FS.60092413 Lincoln 2019 3 22
WhidbeyHealth Home Health, Hospice IHS.FS.00000323 Island 2019 27 245
Yakima HMA Home Health, LLC IHS.FS.60097245 Yakima 2019 6 88
PeaceHealth Whatcom 0 Whatcom 2019 138 995
Wesley Homes IHS.FS.60276500 King 2019 5 86
Kindred Hospice IHS.FS.60308060 Spokane 2019 10 90
Kindred Hospice IHS.FS.60308060 Whitman 2019 12 77
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Admissions - Summarized

Sum of 0-64 Column Labels Sum of 65+ Column Labels
Row Labels 2017 2018 2019 Row Labels 2017 2018 2019 County 2017 2018 2019 Average County 2017 2018 2019 Average
Adams 4 6 8 Adams 30 34 54 Adams 34 40 62 45.33 Adams 34 40 62 45.33
Asotin 7 6 9 Asotin 85 121 71 Asotin 92 127 80 99.67 Asotin 92 127 80 99.67
Benton 110 118 103 Benton 875 887 837 Benton 985 1,005 940 976.67 Benton 985 1,005 940 976.67
Chelan 44 34 28 Chelan 319 386 385 Chelan 363 420 413 398.67 Chelan 363 420 413 398.67
Clallam 14 16 23 Clallam 143 187 234 Clallam 157 203 257 205.67 Clallam 157 203 461 273.63
Clark 282 336 287 Clark 1,898 2,124 2,060 Clark 2,180 2,460 2,347 2329.00 Clark 2,180 2,460 2,551 2,396.97
Columbia 1 1 3 Columbia 17 23 25 Columbia 18 24 28 23.33 Columbia 18 24 28 23.33
Cowlitz 124 107 121 Cowlitz 695 600 735 Cowlitz 819 707 856 794.00 Cowlitz 819 707 856 794.00
Douglas 19 10 19 Douglas 129 136 130 Douglas 148 146 149 147.67 Douglas 148 146 149 147.67
Ferry 7 6 5 Ferry 37 29 25 Ferry 44 35 30 36.33 Ferry 44 35 30 36.33
Franklin 15 30 26 Franklin 122 155 166 Franklin 137 185 192 171.33 Franklin 137 185 192 171.33
Garfield 1 1 1 Garfield 1 2 4 Garfield 2 3 5 3.33 Garfield 2 3 5 3.33
Grant 44 41 45 Grant 216 261 236 Grant 260 302 281 281.00 Grant 260 302 281 281.00
Grays Harbor 72 35 41 Grays Harbor 292 180 212 Grays Harb 364 215 253 277.33 Grays Harb 364 215 253 277.33
Island 35 38 43 Island 364 348 341 Island 399 386 384 389.67 Island 399 386 384 389.67
Jefferson 14 21 26 Jefferson 167 155 181 Jefferson 181 176 207 188.00 Jefferson 181 176 207 188.00
King 862 1,009 765 King 6,739 6,359 6,315 King 7,601 7,368 7,080 7349.67 King 7,787 7,368 7,397 7,517.23
Kitsap 104 180 173 Kitsap 1,156 1,021 1,074 Kitsap 1,260 1,201 1,247 1236.00 Kitsap 1,260 1,201 1,451 1,303.97
Kittitas 46 15 16 Kittitas 134 135 169 Kittitas 180 150 185 171.67 Kittitas 180 150 185 171.67
Klickitat 17 10 12 Klickitat 82 81 90 Klickitat 99 91 102 97.33 Klickitat 282 271 280 277.57
Lewis 45 56 50 Lewis 420 420 362 Lewis 465 476 412 451.00 Lewis 465 476 412 451.00
Lincoln 3 7 3 Lincoln 22 29 22 Lincoln 25 36 25 28.67 Lincoln 25 36 25 28.67
Mason 34 14 34 Mason 232 161 193 Mason 266 175 227 222.67 Mason 266 175 227 222.67
Okanogan 34 21 27 Okanogan 132 148 171 Okanogan 166 169 198 177.67 Okanogan 166 169 198 177.67
Pacific 17 13 15 Pacific 106 72 98 Pacific 123 85 113 107.00 Pacific 123 85 113 107.00
Pend Oreille 8 8 4 Pend Oreille 55 53 65 Pend Oreill 63 61 69 64.33 Pend Oreill 63 61 69 64.33
Pierce 419 543 556 Pierce 3,356 3,175 3,170 Pierce 3,775 3,718 3,726 3739.67 Pierce 3,775 3,718 3,726 3,739.67
San Juan 3 6 6 San Juan 70 79 73 San Juan 73 85 79 79.00 San Juan 73 85 79 79.00
Skagit 61 48 77 Skagit 616 680 705 Skagit 677 728 782 729.00 Skagit 677 728 782 729.00
Skamania 4 2 1 Skamania 21 20 33 Skamania 25 22 34 27.00 Skamania 25 22 34 27.00
Snohomish 339 422 342 Snohomish 2,084 2,636 2,214 Snohomish 2,423 3,058 2,556 2679.00 Snohomish 2,423 3,058 3,372 2,950.87
Spokane 397 400 329 Spokane 2,467 2,248 2,175 Spokane 2,864 2,648 2,504 2671.83 Spokane 2,864 2,648 2,504 2,671.83
Stevens 25 30 20 Stevens 128 121 126 Stevens 153 151 146 150.00 Stevens 153 151 146 150.00
Thurston 144 114 115 Thurston 899 936 947 Thurston 1,043 1,050 1,062 1051.67 Thurston 1,043 1,254 1,446 1,247.57
Wahkiakum 1 2 0 Wahkiakum 4 5 7 Wahkiakum 5 7 7 6.33 Wahkiakum 5 7 7 6.33
Walla Walla 45 24 41 Walla Walla 276 227 242 Walla Wall 321 251 283 285.00 Walla Wall 321 251 283 285.00
Whatcom 139 117 138 Whatcom 766 770 995 Whatcom 905 887 1,133 975.00 Whatcom 905 887 1,337 1,042.97
Whitman 29 19 12 Whitman 248 227 77 Whitman 277 246 89 203.83 Whitman 277 246 89 203.83
Yakima 188 248 175 Yakima 962 977 998 Yakima 1,150 1,225 1,173 1182.67 Yakima 1,150 1,225 1,173 1,182.67

Adjusted Cells Highlighted in YELLOW
0-64 Total Admissions by County 65+ Total Admissions by County Total Admissions by County - Not Adjusted for New Total Admissions by County -  Adjusted for New
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Admissions - Summarized

35 ADC * 365 days per year = 12,775 default patient days
12,775 patient days/62.66 ALOS = 203.9 default admissions

203.9 Default
For affected counties, the actual volumes from these recently approved agnecies will be subtracted, and default values will be added.

Recent approvals showing default volumes:
Wesley Homes Hospice - King County.  Approved in 2015, operational since 2017.  2018 volumes exceed "default" - no adjustment for 2018.  Adjustments in 2017 and 2019.  
Heart of Hospice - Klickitat County.  Approved in August 2017.  Operational since August 2017.  Default volumes in 2017-2019.
Envision Hospice - Thurston County.  Approved in September 2018.  Default volumes in 2018-2019.
Continuum Care of Snohomish - Snohomish County.  Approved in July 2019.  Default volumes in 2019.
Olympic Medical Center - Clallam County.  Approved in September 2019.  Default volumes for 2019.
Symbol Healthcare - Thurston County.  Approved in November 2019.  Default volumes for 2019.
Heart of Hospice - Snohomish County.  Approved in November 2019. Default volumes for 2019.
Envision Hospice - Snohomish County.  Approved in November 2019.  Default volumes for 2019.
Glacier Peak Healthcare - Snohomish County.  Approved in November 2019.  Default volumes for 2019.
Providence Hospice - Clark County.  Approved in 2019.  Default volumes in 2019.
Envision Hospice - King County.  Approved in 2019.  Default volumes for 2019.
EmpRes Healthcare Group - Whatcom County.  Approved in 2019 review cycle.  No adjustment possible for 2020, adjustment in 2019 as proxy.
Envision Hospice - Kitsap County.  Approved in 2019 review cycle.  No adjustment possible for 2020, adjustment in 2019 as proxy.

DOH 260-028 October 2020

Source:
Self-Report Provider Utilization Surveys for Years 2017-2019

Prepared by DOH Program StaffAPPENDIX 20 
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smlwqfekjxoylzu{�dxmnoshvhlkj|{tl}jm~ulmo�f�ex��feexvyxrgf|uexo�lqz�tzxxh|

dlu{xeeo�llnjm}jeex
sxf�fgo�qhrjef
ylzu{�sxfuuex��o�f~mlejf�x|u�sxfuuex
�xnxzfe��fv

sfkkfkj|{ilrmulrmyp�sxfuuexsp�sxfuuex
s{lzxejmx �xnklmn

�fjzrlln �||fwqf{dxeex}qx
�q�qzm

dfeefzn
�xmu

�������������������������������������������������� �¡��������������������������� �������¡����¢�����£¤¥£¦ §¥£̈©����ª�«�¬®	��®
��	�̄�°	��̄
����	��±�°	�����°�����������	
²��³�́°��µ�����¶���·̧
APPENDIX 23 

KING HEALTH NEED ASSESSMENT 2018/2019



����������	
��	��������������������������
����
����� ����������� � �!"����#$�%�����
��&���	
��������
���&�
��������
���&�'�	�&���(��	�)�&���������*�+�,-����&
���������.����
�))�/�.�
��	��	�&�/�0����
���
���1�)�������	������������
�����2��������
��&�'�1300�
��13045���������	������������
��(�&����6����5�7��)��	��	�&��������&
���������.�&��)�������	������������
�����&����)
���(�&�����84-�����
��
����)���9�&�����������	�����.�&��)�������	������������
���'����	��)�&��-�
����-�������������)
�5�%7�
��
�����	��
�������:);���'�&<���������-�
���&��=��&��&����	������������
������6�������&)��
�6)���(�&�
�'�5�:);���'�&<��'�(����&�'�>03����
���0??0@0??4���&���-�
��>8����1330@1334-�����A��))�
��>B����1300@13045�C
������	)��&�.��
��&�
���	���������&��=��������
������
����)��

&�6�
����������
���
��:);���'�&<��(�&�����
��&�	����
������&�����	
��)���	&��������
���	����
���5��%:(�&������	&����
���)��������-�'������2��������
������
�058�
�'���
���&�
����&�.�'��5����������	
��	���&�'���*D?54���&�,���������A	��
)�)�.�&�
������&�.�'���*EB5?���&�,5�

�%C��
���04@18������&����*��
�&����)��������&�&��=@
�=�����'����'�)��,-�'�)��������
���&�
��15D�
�'���
��
������'�)��5�C��
�����'�������&���-�
����(�&�������
��&�
���&�'�����
��
����)���9�&��'����'�)���������&)�8�
�'���
���&�
���'������'�)��5��%F���'�)�����	����&�
�����1�
��B�
�'���
�����'�)��&�
�������	�������&���-��
�&
���������&)����04@18���&���)���������
������G85HIJIKLIKJMINO�JIPQRS�TLNKU�RNKL�VS�NWLXJIW�YMQIKS�ZN[LRNWL\�]̂__̀]̂_ab
cdef�ghfdeij�kfc�lmmn

mmm�kokpqderost
duf�rs�vfdcjwxyz�{|}y~�������z� �

�f�dqf �dqf
l�l� l��������������� ��� l�l�l��������������� ������� ���� ����
��� ���

�����
���� ���� �������� ������������ �¡¢�£�������¤���¥�¦���§�̈��©�ª«�����ª�¬���®���������XJIW�YMQIKS�YM̄ ¯QIJKS�°LNOKU��±LLT²�³²²L²²̄ LIK]̂_́µ]̂_¶··

APPENDIX 23 
KING HEALTH NEED ASSESSMENT 2018/2019



����������	
��	��������������������������
����
����� ����������������������������
������������
������������������������������
��������	������
�� !"�
�����
������������
�����#$% &����%����������"!'�������
��������� $%&&!��(�������������	������������
���(�)������*�������������
���������	��
�������������������������������
���������
�����������
�������!�(���������
��������
����'$��
������������
��������
�������(�)������*������#!+�
�����
�����
�������������!��,�������������
���������������������������#!"�
����������������
����������
���������(�)������*���������!�����	�������
�����������	�����������
����������������
�����
����������� $%&&!�-
����
���
�������������	�����������
���������������
��
��������������������������
��
��������.����������	���!��/���
������������
����
�����������������#!'�
�����
����������������!��0�����
���������
���������������1�
�,��/��������23�	�4	�-���������51/3-6����"!"�
�����
�����
��������(���������
������
����,����������������
��������
������1/3-�5����,���������#7����
����������6���������!�

��0���
���
�����	������������
��������1�
�,��/��������23�	�4	�-�����������������
���
�������
�5����
����������	��	�������������
��6�8�
��������������
���"���������
������
���
���5 +96��������(����	���-������2(������1�
�,���5(-(16�5&&96�����:��	���5""96�8���
������
������	�����������
���
���������
���1/3-�����(-(1���������������
��������������������)��!��0�����
���������
��
��������.������
������(����	���-������2(������1�
�,���5�;#&6����#!<�
�����
�����
������:��	���5�;&'6�� ! �
�����
�����
���������
���5�;$""6������&�
�����
�����
������(������5�;&&6!
=>?@�ABC?DE�ABFFC?>DE�GHIJDK��LHHMN�ONNHNNFH?DPQRSTPQRUVW

APPENDIX 23 
KING HEALTH NEED ASSESSMENT 2018/2019



���������	
��������	
����	��������������	�����������

��� ��!"# $%&'$(�)�� &*�'+��,&-. .��/��0 &%1,/'%�'- * 2������3������4���	�5����������	
�6�78��9�����:���;<68��=��>
�	�����>8��4���	��<�?@?A ?BCDE FGDHI JCBKDECH LMGNCKGOPDHO AJQ@ RSCNO

TUVWXYUZ[Z\]̂_̀�abc
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�fw|VZXVhz\qZ\Ve\Vj]_̂�âc
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]?F\ABAUĈ�UX@1H[@?EX_?F1BEFH:3:8878�95<3::8= àb !a c !a
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Survival and Cost-Effectiveness of Hospice Care for
Metastatic Melanoma Patients
May 20, 2014
Jinhai Huo, PhD, MD, MPH , David R. Lairson, PhD , Xianglin L. Du, MD, PhD , Wenyaw Chan,
PhD , Thomas A. Buchholz, MD , B. Ashleigh Guadagnolo, MD, MPH
The American Journal of Managed Care, May 2014, Volume 20, Issue 5

Hospice care is associated with improved median survival time for the patients diagnosed with metastatic
melanoma, accompanied by decreased end-of-life costs.

Objectives

We analyzed the association of hospice use with survival and healthcare costs among patients diagnosed with
metastatic melanoma.

Methods

We used the Surveillance, Epidemiology, and End Results (SEER)- Medicare-linked databases to identify
patients 65 years or older with metastatic melanoma who died between 2000 and 2009. We analyzed claims data
to ascertain cancer treatment utilization and costs. Survival, end-of-life costs, and incremental cost-effectiveness
ratio were evaluated using propensity score methods. Costs were analyzed from the payer perspective in 2009
dollars.

Results

Of 862 patients, 225 (26%) received no hospice care, 523 (61%) received 1 to 3 days of hospice care, and 114
(13%) received 4 or more days of hospice care. The median survival time was 6.1 months for patients with no
hospice care, 6.5 months for patients enrolled in hospice for 1 to 3 days, and 10.2 months for patients enrolled
for 4 or more days (P <.001). The hazard ratio for survival among patients with 4 or more days of hospice use
was 0.66; 95% confidence interval, 0.54-0.81, P <.0001 in the propensity score—matched model. Patients with
4 or more days of hospice care incurred lower end-of-life costs than the comparison groups ($14,594 vs $22,647
for the 1-to-3-days hospice care, and $28,923 for patients with no hospice care; P <.0001).

Conclusions

Patients diagnosed with metastatic melanoma who enrolled in 4 or more days of hospice care had longer survival
than those who had 1 to 3 days of hospice or no hospice care, and this longer overall survival was accompanied
by lower end-of-life costs.

Am J Manag Care. 2014;20(5):366-373

Patients who enrolled in hospice for 4 or more days showed longer median survival than patients who did
not use hospice care or who enrolled in hospice care for only 1 to 3 days after diagnosis with metastatic
melanoma.

Among patients who were enrolled in 4 or more days of hospice care, the end-of-life costs decreased by
$14,680 in the model with the original cohort, and by $9576 in the model with the propensity score—
matched cohort.
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The incremental cost was $29,426 per life-year gained for patients who received 4 or more days of
hospice care.

The 5-year survival rate for patients with melanoma detected at the earliest stages is approximately 95%,1 but
falls precipitously to 15% for patients diagnosed with metastatic disease.2 Melanoma also places a significant
economic burden on society and patients.3 The estimated annual cost of melanoma care in the United States is
$249 million and the average lifetime disease-associated cost for a patient from the time of diagnosis with
melanoma until death is approximately $28,210.3 Furthermore, 40% of the annual cost is attributed to stage 4
melanoma, which includes only around 3% of melanoma patients.3

Since stage 4 melanoma is rarely curable, most medical treatment for these patients—including surgery,
radiation therapy, chemotherapy, and biologic therapy—is prescribed with limited expectations for long-term
survival, and often with palliative intent. Increasingly, hospice care has become an acceptable alternative for
patients with metastatic cancer. Hospices provide the necessary care, pain management, and emotional support
to provide a comfortable end-of-life experience. The use of hospice also likely results in a decrease in utilization
of surgery, radiation therapy, and chemotherapy,4 thus likely leading to a decrease in medical costs, although this
has not been studied among patients with metastatic melanoma. Other investigators have shown that hospice
utilization does not result in shortened survival for other terminal illnesses such as advanced lung cancer and
pancreatic cancer.5,6 However, no studies have examined whether survival is reduced when patients elect
hospice care for metastatic melanoma. Our goal is to examine the associations of use of hospice care with
survival and costs among patients with metastatic melanoma and to analyze the cost-effectiveness for different
durations of hospice care in patients with this disease.

METHODSData Source and Cohort Definition

We conducted this study using data from the National Cancer Institute’s Surveillance, Epidemiology, and End
Results (SEER)-Medicare-linked databases. This database covers 17 geographic areas in the United States and
encompasses approximately 28% of the US population.7 The SEER registries are linked to the Medicare claims
databases, which are updated biennially and include 97% of US citizens 65 years and older.8 All available
Medicare claims files were used to obtain information on treatments and costs of care. The Patient Entitlement
and Diagnosis Summary File (PEDSF) contains 1 record per person linked via encrypted identifiers to a
corresponding file in the SEER database and provides basic information on sociodemographic and tumor
characteristics. All data were de-identified such that no protected health information could be linked to
individual patients. The institutional review board from the University of Texas MD Anderson Cancer Center,
Houston, Texas, and the University of Texas Health Science Center, Houston, Texas, exempted this study.

We identified patients 65 years and older who were diagnosed with pathologically confirmed malignant
melanoma (stage 4) between January 1, 2000, and December 31, 2009. Patients were excluded if their death year
and month in the SEER data set and Medicare data sets did not match, or if their cancer diagnosis came from
either an autopsy or death certificate. Patients were excluded if they did not have continuous coverage through
enrollment in Medicare Part A and Part B from the date of melanoma diagnosis until death or if they had health
maintenance organization coverage during this time.

Dependent Variables

Overall survival was defined as the time from diagnosis of melanoma to the patient’s death due to the melanoma.
The costs incurred in the last 3 months were used to estimate the incremental cost-effectiveness ratio, defined as
cost per life-year gained.

Independent Variables

Independent variables in the analysis included age at diagnosis, sex, marital status, neighborhood income and
education levels, geographic region, comorbidity score, and hospice density. Hospice density, defined as the
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number of hospice facilities available within each patient’s health service area, was obtained from the Area
Resource File.9 The Charlson Comorbidity Index score was calculated from an algorithm developed by
Klabunde and colleagues. 10,11 The use of hospice care was identified based on any hospice service date after
the melanoma diagnosis date. Based on information relayed by hospice staff, Kris and colleagues concluded that
3 or fewer days was an insufficient amount of time for patients and hospice staff to fully communicate on the
planning and implementation of hospice care, so we adopted this common classification approach whereby the
number of hospice service days was categorized into 3 groups: no hospice care, 1 to 3 days of hospice care, and
4 or more days of hospice care.6,12

Statistical Analysis

We conducted a univariate analysis using χ² test. Multivariate analysis was performed with a standard of P <.05
to determine the significance of association of outcomes and variables. A Cox proportional hazards model
controlling for potential explanatory variables was used to assess the relationship between hospice use and
overall survival. All hazard ratios (HRs) were calculated with 2-sided P value and 95% confidence intervals
(CIs). Survival rates were calculated from Kaplan-Meier estimation. Since all patients died within the
observation window, no censored cases occurred. The generalized linear model with a gamma distribution was
used for validating the outcome of the Cox model.

To minimize potential selection bias, we used propensity score—based 1:N match (1 case matched with N
controls) in the survival and cost models. Since a 3-group propensity score–matching algorithm is not available,
and survival for patients with no hospice care was similar to that of patients who used 1 to 3 days hospice, we
combined these 2 groups into 0 to 3 days of hospice use and further matched with patients who used 4 or more
days of hospice care by applying a propensity score–based 1:N match algorithm developed by Parsons.13 In this
algorithm, all the demographic variables were included in the propensity score logistic model to generate the
predicted probability that is used for matching. To maximize the sample size from a 5-matching scenario (1:N, N
is 1 to 5), we used a 1:5 match-optimized cohort by using an 8-to-1-digit matching algorithm.13 In the matched
cohort, a Cox proportional hazards model stratified by matched pair evaluated the associations between 4 or
more days of hospice care or 0 to 3 days of hospice care and overall survival time in months.

To conduct the economic analysis, we divided the total cost of care after diagnosis into 3 phases based on the
phase-of-care approach developed by Riley and colleagues.14 The majority of resources are typically consumed
in the initial phase, when a patient’s disease is diagnosed and treated, and during the final (end-of-life) phase,
when extensive efforts are employed to extend the patient’s life or to improve quality of life. Thus, the costs
calculated from this method would follow a U-shaped pattern, with the highest costs on the 2 end points. In our
study, the initial phase, which lasts an average of 3 months, was defined as the period during which medical
intervention was implemented for advanced melanoma and might include the times of diagnosis, surgery,
chemotherapy, and radiation therapy. The end-of-life phase is defined as the last 3 months immediately
preceding death. The interim months of continuing care after the initial phase include surveillance and routine
therapy costs.

We calculated the cost difference by comparing the total Medicare payments incurred by patients receiving 4 or
more days of hospice care with those incurred by patients not receiving hospice care prior to death and those
patients receiving 1 to 3 days of hospice care. The total cost of care for patients was calculated as the sum of
reimbursements authorized by Medicare. Medicare claims reimbursements were adjusted for inflation to 2009
dollars using the Prospective Pricing Index for Part A claims and the Medicare Economic Index for Part B
claims.15 Costs were adjusted for geographic variation using the geographic adjustment factor for Part A claims
and the geographic practice cost index for Part B claims.15 These adjusting factors are acquired from direct
communication with the National Cancer Institute’s Health Services and Economics Branch of the Applied
Research Program. These indices were matched via the state and county codes for each patient and then
multiplied with the costs from each file in the database. Since the median survival time for metastatic melanoma
patients is less than 1 year, discounting was not applied to cost or survival time. Costs were further analyzed in a
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generalized linear model with a gamma distribution controlling for patient demographic and clinical
covariates.16

The cost-effectiveness analysis utilized the mean of costs from all 3 phases of cancer care and survival. The
incremental cost-effectiveness ratio (ICER) = (C1 - C2) / (E1 - E2) = ΔC / ΔE, where Cx equals cost of group x
and Ex is effectiveness at group x, with the quotient representing cost per life-year gained. In the cost-
effectiveness model, a bootstrap simulation analysis was implemented to assess the statistical uncertainty. We
performed an analysis with 1000 bootstrap estimates of the ICER in both the original cohort and the 1:5 matched
cohort. Statistical analysis was conducted using SAS version 9.3 (SAS Institute, Inc, Cary, North Carolina).

RESULTSPatient and Tumor Characteristics

Table 1

Characteristics of the entire cohort and matched cohort as well as univariate analysis of hospice use and patient
characteristics are shown in . Of 862 patients, 225 (26%) had no hospice care after diagnosis, 523 (61%) had 1 to
3 days of hospice care, and 114 (13%) had 4 or more days of hospice care. All covariates were evenly balanced
in the matched cohort.

Overall Survival

Figure 1A

Figure 1B

Table 2

At the end of the 60-month study period, the unadjusted survival curves for the entire cohort categorized by
hospice use are shown in . The median survival time was 6.1 months for patients who did not enroll in hospice,
6.5 months for patients who enrolled in hospice for 1 to 3 days, and 10.2 months for patients who enrolled in
hospice for 4 or more days. The survival curves for the propensity score—matched cohort after combining the
groups of patients with no hospice use or only 1 to 3 days of hospice use are shown in . The overall survival
rates at all-time points for the patients enrolling in 4 or more days of hospice care were significantly better than
those for the comparison group (log-rank test, P <.001). In Cox proportional hazards models, 4 or more days of
hospice care was associated with an improvement in survival when adjusting for other characteristics (). The
estimated improvements in survival for 4 or more days of hospice use were similar in the original-cohort Cox
proportional hazards model (HR, 0.63; 95% CI, 0.52-0.77, P <.0001) and propensity score—matched model
(HR, 0.66; 95% CI, 0.54-0.81, P <.0001). Patients enrolled in 4 or more days of hospice care had 3.9 months
longer median survival time in the unmatched cohort model (P <.0001), and 3.3 months longer median survival
time in the propensity score—matched cohort model (P <.0001). The findings were similar across various
models and cohorts, suggesting that the overall association between 4 or more days of hospice use and reduced
mortality was not affected by statistical modeling methods.

Cost Analysis

Figure 2

A

B

C

The mean overall costs of care from diagnosis until death for patients with metastatic melanoma was $56,266 for
patients who received no hospice care, $49,411 for patients enrolled in 1 to 3 days of hospice care, and $66,022
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for patients enrolled in 4 or more days of hospice care. As shown in (, , and ), patients with 4 or more days of
hospice care had lower costs in the last 3 months of life than did patients from the other 2 groups (P <.0001,
$14,594 vs $22,647 for the patients with 1-3 days of hospice care, vs $28,923 for patients with no hospice care).
The end-of-life costs of care for patients with 1 to 3 days of hospice care were also lower than those of patients
who received no hospice care.

Predictors of End-of-Life Cost

We found age and use of hospice care to be the only factors significantly associated with end-of-life costs.
Among patients who were enrolled in 4 or more days of hospice care, the end-of-life costs decreased by $14,680
(P <.0001) in the model with the original cohort, and by $9576 (P <.0001) in the model with propensity score—
matched cohort.

Cost-Effectiveness Analysis

Figure 3B

As shown in Figure 3A, mean incremental cost was $29,426 (95% CI, $723-$63,634) per life-year gained for
patients who received 4 or more days of hospice care. The incremental cost increased to $33,209 (95% CI,
$12,852- $66,280) per life-year gained in the propensity score—matched cohort in .

DISCUSSION

We observed that patients who enrolled in hospice for 4 or more days experienced longer median survival than
patients who did not use hospice care or who enrolled in hospice care for only 1 to 3 days after being diagnosed
with metastatic melanoma. We performed sensitivity analyses to examine the survival time for a relatively
homogeneous cohort in which we excluded patients who died within 3 months of diagnosis to eliminate those
with particularly rapid pace of disease. The positive association between 4 or more days of hospice use and
longer survival was similar to that for the initial study cohort.

Our results are consistent with those of previous studies showing that election of hospice care does not shorten
survival after metastatic cancer diagnosis.5,6 In a study by Connor and colleagues, patients with congestive heart
failure, lung cancer, or pancreatic cancer who enrolled in hospice experienced significantly longer median
overall survival than those who did not. Our findings that median survival time did not differ between patients
who received no hospice care and those who only received 1 to 3 days of hospice care is consistent with results
from Earle and colleagues,17 suggesting that a short stay in hospice may not impact survival.7,18-20

We also found that the costs of care in the final 3 months of life were lower among patients who received 4 or
more days of hospice care after metastatic melanoma diagnosis. Other researchers have shown that patients close
to the end of life who received hospice care incurred less cost than other patients.21,22 Pyenson and colleagues
analyzed Medicare claims from 1999 to 2000 and found that hospice enrollment was a significant predictor of
lower costs among patients with congestive heart failure, liver cancer, and pancreatic cancer, even when
controlling for age and gender.21 The cost difference we observed between the patients receiving 4 or more days
of hospice care and those who received 0 to 3 days of hospice care is consistent with that observed by Pyenson
and colleagues. Furthermore, our observed incremental cost-effectiveness ratio for patients who received 4 or
more days of hospice care ($29,000 per life-year gained) lies well below the current willingness- to-pay
thresholds.23

Our study has current policy relevance given that the proportion of Medicare expenditures during the last year of
life has been stable for 20 years, with 26.9% to 30.6% of all Medicare expenditures occurring during that
interval.24 Furthermore, Lubitz and colleagues found that 70% of total costs of care is attributable to the
consumption of healthcare resources in the last 6 months of life, with the largest percentage of this cost burden
falling to Medicare (61% of costs), followed by Medicaid (10%), other payers (12%), and patients or families
(paying the remaining 18% out of pocket).24,25 Taylor and colleagues quantified the cost savings for theAPPENDIX 24 
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Medicare patients who received hospice care26 and found the average cost savings for hospice users to be $2309
for the last year of life compared with the costs of care for patients not receiving hospice care.26

Emanuel27 challenged studies showing cost savings with hospice care, noting that several methodological issues
could invalidate the findings of cost savings for hospice care, such as selection bias, different time frames for
assessing costs, fewer cost components evaluated, and generalizability of the studies. Since that 1996 report, the
methodology for analyzing cost implications of hospice care has improved—for instance, more medical cost
data are available for evaluation compared with the 1990s, when only Medicare Part A was available. Moreover,
the author concluded that the use of hospice does not increase costs and does yield better quality of life and
increased autonomy at the end of life.27 Of the inherent limitations to the use of retrospective claims data, our
study’s main limitation was inability to obtain data on patient and provider preferences regarding hospice
election. Another limitation is that the outcome variable examined was limited to survival time, which does not
capture effects on quality of life; therefore, quality-adjusted life-years, the preferred measure in cost-
effectiveness studies, cannot be estimated. This measure is of particular value for patients at the end of life.
Hospice care aims to provide a better quality of life, and indeed, previous studies have shown better quality of
life for patients who enroll in hospice care.28-30 However, that the survival time of patients enrolled in hospice
was longer than that of patients not electing hospice remains notable. Another consideration is that patients who
survived longer might have had more opportunity to use hospice care and for longer durations than those who
survived for a shorter period of time. Finally, the years encompassed by our study predate the diffusion of
targeted molecular agents such as vemurafenib and ipilimumab, which have recently been shown to improve
outcomes for patients with metastatic melanoma. 31 Therefore, it remains to be seen whether continued treatment
with newer lifeprolonging treatments such as those mentioned might mitigate the survival improvement
associated with 4 or more days of hospice use observed in our study.

CONCLUSIONS

Our study showed a significantly longer median survival time for the patients diagnosed with metastatic
melanoma who enrolled in 4 or more days of hospice care compared with those who had 0 to 3 days of hospice
care, and this improved overall survival was accompanied by lower end-of-life costs. Our evaluation of the
survival times and costs of care contributes to the understanding of the potential clinical and economic effects of
hospice care on outcomes for patients with metastatic melanoma. Implications of our findings are that
communication and education regarding the benefits of hospice care should be a particular priority for patients
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Half Of Older Americans Seen In Emergency Department In Last Month Of Life; Most Admitted To 
Hospital, And Many Die There 
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Abstract 

J 

Emergency department use contributes to high end-of-life costs and is potentially burdensome for patients and family members. We examined 

emergency department use in the last months of life for patients age sixty-five or older who died while enrolled in a longitudinal study of older adults 

in the period 1992- 2006. We found that 51 percent of the 4,158 decedents visited the emergency department in the last month of life, and 75 percent in 

the last six months oflife. Repeat visits were common. A total of77 percent of the patients seen in the emergency department in the last month of life 

were admitted to the hospital, and 68 percent of those who were admitted died there. In contrast, patients who enrolled in hospice at least one month 

before death rarely visited the emergency department during that period. Policies that encourage the preparation of patients and families for death and 

early enrollment in hospice may prevent emergency department visits at the end of life. 

Emergency departments are not designed to provide end-of-life care and in many ways are poorly suited to do so. Nonetheless, they are visited with 

surprising frequency by severely ill patients whose deaths are approaching.(!) The often overcrowded and seemingly chaotic nature of the emergency 

department may add to the stress that patients and their families feel. 

Most people say they prefer to receive end-of-life care at home.(2, 3) But pain, worsening symptoms, or other urgent needs may force an emergency 

department visit. In such cases, patients often arrive in the emergency department acutely ill, with their care plan uncertain and their families deeply 

anxious at the approach of a dreaded event.( !, 3, 4) 

Emergency department care is expensive, and it is a major component of escalating costs of care at the end oflife.(5) Most patients who are 

hospitalized at that point are admitted through the emergency department, and it is there that care pathways are often determined, including the 

balance between palliative and life-sustaining treatments.(6, 7) 

We used a nationally representative data set linked to Medicare claims data to study emergency department use by older adults at the end of life. The 

objective of this study was to use these data to describe the prevalence and frequency of, and factors associated with, emergency department use in the 

last months of life, as well as care following the visit, including hospitalization and death in the hospital. 

Study Data And Methods 

Setting And Participants 

The Health and Retirement Study was designed to examine changes in health and wealth as people age.(8) It provided a data set that enabled us to 

assess patient characteristics and health status as well as family-level end-of-life concerns that can be linked to dying patients' emergency department 

visits. 

Health and Retirement Study participants are more than fifty years old and living in the community at the time of enrollment in the study, which began 

in 1992. Participants are interviewed every two years following enrollment. Additional participants are added every six years so that the study remains 

representative of the US population over fifty. Follow-up rates are very high (84-93 percent), and date of death is determined for 99 percent of 

participants using the National Death Index, a centralized record of death certificate information maintained by the National Center for Health 

Statistics.(9 

The study's interviews are conducted over the phone. For participants who are age eighty or older, are too sick to be interviewed by phone, or do not 

have access to a phone, interviews are conducted in person. If participants are too sick or cognitively unable to complete the interview, interviews are 

conducted with proxies. Interviews after death are conducted with participants' next ofkin. Details of the sampling frame and complex survey design 

are available elsewhere.(10 

We linked Health and Retirement Study data to Medicare claims to ascertain emergency department use, using previously described methods.(!!) 

Because the timing of death is often unpredictable, we examined the relationship between emergency department use and death in two directions. 

For the first analysis, we included 8,338 participants age sixty-five or older who were continuously enrolled in Medicare fee-for-service Parts A and B 

from 1992 to 2006 and visited the emergency department. For these participants, we asked what percentage of older adults died within six months of 
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visiting the emergency department.

For the second analysis, we focused on the subset of 4,585 participants who died, and for whom there were 4,158 next-of-kin interviews completed

with the measures necessary for our analysis. For these participants, we asked what percentage of older adults who died had visited the emergency

department in the last 6 months and last month before death.

Finally, we matched each decedent participant to a Health and Retirement Study subject who was alive at the time the participant died, categorized by

age group (65–74, 75–84, and 85 or older) and sex. This allowed us to compare decedents’ and nondecedents’ rates of emergency department use.

This study was approved by the Institutional Review Board of the University of California, San Francisco.

Measures

We used Medicare claims to measure emergency department use, hospitalization, and intensive care unit use.(12) We examined factors that might be

correlated with emergency department use in the last months of life, based on our clinical experience and review of the literature  Demographic factors

included age, sex, race or ethnicity, and net worth.

Clinical factors were drawn from Health and Retirement Study interviews with next of kin conducted after the subject’s death. Next of kin were asked

to describe the participant’s clinical condition during the last three months life. Factors included the presence or absence of four chronic conditions

(cancer, lung disease, stroke, and heart condition), need for help in activities of daily living, cognitive impairment, and the presence of moderate or

severe pain.

Health system factors included census region, urban versus rural residence, hospice use prior to the last month of life (hereafter referred to as “early

hospice use”), nursing home residence, and year of death. We examined what we categorized as “anticipatory/preparatory” factors—for example,

whether the subject’s next of kin reported that the death was expected or unexpected at the time it occurred and whether or not there was an advance

directive.

Statistical Analysis

First, using the sample of 10,364 patients (both living and deceased), we calculated the percentage of emergency department visits by patients who

died within six months of the visit.

The remainder of our analysis focused on the 4,158 decedents. We began by determining the proportion of these older people who visited the

emergency department in the last six months and in the last month of life

To understand which factors were independently associated with emergency department use by participants in the last month of life, we created a

multivariable model adjusted for the demographic and clinical factors described above. The results of the multivariable logistic regression are

presented as probabilities of emergency department use across different levels for each predictor of interest adjusted for age, sex, race or ethnicity, net

worth, chronic conditions, physical dependency, cognitive impairment, and pain. We present time trends in emergency department use in the last

month of life adjusted for variations in age of the Health and Retirement Study decedent sample across years and increasing rates of early hospice use

(Appendix Exhibit 1).(11

Appendix 1
Time trends in emergency department (ED) use in the last month of life 1994 to 2006 are displayed  Sample sizes of decedents were too
small in 1992 and 1993 to generate reliable estimates  Panel A: Time trends in ED use adjusted for age at death  Panel 

We examined care patterns following emergency department visits in the last month of life  Specifically, we examined hospitalization following the

emergency department visit, intensive care unit use, and location of death.

The Health and Retirement Study purposely oversamples certain key subpopulations and also carefully tracks nonresponse rates by subpopulation. To

produce nationally representative statistical estimates and to attach correct standard errors to these estimates, we performed a survey-weighted analysis

using weights provided by the Health and Retirement Study.(13, 14) The statistical analyses were performed using the statistical software Stata,

version 10.1, and the statistical analysis software SAS, version 9.2.

Limitations

We were unable to discern the specific reason for emergency department visits. A diagnostic code for congestive heart failure, for example, is not

particularly informative as to the reason for the emergency department visit, such as shortness of breath, or the reasons that led to that condition, such

as difficulty contacting an outpatient provider, lack of access to medications for symptom relief, or a family that was unprepared to manage end-of-life
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symptoms. Similarly, we could not definitively state that certain emergency department visits were avoidable. Finally, although our findings suggest

that changes over time have been modest, the latest available Medicare claims data files are from 2006, and practice may have changed since that

time.

Study Results
In this nationally representative study of older adults, 8,338 living and dead participants visited the emergency department. Of the total, 15 percent, or

about one out of every seven emergency department visits, were made by a patient who died in the six months after that visit  Among the oldest

participants (those over age eighty-four), the proportion was 24 percent, or about one out of four. Among the 4,158 participants who died, seventy-five

percent transited through the emergency department in the last six months of life (Exhibit 2); half did so in the last month of life

Exhibit 2
Cumulative Incidence of emergency department (ED) visits during the last 6 months of life, noting the incidence on the last day of life
(9%), and the cumulative incidence at 30 days before death (51%) and 180 days before death (75%)

The rate of emergency department use in the last month of life was much higher than the rate among participants matched by age and sex to the

subject who were alive at the time the subject died. In the matched group, only 4 percent visited the emergency department in a one-month time

period.

Focusing on decedents, we found that the mean age of the 4,158 participants who had died was eighty-three (standard deviation eight), and 47 percent

were women (Exhibit 1). Among the decedents, the burden of chronic conditions, functional dependency, and cognitive impairment was high: The

mean number of chronic diseases was 1.4 (out of 4); 77 percent of patients were dependent in at least one activity of daily living, and 67 percent were

in three or more (data not shown). In addition, over one-third were cognitively impaired, experienced moderate or severe pain, and resided in a nursing

home (Exhibit 1). The top three primary diagnoses for emergency department visits in the last six months of life were congestive heart failure (8.0

percent of visits), pneumonia (6.6 percent), and acute stroke (4.9 percent) (see Appendix Exhibit 2 for the rest of the top ten primary diagnoses).(15

Exhibit 1
Characteristics Of Decedents In The Health and Retirement Study, 1992–2006

Appendix 2
Leading Primary Diagnoses for the 6,824 Emergency Department Visits that Occurred During the Last Six Months of Life for the 4,158
Decedents

Routine visits were common. In fact, 41 percent of the 4,158 participants who died had made more than one visit in that time period, and 12 percent

had gone to the emergency department more than once in the last month of life (data not shown).

Hospitalization also was common following an emergency department visit toward the end of life  Among the 2,157 participants who visited the

emergency department in the last month of life, 77 percent were subsequently hospitalized. Of those who were hospitalized, 39 percent were admitted

to an intensive care unit, and 68 percent died in the hospital (Appendix Exhibit 3) (15)

Exhibit 3
Flow diagram outlining emergency department, hospitalization, and location of death among the 4,58 patients in the Health and
Retirement Study (HRS) who died between 1992 and 2006  Early hospice use indicates hospice use prior to the last month of life  

Early hospice use and death in the home, nursing home, or other setting outside the hospital was more common among participants who did not visit

the emergency department in the last month of life (Appendix Exhibit 3) (15

*
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Exhibit 3 shows emergency department use in the last month of life by various characteristics, after adjustment for demographic and clinical factors.

For example, patients who were African American or Latino were more likely to visit the emergency department than white patients. (for a complete

list of factors, see Appendix Exhibit 4).(15) After adjustment, patients who experienced moderate or severe pain were 4 percent more likely to visit the

emergency department in the last month of life than patients who had less pain. Having an advance directive had little effect after adjustment. These

differences were modest in comparison to those between patients who did and did not enroll in hospice early.

Exhibit 3
Characteristics Associated With Emergency Department (ED) Use During The Last Month Of Life, 1992–2006

The rise in emergency department use between 1994 and 2006 was marginally significant in analyses adjusted for age (p for trend = 0.048) (

Appendix Exhibit 1).(15) However, when adjusting for early utilization of hospice, there was a modest increase in emergency department use over

time (p for trend < 0.001), suggesting that a rise in early utilization of hospice (5 percent in 1994; 15 percent in 2006) may have blunted what would

have otherwise been a greater increase in emergency department use over time (Appendix Exhibit 1).(15)

Discussion

High Rates Of Emergency Department Use

As noted above, seventy-five percent of the decedents in our study transited through the emergency department in the last six months of life, and half

in the last month of life. Yet we also found substantial variation in emergency department use in the last month of life by age, race or ethnicity, illness

burden, functional dependency, cognitive impairment, pain, region, year of death, and whether or not death was expected. Early enrollment in hospice

was by far the strongest predictor of emergency department use or lack thereof. Specifically, emergency department use was relatively rare among

people enrolled in hospice at least one month before death.

Improving The Quality Of Outpatient Care

These high rates of emergency department use in the last months of life suggest opportunities for improvement in the outpatient setting. As was the

case in our sample, the last months of life for older adults are often characterized not by sudden death, but by chronic illness, pain, functional decline,

and cognitive impairment.(16, 17) Many health problems and symptoms in late life are predictable, and some visits to the emergency department

could potentially be avoided with access to high-quality outpatient care.(18, 19)

Most people prefer to die at home, and rates of end-of-life hospitalization are unlikely to decrease without reducing rates of emergency department

use. The emergency department is seldom the best place for discussions about the goals of care.

Primary providers can plan for the eventuality of death by preparing patients and families for end-of-life symptoms, engaging in discussions about

goals of care, arranging treatment that matches the patient’s wishes, and documenting preferences in ways that will be accessible to emergency

department providers.(20–24) To this end, recent policy initiatives, such as those passed in 2008 in California(25) and 2010 in New York(26) that

require physician disclosure of prognosis, may reduce costly and potentially burdensome use of the emergency department at the end of life.

Federal Initiatives

At the federal level, legislation that would have provided reimbursement under Medicare for physicians to address end-of-life planning was stripped

from national health reform amid a furor over so-called death panels. In our study, advance directives were not associated with emergency department

visits after adjustment.

Advance care planning is much more than the advance directive document, however. It also includes the discussion of and planning and preparation

for future events by patients, caregivers, and physicians. There is some evidence to suggest that such discussions have an effect on high-cost, high-

intensity health services.(27

The Medicare hospice benefit was recently criticized for spending increases primarily caused by increases in lengths-of-stay over the past decade.(28,

29) However, these critiques do not account for the avoidance of costly acute care services by early enrollees in hospice.(29) In our study, early

enrollment was associated with 80 percent less use of the emergency department in the last month of life, and dramatically reduced rates of

hospitalization and of death in the hospital, compared to the rates for patients who did not enroll early. Although hospice use at the end of life has

increased over the past decade, most patients enroll in hospice late, less than a month before death.(30)
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Many analysts have viewed this delayed entry into hospice as a problem in the quality of end-of-life care.(30, 31) In fact, the type of care that patients

receive in hospice—such as symptom control, family support, and discussion of preferences—are of benefit long before the final days of life.

The Medicare hospice benefit is available to all adults age sixty-five or older, and rising rates of early hospice use are encouraging. Yet we found that

only 9 percent of the older adults in our study who died had enrolled in hospice before the last month of life. Policy initiatives should be directed

toward increasing early hospice enrollment among elderly patients. Strong consideration should be given to removing from the Medicare hospice

benefit the requirement of a prognosis of six months or less to live, basing eligibility and reimbursement instead on need for hospice services.(32

The Role Of Palliative Care

Part of the Affordable Care Act directs support to chronically ill elderly people in the outpatient setting, avoiding high-cost repeat emergency

department visits and hospital readmissions. Potential avenues for supporting chronically ill elderly people on an outpatient basis include promoting

early hospice use and mandating that inpatient and outpatient palliative care services are incorporated into accountable care organizations.(33, 34)

Palliative care is focused on improving quality of life for patients with serious illness. Its major areas of expertise include pain and symptom

management and communication about goals of care. Palliative care is ideally initiated at the time of diagnosis of advanced heart disease, dementia,

cancer, or other serious condisions, and can be delivered concurrently with life-prolonging care. Specialized palliative care is delivered by

interdisciplinary palliative care teams.

Early enrollment in outpatient palliative care services has shown great promise in improving the quality of life for patients with serious illness, but

access to these services remains limited.(19, 20, 35)Prognosis is inherently challenging, and even when prognosis is limited, some patients may elect

not to enroll in hospice early. Our research suggests that many of these patients will transit through the emergency department at the end of life, and

palliative care needs to be integrated into emergency services.

The majority of palliative care in emergency departments, however, is delivered not by palliative care specialists but by emergency department

doctors, nurses, and social workers.(21) Hospice, in contrast, is a specific palliative service and Medicare benefit for patients with a prognosis of six

months or less.

Emergency departments should be supported in their growing efforts to improve palliative care for patients, such as the well-respected Education on

Palliative and End-of-Life Care Project curriculum, newly developed for training emergency medicine professionals.(36) The American Board of

Emergency Medicine is one of 11 specialty boards that cosponsorspalliative medicine as a recognized subspecialty.(37)

In qualitative research, emergency providers and terminally ill patients and their caregivers suggested a change in emergency care, recognizing that the

goals of patients near the end of life often do not fit well within the traditional emergency department model.(1, 3, 38, 39) Some providers suggested

that emergency protocols could be modified by creating an explicit triage category of supportive care focused on symptom stabilization.

Structural barriers to change need to be overcome, including a pervading fear of litigation among emergency physicians, logistical hurdles to

emergency providers rapidly coordinating home or hospice services with outpatient clinicians, and a general lack of access to palliative medicine

consultation services in the emergency department, particularly at night and on weekends.(3, 39, 40)

Conclusion
Emergency department visits are common at the end of life, and a substantial minority of all visits to the emergency department by older adults are

made by patients who will die within six months of the visit. For patients whose terminal trajectories are clear, we can do better in the outpatient

setting.(22–24) Outpatient providers can help prepare families for the eventuality of death, including by giving them early referrals to hospice and,

where available, outpatient palliative care services. Policies that require physicians to disclose a terminal prognosis and that provide reimbursement

for advance care planning should be encouraged.

For other older adults, serious illness is unexpected and emergency department visits are unavoidable.(41) Therefore, emergency departments should

be supported in their efforts to incorporate palliative and end-of-life care principles into their practices. Ultimately clinicians and policy makers need

to work together to ensure high-quality care experiences for patients and families seen in the emergency department during a vulnerable time.
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Abstract
Previous research has noted that many persons are referred to hospice in the last days of life.
The National Hospice and Palliative Care Organization collaborated with Brown Medical
School to create the Family Evaluation of Hospice Care (FEHC) data repository. In 2005,
106,514 surveys from 631 hospices were submitted with complete data on the hospice length
of stay and bereaved family member perceptions of the timing of hospice care. Of these surveys,
11.4% of family members believed that they were referred ‘‘too late’’ to hospice. This varied
from 0 to 28.1% among the participating hospice programs with 30 or more surveys. Among
those with hospice lengths of stay of less than a month, only 16.2% reported they were referred
‘‘too late.’’ Although the bereaved family member perceptions of the quality of end-of-life care
did not vary by length of stay for each of the FEHC domains, the perception of being referred
‘‘too late’’ was associated with more unmet needs, higher reported concerns, and lower
satisfaction. Our results suggest that family members’ perception of the timing of hospice
referraldnot the length of staydis associated with the quality of hospice care. This
perception varies substantially among the participating hospice programs. Future research is
needed to understand this variation and how hospice programs are delivering high quality of
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Introduction
Hospice was developed to provide compre-

hensive services that allow dying persons to
live their lives to the fullest. Originally, the con-
cept of hospice was introduced as an ongoing
program to ease suffering during the transition
between life and death. Although many experts
recommend a hospice stay of at least three
months to provide adequate services,1 the aver-
age length of stay is less than 60 days. In the
United States, the median length of stay de-
clined from 29 days in 1995 to 26 days in 2005,
with 30% of those served by hospice dying in 7
days or less (www.nhpco.org). Short hospice
stays are not desirable due to their impact on
the dying persons’ and the caregivers’ quality
of life and the quality of end-of-life care. Recent
studies have shown lower satisfaction with hos-
pice services was correlated with family mem-
bers’ reports of late referrals,2 and shorter
length of stay was associated with family mem-
bers’ reports of decreased number of services
provided.3 Furthermore, although many pa-
tients prefer to die at home,4 patients with hos-
pice enrollment less than 7 days are less likely to
receive care at home.5

Over the past 10 years, the Brown Medical
School Center for Gerontology and Health
Care Research has collaborated with the Na-
tional Hospice and Palliative Care Organiza-
tion (NHPCO) to create an actionable tool
to measure consumer perceptions of the qual-
ity of end-of-life care. The Family Evaluation of
Hospice Care (FEHC) has been validated6 and
used in the national study of dying in the
United States.7 The survey is currently used
as part of an ongoing NHPCO performance
measurement program, with a web-based re-
pository that allows hospice programs to sub-
mit their data and receive a 30-page quarterly
report regarding their quality of end-of-life
care.8 As of 2006, nearly 1000 hospices are sub-
mitting their data online. The FEHC data re-
pository allows us to examine at a national
level the relationship of length of stay, per-
ceived timing of hospice referral, and quality
of end-of-life care.

Methods
Development of Survey

Based on expert opinion, a structured review
of existing guidelines, and consumer focus
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groups, Teno and colleagues developed the
FEHC.9 The original instrument was shortened
and a mode test was conducted that found the
survey could be self-administered, with similar
results to telephone administration. The FEHC
is based on a conceptual model of patient-
focused, family-centered medical care. Under
this model, a health care institution provides ex-
cellent end-of-life care when it: 1) provides the
desired physical comfort and emotional sup-
port; 2) supports shared decision making; 3)
treats the patient with respect; 4) attends to
the needs of the family for emotional support
and the needed information; and 5) coordinates
care effectively. Detailed information on how to
calculate the problem and modified domain
score is available in the paper by Connor and col-
leagues.8 Although the analysis was done with
full problem scores, we summarize the findings
by reporting the percent of persons who report
one or more concerns with the quality of care.

In this study, our goal was to examine the as-
sociation of the perceptions of the quality of
care with both hospice length of stay and be-
reaved family members’ perceptions of the
timing of hospice referral. For the latter, re-
spondents were asked the following question,
‘‘In your opinion, was [PATIENT] referred to
hospice too early, at the right time, or too
late during the course of [HIS/HER] final
illness?’’ Hospice length of stay was based on
the bereaved family member report.

Data Collection
Brown Medical School’s Center for Geron-

tology and Health Care Research, in collabora-
tion with the NHPCO, developed a Web site
for hospices to submit data for the repository
used by this report. The Web site was piloted
at Brown and then modified by the NHPCO.
Participation in the FEHC survey is voluntary,
although the NHPCO has encouraged all hos-
pices nationwide to take part. Hospices or
third-party vendors contact bereaved family
members between one to three months after
the patient’s death to invite them to partici-
pate in the survey. The surveys are usually com-
pleted by paper and pencil and returned to
the hospice program or a data vendor hired
to compile the results. The response rate as
calculated based on the one-year total number
of surveys completed over the number mailed
out is 45%.
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Analytic Approach
For this study, we report the descriptive re-

sults and examine the association of length
of stay, bereaved family member of the timing
of hospice referral, and the perception of
quality of end-of-life care with each of the

Table 1
Characteristics of Decedents

(n¼ 106,514 Surveys)

Characteristics

Decedents
n¼ 106,514

(%)

Perceived
Appropriate
Timing of
Referral

n¼ 92,899
(%)

Perceived
Late

Referral
n¼ 12,182

(%)

Age 85 years and
older at time of
patient’s death

49.1 32.6 47.1

Sex
Male 41.3 41.4 41.7

Primary illness leading to hospice admission
Cancersdall types 42.7 43.0 39.9
Heart & circulatory

disease
9.9 9.8 10.2

Lung & breathing
disease

7.6 7.5 8.4

Kidney disease 2.2 2.2 2.3
Liver disease 1.6 1.6 1.5
Stroke 3.9 4.03 3.3
Dementia &

Alzheimer’s
disease

7.8 7.7 7.8

AIDS & other
infectious
diseases

0.2 0.2 0.2

Frailty & decline
due to old age

5.7 5.7 5.6

Other illness 4.2 4.04 5.2

Highest grade or level of school completed
8th grade or less 8.9 9.01 8.1

Race
American Indian

or Alaskan
Native

0.7 0.6 0.8

Asian or Pacific
Islander

0.7 0.7 0.7

Black or African
American

3.3 3.4 2.6

White 82.9 83.0 82.5
Another race

or multiracial
1.6 1.2 1.4

Length of time patient received hospice services
2 days or less 10.0 8.2 24.7
3e7 days 21.7 20.4 32.5
8e14 days 15.08 15.0 15.9
15e29 days 11.5 11.9 9.7
1e3 months 25.7 27.3 14.1
4e6 months 8.2 9.0 2.0
7e9 months 3.0 3.3 0.6
10e12 months 1.9 2.0 0.3
>1 year 2.8 3.0 0.3
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domains of the FEHC. Because of the large
number of cases, even minor differences
achieve statistical significance; we set a thresh-
old of 5% difference as being clinically rele-
vant. For those hospices contributing 30 or
more surveys to the repository, we reported
the variation in bereaved family members’ re-
port that referral to hospice was ‘‘too late.’’

Results
Perception of Timeliness of Hospice Referral

Eighty-seven percent reported that the pa-
tient was referred at the right time, whereas
11.4% felt that hospice services were initiated
‘‘too late.’’ Only 1.4% (n¼ 1433) reported
that the patient was referred at a time too early
for hospice services (Table 1). There were no
statistically significant differences in percep-
tion of appropriate vs. late referrals when pa-
tients were grouped by age at time of death,
sex, primary illness leading to hospice admis-
sion, education, race, or ethnicity.

Length of Stay, Perception of Being Referred
‘‘Too Late,’’ and Perceived Quality
of End-of-Life Care

Fig. 1 depicts the association between length
of stay and the quality-of-care domains in the
FEHC. For each domain and overall satisfac-
tion, there is essentially a flat line, indicating
the lack of an association between hospice
lengths of stay and bereaved family members’
perceptions of the quality of care. In contrast,
bereaved family members who believed their
relative was referred ‘‘too late’’ reported
more unmet needs, higher reported number
of concerns, and lower satisfaction with the
quality of end-of-life care than those who indi-
cated referral was made at the ‘‘right time’’
(Table 2). More family members who felt that
the referral was ‘‘too late’’ reported unmet
needs of the patient for management of pain
(9.7 vs. 5.0%), dyspnea (10.0 vs. 4.1%), and
emotional support (18.2 vs. 8.1%). Similarly,
family members reported having greater un-
met needs for their own emotional support
(18.8 vs. 10.0%). More family members also
felt that they were less informed about what
to expect (41.4 vs. 25.2%) and about manage-
ment of symptoms (17.9 vs. 9.0%). Further-
more, family members who perceived a late
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ION OF TOO LATE REFERRAL



Vol. 34 No. 2 August 2007 123Timing of Referral to Hospice
0

10

20

30

40

50

60

70

80

90

100

2days
or less 

3-7 days 8-14
days

15-29
days

1-3
months

4-6
months

7-9
months

10-12
months

Greater
than1 year

Length of Stay

%
 
R

e
s
p

o
n

d
e
n

t
s

Patients wanted more help with pain
management 

Patients wanted more help with dyspnea
management

Patients wanted more help with dealing with
feelings

Family wanted more help with emotional
support

Family wanted more information about what
to expect

Family wanted more information about
symptom management

Family concerned with coordination of care

Family rated overall quality of care less than
excellent

Fig. 1. Length of stay and reported hospice outcomes.
referral were more dissatisfied with the coordi-
nation of care (23.7 vs. 16.4%) and the overall
quality of care (33.5 vs. 21.9%). This trend of
unmet needs and greater dissatisfaction with
care among those who reported referral that
was ‘‘too late’’ was also found with reports of
hospice staff not always treating the patient
with respect, although the difference was less
marked (5.4 vs. 2.8%).
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Geographic and Hospice Variation
of Perceptions of Late Referrals

Bereaved family member perceptions of
being referred ‘‘too late’’ varied by both state
and hospice program. Fig. 2 shows variation of
perceptions of late referrals by a state-by-state
basis, ranging from 7.8% in Vermont to 15.0%
in South Carolina. Among the 521 hospices
with 30 or more surveys, the variation of the
Table 2
Bereaved Family Members’ Perceptions of Timing of Referral and Quality of Care

‘‘At the Right Time’’
n¼ 92,899 (%)

‘‘Too Late’’
n¼ 12,182* (%)

Provide desired physical comfort and emotional support
Patient did not receive appropriate amount of help with

Pain 5.03 9.66
Dypsnea 4.14 9.96
Dealing with feelings 8.14 18.18

Treat dying person with respect
Not always treating patient with respect 2.77 5.43

Attend to the needs of the family: one or more concerns with
Emotional support 9.96 18.77
Being informed about what to expect 25.18 41.37
Being informed about symptoms 9.03 17.77

Coordination of care
One or more concerns 16.41 23.73

Overall quality of care
Response less than excellent 21.86 33.48
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Fig. 2. Depicted is the state variation in bereaved family member response that their dying relative was referred
‘‘too late.’’ Among the 819 participating hospices, 12,182 (11.4%) bereaved family members believe their loved
one was referred ‘‘too late’’ to hospice services. This varied from 7.8% (VT) to 15.0% (SC).
perception of being referred ‘‘too late’’ ranged
from 0 to 28.1% (mean 11.5%, 25th percentile
9.2, 75th percentile 14.0%).

Discussion
Slightly less than one in five bereaved family

members with a hospice length of stay of less
than one month stated that their family mem-
ber was referred ‘‘too late’’ to hospice services.
Unfortunately, this result raises more questions
than it answers. Why aren’t more bereaved
family members reporting they were referred
‘‘too late’’ despite a short length of stay? It
would appear that families need to be edu-
cated about the importance of a longer hos-
pice length of stay. However, in some cases,
an earlier hospice referral may not be possible.
Waldrop et al.10 used open-ended interviews
with 59 bereaved caregivers of hospice patients
who died with short lengths of stay and found
that 44% were diagnosed too late and 17% re-
fused hospice services at an earlier time point.
Schockett and colleagues2 found that about
one in four cases referred ‘‘too late’’ to hospice
may not be easily changed to access hospice at
APPEND
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an earlier point in time, in that 13% of dying
persons refused an earlier hospice referral
and 10% were diagnosed at a late point in
their illness. Based on these two studies, the
rate of short stays that could not have been re-
ferred earlier to hospice varied between
23% and 61%. These two small studies suggest
that it might not be possible for some dying
persons to have been referred at an earlier
time point.

Our data suggest that the perception of be-
ing referred ‘‘too late,’’ rather than length of
stay, is associated with greater unmet needs,
more concerns, and lower satisfaction. One
could hypothesize that hospice programs
have become very adept at ‘‘rallying the troops’’
to provide excellent end-of-life care for those
persons with short lengths of stay. The percep-
tion of being referred ‘‘too late’’ is not easily pre-
dicted by the existing sociodemographic data
available in this data set. This perception of be-
ing referred ‘‘too late’’ varied between 0% and
28% among hospice programs with 30 or
more surveys completed in 2005.

The striking variation in the perception of
being referred ‘‘too late’’ calls for research to
IX 26 
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understand whether hospices are using differ-
ent organizational interventions to improve ac-
cess to hospice services. For example, many
hospices are now adopting ‘‘open access’’ poli-
cies to allow dying patients to receive potentially
‘‘life-prolonging treatment.’’ This intervention
potentially could improve access to hospice
services, reducing bereaved family members’
perceptions that their dying relatives or friends
were referred ‘‘too late’’ to hospice services.
Future research is needed to characterize this
variation by hospice program in regard to
whether there are different processes of care,
consumer education efforts, and/or different
hospice policies that lead to improved percep-
tions of the quality of care.

When interpreting these results, certain
limitations of this study should be kept in
mind. Data were collected from family mem-
bers of deceased hospice patients using self-
administered surveys. Respondents may have
inaccurately perceived patients’ unmet needs
for emotional support and pain management.
A recent review of studies on the reliability of
information provided by proxies found that
they were more reliable regarding observable
symptoms and quality of services than subjec-
tive features of the patient experience.11 How-
ever, it is unlikely that this discrepancy would
be different among this study’s comparison
groups. Also, the response rate is 45%, thus
adding a concern of possible selection bias.

In conclusion, the majority of respondents
believed they were referred to hospice ‘‘at the
right time,’’ despite a reported short length
of stay. Short hospice lengths of stay were not
associated with perceptions of poor quality
end-of-life care. Rather, the family members’
perception that they were referred ‘‘too late’’
to hospice was associated with lower satisfac-
tion, more unmet needs, and higher reported
concerns. This perception of late referral var-
ied by state and by hospice program. An im-
portant opportunity exists to educate the
public about the benefits of longer hospice
lengths of stay. Future research should seek
to understand whether there are differences
in state policies and regulations that may be
contributing to late hospice referrals. Addi-
tionally, research is needed to understand
whether hospices with lower rates of persons
APPE
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being referred ‘‘too late’’ are using innovative
programs to better meet the needs of dying pa-
tients and their families.
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Executive Summary 

The Washington Health Homes MFFS demonstration leverages Medicaid health homes 
to integrate care for full-benefit Medicare-Medicaid beneficiaries by targeting high-cost, high-
risk dual eligible enrollees. The State’s existing delivery systems for primary, acute, behavioral 
and LTSS remain unchanged and health homes serve as the bridge for integrating care across 
these existing delivery systems. The demonstration service area originally included all but two 
counties (King and Snohomish) in the state and began enrollment on July 1, 2013. As of April 1, 
2017, the demonstration was extended statewide and Demonstration Year 4 (DY4) includes 
beneficiaries from all counties. 

This report includes an analysis of Medicare savings during the 24-month period from 
January 1, 2016 through December 31, 2017: final Medicare savings estimates for DY3 (January 
1, 2016 through December 31, 2016) and preliminary Medicare savings estimates for DY4 
(January 1, 2017 through December 31, 2017). Final Medicare savings estimates for DY1 and 
DY2 and preliminary Medicare savings estimates for DY3 appeared in previously released 
Washington Medicare savings reports. Future reports will include Medicaid data for 
Demonstration Years 1, 2, 3 and 4, if available. 

The method used to perform the Medicare saving calculations in this report is referred to 
as the “actuarial method,” to distinguish it from the multivariate regression-based method that 
has been used to estimate the impact of the demonstration on quality and cost outcomes in the 
annual demonstration evaluation reports. The actuarial method relies on assigning beneficiaries 
in both the intervention and comparison groups to cohorts and then constructing an eligibility 
timeline for each beneficiary to determine whether claims occurred during a period of 
demonstration eligibility. Medicare per member per month (PMPM) expenditures for eligible 
beneficiaries are tabulated from claims.  

The basic approach to the savings calculation is to compare the trend of PMPM Medicare 
expenditures of those beneficiaries in the intervention group with the trend of the PMPM of 
those beneficiaries in the comparison group. This is achieved by comparing the actual PMPM of 
the intervention group beneficiaries with a target PMPM, which represents the baseline 
intervention group PMPM projected forward by the trend of the actual experience observed in 
the comparison group going from the baseline period to the Demonstration Year.  

Results of the savings calculations are summarized below and include results for multiple 
cohorts as applicable. 

• Total Medicare savings in Demonstration Year 3 were calculated as $38.8 million or 
10.9 percent. An additional $7.7 million in attributed savings (savings attributed to 
eligible months prior to the start of the most recent cohort) sums to a grand total final 
calculated Demonstration Year 3 Medicare savings amount of $46.6 million.  

• Preliminary total Medicare savings in Demonstration Year 4 were calculated as $46.5 
million or 9.7 percent. Including preliminary attributed Medicare savings estimates of 
$5.5 million results in a grand total preliminary Demonstration Year 4 Medicare 
savings estimate of $55.2 million. 
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• Per the previous Washington Medicare Savings reports, total Demonstration Year 1 
Medicare savings were calculated as $34.9 million and total Demonstration Year 2 
savings were calculated as $30.2 million.  

• The current estimate of grand total Demonstration Medicare savings for all cohorts 
through Demonstration Year 4 to $166.8 million. 
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1. Introduction 

The Washington Health Homes MFFS demonstration leverages Medicaid health homes, 
established under Section 2703 of the Affordable Care Act, to integrate care for full-benefit 
Medicare-Medicaid beneficiaries. Washington has targeted the demonstration to high-cost, high-
risk Medicare-Medicaid enrollees based on the principle that focusing intensive care 
coordination on those with the greatest need provides the greatest potential for improved health 
outcomes and cost savings. The demonstration is organized around the principles of patient 
activation and engagement, and support for enrollees to take steps to improve their own health. 
In the course of integrating care for enrollees across primary care, long-term services and 
supports (LTSS), and behavioral health delivery systems, health home care coordinators are 
charged with conducting assessments, and engaging enrollees to develop Health Action Plans 
(HAPs) and increase their self-management skills to achieve optimal physical and cognitive 
health.  

The State’s existing delivery systems for primary, acute, behavioral, and LTSS remain 
unchanged. Health homes serve as the bridge for integrating care across these existing delivery 
systems. Even though the Washington State MFFS demonstration provides services through the 
traditional fee-for-service Medicare and Medicaid programs and does not affect beneficiaries’ 
choice of providers or limit availability of services, beneficiaries have the option to opt out of 
receiving health home services. Beneficiaries are auto-assigned to a health home to coordinate 
their services, and they may choose not to use or engage with that health home. Their Medicare 
and Medicaid services are not disrupted if they decide not to engage with the health home.  

Washington used a competitive Request for Application process to select qualified health 
homes. Applicants were required to demonstrate a wide range of administrative capabilities, have 
experience in conducting care coordination, offer multiple vehicles for beneficiary access to 
supports, and present a network of diverse organizations that can serve enrollees with a range of 
needs. The organizations selected were Community Choice (a provider consortium); Northwest 
Regional Council (an Area Agency on Aging); Optum (a Mental Health Regional Support 
Network); and Southeast Washington Aging and Long Term Care (an Area Agency on Aging). 
Two managed care plans were also selected to be health homes, Community Health Plan of 
Washington and United Health Care Community Plan. The State prioritized beneficiary 
enrollment into the non-managed care health homes and as a result, as of July 2015, less than 
5 percent, 4.7 percent, of all enrollees were in new managed care health homes. 

During the 2015 Washington legislative session, State funding for the health home 
program was terminated, effective December 31, 2015. According to a joint statement released 
by the Washington Department of Social and Health Services (DSHS) and the Health Care 
Authority (HCA) (DSHS and HCA, 2015), the legislature’s decision to terminate funding was 
based on a lack of supporting information about whether the demonstration would meet its 
projected savings target amid a challenging budget climate. During the several months following 
the close of the legislative session in June 2015, the State suspended auto enrollment into the 
demonstration and began planning for termination.  
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In late October 2015, new information became available about projected savings for the 
demonstration. As a result, the State changed course and decided to continue health home 
services through June 2016, to give the legislature time to review savings projections. During the 
2016 legislative session funding for health homes was reinstated. Effective April 1, 2017, the 
demonstration began to serve King and Snohomish counties, extending the demonstration service 
area statewide.  

This report provides a final Medicare Parts A & B savings analysis of the Washington 
managed fee-for-service (MFFS) demonstration for Demonstration Year 3 and a preliminary 
analysis of Medicare data for Demonstration Year 4 under the Medicare-Medicaid Financial 
Alignment Initiative. During the first three Demonstration Years, Washington had enrolled 
beneficiaries in the demonstration in all but two counties (King and Snohomish) in the State. 
Washington began enrollment on July 1, 2013. As of April 1, 2017, the demonstration was 
extended statewide and Demonstration Year 4 includes beneficiaries from all counties.  

This report includes an analysis of Medicare savings during the 24-month period from 
January 1, 2016 through December 31, 2017 separated into Demonstration Year 3 for the 
Washington demonstration (January 1, 2016 through December 31, 2016) and Demonstration 
Year 4 (January 1, 2017 through December 31, 2017). CMS previously released two Medicare 
savings reports by RTI entitled (1) Final Demonstration Year 1 and Preliminary Demonstration 
Year 2 Medicare Savings Estimates: Medicare-Medicaid Financial Alignment Initiative and (2) 
Final Demonstration Year 2 and Preliminary Demonstration Year 3 Medicare Savings Estimates: 
Medicare-Medicaid Financial Alignment Initiative. These reports provided final estimates of 
Medicare savings for Demonstration Years 1 and 2 and preliminary estimates of Medicare 
savings for Demonstration Years 2 and 3, respectively, for Washington. Demonstration Years 1, 
2 and 3 experience and Medicare savings calculations are considered complete.1 This report 
provides final Medicare savings estimates for Demonstration Year 3 and preliminary Medicare 
savings estimates for Demonstration Year 4, the additional 12-month period spanning from 
January 1, 2017 through December 31, 2017. In addition to developing a savings report for 
subsequent Demonstration Years, future reports will include Medicaid data for Demonstration 
Years 1, 2, 3 and 4, if available. Currently, we do not have sufficient Medicaid data for the 
periods covered in this report to perform any analyses. 

The method used to perform the Medicare savings calculations in this report will be 
referred to as the “actuarial method,” to distinguish it from the multivariate regression-based 
method that will be used to estimate the impact of the demonstration on quality and cost 
outcomes in the annual evaluation reports for the Washington demonstration. Because the 
actuarial method constructs cohorts of beneficiaries from the comparison group (as will be 
explained later), the actuarial savings calculation uses a subset of the comparison group that was 
constructed for the other descriptive and regression-based analyses that RTI will perform as part 
of the evaluation. The Centers for Medicare & Medicaid Services (CMS) will use the results of 
the actuarial method to determine whether Washington is eligible for a performance payment 

1 Any reference to Demonstration Years 1 and 2 experience and savings included in this report is pulled directly 
from the previous report and does not incorporate any new information or calculations. 
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under the MFFS Financial Alignment Model. The Medicare and Medicaid savings calculation 
results will be a factor in that determination. 

The Medicare results presented in this report should be viewed as final for Demonstration 
Year 3, but preliminary for Demonstration Year 4. The Demonstration Year 4 Medicare Parts A 
and B expenditure data includes 10 months of claims runout (i.e., through October 2018). Note 
that final the evaluation report will include an analysis of Medicare Part D data, however under 
the MFFS financial alignment model, Part D spending does not inform the amount of any 
performance payment to the State and is not included in this report. The preliminary 
Demonstration Period 3 results included in the previous report included 12 months of claims run-
out. This final Medicare savings report for Demonstration Year 3 has been updated to include 
any retroactive adjustments to eligibility data and additional claims runout for beneficiaries in 
both the intervention and comparison groups.  

Compared to earlier reports, there was one important methodological change made to the 
Demonstration Year 3 final Medicare savings estimate. This change is detailed in section 3.2 
below. In brief, the comparison group for Demonstration Year 3 was updated to reflect a lack of 
reliable eligibility information reported for dual enrollees in Arkansas beginning in 
Demonstration Year 3. 
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2. Data Sources for PMPM Cost Analysis 

2.1 Eligibility Data 
As a part of performing cost calculations on a per member per month (PMPM) basis, it 

was necessary to construct an eligibility timeline for each beneficiary to determine whether 
claims occurred during periods of eligibility for the demonstration. ARC used beneficiary 
eligibility information extracted from the appropriate tables on the Integrated Data Repository 
(IDR) in December 2018, to construct an analytic file that contains eligibility occurrences for 
Part A coverage, Part B coverage, and primary payer status; eligibility occurrences for 
State/county codes of residence and, as applicable, the date of death; Group Health Organization 
(GHO) enrollment (e.g., Medicare Advantage [MA] or the Program of All-Inclusive Care for the 
Elderly [PACE]); and periods of hospice coverage. Specific eligibility criteria are described in 
Section 3.2. All of this information was used to construct a historical eligibility record for each 
beneficiary in all cohorts and Demonstration Years. Thus, these new data were used to produce 
the final estimate of Medicare savings for demonstration year 3 and preliminary Medicare 
savings estimates for demonstration year 4. 

After creating the historical eligibility file, ARC determined the days on which a 
beneficiary was eligible for the demonstration. Claims were used to calculate the Medicare 
PMPM payments only if the beneficiary was eligible to participate in the demonstration on the 
admission date (for institutional claims) or service date (for all other types of service) on the 
claim. For future reports, retroactive changes will be applied so that the daily eligibility file for 
Demonstration Year 4 will include updated values for all months in Demonstration Year 4. 

2.2 Claims Data 
The source of Medicare Parts A and B claims data for this report was CMS’s Chronic 

Condition Warehouse (CCW). For each of the beneficiary cohorts included in this report, the 
claims data employed in the analysis were extracted from the CCW and represent claims 
incurred from the start date of each cohort through December 31, 2017 and processed by CMS 
through October 2018. The paid claim amounts tabulated for this report do not include estimates 
of incurred-but-not-reported (IBNR) claims for medical services performed during all 24 months 
but not yet paid by the end of October 2018. We have assumed the claims runout is effectively 
100 percent complete for Demonstration Year 3. 

Medicare payments were separated into seven claim categories: 

1. Inpatient 

2. Skilled Nursing Facility (SNF) 

3. Hospice 

4. Outpatient 

5. Home Health 
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6. Professional 

7. Durable Medical Equipment (DME) 
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3. Basic Approach 

The basic approach to the savings calculation is to compare the trend (as opposed to the 
level) of per member per month (PMPM) Medicare expenditures of those beneficiaries in the 
intervention group (i.e., the demonstration group) with the trend of the PMPM of those 
beneficiaries in the comparison group. This is done by comparing the actual PMPM of the 
individuals in the intervention group with a target PMPM, which is determined by projecting 
forward the PMPM of the intervention group in the baseline period to the Demonstration Year. 
The trend used for the projection is based on the actual experience observed in the comparison 
group during the baseline period and the Demonstration Year. 

For Medicare, the PMPM amounts are calculated by dividing total Medicare Parts A and 
B expenditures by the number of member months of eligibility. Medicare-paid amounts do not 
include the amounts for deductibles, coinsurance, or balance billing. For hospital claims, the paid 
amount is reduced for Medicare Disproportionate Share (DSH) payments and Indirect Medical 
Education (IME) payments, because these payments are not directly related to the cost of care 
provided to individual beneficiaries. 

3.1 Categories of Beneficiaries 
The basic approach is refined by disaggregating the beneficiaries in the intervention and 

comparison groups by characteristics that affect their level of care and costs. The disaggregation 
is performed using three characteristics that result in 12 categories, or cells, of beneficiaries: 

1. Basis of Medicare eligibility:  
i) Age (65+) or  
ii) Disability (<65) 

2. Level of Long-Term Services and Supports (LTSS):  
i) Institution,  
ii) Home and Community-Based Services (HCBS), or  
iii) Community 

3. Presence of Severe and Persistent Mental Illness (SPMI):  
i) Yes or  
ii) No 

It is important to note that beneficiaries are placed into categories according to their 
characteristics at the time that they are first assigned to a cohort, even if these characteristics 
subsequently change. This is done to ensure that the PMPMs in each category change only from 
the effects of the demonstration and not from the effects of changing the mix of individuals in 
the category. This will also capture the effect of the demonstration to potentially slow the 
progression of the use of LTSS. For example, during the demonstration, some of the 
beneficiaries originally placed in the community category may begin using HCBS or institutional 
services, which usually result in increased costs of care. If the transition rate of beneficiaries in 
the community category who move to categories requiring more intensive services during the 
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demonstration is higher for the comparison group than for the intervention group, then the 
PMPM of the comparison group would increase faster and the savings model would show 
demonstration savings.  

3.2 Cohorts 
The beneficiaries are also disaggregated according to when they become eligible for the 

demonstration. Beneficiaries are placed into cohorts based on when they first meet the eligibility 
requirements of the demonstration. Those who met the requirements for eligibility on July 1, 
2013 are in Cohort 1. In order to (1) not include the experience of beneficiaries before they 
become eligible for the demonstration and (2) create closed groups, intervention group Cohort 1 
beneficiaries were subdivided into six subgroups; those who first became eligible for the 
demonstration in each of the 6 months July through December 2013. These subgroups are 
designated as Cohort 1A through Cohort 1F, respectively. All subsequent cohorts are assigned as 
follows: 

• Cohort 2: Those who met the requirements for eligibility on January 1, 2014 (and 
who are not in Cohort 1) 

• Cohort 3: Those who met the requirements for eligibility on January 1, 2015 (and are 
not in Cohort 1 or Cohort 2) 

• Cohort 4: Those who met the requirements for eligibility on January 1, 2016 (and are 
not in Cohorts 1, 2 or 3) 

• Cohort 5A: Those who met the requirements for eligibility on January 1, 2017 (and 
are not in Cohorts 1, 2, 3 or 4) 

• Cohort 5B: Those residing in King and Snohomish counties who met the 
requirements for eligibility on April 1, 2017.  

Note that the beneficiaries in Cohort 1 and Cohort 2 have experience after the start date 
of the cohort during Demonstration Year 1 (which spans July 2013 through December 2014), but 
that Cohort 3 does not. Cohorts 1, 2 and 3 have experience after the start date of the cohort in 
Demonstration Year 2 (which spans January 2015 through December 2015), but Cohort 4 does 
not. Cohorts 1, 2, 3 and 4 have experience in Demonstration Year 3. The demonstration extended 
to include King and Snohomish counties effective April 1, 2017, and as such Cohort 5A has 
experience for the entirety of Demonstration Year 4 (which spans January 2017 through 
December 2017) but Cohort 5B only has 9 months of experience in Demonstration Year 4 (April 
2017 through December 2017.) In subsequent Demonstration Years, beneficiaries in King and 
Snohomish counties will continue to be kept in separate sub-cohorts because there was a separate 
comparison group constructed for these individuals. However, the time periods of experience 
will be identical. 

Washington provided CMS with a file that flags the beneficiaries who have been 
determined to be eligible for the demonstration, including those having a score of 1.5 or greater 
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on the Predictive Risk Intelligence System (PRISM)2. This eligibility flag is provided for months 
starting in July 2013, but not for the months in the baseline period. We performed some basic 
eligibility checks on the beneficiaries and excluded them from the savings calculation if, on the 
date that we place them in cohorts, they failed to meet any of the following criteria. We also 
excluded from the baseline period any month for which an eligible beneficiary does not meet 
these basic eligibility requirements 

1. Are eligible for Medicaid 

2. Reside in a demonstration county 

3. Have not elected hospice care 

4. Have both Part A and Part B coverage 

5. Are not enrolled in a Group Health Organization 

6. Do not have Medicare as a secondary payer 

7. Have at least 90 days of experience during the baseline period 

8. Are not in another CMS Medicare shared savings initiative. 

For beneficiaries in the comparison group, we applied the same checks, except that residence 
was checked for the appropriate counties in the comparison states.  

Each MSA consists of a group of counties. For each state, a non-MSA area was 
constructed from the counties that do not belong to an MSA. In addition, RTI simulated the 
PRISM score of each comparison group beneficiary for each quarter of the Demonstration Years. 
We checked that the comparison group beneficiaries had an RTI-generated simulated PRISM 
score of at least 1.5 in the first quarter of the demonstration for Cohort 1, in the third quarter of 
the demonstration for Cohort 2, in the seventh quarter of the demonstration for Cohort 3, in the 
eleventh quarter of the demonstration for Cohort 4 and in the fifteenth quarter of the 
demonstration for Cohorts 5A and 5B. 

Special Note 1: RTI constructed the comparison group for the original demonstration area 
from selected Metropolitan Statistical Areas (MSAs) in three States—Georgia, Arkansas, and 
West Virginia—based on similarities between the demonstration and comparison areas. For the 
demonstration extension to King and Snohomish counties, RTI constructed the comparison 
group from selected MSAs in four states—Michigan, North Carolina, Virginia and West 
Virginia.3 The use of a separate comparison group for these two counties reflects how they are 
notably different in composition from other regions of Washington. 

2 The PRISM score is based on a proprietary algorithm developed by the state of Washington. 

3 A description of the comparison group selection methodology will be included in the Washington annual report.  
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Special Note 2: During the early stages of the Demonstration Year 4 Medicare savings 
analysis, information was provided to CMS and the evaluation contractor that critically 
undermined the validity of the eligibility information reported for Arkansas, one of the 
comparison states, beginning in Demonstration Year 3. Upon further investigation, it became 
clear that including beneficiaries from Arkansas in the comparison group for purposes of the 
actuarial savings analysis for Demonstration Years 3 and 4 was not a credible option and they 
were dropped after consultation with CMS. The paragraph below describes the relative 
distribution of the intervention and comparison group beneficiaries after the updates.  

The intervention group and the comparison group had roughly the same distribution by 
basis of eligibility. Both groups had roughly 44 percent of individuals aged 65 or older. The 
distribution by prevalence of SPMI and facility status showed more variation. In the intervention 
group, there was 35 percent prevalence of SPMI compared with 42 percent in the comparison 
group. In the intervention group, 41 percent of members used HCBS and 11 percent used 
facility-based LTSS, whereas the prevalence in the comparison group was 17 percent HCBS and 
28 percent facility-based services. Because the savings were calculated for each facility status 
category separately and weighted according to the intervention group distribution, the savings 
calculation appropriately takes into account these distributions. 

For each cohort after the first, some or all of the baseline experience includes months that 
are also Demonstration Year months for which the beneficiary could have also been eligible for 
the demonstration. These are the first few months of eligibility before the start of the cohort, 
which occurs on January 1. According to the Final Demonstration Agreement, it was agreed to 
attribute the savings experience of the prior cohort to these months. Thus, for Demonstration 
Year 1, the savings percentage experienced by Cohort 1 was attributed to these few months of 
Cohort 2, and for Demonstration Years 2, 3 and 4, the savings percentage experienced by 
Cohorts 2, 3 and 4 were attributed to these few months for Cohorts 3, 4 and 5A, respectively. 
Cohorts 6A and 6B will consist of those who were eligible for the demonstration in January 2018 
in the original demonstration area and who were not in Cohorts 1, 2, 3, 4 or 5A and those who 
were eligible for the demonstration in January 2018 in King and Snohomish counties who were 
not in Cohort 5B. For this report, we have tabulated the eligible member months in 
Demonstration Year 4 (January 2017 through December 2017 for the original demonstration area 
and April 2017 through December 2017 for King and Snohomish counties) of preliminary 
Cohorts 6A and 6B and attribute the PMPM savings achieved for Cohorts 5A and 5B, 
respectively, to these first few months of eligibility of Cohorts 6A and 6B. As noted in section 
5.4 below, these preliminary attributions of savings can change significantly once additional data 
becomes available. 

The reason for employing cohorts for the analysis is to create closed groups of 
beneficiaries (similarly in the intervention group and the comparison group) whose monthly 
expenditures (PMPM) can be tracked to determine the effects of the demonstration. If new 
entrants were allowed into these groups over time, the new entrants would change the PMPM of 
the groups for reasons unrelated to the effects of the demonstration, but instead related only to 
the change in the mix of the groups. If the mix of the groups were changing every month in terms 
of characteristics affecting costs such as age, gender, risk score, and area of residence, then 
adjustment factors would need to be introduced to take these monthly changes into account. The 

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



use of closed groups means that these characteristics are not changing significantly between the 
intervention and comparison groups and monthly adjustment factors are not needed. 

When the idea of the cohorts was first conceived before the drafting of the preliminary 
report for demonstration year 1, Cohort 1 was to consist of all of those beneficiaries first 
identified as eligible for the demonstration in or before July 2013 without any sub-cohorts. 
However, from those beneficiaries who were dually eligible in July 2013, Washington 
determined their first month of eligibility for the demonstration in stages over the first 6 months 
of operations as the demonstration was being rolled out in different areas. That is, a beneficiary 
was not considered to be eligible for the demonstration for savings calculation purposes until the 
demonstration had been implemented in the beneficiary’s geographic area. It is not possible to 
re-create this process of rolling entry for the comparison group. Thus, Cohort 1 for the 
comparison group consists of those beneficiaries who were both dually eligible in July 2013 and 
deemed eligible for the demonstration in July 2013 by RTI, which simulated the Washington 
PRISM criteria. 

The baseline period for all cohorts is shown below:  

• Cohort 1: July 1, 2011 through June 30, 2013.  

• Cohort 2: January through December 2013.  

• Cohort 3: January through December 2014.  

• Cohort 4: January through December 2015.  

• Cohort 5A: January through December 2016.  

• Cohort 5B: April 2016 through March 2017.  

The same beneficiaries are in the baseline and the Demonstration Years and an individual 
beneficiary must have 3 months of baseline experience before being included in a cohort for the 
savings calculation. This means that the beneficiary must have met the basic eligibility 
requirements for at least 3 months during the applicable baseline period. Because the savings 
calculation methodology relies on determining the trend in PMPM expenditures between the 
baseline period and the Demonstration Year, it is essential that each beneficiary have relevant 
experience in both of these periods.  

3.3 Determining Member Months 
Savings are determined by comparing intervention and comparison group PMPM 

Medicare expenditures. The first step in determining PMPM amounts is determining the number 
of member months that are used in the calculation for each beneficiary. For Cohort 1, member 
months are calculated for each beneficiary starting on July 1, 2013 (or the first day of 
demonstration eligibility for sub-cohorts) and accruing until one of the following dates or the end 
of the analytic period (i.e., the first day that is not included as a member month):  
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1. January 1, 2018. 

2. The day after death. 

3. The day after moving outside of the intervention area or comparison area. 

4. The day of joining a Group Health Organization (GHO). 

5. The day that Medicare is no longer the primary payer. 

6. The day of loss of coverage for either Medicare Part A or Part B. 

7. The day of loss of Medicaid eligibility. 

8. For intervention beneficiaries, the day that Washington determines that the 
beneficiary is no longer eligible for the demonstration. 

9. For Cohorts 1 and 2, January 1, 2015 if the beneficiary was a part of a Medicare 
shared savings program in 2015 but had not been a part of a shared savings program 
prior to 2015. 

10. For Cohorts 1, 2 and 3, January 1, 2016 if the beneficiary was part of a Medicare 
shared savings program in 2016, but had not been part of a shared savings program 
prior to 2016. 

11. For Cohorts 1, 2, 3 and 4, January 1, 2017 if the beneficiary was part of a Medicare 
shared savings program in 2017, but had not been part of a shared savings program 
prior to 2017. 

When one of the above occurs during a month, a prorated number of member months are 
calculated, so that the number of member months contains fractions of whole months. For 
Cohorts 2, 3, 4, 5A and 5B, the member months are calculated beginning on January 1, 2014 - 
2017, and April 1, 2017, respectively, and accrue until one of the above termination events or the 
end of the analytic period. Also, if a beneficiary meets the demonstration eligibility criteria after 
being terminated previously, his or her experience would once again be included. Note that a 
beneficiary is not dropped from the analysis if his or her PRISM score falls below 1.5 or if the 
beneficiary elects hospice care. Thus, although having a PRISM score below 1.5 or being in 
hospice care prevents a beneficiary from becoming eligible for the demonstration, these events 
do not cause a beneficiary who is previously eligible from losing eligibility. 

3.4 Calculation of PMPM 
For Medicare, the PMPM expenditures for both the baseline period and the 

Demonstration Years are calculated separately for the intervention and comparison groups, each 
of the 12 categories of beneficiaries, each cohort, each type of service, and for each month of the 
Demonstration Year. For the intervention group, when aggregating across months, cells, types of 
service, or cohorts, expenditures and member months are simply tabulated and divided to obtain 
the aggregate PMPMs. For the comparison group, however, when aggregating across months, 

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



cells, type of service, or cohorts, expenditures are obtained by multiplying the PMPM of the 
corresponding comparison group by the member months (MM) of the intervention group, which 
represents the expenditures that the comparison group would have experienced if it had the same 
enrollment structure and distribution as the intervention group. Totals obtained in this way are 
referred to as “reweighted” in subsequent tables. 

For each cohort, cell, type of service, and demonstration month, a “target” PMPM is 
obtained by multiplying the corresponding PMPM of the intervention group in the baseline 
period (all 24 months combined for Cohort 1 and all 12 months combined for subsequent 
cohorts) times the ratio of (1) the comparison group PMPM in the demonstration month and 
(2) the comparison group PMPM in the baseline period. The target represents the PMPM in the 
baseline period of the intervention group projected forward by the trend in the comparison group. 
The difference between this target PMPM and the actual PMPM in the intervention group in a 
Demonstration Year reflects the impact of the demonstration. 

3.5 AGA and Outlier Adjustments 
Adjustments to the target PMPMs are needed to reflect Federal and State policies and 

market forces that affect the costs in the comparison States differently from those in the 
demonstration States and to ensure that calculated savings result only from the demonstration 
and not from these differences in other factors. For Medicare expenditures, the only necessary 
adjustment is applying an Average Geographic Adjustment (AGA) factor.4 The AGA factor 
reflects varying FFS cost trends in each county over time compared with the costs of the entire 
nation. The AGA changes at different rates for each geographic area. The target PMPMs are 
adjusted so that the comparison group trend is what it would be if the AGA factors in the 
comparison States had changed by the same percentage as the change in the demonstration State 
between the baseline period and the Demonstration Year. 

Another adjustment is calculated for both the intervention and the comparison PMPMs to 
account for outliers. Average health care expenditures (as represented by the PMPMs) for a 
group of beneficiaries can be significantly affected by a few very high-cost beneficiaries. 
Although it is possible to save by managing the care of such high-cost beneficiaries in the 
intervention group, this savings cannot be measured unless there are corresponding and similar 
high-cost beneficiaries in the comparison group. The outlier adjustment process begins by 
combining the intervention and comparison group beneficiaries and ranking them by their annual 
Medicare expenditures. A threshold amount is set at the 99th percentile of these annual 
beneficiary-level costs. The expenditures for any individual that exceed this threshold amount 
are winsorized to the threshold amount. The costs above the threshold are subtracted from the 
total costs, and the PMPMs are recalculated by excluding the amounts above the threshold. 

  

4 Other adjustments will have to be made to the Medicaid expenditures. 
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4. Analysis of Cohorts 

As described above, the purpose of closed cohorts is to ensure that the trend in per 
member per month (PMPM) results from changes in spending on beneficiaries initially placed in 
each category, not from new higher or lower cost beneficiaries joining the cohort over time. 
Although no new entrants are allowed into each cohort after it is created, there will be some 
terminations, and these will affect the mix of beneficiaries slightly. We have calculated the 
number and rates of termination for each cohort to determine whether these rates are sufficiently 
small and similar between the intervention and comparison groups so as to not materially affect 
the analysis. 

Cohort 1 consists of 13,979 Medicare-Medicaid enrollees in the intervention group and 
23,233 Medicare-Medicaid enrollees in the comparison group. After 54 months of operations, 
there were 6,160 eligible intervention group members and 7,405 eligible comparison group 
members as of December 31, 2017. The monthly attrition rates for the intervention and 
comparison groups were 1.60 percent and 2.15 percent, respectively. The most common reason 
for attrition was death and the monthly death rate for the intervention group was 0.77 percent, 
which was lower than the monthly death rate of 1.07 percent for the comparison group. The 
intervention group also experienced a lower rate of attrition due to a beneficiary moving out of 
area or participating in a shared savings program (SSP). However, the intervention group 
experienced higher monthly rates of attrition from (1) loss of dual eligibility (i.e., loss of 
Medicare or Medicaid eligibility) or (2) when Washington indicated that the beneficiary was no 
longer eligible for the demonstration (0.46 percent vs. 0.19 percent5). 

Cohort 1 for the intervention group was divided into six subgroups denoted by 1A 
through 1F. The six subgroups consist of those beneficiaries that Washington first identified as 
being eligible for the demonstration at the start of each of the 6 months from July 2013 through 
December 2013. The following table of overall monthly attrition rates shows the number of 
beneficiaries in each subgroup, the monthly death rate, and the total monthly attrition rate for 
each subgroup. 

Table 1. — 
Cohort Composition 

Subgroup 
Number of 

beneficiaries 
Monthly 

death rate 
Total monthly 
attrition rate 

1A 2,216 0.99% 1.67% 
1B 3,844 0.61% 1.45% 
1C 390 0.77% 1.80% 
1D 6,017 0.81% 1.66% 
1E 724 0.68% 1.65% 
1F 788 0.64% 1.58% 

5 Note that eligibility for the intervention group is determined using Washington provided eligibility criteria 
including PRISM score. Eligibility for the comparison group is based on the application of Washington eligibility 
criteria to a comparison group which includes an RTI simulated PRISM score. 
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Cohort 2 consists of 690 Medicare-Medicaid enrollees in the intervention group and 
4,331 Medicare-Medicaid enrollees in the comparison group. After 48 months, there were 265 
eligible intervention group members and 1,521 eligible comparison group members. The 
monthly attrition rates for the intervention and comparison groups were 2.14 percent and 2.29 
percent, respectively. 

Cohort 3 consists of 5,645 Medicare-Medicaid enrollees in the intervention group and 
6,444 Medicare-Medicaid enrollees in the comparison group. After 36 months of operations, 
there were 2,751 eligible intervention group members and 2,740 eligible comparison group 
members. The monthly attrition rates for the intervention and comparison groups were 2.00 
percent and 2.45 percent, respectively. 

Cohort 4 consists of 5,823 Medicare-Medicaid enrollees in the intervention group and 
7,219 Medicare-Medicaid enrollees in the comparison group. After 24 months of operations, 
there were 3,329 eligible intervention group members and 4,061 eligible comparison group 
members. The monthly attrition rates for the intervention and comparison groups were 2.34 
percent and 2.42 percent, respectively. 

Cohort 5A consists of 6,165 Medicare-Medicaid enrollees in the intervention group and 
5,469 Medicare-Medicaid enrollees in the comparison group. After 12 months of operations, 
there were 4,574 eligible intervention group members and 4,151 eligible comparison group 
members. The monthly attrition rates for the intervention and comparison groups were 2.51 
percent and 2.32 percent, respectively. 

Cohort 5B consists of 5,930 Medicare-Medicaid enrollees in the intervention group and 
20,441 Medicare-Medicaid enrollees in the comparison group. After 9 months of operations, 
there were 4,802 eligible intervention group members and 16,946 eligible comparison group 
members. The monthly attrition rates for the intervention and comparison groups were 2.34 
percent and 2.08 percent, respectively. 

Table 1.A summarizes the reasons for ineligibility for members of Cohort 1 who became 
ineligible during the first 54 months of demonstration operations. Table 1.B summarizes the 
reasons for ineligibility for members of Cohort 2 who became ineligible during their 48 months 
of demonstration operations. Tables 1.C–F summarize the reasons for ineligibility for members 
of Cohorts 3, 4, 5A and 5B who became ineligible during their 36, 24, 12 and 9 months of 
demonstration operations, respectively. 
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Table 1.A — 
Reasons for ineligibility for Cohort 1 

Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 3,747 0.77% 7,903 1.07% 
Loss of Part A or B 47 0.01% 71 0.01% 
GHO enrollment 1,072 0.22% 2,036 0.28% 
Medicare secondary payer 221 0.05% 341 0.05% 
Moved out of service area 352 0.07% 884 0.12% 
Participation in SSP 153 0.03% 3,163 0.43% 
Loss of eligibility 2,227 0.46% 1,430 0.19% 
All ineligibles 1 7,819 1.60% 15,828 2.15% 
Beneficiaries as of 1st day of 1st month of 
eligibility 

13,979 23,233 

Beneficiaries as of 12/31/2017 6,160 7,405 
Total member months 488,824 735,431 

GHO = Group Health Organization. 
1 For Cohorts 1, 2 and 3 we included attrition experience from Demonstration Years 1 and 2 in the count of events, 
the total member months of exposure and the calculation of the monthly attrition rate in order to show a full picture 
of the demonstration attrition to date. Because the Demonstration Years 1 and 2 experience was finalized, it was not 
re-run, but the total beneficiary counts for first day eligible and eligible as of 12/31/2017 reflect most recent run. 
This can lead to small discrepancies whereby beneficiaries remaining do not equal starting total beneficiaries minus 
all ineligibles due to retroactive eligibility changes. 
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Table 1.B — 
Reasons for ineligibility for Cohort 2 

Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 143 0.72% 1,179 0.96% 
Loss of Part A or B 5 0.03% 14 0.01% 
GHO enrollment 62 0.31% 349 0.28% 
Medicare secondary payer 17 0.09% 56 0.05% 
Moved out of service area 29 0.15% 206 0.17% 
Participation in SSP 11 0.06% 620 0.51% 
Loss of eligibility 158 0.80% 386 0.31% 
All ineligibles 425 2.14% 2,810 2.29% 
Beneficiaries as of 1/1/2014 690 4,331 
Beneficiaries as of 12/31/2017 265 1,521 
Total member months 19,859 122,673 

 

Table 1.C — 
Reasons for ineligibility for Cohort 3 

Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 968 0.67% 1,562 1.03% 
Loss of Part A or B 11 0.01% 24 0.02% 
GHO enrollment 429 0.30% 385 0.25% 
Medicare secondary payer 95 0.07% 72 0.05% 
Moved out of service area 149 0.10% 253 0.17% 
Participation in SSP 52 0.04% 908 0.60% 
Loss of eligibility 1,190 0.82% 500 0.33% 
All ineligibles 2,894 2.00% 3,704 2.45% 
Beneficiaries as of 1/1/2015 5,645 6,444 
Beneficiaries as of 12/31/2017 2,751 2,740 
Total member months 144,347 150,997 
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Table 1.D — 
Reasons for ineligibility for Cohort 4 

Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 758 0.71% 1,357 1.04% 
Loss of Part A or B 17 0.02% 14 0.01% 
GHO enrollment 422 0.40% 385 0.30% 
Medicare secondary payer 69 0.06% 67 0.05% 
Moved out of service area 154 0.14% 234 0.18% 
Participation in SSP 30 0.03% 600 0.46% 
Loss of eligibility 1,044 0.98% 501 0.38% 
All ineligibles 2,494 2.34% 3,158 2.42% 
Beneficiaries as of 1/1/2016 5,823 7,219 
Beneficiaries as of 12/31/2017 3,329 4,061 
Total member months 106,497 130,359 

 

Table 1.E — 
Reasons for ineligibility for Cohort 5A 

Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 419 0.66% 641 1.13% 
Loss of Part A or B 9 0.01% 8 0.01% 
GHO enrollment 235 0.37% 231 0.41% 
Medicare secondary payer 43 0.07% 42 0.07% 
Moved out of service area 84 0.13% 70 0.12% 
Loss of eligibility 801 1.26% 326 0.57% 
All ineligibles 1,591 2.51% 1,318 2.32% 
Beneficiaries as of 1/1/2017 6,165 5,469 
Beneficiaries as of 12/31/2017 4,574 4,151 
Total member months 63,414 56,699 
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Table 1.F — 
Reasons for ineligibility for Cohort 5B 

Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 334 0.69% 1,549 0.92% 
Loss of Part A or B 8 0.02% 34 0.02% 
GHO enrollment 266 0.55% 600 0.36% 
Medicare secondary payer 41 0.09% 153 0.09% 
Moved out of service area 397 0.82% 336 0.20% 
Loss of eligibility 82 0.17% 823 0.49% 
All ineligibles 1,128 2.34% 3,495 2.08% 
Beneficiaries as of 4/1/2017 5,930 20,441 
Beneficiaries as of 12/31/2017 4,802 16,946 
Total member months 48,134 167,717 
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5. Results of PMPM Cost Analysis 

5.1 Medicare Savings before Adjustments 
The savings are determined by comparing the rate of growth in expenditures between the 

intervention group (WA) and the comparison group (the comparison states) as measured by the 
average monthly costs per beneficiary, the per member per month (PMPM) costs. We begin this 
calculation by tabulating the PMPM costs for the comparison group in both the baseline period 
and the Demonstration Years as shown in Tables 2A–F. These tables show the incurred claims, 
member months, and per member per month (PMPM) costs for Cohort 1 (Table 2.A), Cohort 2 
(Table 2.B), Cohort 3 (Table 2.C), Cohort 4 (Table 2.D), Cohort 5A (Table 2.E) and Cohort 5B 
(Table 2.F) for the baseline period and for Demonstration Years 3 and 4 by category of 
beneficiary. 

The overall results are summarized in Table 2G.  

• For comparison group Cohort 1, the PMPM increases by 7.9 percent from $1,600 
during the baseline period to $1,727 during Demonstration Year 3 and increases by 
10.8 percent to $1,773 during Demonstration Year 4.  

• For comparison group Cohort 2, the PMPM decreases by 15.8 percent from $1,607 to 
$1,353 during Demonstration Year 3 and decreases by 9.2 percent to $1,460 during 
Demonstration Year 4.  

• For comparison group Cohort 3, the PMPM decreases by 21.6 percent from $1,674 to 
$1,312 during Demonstration Year 3 and decreases by 18.5 percent to $1,364 during 
Demonstration Year 4.  

• For comparison group Cohort 4, the PMPM decreases by 8.7 percent from $1,738 to 
$1,587 during Demonstration Year 3 and decreases by 14.4 percent to $1,488 during 
Demonstration Year 4.  

• For comparison group Cohort 5A, the PMPM decreases by 7.3 percent from $1,817 to 
$1,684 during Demonstration Year 4.  

• For comparison group cohort 5B, the PMPM increases by 4.1 percent from $1,581 to 
$1,646 during Demonstration Year 4.  

Cohorts 5A and 5B have no experience during Demonstration Year 3. 

One significant difference between Cohorts 1 and 5B as compared to Cohorts 2, 3, 4 and 
5A is that Cohorts 1 and 5B represent a cross-section of demonstration-eligible beneficiaries, 
whereas Cohorts 2, 3, 4 and 5A represent newly demonstration-eligible beneficiaries. In other 
words, Cohorts 1 and 5B beneficiaries could have first met the requirements for demonstration 
eligibility at any time during the past (perhaps years ago), whereas Cohorts 2, 3, 4 and 5A 
beneficiaries first met the requirements for demonstration eligibility more recently (otherwise 
they would have been included in Cohort 1). 
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Prior to comparison with the intervention group, as will be shown in subsequent tables, 
the PMPMs in each cell (i.e., the specific category of beneficiary and month) are reweighted by 
the number of member months in the intervention group. The resulting totals represent the costs 
that would have occurred in the comparison group if it had the same number and distribution of 
beneficiaries as the intervention group. 

The re-weighted PMPM costs are then further adjusted for two reasons before savings are 
calculated: (1) to reflect the difference in the trend in the Average Geographic Adjustment factor 
between Washington and the comparison States, and (2) to include an adjustment for the 
trimming of outlier costs above the 99th percentile of annual costs of total paid claims. 

 

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



Table 2.A.1 — MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 3, 

by category of beneficiary: Cohort 1 

Category of beneficiary 

Baseline period Demonstration Year 3 Trend 

Number of 
eligible months 

Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Total 495,181.0 $792,439,622 $1,600.30 125,982.4 $217,509,711 $1,726.51 1.07886 
Facility, age 65+, with SPMI 32,115.2 $66,311,502 $2,064.80 6,478.9 $11,037,036 $1,703.54 0.82504 
Facility, age 65+, no SPMI 80,858.8 $139,945,392 $1,730.74 13,384.4 $22,137,586 $1,653.99 0.95565 
HCBS, age 65+, with SPMI 10,838.8 $20,539,243 $1,894.97 2,808.0 $6,420,223 $2,286.41 1.20657 
HCBS, age 65+, no SPMI 51,925.0 $84,282,667 $1,623.16 11,226.5 $25,133,273 $2,238.74 1.37925 
Community, age 65+, with SPMI 12,587.9 $16,488,055 $1,309.84 3,811.3 $6,628,937 $1,739.29 1.32787 
Community, age 65+, no SPMI 92,332.0 $108,551,869 $1,175.67 24,172.9 $38,552,059 $1,594.85 1.35654 
Facility, age <65, with SPMI 10,531.3 $26,564,713 $2,522.45 3,125.2 $6,095,464 $1,950.43 0.77323 
Facility, age <65, no SPMI 12,082.5 $28,804,414 $2,383.97 3,240.1 $5,746,960 $1,773.69 0.74401 
HCBS, age <65, with SPMI 18,074.4 $30,515,893 $1,688.35 5,390.8 $8,751,191 $1,623.34 0.96150 
HCBS, age <65, no SPMI 28,593.8 $55,535,580 $1,942.22 8,398.6 $20,014,187 $2,383.04 1.22697 
Community, age <65, with SPMI 58,269.0 $76,748,751 $1,317.15 18,355.8 $23,787,670 $1,295.92 0.98389 
Community, age <65, no SPMI 86,972.3 $138,151,543 $1,588.45 25,589.9 $43,205,125 $1,688.37 1.06290 
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Table 2.A.2 — MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 4, 

by category of beneficiary: Cohort 1 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 

Number of 
eligible months 

Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Total 495,181.0 $792,439,622 $1,600.30 97,449.8 $172,819,600 $1,773.42 1.10818 
Facility, age 65+, with SPMI 32,115.2 $66,311,502 $2,064.80 4,790.4 $8,117,651 $1,694.55 0.82069 
Facility, age 65+, no SPMI 80,858.8 $139,945,392 $1,730.74 8,663.2 $13,801,555 $1,593.12 0.92049 
HCBS, age 65+, with SPMI 10,838.8 $20,539,243 $1,894.97 2,141.7 $5,151,617 $2,405.41 1.26936 
HCBS, age 65+, no SPMI 51,925.0 $84,282,667 $1,623.16 7,979.6 $19,102,744 $2,393.93 1.47486 
Community, age 65+, with SPMI 12,587.9 $16,488,055 $1,309.84 3,113.9 $5,668,192 $1,820.31 1.38972 
Community, age 65+, no SPMI 92,332.0 $108,551,869 $1,175.67 18,567.8 $32,642,278 $1,758.00 1.49532 
Facility, age <65, with SPMI 10,531.3 $26,564,713 $2,522.45 2,546.6 $5,033,598 $1,976.56 0.78359 
Facility, age <65, no SPMI 12,082.5 $28,804,414 $2,383.97 2,467.8 $4,659,232 $1,888.02 0.79197 
HCBS, age <65, with SPMI 18,074.4 $30,515,893 $1,688.35 4,171.4 $6,195,328 $1,485.21 0.87968 
HCBS, age <65, no SPMI 28,593.8 $55,535,580 $1,942.22 6,689.3 $15,091,472 $2,256.05 1.16158 
Community, age <65, with SPMI 58,269.0 $76,748,751 $1,317.15 15,016.5 $19,075,847 $1,270.32 0.96445 
Community, age <65, no SPMI 86,972.3 $138,151,543 $1,588.45 21,301.5 $38,280,085 $1,797.06 1.13133 
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Table 2.B.1 — MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 3, 

by category of beneficiary: Cohort 2 

Category of beneficiary 

Baseline period Demonstration Year 3 Trend 

Number of 
eligible months 

Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Total 42,008.3 $67,515,192 $1,607.19 25,382.6 $34,342,597 $1,353.00 0.84184 
Facility, age 65+, with SPMI 2,059.8 $5,419,492 $2,631.14 1,031.5 $2,104,890 $2,040.68 0.77559 
Facility, age 65+, no SPMI 6,716.7 $14,724,625 $2,192.23 3,268.4 $4,105,157 $1,256.03 0.57295 
HCBS, age 65+, with SPMI 613.4 $1,053,551 $1,717.67 451.5 $819,233 $1,814.60 1.05643 
HCBS, age 65+, no SPMI 3,544.0 $5,267,521 $1,486.32 2,011.1 $3,653,367 $1,816.62 1.22222 
Community, age 65+, with SPMI 1,074.8 $1,446,270 $1,345.67 757.9 $1,275,799 $1,683.37 1.25095 
Community, age 65+, no SPMI 9,976.7 $13,004,722 $1,303.52 6,088.1 $8,259,460 $1,356.67 1.04077 
Facility, age <65, with SPMI 668.8 $2,180,795 $3,260.87 448.3 $958,474 $2,138.16 0.65570 
Facility, age <65, no SPMI 794.5 $2,553,958 $3,214.35 563.6 $1,128,734 $2,002.86 0.62310 
HCBS, age <65, with SPMI 1,076.6 $1,473,625 $1,368.80 591.4 $544,289 $920.30 0.67234 
HCBS, age <65, no SPMI 1,902.1 $2,801,867 $1,473.05 1,359.9 $2,009,565 $1,477.78 1.00321 
Community, age <65, with SPMI 5,313.9 $6,380,978 $1,200.82 3,637.0 $3,202,716 $880.58 0.73332 
Community, age <65, no SPMI 8,267.2 $11,207,788 $1,355.69 5,174.1 $6,280,913 $1,213.92 0.89543 
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Table 2.B.2 — MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 4, 

by category of beneficiary: Cohort 2 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 

Number of 
eligible months 

Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Total 42,008.3 $67,515,192 $1,607.19 19,817.2 $28,929,588 $1,459.82 0.90831 
Facility, age 65+, with SPMI 2,059.8 $5,419,492 $2,631.14 687.1 $955,684 $1,390.98 0.52866 
Facility, age 65+, no SPMI 6,716.7 $14,724,625 $2,192.23 2,330.4 $3,434,943 $1,473.99 0.67237 
HCBS, age 65+, with SPMI 613.4 $1,053,551 $1,717.67 361.7 $786,879 $2,175.70 1.26665 
HCBS, age 65+, no SPMI 3,544.0 $5,267,521 $1,486.32 1,490.7 $2,601,758 $1,745.29 1.17423 
Community, age 65+, with SPMI 1,074.8 $1,446,270 $1,345.67 555.4 $944,672 $1,700.94 1.26400 
Community, age 65+, no SPMI 9,976.7 $13,004,722 $1,303.52 4,691.6 $7,788,394 $1,660.08 1.27354 
Facility, age <65, with SPMI 668.8 $2,180,795 $3,260.87 339.4 $422,828 $1,245.97 0.38210 
Facility, age <65, no SPMI 794.5 $2,553,958 $3,214.35 425.8 $678,649 $1,593.68 0.49580 
HCBS, age <65, with SPMI 1,076.6 $1,473,625 $1,368.80 541.3 $626,540 $1,157.46 0.84560 
HCBS, age <65, no SPMI 1,902.1 $2,801,867 $1,473.05 1,123.1 $1,752,241 $1,560.24 1.05918 
Community, age <65, with SPMI 5,313.9 $6,380,978 $1,200.82 2,996.5 $3,484,578 $1,162.89 0.96841 
Community, age <65, no SPMI 8,267.2 $11,207,788 $1,355.69 4,274.3 $5,452,421 $1,275.62 0.94094 
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Table 2.C.1 — MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 3, 

by category of beneficiary: Cohort 3 

Category of beneficiary 

Baseline period Demonstration Year 3 Trend 

Number of 
eligible months 

Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Total 65,614.5 $109,816,298 $1,673.66 48,033.3 $63,024,948 $1,312.11 0.78398 
Facility, age 65+, with SPMI 4,878.2 $11,042,653 $2,263.65 3,546.3 $5,709,401 $1,609.94 0.71121 
Facility, age 65+, no SPMI 12,137.4 $26,728,998 $2,202.20 7,433.4 $10,976,491 $1,476.64 0.67053 
HCBS, age 65+, with SPMI 1,111.6 $1,593,577 $1,433.58 841.9 $1,427,482 $1,695.57 1.18275 
HCBS, age 65+, no SPMI 4,599.1 $7,305,283 $1,588.42 3,657.7 $5,803,834 $1,586.73 0.99893 
Community, age 65+, with SPMI 2,510.0 $3,725,198 $1,484.15 1,842.2 $2,127,567 $1,154.92 0.77817 
Community, age 65+, no SPMI 12,485.8 $16,640,967 $1,332.79 9,178.2 $12,360,981 $1,346.77 1.01049 
Facility, age <65, with SPMI 1,125.0 $3,949,081 $3,510.30 777.2 $1,608,422 $2,069.57 0.58957 
Facility, age <65, no SPMI 1,435.9 $4,985,720 $3,472.12 943.6 $1,827,140 $1,936.39 0.55770 
HCBS, age <65, with SPMI 2,068.1 $2,424,892 $1,172.54 1,715.6 $1,426,750 $831.65 0.70928 
HCBS, age <65, no SPMI 2,938.7 $3,982,170 $1,355.08 2,536.5 $2,921,454 $1,151.74 0.84995 
Community, age <65, with SPMI 10,202.2 $11,555,501 $1,132.64 7,989.3 $6,918,357 $865.96 0.76454 
Community, age <65, no SPMI 10,122.4 $15,882,259 $1,569.02 7,571.4 $9,917,068 $1,309.81 0.83480 
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Table 2.C.2 — MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 4, 

by category of beneficiary: Cohort 3 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 

Number of 
eligible months 

Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Total 65,614.5 $109,816,298 $1,673.66 35,741.0 $48,752,067 $1,364.04 0.81500 
Facility, age 65+, with SPMI 4,878.2 $11,042,653 $2,263.65 2,410.3 $3,459,712 $1,435.36 0.63409 
Facility, age 65+, no SPMI 12,137.4 $26,728,998 $2,202.20 5,125.0 $8,030,688 $1,566.97 0.71155 
HCBS, age 65+, with SPMI 1,111.6 $1,593,577 $1,433.58 605.2 $993,281 $1,641.12 1.14477 
HCBS, age 65+, no SPMI 4,599.1 $7,305,283 $1,588.42 2,481.8 $4,680,502 $1,885.96 1.18732 
Community, age 65+, with SPMI 2,510.0 $3,725,198 $1,484.15 1,438.7 $1,597,600 $1,110.42 0.74818 
Community, age 65+, no SPMI 12,485.8 $16,640,967 $1,332.79 6,789.0 $9,265,529 $1,364.79 1.02401 
Facility, age <65, with SPMI 1,125.0 $3,949,081 $3,510.30 526.2 $595,272 $1,131.34 0.32229 
Facility, age <65, no SPMI 1,435.9 $4,985,720 $3,472.12 663.2 $1,046,474 $1,577.99 0.45448 
HCBS, age <65, with SPMI 2,068.1 $2,424,892 $1,172.54 1,422.5 $1,267,900 $891.34 0.76018 
HCBS, age <65, no SPMI 2,938.7 $3,982,170 $1,355.08 2,090.2 $2,764,806 $1,322.76 0.97615 
Community, age <65, with SPMI 10,202.2 $11,555,501 $1,132.64 6,312.8 $6,068,366 $961.29 0.84871 
Community, age <65, no SPMI 10,122.4 $15,882,259 $1,569.02 5,876.2 $8,981,936 $1,528.53 0.97420 
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Table 2.D.1 — MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 3, 

by category of beneficiary: Cohort 4 

Category of beneficiary 

Baseline period Demonstration Year 3 Trend 

Number of 
eligible months 

Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Total 74,886.5 $130,154,124 $1,738.02 76,497.7 $121,404,786 $1,587.04 0.91313 
Facility, age 65+, with SPMI 8,799.9 $23,177,043 $2,633.77 9,280.7 $18,930,494 $2,039.76 0.77446 
Facility, age 65+, no SPMI 10,464.5 $21,506,946 $2,055.23 10,738.3 $17,435,867 $1,623.71 0.79004 
HCBS, age 65+, with SPMI 2,013.0 $3,798,610 $1,887.04 2,023.0 $4,147,191 $2,050.01 1.08636 
HCBS, age 65+, no SPMI 4,656.9 $6,769,043 $1,453.55 4,780.3 $8,495,985 $1,777.28 1.22272 
Community, age 65+, with SPMI 3,872.4 $6,423,922 $1,658.90 3,895.8 $5,826,666 $1,495.62 0.90157 
Community, age 65+, no SPMI 13,747.0 $17,606,796 $1,280.78 13,928.8 $17,043,224 $1,223.60 0.95536 
Facility, age <65, with SPMI 2,039.5 $7,820,424 $3,834.53 2,159.4 $6,170,804 $2,857.61 0.74523 
Facility, age <65, no SPMI 1,184.9 $4,054,838 $3,422.18 1,196.4 $2,740,358 $2,290.54 0.66932 
HCBS, age <65, with SPMI 2,214.7 $2,946,358 $1,330.34 2,322.2 $3,587,370 $1,544.80 1.16121 
HCBS, age <65, no SPMI 2,526.6 $3,932,951 $1,556.63 2,569.5 $4,388,774 $1,708.02 1.09725 
Community, age <65, with SPMI 11,399.1 $13,242,226 $1,161.69 11,586.0 $13,455,602 $1,161.37 0.99973 
Community, age <65, no SPMI 11,968.0 $18,874,966 $1,577.12 12,017.3 $19,182,452 $1,596.24 1.01213 
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Table 2.D.2 — MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 4, 

by category of beneficiary: Cohort 4 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 

Number of 
eligible months 

Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Total 74,886.5 $130,154,124 $1,738.02 53,861.9 $80,137,715 $1,487.84 0.85605 
Facility, age 65+, with SPMI 8,799.9 $23,177,043 $2,633.77 5,776.4 $10,817,550 $1,872.73 0.71104 
Facility, age 65+, no SPMI 10,464.5 $21,506,946 $2,055.23 6,740.7 $9,327,758 $1,383.79 0.67330 
HCBS, age 65+, with SPMI 2,013.0 $3,798,610 $1,887.04 1,483.9 $2,606,212 $1,756.32 0.93073 
HCBS, age 65+, no SPMI 4,656.9 $6,769,043 $1,453.55 3,216.2 $5,806,264 $1,805.32 1.24201 
Community, age 65+, with SPMI 3,872.4 $6,423,922 $1,658.90 2,915.4 $3,620,115 $1,241.72 0.74852 
Community, age 65+, no SPMI 13,747.0 $17,606,796 $1,280.78 10,330.8 $14,287,571 $1,383.00 1.07981 
Facility, age <65, with SPMI 2,039.5 $7,820,424 $3,834.53 1,418.5 $3,432,258 $2,419.68 0.63102 
Facility, age <65, no SPMI 1,184.9 $4,054,838 $3,422.18 929.5 $1,987,707 $2,138.49 0.62489 
HCBS, age <65, with SPMI 2,214.7 $2,946,358 $1,330.34 1,711.8 $2,282,412 $1,333.35 1.00226 
HCBS, age <65, no SPMI 2,526.6 $3,932,951 $1,556.63 2,018.1 $3,493,824 $1,731.27 1.11219 
Community, age <65, with SPMI 11,399.1 $13,242,226 $1,161.69 8,585.2 $9,027,868 $1,051.56 0.90520 
Community, age <65, no SPMI 11,968.0 $18,874,966 $1,577.12 8,735.4 $13,448,178 $1,539.51 0.97615 
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Table 2.E — MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 4, 

by category of beneficiary: Cohort 5A 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 

Number of 
eligible months 

Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Total 55,245.6 $100,386,597 $1,817.10 56,700.0 $95,477,026 $1,683.90 0.92670 
Facility, age 65+, with SPMI 9,703.9 $22,148,153 $2,282.40 9,967.8 $19,360,963 $1,942.35 0.85101 
Facility, age 65+, no SPMI 5,789.6 $12,097,397 $2,089.51 6,122.6 $10,854,167 $1,772.81 0.84843 
HCBS, age 65+, with SPMI 1,794.4 $3,717,937 $2,071.96 2,130.5 $4,606,960 $2,162.41 1.04365 
HCBS, age 65+, no SPMI 2,458.4 $3,967,559 $1,613.91 2,727.6 $5,343,467 $1,959.06 1.21386 
Community, age 65+, with SPMI 4,496.5 $7,345,713 $1,633.66 4,655.9 $6,483,245 $1,392.47 0.85237 
Community, age 65+, no SPMI 8,094.0 $9,203,556 $1,137.09 7,962.5 $9,585,408 $1,203.82 1.05869 
Facility, age <65, with SPMI 2,106.1 $7,470,590 $3,547.09 2,175.4 $7,206,841 $3,312.91 0.93398 
Facility, age <65, no SPMI 972.5 $3,486,591 $3,585.31 1,035.1 $2,544,917 $2,458.57 0.68574 
HCBS, age <65, with SPMI 2,203.2 $3,920,524 $1,779.45 2,348.5 $5,178,800 $2,205.15 1.23923 
HCBS, age <65, no SPMI 1,620.6 $2,444,637 $1,508.51 1,658.9 $2,578,811 $1,554.51 1.03049 
Community, age <65, with SPMI 9,311.4 $12,553,567 $1,348.20 9,153.8 $10,827,719 $1,182.87 0.87737 
Community, age <65, no SPMI 6,695.2 $12,030,375 $1,796.87 6,761.4 $10,905,728 $1,612.93 0.89763 
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Table 2.F — MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 4, 

by category of beneficiary: Cohort 5B 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 

Number of 
eligible months 

Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Total 210,107.5 $332,154,386 $1,580.88 167,717.5 $276,001,718 $1,645.63 1.04096 
Facility, age 65+, with SPMI 24,571.5 $46,542,358 $1,894.16 19,101.3 $33,626,392 $1,760.43 0.92940 
Facility, age 65+, no SPMI 10,376.3 $17,633,644 $1,699.41 8,119.7 $12,831,219 $1,580.25 0.92988 
HCBS, age 65+, with SPMI 5,802.8 $12,491,351 $2,152.65 5,197.4 $12,011,080 $2,311.00 1.07356 
HCBS, age 65+, no SPMI 6,660.5 $11,356,541 $1,705.06 6,192.3 $12,699,805 $2,050.89 1.20283 
Community, age 65+, with SPMI 26,044.3 $42,330,576 $1,625.33 20,388.4 $34,989,347 $1,716.14 1.05587 
Community, age 65+, no SPMI 34,773.4 $41,557,876 $1,195.11 27,236.1 $39,092,312 $1,435.31 1.20099 
Facility, age <65, with SPMI 5,908.3 $15,364,134 $2,600.42 4,803.9 $10,248,687 $2,133.40 0.82040 
Facility, age <65, no SPMI 2,785.0 $4,054,836 $1,455.96 2,140.9 $3,904,147 $1,823.64 1.25254 
HCBS, age <65, with SPMI 7,262.9 $12,549,958 $1,727.95 6,076.9 $11,385,953 $1,873.63 1.08431 
HCBS, age <65, no SPMI 4,331.2 $7,234,071 $1,670.21 3,713.5 $7,027,168 $1,892.33 1.13299 
Community, age <65, with SPMI 57,180.0 $81,575,744 $1,426.65 45,360.2 $65,356,057 $1,440.82 1.00993 
Community, age <65, no SPMI 24,411.3 $39,463,298 $1,616.60 19,386.9 $32,829,551 $1,693.39 1.04750 
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Table 2.G — 
Comparison group summary (all cohorts) 

Cohort 

Baseline period Demonstration Period 3 Cost trend  
(Demon-
stration 
Period 3/ 
baseline 
Period) 

Demonstration Period 4 Cost trend  
(Demon-
stration 
Period 4/ 
baseline 
Period) 

Number 
of 

eligible 
months 

Medicaid 
incurred 
claims PMPM 

Number 
of 

eligible 
months 

Medicaid 
incurred 
claims PMPM 

Number 
of 

eligible 
months 

Medicaid 
incurred 
claims PMPM 

Cohort 1 495,181.0 $792,439,622 $1,600.30 125,982.4 $217,509,711 $1,726.51 1.07886 97,449.8 $172,819,600 $1,773.42 1.10818 
Cohort 2 42,008.3 $67,515,192 $1,607.19 25,382.6 $34,342,597 $1,353.00 0.84184 35,741.0 $48,752,067 $1,364.04 0.81500 
Cohort 3 65,614.5 $109,816,298 $1,673.66 48,033.3 $63,024,948 $1,312.11 0.78398 13,384.4 $22,137,586 $1,653.99 0.95565 
Cohort 4 74,886.5 $130,154,124 $1,738.02 76,497.7 $121,404,786 $1,587.04 0.91313 53,861.9 $80,137,715 $1,487.84 0.85605 
Cohort 5A 55,245.6 $100,386,597 $1,817.10 0.0 $0 $0.00 0.00000 56,700.0 $95,477,026 $1,683.90 0.92670 
Cohort 5B 210,107.5 $332,154,386 $1,580.88 0.0 $0 $0.00 0.00000 167,717.5 $276,001,718 $1,645.63 1.04096 
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Tables 3.A–3.L show the development of the trend rates from the baseline period to the 
Demonstration Year for the re-weighted comparison group and the intervention group by 
category of beneficiary. The re-weighting was done by category of beneficiary month by month. 
Thus, the comparison group PMPMs in Tables 3.A–3.L do not match exactly the PMPMs in 
Table 2 by category, because the PMPMs in Table 2 are weighted by the member months in the 
comparison group while the PMPMs in Table 3 are weighted by the member months in the 
intervention group. For example, in Table 2, the Cohort 1 baseline PMPM for the category 
“Facility, Age 65+, with SPMI” is $2,064.80. But in Table 3.G it is $2,057.93. This is because in 
Tables 3.A–3.L, the weighted average PMPM across all months in the baseline period is based 
on the eligible months of the particular cohort of the intervention group beneficiaries and not that 
of the comparison group beneficiaries, even though the PMPM in any specific month is the 
same. 

Tables 3.G show the results for the entire Cohort 1 for Demonstration Years 3 and 4 
separately. Table 3.G.1 shows that, for Demonstration Year 3, the PMPM for the comparison 
group increased by 16.4 percent from the baseline period, whereas that of the intervention group 
increased by only 2.7 percent, a difference of 13.7 percentage points. Similarly, Table 3.G.2 
shows that, for Demonstration Year 4, the PMPM for the comparison group increased by 19 
percent from the baseline period, whereas that of the intervention group increased by only 11 
percent, a difference of 8.0 percentage points.  

Tables 3.H show the results for Cohort 2. From the baseline period to Demonstration 
Year 3, the PMPM for the comparison group decreased by 20.2 percent whereas the PMPM for 
the intervention group decreased by 20.1 percent, a difference of 0.1 percentage points. From the 
baseline period to Demonstration Year 4, the PMPM for the comparison group decreased by 14.3 
percent whereas the PMPM for the intervention group decreased by 14.8 percent, a difference of 
0.5 percent.  

Tables 3.I show the results for Cohort 3. From the baseline period to Demonstration Year 
3, the PMPM for the comparison group decreased by 14.1 percent, and the PMPM for the 
intervention group also decreased by 14.1 percent. From the baseline period to Demonstration 
Year 4, the PMPM for the comparison group decreased by 7.3 percent and the PMPM for the 
intervention group decreased by 13.8 percent, a difference of 6.5 percentage points.  

Table 3.J shows the results for Cohort 4. From the baseline period to Demonstration 
Year 3, the PMPM for the comparison group increased by 0.6 percent, while the PMPM for the 
intervention group decreased by 13.5 percent, a difference of 14.1 percentage points. From the 
baseline period to Demonstration Year 4, the PMPM for the comparison group decreased by 2.8 
percent, while the intervention group decreased by 14.4 percent, a difference of 11.6 percentage 
points. 

Table 3.K shows the results for Cohort 5A. From the baseline period to Demonstration 
Year 4, the PMPM for the comparison group increased by 0.8 percent, while the PMPM for the 
intervention group decreased by 10.6 percent, a difference of 11.4 percentage points. Table 3.L 
shows the results for Cohort 5B. From the baseline period to Demonstration Year 4, the PMPM 
for the comparison group increased by 8.6 percent, while the PMPM for the intervention group 
decreased by 3.1 percent, a difference of 11.7 percentage points. 
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Tables 4.A and 4.B summarize the results of Tables 3.A–3.L by cohort and 
demonstration year. For Cohort 1, sub-cohorts 1A (the first cohort) and 1D (the largest cohort) 
show the greatest difference in trends in the direction of Medicare savings. Cohorts 1C, 1E, and 
1F all show negative Medicare savings. Cohort 2 shows slight Medicare savings, but the small 
size of the cohort means the savings is less significant. Cohort 3 shows moderate Medicare 
savings, in between the savings rates of Cohorts 1 and 2, and Cohorts 4, 5A and 5B all show 
more significant Medicare savings. The wide variation in the trends by cohort highlights the 
variability of health care costs. The aggregate experience of all cohorts combined should be 
considered more reliable than that of the individual cohorts or sub-cohorts. 
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Table 3.A.1 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 3, by category of beneficiary: Cohort 1A 

Category of beneficiary 

Baseline period Demonstration Year 3 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 48,488.0 $78,754,198 $1,624.20 14,540.4 $27,919,868 $1,920.16 1.182 
Facility, age 65+, with SPMI 1,352.5 $2,783,905 $2,058.35 231.9 $394,587 $1,701.52 0.827 
Facility, age 65+, no SPMI 2,903.2 $4,986,268 $1,717.53 356.4 $589,399 $1,653.76 0.963 
HCBS, age 65+, with SPMI 2,269.5 $4,300,359 $1,894.85 613.5 $1,404,651 $2,289.39 1.208 
HCBS, age 65+, no SPMI 10,415.6 $16,922,467 $1,624.72 2,687.8 $6,018,304 $2,239.14 1.378 
Community, age 65+, with SPMI 1,044.6 $1,366,976 $1,308.56 329.9 $573,066 $1,736.95 1.327 
Community, age 65+, no SPMI 8,618.5 $10,152,870 $1,178.03 2,577.6 $4,114,509 $1,596.25 1.355 
Facility, age <65, with SPMI 479.0 $1,208,097 $2,521.97 84.1 $167,796 $1,994.03 0.791 
Facility, age <65, no SPMI 596.9 $1,420,117 $2,379.14 215.0 $380,923 $1,771.73 0.745 
HCBS, age <65, with SPMI 3,601.9 $6,081,141 $1,688.33 1,254.4 $2,036,226 $1,623.25 0.961 
HCBS, age <65, no SPMI 8,245.1 $16,023,110 $1,943.35 3,118.2 $7,427,549 $2,382.00 1.226 
Community, age <65, with SPMI 2,682.4 $3,530,797 $1,316.26 951.2 $1,233,464 $1,296.72 0.985 
Community, age <65, no SPMI 6,278.7 $9,978,092 $1,589.20 2,120.2 $3,579,393 $1,688.21 1.062 

Intervention group 48,488.0 $128,622,626 $2,652.67 14,540.4 $36,051,308 $2,479.39 0.935 
Facility, age 65+, with SPMI 1,352.5 $4,491,706 $3,321.06 231.9 $386,747 $1,667.71 0.502 
Facility, age 65+, no SPMI 2,903.2 $7,189,174 $2,476.33 356.4 $672,103 $1,885.82 0.762 
HCBS, age 65+, with SPMI 2,269.5 $6,589,879 $2,903.67 613.5 $1,654,554 $2,696.69 0.929 
HCBS, age 65+, no SPMI 10,415.6 $24,885,794 $2,389.27 2,687.8 $6,985,561 $2,599.01 1.088 
Community, age 65+, with SPMI 1,044.6 $2,160,270 $2,067.95 329.9 $464,168 $1,406.88 0.680 
Community, age 65+, no SPMI 8,618.5 $18,306,257 $2,124.06 2,577.6 $5,594,642 $2,170.47 1.022 
Facility, age <65, with SPMI 479.0 $2,542,110 $5,306.80 84.1 $150,780 $1,791.81 0.338 
Facility, age <65, no SPMI 596.9 $2,844,227 $4,764.97 215.0 $649,654 $3,021.65 0.634 
HCBS, age <65, with SPMI 3,601.9 $10,014,768 $2,780.44 1,254.4 $2,787,476 $2,222.14 0.799 
HCBS, age <65, no SPMI 8,245.1 $22,193,360 $2,691.70 3,118.2 $8,660,343 $2,777.36 1.032 
Community, age <65, with SPMI 2,682.4 $6,561,637 $2,446.14 951.2 $2,541,466 $2,671.80 1.092 
Community, age <65, no SPMI 6,278.7 $20,843,442 $3,319.71 2,120.2 $5,503,814 $2,595.86 0.782 
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Table 3.A.2 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 4, by category of beneficiary: Cohort 1A 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 48,488.0 $78,754,198 $1,624.20 12,196.5 $23,833,789 $1,954.14 1.203 
Facility, age 65+, with SPMI 1,352.5 $2,783,905 $2,058.35 174.0 $295,541 $1,698.86 0.825 
Facility, age 65+, no SPMI 2,903.2 $4,986,268 $1,717.53 246.6 $393,078 $1,594.12 0.928 
HCBS, age 65+, with SPMI 2,269.5 $4,300,359 $1,894.85 442.2 $1,062,177 $2,402.06 1.268 
HCBS, age 65+, no SPMI 10,415.6 $16,922,467 $1,624.72 2,174.8 $5,208,049 $2,394.69 1.474 
Community, age 65+, with SPMI 1,044.6 $1,366,976 $1,308.56 278.3 $506,905 $1,821.21 1.392 
Community, age 65+, no SPMI 8,618.5 $10,152,870 $1,178.03 2,015.5 $3,545,324 $1,759.04 1.493 
Facility, age <65, with SPMI 479.0 $1,208,097 $2,521.97 69.0 $136,978 $1,985.19 0.787 
Facility, age <65, no SPMI 596.9 $1,420,117 $2,379.14 174.8 $329,168 $1,883.64 0.792 
HCBS, age <65, with SPMI 3,601.9 $6,081,141 $1,688.33 1,144.6 $1,701,982 $1,486.98 0.881 
HCBS, age <65, no SPMI 8,245.1 $16,023,110 $1,943.35 2,726.6 $6,153,270 $2,256.75 1.161 
Community, age <65, with SPMI 2,682.4 $3,530,797 $1,316.26 835.2 $1,060,227 $1,269.36 0.964 
Community, age <65, no SPMI 6,278.7 $9,978,092 $1,589.20 1,915.0 $3,441,091 $1,796.95 1.131 

Intervention group 48,488.0 $128,622,626 $2,652.67 12,196.5 $31,144,889 $2,553.58 0.963 
Facility, age 65+, with SPMI 1,352.5 $4,491,706 $3,321.06 174.0 $401,859 $2,310.01 0.696 
Facility, age 65+, no SPMI 2,903.2 $7,189,174 $2,476.33 246.6 $348,234 $1,412.25 0.570 
HCBS, age 65+, with SPMI 2,269.5 $6,589,879 $2,903.67 442.2 $1,164,770 $2,634.07 0.907 
HCBS, age 65+, no SPMI 10,415.6 $24,885,794 $2,389.27 2,174.8 $5,637,970 $2,592.37 1.085 
Community, age 65+, with SPMI 1,044.6 $2,160,270 $2,067.95 278.3 $455,002 $1,634.74 0.791 
Community, age 65+, no SPMI 8,618.5 $18,306,257 $2,124.06 2,015.5 $5,377,365 $2,668.02 1.256 
Facility, age <65, with SPMI 479.0 $2,542,110 $5,306.80 69.0 $49,920 $723.48 0.136 
Facility, age <65, no SPMI 596.9 $2,844,227 $4,764.97 174.8 $464,823 $2,659.92 0.558 
HCBS, age <65, with SPMI 3,601.9 $10,014,768 $2,780.44 1,144.6 $2,107,406 $1,841.19 0.662 
HCBS, age <65, no SPMI 8,245.1 $22,193,360 $2,691.70 2,726.6 $7,021,681 $2,575.24 0.957 
Community, age <65, with SPMI 2,682.4 $6,561,637 $2,446.14 835.2 $2,806,137 $3,359.66 1.373 
Community, age <65, no SPMI 6,278.7 $20,843,442 $3,319.71 1,915.0 $5,309,721 $2,772.75 0.835 
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Table 3.B.1 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 3, by category of beneficiary: Cohort 1B 

Category of beneficiary 

Baseline period Demonstration Year 3 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 83,567.1 $131,605,106 $1,574.84 28,211.3 $51,776,952 $1,835.33 1.165 
Facility, age 65+, with SPMI 2,625.5 $5,399,392 $2,056.49 595.9 $1,011,453 $1,697.44 0.825 
Facility, age 65+, no SPMI 5,728.2 $9,863,362 $1,721.89 963.4 $1,593,590 $1,654.07 0.961 
HCBS, age 65+, with SPMI 3,563.5 $6,749,830 $1,894.18 1,180.7 $2,699,523 $2,286.45 1.207 
HCBS, age 65+, no SPMI 15,666.1 $25,409,746 $1,621.96 4,851.2 $10,861,075 $2,238.83 1.380 
Community, age 65+, with SPMI 2,079.3 $2,725,280 $1,310.68 722.6 $1,256,876 $1,739.27 1.327 
Community, age 65+, no SPMI 16,756.0 $19,691,126 $1,175.17 5,795.9 $9,245,783 $1,595.23 1.357 
Facility, age <65, with SPMI 707.2 $1,783,893 $2,522.57 278.0 $543,094 $1,953.58 0.774 
Facility, age <65, no SPMI 436.0 $1,056,112 $2,422.27 152.7 $270,938 $1,773.83 0.732 
HCBS, age <65, with SPMI 6,710.7 $11,329,713 $1,688.31 2,672.0 $4,337,987 $1,623.48 0.962 
HCBS, age <65, no SPMI 9,528.3 $18,510,143 $1,942.64 3,788.8 $9,028,288 $2,382.87 1.227 
Community, age <65, with SPMI 8,555.1 $11,262,998 $1,316.53 3,177.1 $4,118,319 $1,296.24 0.985 
Community, age <65, no SPMI 11,211.2 $17,823,513 $1,589.79 4,032.8 $6,810,026 $1,688.65 1.062 

Intervention group 83,567.1 $108,476,913 $1,298.08 28,211.3 $40,016,796 $1,418.47 1.093 
Facility, age 65+, with SPMI 2,625.5 $4,153,377 $1,581.91 595.9 $768,793 $1,290.20 0.816 
Facility, age 65+, no SPMI 5,728.2 $9,679,939 $1,689.87 963.4 $1,019,788 $1,058.49 0.626 
HCBS, age 65+, with SPMI 3,563.5 $5,032,372 $1,412.22 1,180.7 $2,092,736 $1,772.51 1.255 
HCBS, age 65+, no SPMI 15,666.1 $18,456,030 $1,178.09 4,851.2 $7,648,845 $1,576.68 1.338 
Community, age 65+, with SPMI 2,079.3 $2,370,627 $1,140.11 722.6 $889,628 $1,231.07 1.080 
Community, age 65+, no SPMI 16,756.0 $16,271,631 $971.09 5,795.9 $7,529,655 $1,299.14 1.338 
Facility, age <65, with SPMI 707.2 $2,294,483 $3,244.58 278.0 $383,941 $1,381.08 0.426 
Facility, age <65, no SPMI 436.0 $1,627,921 $3,733.76 152.7 $117,265 $767.74 0.206 
HCBS, age <65, with SPMI 6,710.7 $9,300,631 $1,385.95 2,672.0 $3,546,625 $1,327.32 0.958 
HCBS, age <65, no SPMI 9,528.3 $14,182,694 $1,488.47 3,788.8 $5,539,712 $1,462.12 0.982 
Community, age <65, with SPMI 8,555.1 $9,515,214 $1,112.23 3,177.1 $3,921,940 $1,234.43 1.110 
Community, age <65, no SPMI 11,211.2 $15,591,994 $1,390.75 4,032.8 $6,557,867 $1,626.13 1.169 
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Table 3.B.2 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 4, by category of beneficiary: Cohort 1B 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 83,567.1 $131,605,106 $1,574.84 23,641.9 $44,485,413 $1,881.63 1.195 
Facility, age 65+, with SPMI 2,625.5 $5,399,392 $2,056.49 424.0 $718,375 $1,694.45 0.824 
Facility, age 65+, no SPMI 5,728.2 $9,863,362 $1,721.89 651.8 $1,039,508 $1,594.88 0.926 
HCBS, age 65+, with SPMI 3,563.5 $6,749,830 $1,894.18 963.6 $2,310,835 $2,398.18 1.266 
HCBS, age 65+, no SPMI 15,666.1 $25,409,746 $1,621.96 3,912.7 $9,367,960 $2,394.24 1.476 
Community, age 65+, with SPMI 2,079.3 $2,725,280 $1,310.68 595.9 $1,086,085 $1,822.59 1.391 
Community, age 65+, no SPMI 16,756.0 $19,691,126 $1,175.17 4,628.2 $8,138,129 $1,758.36 1.496 
Facility, age <65, with SPMI 707.2 $1,783,893 $2,522.57 241.6 $478,461 $1,980.62 0.785 
Facility, age <65, no SPMI 436.0 $1,056,112 $2,422.27 130.4 $246,361 $1,888.79 0.780 
HCBS, age <65, with SPMI 6,710.7 $11,329,713 $1,688.31 2,473.5 $3,676,702 $1,486.41 0.880 
HCBS, age <65, no SPMI 9,528.3 $18,510,143 $1,942.64 3,391.1 $7,649,443 $2,255.73 1.161 
Community, age <65, with SPMI 8,555.1 $11,262,998 $1,316.53 2,709.9 $3,447,777 $1,272.30 0.966 
Community, age <65, no SPMI 11,211.2 $17,823,513 $1,589.79 3,519.2 $6,325,777 $1,797.49 1.131 

Intervention group 83,567.1 $108,476,913 $1,298.08 23,641.9 $37,666,761 $1,593.22 1.227 
Facility, age 65+, with SPMI 2,625.5 $4,153,377 $1,581.91 424.0 $574,946 $1,356.14 0.857 
Facility, age 65+, no SPMI 5,728.2 $9,679,939 $1,689.87 651.8 $866,896 $1,330.05 0.787 
HCBS, age 65+, with SPMI 3,563.5 $5,032,372 $1,412.22 963.6 $1,295,456 $1,344.42 0.952 
HCBS, age 65+, no SPMI 15,666.1 $18,456,030 $1,178.09 3,912.7 $6,711,145 $1,715.22 1.456 
Community, age 65+, with SPMI 2,079.3 $2,370,627 $1,140.11 595.9 $1,024,962 $1,720.01 1.509 
Community, age 65+, no SPMI 16,756.0 $16,271,631 $971.09 4,628.2 $7,429,699 $1,605.29 1.653 
Facility, age <65, with SPMI 707.2 $2,294,483 $3,244.58 241.6 $314,022 $1,299.91 0.401 
Facility, age <65, no SPMI 436.0 $1,627,921 $3,733.76 130.4 $165,595 $1,269.57 0.340 
HCBS, age <65, with SPMI 6,710.7 $9,300,631 $1,385.95 2,473.5 $3,054,622 $1,234.91 0.891 
HCBS, age <65, no SPMI 9,528.3 $14,182,694 $1,488.47 3,391.1 $5,743,890 $1,693.80 1.138 
Community, age <65, with SPMI 8,555.1 $9,515,214 $1,112.23 2,709.9 $3,977,081 $1,467.63 1.320 
Community, age <65, no SPMI 11,211.2 $15,591,994 $1,390.75 3,519.2 $6,508,446 $1,849.40 1.330 
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Table 3.C.1 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 3, by category of beneficiary: Cohort 1C 

Category of beneficiary 

Baseline period Demonstration Year 3 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 7,946.8 $12,115,020 $1,524.51 2,723.6 $4,987,358 $1,831.17 1.201 
Facility, age 65+, with SPMI 78.0 $162,290 $2,080.64 24.0 $41,078 $1,711.59 0.823 
Facility, age 65+, no SPMI 509.6 $883,213 $1,733.25 96.4 $159,860 $1,658.08 0.957 
HCBS, age 65+, with SPMI 415.4 $787,714 $1,896.19 165.1 $377,180 $2,284.09 1.205 
HCBS, age 65+, no SPMI 1,567.7 $2,541,768 $1,621.34 469.8 $1,053,779 $2,242.95 1.383 
Community, age 65+, with SPMI 286.6 $380,569 $1,327.67 145.0 $252,196 $1,739.28 1.310 
Community, age 65+, no SPMI 2,225.3 $2,627,533 $1,180.74 677.4 $1,081,768 $1,596.90 1.352 
Facility, age <65, with SPMI 55.0 $139,181 $2,530.57 6.0 $12,813 $2,147.09 0.848 
Facility, age <65, no SPMI 21.0 $55,877 $2,660.81 24.0 $42,509 $1,771.22 0.666 
HCBS, age <65, with SPMI 422.7 $715,949 $1,693.58 227.0 $368,196 $1,622.01 0.958 
HCBS, age <65, no SPMI 710.1 $1,381,750 $1,945.94 295.0 $702,100 $2,379.74 1.223 
Community, age <65, with SPMI 731.4 $963,007 $1,316.70 271.8 $352,204 $1,295.78 0.984 
Community, age <65, no SPMI 924.0 $1,476,169 $1,597.59 322.0 $543,675 $1,688.43 1.057 

Intervention group 7,946.8 $7,898,710 $993.94 2,723.6 $3,410,228 $1,252.11 1.260 
Facility, age 65+, with SPMI 78.0 $190,149 $2,437.80 24.0 $1,576 $65.66 0.027 
Facility, age 65+, no SPMI 509.6 $823,008 $1,615.10 96.4 $98,916 $1,025.97 0.635 
HCBS, age 65+, with SPMI 415.4 $406,330 $978.12 165.1 $195,951 $1,186.63 1.213 
HCBS, age 65+, no SPMI 1,567.7 $1,419,597 $905.53 469.8 $693,435 $1,475.96 1.630 
Community, age 65+, with SPMI 286.6 $432,595 $1,509.16 145.0 $265,949 $1,834.13 1.215 
Community, age 65+, no SPMI 2,225.3 $1,691,547 $760.14 677.4 $691,060 $1,020.14 1.342 
Facility, age <65, with SPMI 55.0 $241,153 $4,384.61 6.0 $46,930 $7,863.92 1.794 
Facility, age <65, no SPMI 21.0 $210,854 $10,040.68 24.0 $132,484 $5,520.18 0.550 
HCBS, age <65, with SPMI 422.7 $312,759 $739.84 227.0 $142,682 $628.56 0.850 
HCBS, age <65, no SPMI 710.1 $625,225 $880.51 295.0 $288,382 $977.46 1.110 
Community, age <65, with SPMI 731.4 $608,832 $832.44 271.8 $361,224 $1,328.97 1.596 
Community, age <65, no SPMI 924.0 $936,659 $1,013.70 322.0 $491,638 $1,526.83 1.506 
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Table 3.C.2 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 4, by category of beneficiary: Cohort 1C 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 7,946.8 $12,115,020 $1,524.51 2,117.5 $4,000,204 $1,889.13 1.239 
Facility, age 65+, with SPMI 78.0 $162,290 $2,080.64 17.0 $29,351 $1,726.54 0.830 
Facility, age 65+, no SPMI 509.6 $883,213 $1,733.25 41.8 $66,768 $1,596.29 0.921 
HCBS, age 65+, with SPMI 415.4 $787,714 $1,896.19 125.3 $300,586 $2,398.17 1.265 
HCBS, age 65+, no SPMI 1,567.7 $2,541,768 $1,621.34 356.9 $854,504 $2,394.04 1.477 
Community, age 65+, with SPMI 286.6 $380,569 $1,327.67 121.5 $222,173 $1,827.86 1.377 
Community, age 65+, no SPMI 2,225.3 $2,627,533 $1,180.74 467.6 $823,142 $1,760.34 1.491 
Facility, age <65, with SPMI 55.0 $139,181 $2,530.57 12.0 $23,780 $1,981.66 0.783 
Facility, age <65, no SPMI 21.0 $55,877 $2,660.81 24.0 $45,255 $1,885.63 0.709 
HCBS, age <65, with SPMI 422.7 $715,949 $1,693.58 207.4 $307,842 $1,484.05 0.876 
HCBS, age <65, no SPMI 710.1 $1,381,750 $1,945.94 249.2 $562,600 $2,258.01 1.160 
Community, age <65, with SPMI 731.4 $963,007 $1,316.70 239.3 $304,322 $1,271.60 0.966 
Community, age <65, no SPMI 924.0 $1,476,169 $1,597.59 255.3 $459,879 $1,801.17 1.127 

Intervention group 7,946.8 $7,898,710 $993.94 2,117.5 $2,702,837 $1,276.44 1.284 
Facility, age 65+, with SPMI 78.0 $190,149 $2,437.80 17.0 $15,141 $890.67 0.365 
Facility, age 65+, no SPMI 509.6 $823,008 $1,615.10 41.8 $26,212 $626.66 0.388 
HCBS, age 65+, with SPMI 415.4 $406,330 $978.12 125.3 $268,703 $2,143.80 2.192 
HCBS, age 65+, no SPMI 1,567.7 $1,419,597 $905.53 356.9 $440,578 $1,234.36 1.363 
Community, age 65+, with SPMI 286.6 $432,595 $1,509.16 121.5 $97,274 $800.29 0.530 
Community, age 65+, no SPMI 2,225.3 $1,691,547 $760.14 467.6 $755,196 $1,615.03 2.125 
Facility, age <65, with SPMI 55.0 $241,153 $4,384.61 12.0 $86,666 $7,222.17 1.647 
Facility, age <65, no SPMI 21.0 $210,854 $10,040.68 24.0 $6,502 $270.92 0.027 
HCBS, age <65, with SPMI 422.7 $312,759 $739.84 207.4 $130,593 $629.56 0.851 
HCBS, age <65, no SPMI 710.1 $625,225 $880.51 249.2 $321,271 $1,289.43 1.464 
Community, age <65, with SPMI 731.4 $608,832 $832.44 239.3 $265,243 $1,108.31 1.331 
Community, age <65, no SPMI 924.0 $936,659 $1,013.70 255.3 $289,457 $1,133.69 1.118 
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Table 3.D.1 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 3, by category of beneficiary: Cohort 1D 

Category of beneficiary 

Baseline period Demonstration Year 3 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 129,399.2 $207,882,769 $1,606.52 42,529.9 $78,947,138 $1,856.28 1.155 
Facility, age 65+, with SPMI 3,449.1 $7,099,156 $2,058.27 700.2 $1,192,696 $1,703.31 0.828 
Facility, age 65+, no SPMI 9,573.0 $16,530,797 $1,726.81 1,809.9 $2,994,053 $1,654.25 0.958 
HCBS, age 65+, with SPMI 5,666.9 $10,738,746 $1,895.01 1,682.5 $3,847,227 $2,286.60 1.207 
HCBS, age 65+, no SPMI 24,215.1 $39,358,354 $1,625.36 7,170.9 $16,052,261 $2,238.54 1.377 
Community, age 65+, with SPMI 2,995.7 $3,929,249 $1,311.61 989.1 $1,720,446 $1,739.48 1.326 
Community, age 65+, no SPMI 19,735.0 $23,217,237 $1,176.45 6,412.1 $10,227,759 $1,595.08 1.356 
Facility, age <65, with SPMI 850.9 $2,145,788 $2,521.68 233.8 $460,148 $1,968.12 0.780 
Facility, age <65, no SPMI 1,455.9 $3,482,455 $2,391.90 487.0 $864,505 $1,775.16 0.742 
HCBS, age <65, with SPMI 8,850.4 $14,942,652 $1,688.37 3,394.5 $5,508,616 $1,622.80 0.961 
HCBS, age <65, no SPMI 18,671.7 $36,297,579 $1,943.99 7,052.0 $16,797,056 $2,381.89 1.225 
Community, age <65, with SPMI 13,939.8 $18,378,011 $1,318.39 5,070.6 $6,570,995 $1,295.91 0.983 
Community, age <65, no SPMI 19,995.6 $31,762,746 $1,588.48 7,527.4 $12,711,375 $1,688.69 1.063 

Intervention group 129,399.2 $219,493,469 $1,696.25 42,529.9 $73,252,412 $1,722.38 1.015 
Facility, age 65+, with SPMI 3,449.1 $8,089,951 $2,345.53 700.2 $951,290 $1,358.55 0.579 
Facility, age 65+, no SPMI 9,573.0 $19,529,844 $2,040.09 1,809.9 $2,487,997 $1,374.65 0.674 
HCBS, age 65+, with SPMI 5,666.9 $11,401,735 $2,012.00 1,682.5 $3,238,058 $1,924.54 0.957 
HCBS, age 65+, no SPMI 24,215.1 $41,155,717 $1,699.59 7,170.9 $14,153,705 $1,973.78 1.161 
Community, age 65+, with SPMI 2,995.7 $4,345,812 $1,450.66 989.1 $1,590,082 $1,607.67 1.108 
Community, age 65+, no SPMI 19,735.0 $26,698,339 $1,352.84 6,412.1 $9,803,955 $1,528.99 1.130 
Facility, age <65, with SPMI 850.9 $2,783,711 $3,271.35 233.8 $497,014 $2,125.80 0.650 
Facility, age <65, no SPMI 1,455.9 $6,939,015 $4,766.02 487.0 $1,349,282 $2,770.60 0.581 
HCBS, age <65, with SPMI 8,850.4 $14,556,363 $1,644.72 3,394.5 $5,789,510 $1,705.55 1.037 
HCBS, age <65, no SPMI 18,671.7 $33,932,964 $1,817.35 7,052.0 $13,414,345 $1,902.21 1.047 
Community, age <65, with SPMI 13,939.8 $18,504,005 $1,327.43 5,070.6 $6,200,227 $1,222.79 0.921 
Community, age <65, no SPMI 19,995.6 $31,556,013 $1,578.14 7,527.4 $13,776,947 $1,830.24 1.160 
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Table 3.D.2 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 4, by category of beneficiary: Cohort 1D 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 129,399.2 $207,882,769 $1,606.52 35,278.5 $66,759,737 $1,892.37 1.178 
Facility, age 65+, with SPMI 3,449.1 $7,099,156 $2,058.27 479.9 $814,970 $1,698.15 0.825 
Facility, age 65+, no SPMI 9,573.0 $16,530,797 $1,726.81 1,197.6 $1,904,059 $1,589.89 0.921 
HCBS, age 65+, with SPMI 5,666.9 $10,738,746 $1,895.01 1,341.4 $3,220,033 $2,400.49 1.267 
HCBS, age 65+, no SPMI 24,215.1 $39,358,354 $1,625.36 5,705.5 $13,663,871 $2,394.85 1.473 
Community, age 65+, with SPMI 2,995.7 $3,929,249 $1,311.61 772.4 $1,406,829 $1,821.35 1.389 
Community, age 65+, no SPMI 19,735.0 $23,217,237 $1,176.45 5,229.4 $9,194,252 $1,758.19 1.494 
Facility, age <65, with SPMI 850.9 $2,145,788 $2,521.68 179.3 $353,428 $1,971.61 0.782 
Facility, age <65, no SPMI 1,455.9 $3,482,455 $2,391.90 330.1 $627,524 $1,901.00 0.795 
HCBS, age <65, with SPMI 8,850.4 $14,942,652 $1,688.37 3,123.1 $4,641,245 $1,486.11 0.880 
HCBS, age <65, no SPMI 18,671.7 $36,297,579 $1,943.99 6,132.5 $13,842,139 $2,257.19 1.161 
Community, age <65, with SPMI 13,939.8 $18,378,011 $1,318.39 4,374.3 $5,558,659 $1,270.75 0.964 
Community, age <65, no SPMI 19,995.6 $31,762,746 $1,588.48 6,413.0 $11,532,727 $1,798.33 1.132 

Intervention group 129,399.2 $219,493,469 $1,696.25 35,278.5 $65,128,621 $1,846.13 1.088 
Facility, age 65+, with SPMI 3,449.1 $8,089,951 $2,345.53 479.9 $852,375 $1,776.09 0.757 
Facility, age 65+, no SPMI 9,573.0 $19,529,844 $2,040.09 1,197.6 $1,606,716 $1,341.61 0.658 
HCBS, age 65+, with SPMI 5,666.9 $11,401,735 $2,012.00 1,341.4 $2,894,483 $2,157.80 1.072 
HCBS, age 65+, no SPMI 24,215.1 $41,155,717 $1,699.59 5,705.5 $12,211,127 $2,140.23 1.259 
Community, age 65+, with SPMI 2,995.7 $4,345,812 $1,450.66 772.4 $1,064,695 $1,378.41 0.950 
Community, age 65+, no SPMI 19,735.0 $26,698,339 $1,352.84 5,229.4 $9,490,402 $1,814.82 1.341 
Facility, age <65, with SPMI 850.9 $2,783,711 $3,271.35 179.3 $260,914 $1,455.52 0.445 
Facility, age <65, no SPMI 1,455.9 $6,939,015 $4,766.02 330.1 $798,040 $2,417.55 0.507 
HCBS, age <65, with SPMI 8,850.4 $14,556,363 $1,644.72 3,123.1 $4,964,974 $1,589.77 0.967 
HCBS, age <65, no SPMI 18,671.7 $33,932,964 $1,817.35 6,132.5 $12,197,441 $1,989.00 1.094 
Community, age <65, with SPMI 13,939.8 $18,504,005 $1,327.43 4,374.3 $6,431,194 $1,470.22 1.108 
Community, age <65, no SPMI 19,995.6 $31,556,013 $1,578.14 6,413.0 $12,356,259 $1,926.75 1.221 
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Table 3.E.1 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 3, by category of beneficiary: Cohort 1E 

Category of beneficiary 

Baseline period Demonstration Year 3 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 15,153.3 $23,465,894 $1,548.56 5,500.6 $9,906,663 $1,801.01 1.163 
Facility, age 65+, with SPMI 279.0 $573,525 $2,055.64 48.0 $82,156 $1,711.59 0.833 
Facility, age 65+, no SPMI 1,143.7 $1,980,257 $1,731.43 283.9 $470,558 $1,657.27 0.957 
HCBS, age 65+, with SPMI 297.0 $563,184 $1,896.24 69.4 $157,655 $2,272.66 1.199 
HCBS, age 65+, no SPMI 3,090.8 $5,031,005 $1,627.75 923.0 $2,069,085 $2,241.61 1.377 
Community, age 65+, with SPMI 352.0 $462,917 $1,315.11 109.1 $189,287 $1,735.50 1.320 
Community, age 65+, no SPMI 3,588.7 $4,220,750 $1,176.13 1,318.2 $2,102,015 $1,594.59 1.356 
Facility, age <65, with SPMI 137.2 $347,384 $2,531.06 53.0 $104,356 $1,968.98 0.778 
Facility, age <65, no SPMI 211.0 $502,282 $2,380.48 79.6 $141,194 $1,774.23 0.745 
HCBS, age <65, with SPMI 755.0 $1,273,188 $1,686.34 324.4 $526,317 $1,622.26 0.962 
HCBS, age <65, no SPMI 1,481.9 $2,878,416 $1,942.35 685.5 $1,632,446 $2,381.49 1.226 
Community, age <65, with SPMI 1,654.5 $2,183,008 $1,319.43 714.9 $926,153 $1,295.44 0.982 
Community, age <65, no SPMI 2,162.5 $3,449,978 $1,595.37 891.6 $1,505,438 $1,688.53 1.058 

Intervention group 15,153.3 $10,288,068 $678.93 5,500.6 $5,855,780 $1,064.57 1.568 
Facility, age 65+, with SPMI 279.0 $340,940 $1,222.01 48.0 $4,530 $94.38 0.077 
Facility, age 65+, no SPMI 1,143.7 $983,611 $860.02 283.9 $164,415 $579.06 0.673 
HCBS, age 65+, with SPMI 297.0 $202,815 $682.88 69.4 $208,980 $3,012.54 4.412 
HCBS, age 65+, no SPMI 3,090.8 $2,497,709 $808.12 923.0 $1,243,563 $1,347.25 1.667 
Community, age 65+, with SPMI 352.0 $271,496 $771.30 109.1 $119,496 $1,095.62 1.420 
Community, age 65+, no SPMI 3,588.7 $1,918,612 $534.63 1,318.2 $1,092,192 $828.54 1.550 
Facility, age <65, with SPMI 137.2 $57,996 $422.56 53.0 $139,659 $2,635.08 6.236 
Facility, age <65, no SPMI 211.0 $260,623 $1,235.18 79.6 $126,247 $1,586.41 1.284 
HCBS, age <65, with SPMI 755.0 $439,693 $582.37 324.4 $375,166 $1,156.36 1.986 
HCBS, age <65, no SPMI 1,481.9 $849,446 $573.21 685.5 $916,786 $1,337.45 2.333 
Community, age <65, with SPMI 1,654.5 $1,149,973 $695.05 714.9 $593,871 $830.67 1.195 
Community, age <65, no SPMI 2,162.5 $1,315,153 $608.17 891.6 $870,873 $976.79 1.606 

 

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



Table 3.E.2 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 4, by category of beneficiary: Cohort 1E 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 15,153.3 $23,465,894 $1,548.56 4,418.6 $8,164,561 $1,847.76 1.193 
Facility, age 65+, with SPMI 279.0 $573,525 $2,055.64 39.4 $66,691 $1,692.67 0.823 
Facility, age 65+, no SPMI 1,143.7 $1,980,257 $1,731.43 156.4 $248,501 $1,588.79 0.918 
HCBS, age 65+, with SPMI 297.0 $563,184 $1,896.24 50.6 $120,769 $2,387.65 1.259 
HCBS, age 65+, no SPMI 3,090.8 $5,031,005 $1,627.75 678.9 $1,625,623 $2,394.58 1.471 
Community, age 65+, with SPMI 352.0 $462,917 $1,315.11 83.2 $151,574 $1,822.53 1.386 
Community, age 65+, no SPMI 3,588.7 $4,220,750 $1,176.13 999.1 $1,755,955 $1,757.58 1.494 
Facility, age <65, with SPMI 137.2 $347,384 $2,531.06 48.0 $95,120 $1,981.66 0.783 
Facility, age <65, no SPMI 211.0 $502,282 $2,380.48 63.0 $117,995 $1,872.94 0.787 
HCBS, age <65, with SPMI 755.0 $1,273,188 $1,686.34 317.8 $472,227 $1,485.75 0.881 
HCBS, age <65, no SPMI 1,481.9 $2,878,416 $1,942.35 589.8 $1,332,212 $2,258.85 1.163 
Community, age <65, with SPMI 1,654.5 $2,183,008 $1,319.43 626.1 $798,270 $1,274.93 0.966 
Community, age <65, no SPMI 2,162.5 $3,449,978 $1,595.37 766.4 $1,379,624 $1,800.19 1.128 

Intervention group 15,153.3 $10,288,068 $678.93 4,418.6 $5,380,302 $1,217.64 1.793 
Facility, age 65+, with SPMI 279.0 $340,940 $1,222.01 39.4 $24,732 $627.72 0.514 
Facility, age 65+, no SPMI 1,143.7 $983,611 $860.02 156.4 $294,146 $1,880.63 2.187 
HCBS, age 65+, with SPMI 297.0 $202,815 $682.88 50.6 $67,024 $1,325.09 1.940 
HCBS, age 65+, no SPMI 3,090.8 $2,497,709 $808.12 678.9 $1,136,933 $1,674.73 2.072 
Community, age 65+, with SPMI 352.0 $271,496 $771.30 83.2 $111,057 $1,335.36 1.731 
Community, age 65+, no SPMI 3,588.7 $1,918,612 $534.63 999.1 $1,050,107 $1,051.08 1.966 
Facility, age <65, with SPMI 137.2 $57,996 $422.56 48.0 $93,879 $1,955.82 4.628 
Facility, age <65, no SPMI 211.0 $260,623 $1,235.18 63.0 $62,204 $987.36 0.799 
HCBS, age <65, with SPMI 755.0 $439,693 $582.37 317.8 $328,096 $1,032.27 1.773 
HCBS, age <65, no SPMI 1,481.9 $849,446 $573.21 589.8 $712,030 $1,207.29 2.106 
Community, age <65, with SPMI 1,654.5 $1,149,973 $695.05 626.1 $553,915 $884.67 1.273 
Community, age <65, no SPMI 2,162.5 $1,315,153 $608.17 766.4 $946,180 $1,234.61 2.030 
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Table 3.F.1 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 3, by category of beneficiary: Cohort 1F 

Category of beneficiary 

Baseline period Demonstration Year 3 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 15,986.6 $24,688,247 $1,544.31 5,968.2 $10,882,090 $1,823.35 1.181 
Facility, age 65+, with SPMI 250.4 $516,275 $2,061.64 53.5 $90,101 $1,684.49 0.817 
Facility, age 65+, no SPMI 838.0 $1,446,285 $1,725.88 199.2 $329,290 $1,652.70 0.958 
HCBS, age 65+, with SPMI 480.2 $915,481 $1,906.48 218.0 $497,419 $2,281.74 1.197 
HCBS, age 65+, no SPMI 2,635.0 $4,300,912 $1,632.22 750.3 $1,680,247 $2,239.29 1.372 
Community, age 65+, with SPMI 438.1 $577,833 $1,318.94 141.0 $245,381 $1,740.29 1.319 
Community, age 65+, no SPMI 3,854.1 $4,551,826 $1,181.02 1,474.7 $2,352,326 $1,595.08 1.351 
Facility, age <65, with SPMI 99.2 $249,940 $2,519.72 60.0 $116,296 $1,938.26 0.769 
Facility, age <65, no SPMI 99.0 $234,480 $2,368.48 47.7 $84,563 $1,771.25 0.748 
HCBS, age <65, with SPMI 682.0 $1,153,956 $1,691.97 306.5 $498,306 $1,625.88 0.961 
HCBS, age <65, no SPMI 1,969.2 $3,824,528 $1,942.14 883.4 $2,107,151 $2,385.38 1.228 
Community, age <65, with SPMI 1,722.2 $2,271,910 $1,319.22 550.0 $713,744 $1,297.67 0.984 
Community, age <65, no SPMI 2,919.1 $4,644,822 $1,591.19 1,283.8 $2,167,266 $1,688.22 1.061 

Intervention group 15,986.6 $9,731,043 $608.70 5,968.2 $6,178,596 $1,035.26 1.701 
Facility, age 65+, with SPMI 250.4 $310,844 $1,241.30 53.5 $18,934 $353.98 0.285 
Facility, age 65+, no SPMI 838.0 $940,063 $1,121.79 199.2 $183,947 $923.23 0.823 
HCBS, age 65+, with SPMI 480.2 $385,684 $803.19 218.0 $412,801 $1,893.58 2.358 
HCBS, age 65+, no SPMI 2,635.0 $1,820,644 $690.94 750.3 $852,278 $1,135.84 1.644 
Community, age 65+, with SPMI 438.1 $315,186 $719.43 141.0 $130,506 $925.57 1.287 
Community, age 65+, no SPMI 3,854.1 $1,841,018 $477.67 1,474.7 $2,073,991 $1,406.35 2.944 
Facility, age <65, with SPMI 99.2 $54,697 $551.42 60.0 $104,748 $1,745.80 3.166 
Facility, age <65, no SPMI 99.0 $43,706 $441.48 47.7 $75,107 $1,573.18 3.563 
HCBS, age <65, with SPMI 682.0 $494,966 $725.74 306.5 $245,771 $801.90 1.105 
HCBS, age <65, no SPMI 1,969.2 $751,558 $381.65 883.4 $618,455 $700.12 1.834 
Community, age <65, with SPMI 1,722.2 $1,343,004 $779.84 550.0 $422,700 $768.52 0.985 
Community, age <65, no SPMI 2,919.1 $1,429,671 $489.77 1,283.8 $1,039,358 $809.62 1.653 
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Table 3.F.2 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 4, by category of beneficiary: Cohort 1F 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 15,986.6 $24,688,247 $1,544.31 4,911.2 $9,222,691 $1,877.89 1.216 
Facility, age 65+, with SPMI 250.4 $516,275 $2,061.64 36.0 $60,860 $1,690.56 0.820 
Facility, age 65+, no SPMI 838.0 $1,446,285 $1,725.88 148.4 $235,420 $1,586.18 0.919 
HCBS, age 65+, with SPMI 480.2 $915,481 $1,906.48 182.6 $437,804 $2,397.02 1.257 
HCBS, age 65+, no SPMI 2,635.0 $4,300,912 $1,632.22 561.6 $1,343,886 $2,392.98 1.466 
Community, age 65+, with SPMI 438.1 $577,833 $1,318.94 130.0 $236,952 $1,822.71 1.382 
Community, age 65+, no SPMI 3,854.1 $4,551,826 $1,181.02 1,151.3 $2,024,305 $1,758.35 1.489 
Facility, age <65, with SPMI 99.2 $249,940 $2,519.72 47.0 $91,829 $1,953.80 0.775 
Facility, age <65, no SPMI 99.0 $234,480 $2,368.48 36.0 $67,883 $1,885.63 0.796 
HCBS, age <65, with SPMI 682.0 $1,153,956 $1,691.97 263.2 $391,146 $1,485.97 0.878 
HCBS, age <65, no SPMI 1,969.2 $3,824,528 $1,942.14 770.6 $1,738,815 $2,256.45 1.162 
Community, age <65, with SPMI 1,722.2 $2,271,910 $1,319.22 483.0 $613,674 $1,270.55 0.963 
Community, age <65, no SPMI 2,919.1 $4,644,822 $1,591.19 1,101.5 $1,980,118 $1,797.72 1.130 

Intervention group 15,986.6 $9,731,043 $608.70 4,911.2 $5,766,735 $1,174.20 1.929 
Facility, age 65+, with SPMI 250.4 $310,844 $1,241.30 36.0 $15,418 $428.27 0.345 
Facility, age 65+, no SPMI 838.0 $940,063 $1,121.79 148.4 $173,292 $1,167.58 1.041 
HCBS, age 65+, with SPMI 480.2 $385,684 $803.19 182.6 $436,772 $2,391.37 2.977 
HCBS, age 65+, no SPMI 2,635.0 $1,820,644 $690.94 561.6 $657,899 $1,171.48 1.695 
Community, age 65+, with SPMI 438.1 $315,186 $719.43 130.0 $88,348 $679.60 0.945 
Community, age 65+, no SPMI 3,854.1 $1,841,018 $477.67 1,151.3 $1,664,875 $1,446.14 3.027 
Facility, age <65, with SPMI 99.2 $54,697 $551.42 47.0 $80,939 $1,722.11 3.123 
Facility, age <65, no SPMI 99.0 $43,706 $441.48 36.0 $8,142 $226.17 0.512 
HCBS, age <65, with SPMI 682.0 $494,966 $725.74 263.2 $113,847 $432.51 0.596 
HCBS, age <65, no SPMI 1,969.2 $751,558 $381.65 770.6 $643,342 $834.86 2.188 
Community, age <65, with SPMI 1,722.2 $1,343,004 $779.84 483.0 $632,515 $1,309.56 1.679 
Community, age <65, no SPMI 2,919.1 $1,429,671 $489.77 1,101.5 $1,251,348 $1,136.08 2.320 
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Table 3.G.1 —MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 3, by category of beneficiary: Cohort 1 Total 

Category of beneficiary 

Baseline period Demonstration Year 3 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 300,541.1 $478,511,235 $1,592.17 99,473.9 $184,420,069 $1,853.95 1.164 
Facility, age 65+, with SPMI 8,034.5 $16,534,542 $2,057.93 1,653.5 $2,812,071 $1,700.69 0.826 
Facility, age 65+, no SPMI 20,695.7 $35,690,181 $1,724.52 3,709.3 $6,136,750 $1,654.40 0.959 
HCBS, age 65+, with SPMI 12,692.4 $24,055,314 $1,895.25 3,929.2 $8,983,655 $2,286.37 1.206 
HCBS, age 65+, no SPMI 57,590.4 $93,564,252 $1,624.65 16,853.1 $37,734,751 $2,239.04 1.378 
Community, age 65+, with SPMI 7,196.4 $9,442,825 $1,312.15 2,436.7 $4,237,253 $1,738.93 1.325 
Community, age 65+, no SPMI 54,777.7 $64,461,342 $1,176.78 18,255.9 $29,124,160 $1,595.33 1.356 
Facility, age <65, with SPMI 2,328.6 $5,874,283 $2,522.69 714.9 $1,404,504 $1,964.57 0.779 
Facility, age <65, no SPMI 2,819.8 $6,751,321 $2,394.22 1,006.1 $1,784,632 $1,773.87 0.741 
HCBS, age <65, with SPMI 21,022.7 $35,496,599 $1,688.49 8,178.9 $13,275,649 $1,623.17 0.961 
HCBS, age <65, no SPMI 40,606.4 $78,915,525 $1,943.43 15,822.9 $37,694,591 $2,382.29 1.226 
Community, age <65, with SPMI 29,285.3 $38,589,730 $1,317.72 10,735.7 $13,914,879 $1,296.14 0.984 
Community, age <65, no SPMI 43,491.1 $69,135,320 $1,589.64 16,177.8 $27,317,174 $1,688.56 1.062 

Intervention group 300,541.1 $484,510,829 $1,612.13 99,473.9 $164,765,120 $1,656.37 1.027 
Facility, age 65+, with SPMI 8,034.5 $17,576,967 $2,187.68 1,653.5 $2,131,869 $1,289.32 0.589 
Facility, age 65+, no SPMI 20,695.7 $39,145,639 $1,891.49 3,709.3 $4,627,167 $1,247.43 0.659 
HCBS, age 65+, with SPMI 12,692.4 $24,018,817 $1,892.37 3,929.2 $7,803,081 $1,985.91 1.049 
HCBS, age 65+, no SPMI 57,590.4 $90,235,491 $1,566.85 16,853.1 $31,577,387 $1,873.69 1.196 
Community, age 65+, with SPMI 7,196.4 $9,895,987 $1,375.13 2,436.7 $3,459,830 $1,419.89 1.033 
Community, age 65+, no SPMI 54,777.7 $66,727,404 $1,218.15 18,255.9 $26,785,494 $1,467.22 1.204 
Facility, age <65, with SPMI 2,328.6 $7,974,151 $3,424.47 714.9 $1,323,071 $1,850.66 0.540 
Facility, age <65, no SPMI 2,819.8 $11,926,346 $4,229.44 1,006.1 $2,450,040 $2,435.27 0.576 
HCBS, age <65, with SPMI 21,022.7 $35,119,181 $1,670.54 8,178.9 $12,887,230 $1,575.67 0.943 
HCBS, age <65, no SPMI 40,606.4 $72,535,248 $1,786.30 15,822.9 $29,438,022 $1,860.47 1.042 
Community, age <65, with SPMI 29,285.3 $37,682,667 $1,286.74 10,735.7 $14,041,429 $1,307.92 1.016 
Community, age <65, no SPMI 43,491.1 $71,672,932 $1,647.99 16,177.8 $28,240,498 $1,745.64 1.059 
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Table 3.G.2 —MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 4, by category of beneficiary: Cohort 1 Total 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 300,541.1 $478,511,235 $1,592.17 82,564.3 $156,466,395 $1,895.09 1.190 
Facility, age 65+, with SPMI 8,034.5 $16,534,542 $2,057.93 1,170.2 $1,985,788 $1,696.91 0.825 
Facility, age 65+, no SPMI 20,695.7 $35,690,181 $1,724.52 2,442.6 $3,887,333 $1,591.46 0.923 
HCBS, age 65+, with SPMI 12,692.4 $24,055,314 $1,895.25 3,105.7 $7,452,204 $2,399.49 1.266 
HCBS, age 65+, no SPMI 57,590.4 $93,564,252 $1,624.65 13,390.5 $32,063,893 $2,394.53 1.474 
Community, age 65+, with SPMI 7,196.4 $9,442,825 $1,312.15 1,981.4 $3,610,517 $1,822.24 1.389 
Community, age 65+, no SPMI 54,777.7 $64,461,342 $1,176.78 14,491.1 $25,481,108 $1,758.40 1.494 
Facility, age <65, with SPMI 2,328.6 $5,874,283 $2,522.69 596.8 $1,179,595 $1,976.44 0.783 
Facility, age <65, no SPMI 2,819.8 $6,751,321 $2,394.22 758.3 $1,434,186 $1,891.35 0.790 
HCBS, age <65, with SPMI 21,022.7 $35,496,599 $1,688.49 7,529.7 $11,191,145 $1,486.26 0.880 
HCBS, age <65, no SPMI 40,606.4 $78,915,525 $1,943.43 13,859.7 $31,278,480 $2,256.79 1.161 
Community, age <65, with SPMI 29,285.3 $38,589,730 $1,317.72 9,267.9 $11,782,929 $1,271.37 0.965 
Community, age <65, no SPMI 43,491.1 $69,135,320 $1,589.64 13,970.4 $25,119,216 $1,798.04 1.131 

Intervention group 300,541.1 $484,510,829 $1,612.13 82,564.3 $147,790,144 $1,790.00 1.110 
Facility, age 65+, with SPMI 8,034.5 $17,576,967 $2,187.68 1,170.2 $1,884,472 $1,610.33 0.736 
Facility, age 65+, no SPMI 20,695.7 $39,145,639 $1,891.49 2,442.6 $3,315,496 $1,357.35 0.718 
HCBS, age 65+, with SPMI 12,692.4 $24,018,817 $1,892.37 3,105.7 $6,127,209 $1,972.86 1.043 
HCBS, age 65+, no SPMI 57,590.4 $90,235,491 $1,566.85 13,390.5 $26,795,651 $2,001.10 1.277 
Community, age 65+, with SPMI 7,196.4 $9,895,987 $1,375.13 1,981.4 $2,841,339 $1,434.03 1.043 
Community, age 65+, no SPMI 54,777.7 $66,727,404 $1,218.15 14,491.1 $25,767,643 $1,778.18 1.460 
Facility, age <65, with SPMI 2,328.6 $7,974,151 $3,424.47 596.8 $886,341 $1,485.08 0.434 
Facility, age <65, no SPMI 2,819.8 $11,926,346 $4,229.44 758.3 $1,505,305 $1,985.14 0.469 
HCBS, age <65, with SPMI 21,022.7 $35,119,181 $1,670.54 7,529.7 $10,699,538 $1,420.98 0.851 
HCBS, age <65, no SPMI 40,606.4 $72,535,248 $1,786.30 13,859.7 $26,639,656 $1,922.09 1.076 
Community, age <65, with SPMI 29,285.3 $37,682,667 $1,286.74 9,267.9 $14,666,085 $1,582.46 1.230 
Community, age <65, no SPMI 43,491.1 $71,672,932 $1,647.99 13,970.4 $26,661,411 $1,908.43 1.158 
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Table 3.H.1 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 3, by category of beneficiary: Cohort 2 

Category of beneficiary 

Baseline period Demonstration Year 3 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 4,220.4 $7,342,975 $1,739.88 4,312.1 $5,986,553 $1,388.33 0.798 
Facility, age 65+, with SPMI 69.3 $194,922 $2,811.37 32.0 $66,093 $2,065.40 0.735 
Facility, age 65+, no SPMI 224.1 $559,070 $2,494.36 139.5 $175,187 $1,255.67 0.503 
HCBS, age 65+, with SPMI 143.3 $268,777 $1,875.10 143.4 $254,238 $1,773.09 0.946 
HCBS, age 65+, no SPMI 667.3 $1,128,010 $1,690.47 633.3 $1,151,931 $1,818.96 1.076 
Community, age 65+, with SPMI 112.9 $181,213 $1,605.69 137.9 $231,638 $1,680.10 1.046 
Community, age 65+, no SPMI 715.1 $1,136,725 $1,589.61 781.1 $1,058,696 $1,355.41 0.853 
Facility, age <65, with SPMI 48.6 $188,821 $3,883.32 53.0 $112,836 $2,128.98 0.548 
Facility, age <65, no SPMI 49.0 $186,028 $3,796.49 30.0 $61,270 $2,042.34 0.538 
HCBS, age <65, with SPMI 258.8 $412,435 $1,593.54 276.8 $255,895 $924.45 0.580 
HCBS, age <65, no SPMI 572.9 $962,097 $1,679.28 718.1 $1,061,562 $1,478.32 0.880 
Community, age <65, with SPMI 329.2 $441,888 $1,342.48 315.5 $277,659 $880.02 0.656 
Community, age <65, no SPMI 1,029.8 $1,682,991 $1,634.24 1,051.5 $1,279,550 $1,216.87 0.745 

Intervention group 4,220.4 $9,945,769 $2,356.60 4,312.1 $8,119,493 $1,882.97 0.799 
Facility, age 65+, with SPMI 69.3 $438,707 $6,327.51 32.0 $24,903 $778.23 0.123 
Facility, age 65+, no SPMI 224.1 $1,196,636 $5,338.95 139.5 $72,639 $520.65 0.098 
HCBS, age 65+, with SPMI 143.3 $256,776 $1,791.38 143.4 $299,487 $2,088.66 1.166 
HCBS, age 65+, no SPMI 667.3 $1,545,012 $2,315.40 633.3 $1,203,715 $1,900.73 0.821 
Community, age 65+, with SPMI 112.9 $289,402 $2,564.32 137.9 $316,294 $2,294.13 0.895 
Community, age 65+, no SPMI 715.1 $1,450,968 $2,029.05 781.1 $877,701 $1,123.69 0.554 
Facility, age <65, with SPMI 48.6 $110,141 $2,265.17 53.0 $49,055 $925.56 0.409 
Facility, age <65, no SPMI 49.0 $450,522 $9,194.32 30.0 $77,679 $2,589.28 0.282 
HCBS, age <65, with SPMI 258.8 $748,549 $2,892.19 276.8 $579,929 $2,095.07 0.724 
HCBS, age <65, no SPMI 572.9 $1,300,020 $2,269.10 718.1 $1,504,022 $2,094.48 0.923 
Community, age <65, with SPMI 329.2 $674,242 $2,048.38 315.5 $315,386 $999.59 0.488 
Community, age <65, no SPMI 1,029.8 $1,484,795 $1,441.79 1,051.5 $2,798,684 $2,661.59 1.846 
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Table 3.H.2 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 4, by category of beneficiary: Cohort 2 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 4,220.4 $7,342,975 $1,739.88 3,476.8 $5,184,236 $1,491.08 0.857 
Facility, age 65+, with SPMI 69.3 $194,922 $2,811.37 36.0 $49,073 $1,363.14 0.485 
Facility, age 65+, no SPMI 224.1 $559,070 $2,494.36 125.4 $191,397 $1,526.84 0.612 
HCBS, age 65+, with SPMI 143.3 $268,777 $1,875.10 105.0 $228,606 $2,177.20 1.161 
HCBS, age 65+, no SPMI 667.3 $1,128,010 $1,690.47 492.2 $860,941 $1,749.01 1.035 
Community, age 65+, with SPMI 112.9 $181,213 $1,605.69 98.5 $170,652 $1,732.51 1.079 
Community, age 65+, no SPMI 715.1 $1,136,725 $1,589.61 620.5 $1,032,481 $1,664.08 1.047 
Facility, age <65, with SPMI 48.6 $188,821 $3,883.32 50.0 $63,100 $1,262.89 0.325 
Facility, age <65, no SPMI 49.0 $186,028 $3,796.49 23.9 $38,146 $1,593.71 0.420 
HCBS, age <65, with SPMI 258.8 $412,435 $1,593.54 261.0 $302,468 $1,158.88 0.727 
HCBS, age <65, no SPMI 572.9 $962,097 $1,679.28 571.3 $889,667 $1,557.13 0.927 
Community, age <65, with SPMI 329.2 $441,888 $1,342.48 268.3 $311,823 $1,162.35 0.866 
Community, age <65, no SPMI 1,029.8 $1,682,991 $1,634.24 824.8 $1,045,882 $1,268.11 0.776 

Intervention group 4,220.4 $9,945,769 $2,356.60 3,476.8 $6,979,455 $2,007.42 0.852 
Facility, age 65+, with SPMI 69.3 $438,707 $6,327.51 36.0 $42,134 $1,170.39 0.185 
Facility, age 65+, no SPMI 224.1 $1,196,636 $5,338.95 125.4 $83,847 $668.88 0.125 
HCBS, age 65+, with SPMI 143.3 $256,776 $1,791.38 105.0 $139,091 $1,324.68 0.739 
HCBS, age 65+, no SPMI 667.3 $1,545,012 $2,315.40 492.2 $1,442,298 $2,930.04 1.265 
Community, age 65+, with SPMI 112.9 $289,402 $2,564.32 98.5 $255,473 $2,593.63 1.011 
Community, age 65+, no SPMI 715.1 $1,450,968 $2,029.05 620.5 $897,635 $1,446.74 0.713 
Facility, age <65, with SPMI 48.6 $110,141 $2,265.17 50.0 $30,282 $606.08 0.268 
Facility, age <65, no SPMI 49.0 $450,522 $9,194.32 23.9 $179,740 $7,509.35 0.817 
HCBS, age <65, with SPMI 258.8 $748,549 $2,892.19 261.0 $541,586 $2,075.04 0.717 
HCBS, age <65, no SPMI 572.9 $1,300,020 $2,269.10 571.3 $941,808 $1,648.39 0.726 
Community, age <65, with SPMI 329.2 $674,242 $2,048.38 268.3 $257,075 $958.27 0.468 
Community, age <65, no SPMI 1,029.8 $1,484,795 $1,441.79 824.8 $2,168,486 $2,629.25 1.824 
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Table 3.I.1 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 3, by category of beneficiary: Cohort 3 

Category of beneficiary 

Baseline period Demonstration Year 3 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 61,200.6 $93,045,998 $1,520.35 47,319.8 $61,824,588 $1,306.53 0.859 
Facility, age 65+, with SPMI 1,249.3 $2,839,727 $2,273.12 769.1 $1,237,882 $1,609.54 0.708 
Facility, age 65+, no SPMI 4,252.8 $9,447,994 $2,221.61 2,098.4 $3,108,400 $1,481.33 0.667 
HCBS, age 65+, with SPMI 2,628.5 $3,772,984 $1,435.39 2,019.5 $3,404,997 $1,686.04 1.175 
HCBS, age 65+, no SPMI 11,866.5 $18,638,532 $1,570.68 8,656.1 $13,711,736 $1,584.05 1.009 
Community, age 65+, with SPMI 1,951.3 $2,888,862 $1,480.46 1,654.6 $1,906,147 $1,152.05 0.778 
Community, age 65+, no SPMI 11,506.7 $15,358,114 $1,334.72 9,526.2 $12,826,002 $1,346.40 1.009 
Facility, age <65, with SPMI 423.5 $1,488,014 $3,513.99 334.5 $687,071 $2,054.29 0.585 
Facility, age <65, no SPMI 696.3 $2,415,969 $3,469.81 555.5 $1,068,686 $1,923.66 0.554 
HCBS, age <65, with SPMI 3,460.0 $4,039,095 $1,167.38 3,041.2 $2,522,556 $829.47 0.711 
HCBS, age <65, no SPMI 6,699.9 $9,106,677 $1,359.22 5,895.0 $6,800,515 $1,153.60 0.849 
Community, age <65, with SPMI 6,565.4 $7,436,908 $1,132.75 4,904.2 $4,248,138 $866.23 0.765 
Community, age <65, no SPMI 9,900.5 $15,613,122 $1,577.00 7,865.6 $10,302,457 $1,309.81 0.831 

Intervention group 61,200.6 $103,440,434 $1,690.19 47,319.8 $68,725,816 $1,452.37 0.859 
Facility, age 65+, with SPMI 1,249.3 $3,181,407 $2,546.62 769.1 $1,005,089 $1,306.85 0.513 
Facility, age 65+, no SPMI 4,252.8 $9,034,621 $2,124.41 2,098.4 $2,052,054 $977.92 0.460 
HCBS, age 65+, with SPMI 2,628.5 $5,191,095 $1,974.89 2,019.5 $3,857,146 $1,909.93 0.967 
HCBS, age 65+, no SPMI 11,866.5 $21,031,541 $1,772.34 8,656.1 $15,064,741 $1,740.36 0.982 
Community, age 65+, with SPMI 1,951.3 $2,712,797 $1,390.23 1,654.6 $1,984,768 $1,199.57 0.863 
Community, age 65+, no SPMI 11,506.7 $14,881,472 $1,293.29 9,526.2 $12,541,219 $1,316.50 1.018 
Facility, age <65, with SPMI 423.5 $1,956,037 $4,619.24 334.5 $871,260 $2,605.01 0.564 
Facility, age <65, no SPMI 696.3 $3,042,252 $4,369.28 555.5 $1,041,861 $1,875.37 0.429 
HCBS, age <65, with SPMI 3,460.0 $6,775,101 $1,958.15 3,041.2 $4,430,152 $1,456.73 0.744 
HCBS, age <65, no SPMI 6,699.9 $12,516,956 $1,868.23 5,895.0 $10,057,665 $1,706.13 0.913 
Community, age <65, with SPMI 6,565.4 $8,598,440 $1,309.66 4,904.2 $5,452,573 $1,111.82 0.849 
Community, age <65, no SPMI 9,900.5 $14,518,716 $1,466.46 7,865.6 $10,367,288 $1,318.05 0.899 
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Table 3.I.2 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 4, by category of beneficiary: Cohort 3 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 61,200.6 $93,045,998 $1,520.35 37,725.3 $53,144,243 $1,408.72 0.927 
Facility, age 65+, with SPMI 1,249.3 $2,839,727 $2,273.12 585.9 $841,469 $1,436.21 0.632 
Facility, age 65+, no SPMI 4,252.8 $9,447,994 $2,221.61 1,329.2 $2,076,735 $1,562.39 0.703 
HCBS, age 65+, with SPMI 2,628.5 $3,772,984 $1,435.39 1,648.4 $2,721,466 $1,651.02 1.150 
HCBS, age 65+, no SPMI 11,866.5 $18,638,532 $1,570.68 6,588.3 $12,411,524 $1,883.87 1.199 
Community, age 65+, with SPMI 1,951.3 $2,888,862 $1,480.46 1,336.1 $1,489,594 $1,114.87 0.753 
Community, age 65+, no SPMI 11,506.7 $15,358,114 $1,334.72 7,504.0 $10,204,228 $1,359.84 1.019 
Facility, age <65, with SPMI 423.5 $1,488,014 $3,513.99 288.2 $320,758 $1,113.11 0.317 
Facility, age <65, no SPMI 696.3 $2,415,969 $3,469.81 474.7 $747,822 $1,575.43 0.454 
HCBS, age <65, with SPMI 3,460.0 $4,039,095 $1,167.38 2,710.2 $2,405,292 $887.51 0.760 
HCBS, age <65, no SPMI 6,699.9 $9,106,677 $1,359.22 5,102.9 $6,717,250 $1,316.36 0.968 
Community, age <65, with SPMI 6,565.4 $7,436,908 $1,132.75 4,017.9 $3,858,490 $960.33 0.848 
Community, age <65, no SPMI 9,900.5 $15,613,122 $1,577.00 6,139.7 $9,349,618 $1,522.82 0.966 

Intervention group 61,200.6 $103,440,434 $1,690.19 37,725.3 $54,956,672 $1,456.76 0.862 
Facility, age 65+, with SPMI 1,249.3 $3,181,407 $2,546.62 585.9 $883,903 $1,508.63 0.592 
Facility, age 65+, no SPMI 4,252.8 $9,034,621 $2,124.41 1,329.2 $1,651,746 $1,242.65 0.585 
HCBS, age 65+, with SPMI 2,628.5 $5,191,095 $1,974.89 1,648.4 $2,858,367 $1,734.07 0.878 
HCBS, age 65+, no SPMI 11,866.5 $21,031,541 $1,772.34 6,588.3 $10,951,964 $1,662.33 0.938 
Community, age 65+, with SPMI 1,951.3 $2,712,797 $1,390.23 1,336.1 $1,504,659 $1,126.15 0.810 
Community, age 65+, no SPMI 11,506.7 $14,881,472 $1,293.29 7,504.0 $9,224,262 $1,229.25 0.950 
Facility, age <65, with SPMI 423.5 $1,956,037 $4,619.24 288.2 $689,993 $2,394.44 0.518 
Facility, age <65, no SPMI 696.3 $3,042,252 $4,369.28 474.7 $1,123,363 $2,366.58 0.542 
HCBS, age <65, with SPMI 3,460.0 $6,775,101 $1,958.15 2,710.2 $3,958,714 $1,460.70 0.746 
HCBS, age <65, no SPMI 6,699.9 $12,516,956 $1,868.23 5,102.9 $8,611,456 $1,687.57 0.903 
Community, age <65, with SPMI 6,565.4 $8,598,440 $1,309.66 4,017.9 $5,037,682 $1,253.81 0.957 
Community, age <65, no SPMI 9,900.5 $14,518,716 $1,466.46 6,139.7 $8,460,563 $1,378.02 0.940 
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Table 3.J.1 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 3, by category of beneficiary: Cohort 4 

Category of beneficiary 

Baseline period Demonstration Year 3 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 62,395.6 $96,865,182 $1,552.44 60,468.5 $94,451,494 $1,562.00 1.006 
Facility, age 65+, with SPMI 2,453.0 $6,453,449 $2,630.84 2,161.3 $4,410,378 $2,040.63 0.776 
Facility, age 65+, no SPMI 2,527.9 $5,282,819 $2,089.78 2,128.4 $3,462,225 $1,626.66 0.778 
HCBS, age 65+, with SPMI 4,306.6 $8,037,334 $1,866.30 4,115.4 $8,459,190 $2,055.50 1.101 
HCBS, age 65+, no SPMI 9,921.7 $14,424,152 $1,453.79 9,486.1 $16,864,793 $1,777.84 1.223 
Community, age 65+, with SPMI 2,937.0 $4,882,376 $1,662.39 2,898.9 $4,332,792 $1,494.66 0.899 
Community, age 65+, no SPMI 13,051.3 $16,756,974 $1,283.93 12,887.2 $15,758,182 $1,222.77 0.952 
Facility, age <65, with SPMI 701.0 $2,687,764 $3,834.18 614.6 $1,768,431 $2,877.39 0.750 
Facility, age <65, no SPMI 435.0 $1,496,911 $3,441.17 339.6 $789,423 $2,324.68 0.676 
HCBS, age <65, with SPMI 4,420.2 $5,880,332 $1,330.34 4,454.0 $6,887,082 $1,546.25 1.162 
HCBS, age <65, no SPMI 5,763.7 $9,009,151 $1,563.09 6,053.6 $10,341,352 $1,708.30 1.093 
Community, age <65, with SPMI 7,698.0 $8,968,160 $1,165.00 7,159.5 $8,338,063 $1,164.62 1.000 
Community, age <65, no SPMI 8,180.2 $12,985,760 $1,587.47 8,169.9 $13,039,584 $1,596.05 1.005 

Intervention group 62,395.6 $108,719,430 $1,742.42 60,468.5 $91,095,889 $1,506.50 0.865 
Facility, age 65+, with SPMI 2,453.0 $8,183,909 $3,336.29 2,161.3 $4,023,074 $1,861.43 0.558 
Facility, age 65+, no SPMI 2,527.9 $5,640,529 $2,231.28 2,128.4 $2,397,601 $1,126.46 0.505 
HCBS, age 65+, with SPMI 4,306.6 $10,380,911 $2,410.48 4,115.4 $8,430,791 $2,048.60 0.850 
HCBS, age 65+, no SPMI 9,921.7 $16,659,970 $1,679.14 9,486.1 $15,388,228 $1,622.19 0.966 
Community, age 65+, with SPMI 2,937.0 $5,604,559 $1,908.28 2,898.9 $4,275,037 $1,474.73 0.773 
Community, age 65+, no SPMI 13,051.3 $15,923,824 $1,220.09 12,887.2 $15,276,285 $1,185.38 0.972 
Facility, age <65, with SPMI 701.0 $3,135,378 $4,472.72 614.6 $1,914,254 $3,114.66 0.696 
Facility, age <65, no SPMI 435.0 $1,415,092 $3,253.09 339.6 $1,143,840 $3,368.37 1.035 
HCBS, age <65, with SPMI 4,420.2 $7,918,350 $1,791.41 4,454.0 $7,709,467 $1,730.89 0.966 
HCBS, age <65, no SPMI 5,763.7 $10,787,145 $1,871.58 6,053.6 $9,614,920 $1,588.30 0.849 
Community, age <65, with SPMI 7,698.0 $11,310,650 $1,469.29 7,159.5 $8,787,583 $1,227.40 0.835 
Community, age <65, no SPMI 8,180.2 $11,759,112 $1,437.51 8,169.9 $12,134,807 $1,485.30 1.033 
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Table 3.J.2 — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 4, by category of beneficiary: Cohort 4 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 62,395.6 $96,865,182 $1,552.44 46,028.7 $69,458,738 $1,509.03 0.972 
Facility, age 65+, with SPMI 2,453.0 $6,453,449 $2,630.84 1,450.9 $2,715,289 $1,871.42 0.711 
Facility, age 65+, no SPMI 2,527.9 $5,282,819 $2,089.78 1,411.5 $1,952,252 $1,383.12 0.662 
HCBS, age 65+, with SPMI 4,306.6 $8,037,334 $1,866.30 3,182.4 $5,594,516 $1,757.96 0.942 
HCBS, age 65+, no SPMI 9,921.7 $14,424,152 $1,453.79 6,946.6 $12,526,852 $1,803.31 1.240 
Community, age 65+, with SPMI 2,937.0 $4,882,376 $1,662.39 2,257.1 $2,796,114 $1,238.81 0.745 
Community, age 65+, no SPMI 13,051.3 $16,756,974 $1,283.93 9,837.2 $13,560,312 $1,378.47 1.074 
Facility, age <65, with SPMI 701.0 $2,687,764 $3,834.18 417.2 $1,011,444 $2,424.36 0.632 
Facility, age <65, no SPMI 435.0 $1,496,911 $3,441.17 252.1 $539,750 $2,141.32 0.622 
HCBS, age <65, with SPMI 4,420.2 $5,880,332 $1,330.34 3,765.4 $5,020,882 $1,333.43 1.002 
HCBS, age <65, no SPMI 5,763.7 $9,009,151 $1,563.09 5,013.5 $8,677,925 $1,730.92 1.107 
Community, age <65, with SPMI 7,698.0 $8,968,160 $1,165.00 5,408.1 $5,686,645 $1,051.50 0.903 
Community, age <65, no SPMI 8,180.2 $12,985,760 $1,587.47 6,086.7 $9,376,757 $1,540.53 0.970 

Intervention group 62,395.6 $108,719,430 $1,742.42 46,028.7 $68,678,275 $1,492.08 0.856 
Facility, age 65+, with SPMI 2,453.0 $8,183,909 $3,336.29 1,450.9 $1,901,152 $1,310.30 0.393 
Facility, age 65+, no SPMI 2,527.9 $5,640,529 $2,231.28 1,411.5 $1,408,242 $997.70 0.447 
HCBS, age 65+, with SPMI 4,306.6 $10,380,911 $2,410.48 3,182.4 $5,993,420 $1,883.30 0.781 
HCBS, age 65+, no SPMI 9,921.7 $16,659,970 $1,679.14 6,946.6 $11,933,812 $1,717.94 1.023 
Community, age 65+, with SPMI 2,937.0 $5,604,559 $1,908.28 2,257.1 $3,518,455 $1,558.84 0.817 
Community, age 65+, no SPMI 13,051.3 $15,923,824 $1,220.09 9,837.2 $12,188,645 $1,239.03 1.016 
Facility, age <65, with SPMI 701.0 $3,135,378 $4,472.72 417.2 $1,039,231 $2,490.96 0.557 
Facility, age <65, no SPMI 435.0 $1,415,092 $3,253.09 252.1 $410,563 $1,628.80 0.501 
HCBS, age <65, with SPMI 4,420.2 $7,918,350 $1,791.41 3,765.4 $6,434,587 $1,708.87 0.954 
HCBS, age <65, no SPMI 5,763.7 $10,787,145 $1,871.58 5,013.5 $8,204,195 $1,636.43 0.874 
Community, age <65, with SPMI 7,698.0 $11,310,650 $1,469.29 5,408.1 $6,275,064 $1,160.30 0.790 
Community, age <65, no SPMI 8,180.2 $11,759,112 $1,437.51 6,086.7 $9,370,909 $1,539.57 1.071 
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Table 3.K — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 4, by category of beneficiary: Cohort 5A 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 65,787.6 $107,754,944 $1,637.92 63,414.2 $104,696,611 $1,651.00 1.008 
Facility, age 65+, with SPMI 2,842.0 $6,504,251 $2,288.59 2,529.2 $4,910,713 $1,941.59 0.848 
Facility, age 65+, no SPMI 2,190.1 $4,599,048 $2,099.96 1,872.9 $3,332,718 $1,779.46 0.847 
HCBS, age 65+, with SPMI 6,618.4 $13,664,764 $2,064.67 6,299.1 $13,604,701 $2,159.80 1.046 
HCBS, age 65+, no SPMI 8,388.5 $13,376,717 $1,594.65 8,231.0 $16,109,741 $1,957.21 1.227 
Community, age 65+, with SPMI 5,124.6 $8,366,445 $1,632.59 4,813.2 $6,709,006 $1,393.87 0.854 
Community, age 65+, no SPMI 11,804.2 $13,429,548 $1,137.69 11,384.8 $13,707,607 $1,204.02 1.058 
Facility, age <65, with SPMI 776.5 $2,753,515 $3,545.99 767.7 $2,542,236 $3,311.59 0.934 
Facility, age <65, no SPMI 321.0 $1,141,345 $3,555.59 328.5 $807,272 $2,457.16 0.691 
HCBS, age <65, with SPMI 5,822.6 $10,322,639 $1,772.87 5,901.4 $12,996,456 $2,202.26 1.242 
HCBS, age <65, no SPMI 4,131.8 $6,238,202 $1,509.81 4,410.6 $6,850,614 $1,553.23 1.029 
Community, age <65, with SPMI 10,170.8 $13,698,967 $1,346.89 9,590.5 $11,350,683 $1,183.54 0.879 
Community, age <65, no SPMI 7,597.1 $13,659,502 $1,797.99 7,285.4 $11,774,864 $1,616.23 0.899 

Intervention group 65,787.6 $110,905,078 $1,685.80 63,414.2 $95,623,575 $1,507.92 0.894 
Facility, age 65+, with SPMI 2,842.0 $9,014,995 $3,172.02 2,529.2 $4,368,153 $1,727.07 0.544 
Facility, age 65+, no SPMI 2,190.1 $4,385,773 $2,002.58 1,872.9 $2,074,467 $1,107.63 0.553 
HCBS, age 65+, with SPMI 6,618.4 $15,158,222 $2,290.32 6,299.1 $13,387,733 $2,125.35 0.928 
HCBS, age 65+, no SPMI 8,388.5 $14,806,798 $1,765.13 8,231.0 $13,943,734 $1,694.06 0.960 
Community, age 65+, with SPMI 5,124.6 $8,827,429 $1,722.55 4,813.2 $7,265,616 $1,509.51 0.876 
Community, age 65+, no SPMI 11,804.2 $12,550,282 $1,063.21 11,384.8 $13,996,984 $1,229.44 1.156 
Facility, age <65, with SPMI 776.5 $4,038,014 $5,200.17 767.7 $2,007,396 $2,614.89 0.503 
Facility, age <65, no SPMI 321.0 $1,146,659 $3,572.15 328.5 $669,670 $2,038.33 0.571 
HCBS, age <65, with SPMI 5,822.6 $12,311,204 $2,114.39 5,901.4 $10,578,587 $1,792.55 0.848 
HCBS, age <65, no SPMI 4,131.8 $5,743,258 $1,390.02 4,410.6 $6,778,299 $1,536.83 1.106 
Community, age <65, with SPMI 10,170.8 $13,754,663 $1,352.37 9,590.5 $11,482,105 $1,197.24 0.885 
Community, age <65, no SPMI 7,597.1 $9,167,779 $1,206.74 7,285.4 $9,070,833 $1,245.07 1.032 
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Table 3.L — MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 4, by category of beneficiary: Cohort 5B 

Category of beneficiary 

Baseline period Demonstration Year 4 Trend 
Number of 

eligible months 
Incurred 
claims PMPM 

Number of 
eligible months 

Incurred 
claims PMPM (D/B) 

Re-weighted comparison group 65,411.2 $106,963,285 $1,635.24 48,134.7 $85,443,230 $1,775.09 1.086 
Facility, age 65+, with SPMI 4,124.0 $7,793,211 $1,889.72 3,032.1 $5,339,132 $1,760.85 0.932 
Facility, age 65+, no SPMI 2,334.6 $3,957,640 $1,695.24 1,729.1 $2,733,152 $1,580.66 0.932 
HCBS, age 65+, with SPMI 8,071.3 $17,484,339 $2,166.25 5,905.3 $13,629,100 $2,307.95 1.065 
HCBS, age 65+, no SPMI 9,031.3 $15,448,534 $1,710.55 6,539.3 $13,390,918 $2,047.76 1.197 
Community, age 65+, with SPMI 6,083.6 $9,867,185 $1,621.94 4,393.1 $7,539,482 $1,716.20 1.058 
Community, age 65+, no SPMI 14,579.5 $17,407,750 $1,193.99 10,565.1 $15,171,302 $1,435.98 1.203 
Facility, age <65, with SPMI 1,284.5 $3,345,575 $2,604.48 973.6 $2,076,941 $2,133.19 0.819 
Facility, age <65, no SPMI 579.0 $843,478 $1,456.78 455.5 $833,321 $1,829.37 1.256 
HCBS, age <65, with SPMI 5,469.1 $9,451,656 $1,728.19 4,197.3 $7,861,520 $1,872.98 1.084 
HCBS, age <65, no SPMI 3,758.0 $6,270,810 $1,668.64 2,831.0 $5,355,229 $1,891.64 1.134 
Community, age <65, with SPMI 6,450.3 $9,197,331 $1,425.88 4,799.9 $6,918,940 $1,441.49 1.011 
Community, age <65, no SPMI 3,646.1 $5,895,776 $1,617.02 2,713.2 $4,594,192 $1,693.27 1.047 

Intervention group 65,411.2 $113,102,577 $1,729.10 48,134.7 $80,642,197 $1,675.35 0.969 
Facility, age 65+, with SPMI 4,124.0 $11,220,281 $2,720.73 3,032.1 $6,007,581 $1,981.30 0.728 
Facility, age 65+, no SPMI 2,334.6 $4,975,511 $2,131.24 1,729.1 $2,804,964 $1,622.19 0.761 
HCBS, age 65+, with SPMI 8,071.3 $15,592,008 $1,931.80 5,905.3 $10,925,349 $1,850.10 0.958 
HCBS, age 65+, no SPMI 9,031.3 $12,021,615 $1,331.10 6,539.3 $9,617,436 $1,470.71 1.105 
Community, age 65+, with SPMI 6,083.6 $10,289,715 $1,691.40 4,393.1 $6,865,789 $1,562.85 0.924 
Community, age 65+, no SPMI 14,579.5 $17,589,282 $1,206.44 10,565.1 $13,135,609 $1,243.30 1.031 
Facility, age <65, with SPMI 1,284.5 $5,382,129 $4,189.90 973.6 $2,747,144 $2,821.54 0.673 
Facility, age <65, no SPMI 579.0 $1,328,071 $2,293.73 455.5 $840,500 $1,845.13 0.804 
HCBS, age <65, with SPMI 5,469.1 $11,128,966 $2,034.88 4,197.3 $8,856,950 $2,110.14 1.037 
HCBS, age <65, no SPMI 3,758.0 $5,231,307 $1,392.03 2,831.0 $4,907,720 $1,733.56 1.245 
Community, age <65, with SPMI 6,450.3 $11,304,842 $1,752.61 4,799.9 $8,385,035 $1,746.94 0.997 
Community, age <65, no SPMI 3,646.1 $7,038,850 $1,930.53 2,713.2 $5,548,120 $2,044.86 1.059 
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Table 4.A — 
Summary by cohort of per member per month (PMPM), baseline versus Demonstration Year 3 

Cohort 

Group  
(comparison/ 
intervention) 

Baseline period Demonstration Year 3 

Cost trend  
(Demonstration 
Year/baseline 

period) 

Number of 
eligible months 

(intervention 
group) 

Medicare 
incurred claims PMPM 

Number of 
eligible months 

(intervention 
group) 

Medicare 
incurred claims PMPM 

1A C 48,488.0 $78,754,198 $1,624.20 14,540.4 $27,919,868 $1,920.16 1.182 
  I 48,488.0 $128,622,626 $2,652.67 14,540.4 $36,051,308 $2,479.39 0.935 
1B C 83,567.1 $131,605,106 $1,574.84 28,211.3 $51,776,952 $1,835.33 1.165 
  I 83,567.1 $108,476,913 $1,298.08 28,211.3 $40,016,796 $1,418.47 1.093 
1C C 7,946.8 $12,115,020 $1,524.51 2,723.6 $4,987,358 $1,831.17 1.201 
  I 7,946.8 $7,898,710 $993.94 2,723.6 $3,410,228 $1,252.11 1.260 
1D C 129,399.2 $207,882,769 $1,606.52 42,529.9 $78,947,138 $1,856.28 1.155 
  I 129,399.2 $219,493,469 $1,696.25 42,529.9 $73,252,412 $1,722.38 1.015 
1E C 15,153.3 $23,465,894 $1,548.56 5,500.6 $9,906,663 $1,801.01 1.163 
  I 15,153.3 $10,288,068 $678.93 5,500.6 $5,855,780 $1,064.57 1.568 
1F C 15,986.6 $24,688,247 $1,544.31 5,968.2 $10,882,090 $1,823.35 1.181 
  I 15,986.6 $9,731,043 $608.70 5,968.2 $6,178,596 $1,035.26 1.701 
1 total C 300,541.1 $478,511,235 $1,592.17 99,473.9 $184,420,069 $1,853.95 1.164 
  I 300,541.1 $484,510,829 $1,612.13 99,473.9 $164,765,120 $1,656.37 1.027 
2 C 4,220.4 $7,342,975 $1,739.88 4,312.1 $5,986,553 $1,388.33 0.798 
  I 4,220.4 $9,945,769 $2,356.60 4,312.1 $8,119,493 $1,882.97 0.799 
3 C 61,200.6 $93,045,998 $1,520.35 47,319.8 $61,824,588 $1,306.53 0.859 
  I 61,200.6 $103,440,434 $1,690.19 47,319.8 $68,725,816 $1,452.37 0.859 
4 C 62,395.6 $96,865,182 $1,552.44 60,468.5 $94,451,494 $1,562.00 1.006 
  I 62,395.6 $108,719,430 $1,742.42 60,468.5 $91,095,889 $1,506.50 0.865 
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Table 4.B — 
Summary by cohort of per member per month (PMPM), baseline versus Demonstration Year 4 

Cohort Group 

Baseline period Demonstration Year 4 

Cost trend  
(Demonstration 
Year/baseline 

period) 

Number of 
eligible months 

(intervention 
group) 

Medicare 
incurred claims PMPM 

Number of 
eligible months 

(intervention 
group) 

Medicare 
incurred claims PMPM 

1A C 48,488.0 $78,754,198 $1,624.20 12,196.5 $23,833,789 $1,954.14 1.203 
  I 48,488.0 $128,622,626 $2,652.67 12,196.5 $31,144,889 $2,553.58 0.963 
1B C 83,567.1 $131,605,106 $1,574.84 23,641.9 $44,485,413 $1,881.63 1.195 
  I 83,567.1 $108,476,913 $1,298.08 23,641.9 $37,666,761 $1,593.22 1.227 
1C C 7,946.8 $12,115,020 $1,524.51 2,117.5 $4,000,204 $1,889.13 1.239 
  I 7,946.8 $7,898,710 $993.94 2,117.5 $2,702,837 $1,276.44 1.284 
1D C 129,399.2 $207,882,769 $1,606.52 35,278.5 $66,759,737 $1,892.37 1.178 
  I 129,399.2 $219,493,469 $1,696.25 35,278.5 $65,128,621 $1,846.13 1.088 
1E C 15,153.3 $23,465,894 $1,548.56 4,418.6 $8,164,561 $1,847.76 1.193 
  I 15,153.3 $10,288,068 $678.93 4,418.6 $5,380,302 $1,217.64 1.793 
1F C 15,986.6 $24,688,247 $1,544.31 4,911.2 $9,222,691 $1,877.89 1.216 
  I 15,986.6 $9,731,043 $608.70 4,911.2 $5,766,735 $1,174.20 1.929 
1 total C 300,541.1 $478,511,235 $1,592.17 82,564.3 $156,466,395 $1,895.09 1.190 
  I 300,541.1 $484,510,829 $1,612.13 82,564.3 $147,790,144 $1,790.00 1.110 
2 C 4,220.4 $7,342,975 $1,739.88 3,476.8 $5,184,236 $1,491.08 0.857 
  I 4,220.4 $9,945,769 $2,356.60 3,476.8 $6,979,455 $2,007.42 0.852 
3 C 61,200.6 $93,045,998 $1,520.35 37,725.3 $53,144,243 $1,408.72 0.927 
  I 61,200.6 $103,440,434 $1,690.19 37,725.3 $54,956,672 $1,456.76 0.862 
4 C 62,395.6 $96,865,182 $1,552.44 46,028.7 $69,458,738 $1,509.03 0.972 
  I 62,395.6 $108,719,430 $1,742.42 46,028.7 $68,678,275 $1,492.08 0.856 

(continued) 
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Table 4.B — (continued) 
Summary by cohort of per member per month (PMPM), baseline versus Demonstration Year 4 

Cohort Group 

Baseline period Demonstration Year 4 

Cost trend  
(Demonstration 
Year/baseline 

period) 

Number of 
eligible months 

(intervention 
group) 

Medicare 
incurred claims PMPM 

Number of 
eligible months 

(intervention 
group) 

Medicare 
incurred claims PMPM 

5A C 65,787.6 $107,754,944 $1,637.92 63,414.2 $104,696,611 $1,651.00 1.008 
  I 65,787.6 $110,905,078 $1,685.80 63,414.2 $95,623,575 $1,507.92 0.894 
5B C 65,411.2 $106,963,285 $1,635.24 48,134.7 $85,443,230 $1,775.09 1.086 
  I 65,411.2 $113,102,577 $1,729.10 48,134.7 $80,642,197 $1,675.35 0.969 
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5.2 Medicare AGA Adjustments 
The trend in health care costs is not uniform across the United States; it varies by 

geographic area. The purpose of this adjustment is to control for geographic variation in secular 
cost trends. CMS measures these variations for each calendar year by county with the calculation 
of the Average Geographic Adjustment (AGA) factors. The factors measure the difference in 
average Medicare costs in each county from the national average. The factors are used to vary 
payment rates to Medicare Advantage plans by county. Hospice expenditures are excluded in the 
calculation of the AGA factors. We calculated the average AGA factor across all beneficiaries in 
the intervention group and the comparison group for the baseline period and the Demonstration 
Year separately. To determine the average AGA factor, the non-hospice expenditures for each 
beneficiary were grouped by calendar year and county of residence, and the weighted average 
AGA factor was calculated for each cohort and for each period (baseline period vs. 
Demonstration Year).6 Tables 5.A and 5.B show the results of the calculations for Demonstration 
Years 3 and 4, respectively. 

For each cohort and Demonstration Year, the AGA adjustment factor was determined by 
comparing the trend from the baseline period to the Demonstration Year for the intervention 
group versus that of the comparison group. For Cohort 1, from the baseline period to 
Demonstration Year 3, the AGA factor decreased by 0.63 percent (a factor of 0.9937) for the 
comparison group and increased by 4.52 percent (a factor of 1.0452) for the intervention group. 
If the AGA had increased by the same 4.52 percent in the comparison area as it did in the 
intervention area, instead of decreasing by 0.63 percent, then the trend of the comparison group 
would have increased by an additional 5.18 percent (1.0452/0.9937 = 1.0518), which is the AGA 
adjustment factor that we apply to the comparison group trend. For Cohort 2, the corresponding 
AGA adjustment factor is 1.0453, for Cohort 3 it is 1.0181 and for Cohort 4 it is 1.0100. 

Table 5.A — 
Average AGA factor by group for baseline period and Demonstration Year 3 

Cohort 

Group 
Comparison 
Intervention Baseline period 

Demonstration 
Year 3 

Trend in AGA 
factor 

Adjustment to 
comparison 
group trend 

1 total C 0.89646 0.89083 0.99372 1.05182 
  I 0.88374 0.92369 1.04521   
2 C 0.89647 0.89460 0.99792 1.04533 
  I 0.89107 0.92953 1.04316   
3 C 0.88723 0.88898 1.00197 1.01812 
  I 0.90748 0.92574 1.02012   
4 C 0.88806 0.89131 1.00366 1.01004 
  I 0.90803 0.92051 1.01374   

6 The non-hospice expenditures of each beneficiary were divided by the AGA factor for their county and year and 
the sum of the results of this division was divided into the total non-hospice expenditures of the cohort. 
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For Demonstration Year 4, the corresponding calculations produced AGA adjustment 
factors of 1.05067 for Cohort 1, 1.04521 for Cohort 2, 1.01431 for Cohort 3, 1.00787 for 
Cohort 4, 0.99335 for Cohort 5A and 0.99658 for Cohort 5B. 

Table 5.B — 
Average AGA factor by group for baseline period and Demonstration Year 4 

Cohort 

Group 
Comparison 
Intervention 

Baseline 
period 

Demonstration 
Year 4 

Trend in AGA 
factor 

Adjustment to 
comparison 
group trend 

1 total C 0.89646 0.89972 1.00364 1.05067 
  I 0.88374 0.93190 1.05450   
2 C 0.89647 0.90186 1.00602 1.04521 
  I 0.89107 0.93696 1.05150   
3 C 0.88723 0.89849 1.01268 1.01431 
  I 0.90748 0.93214 1.02717   
4 C 0.88806 0.89823 1.01145 1.00787 
  I 0.90803 0.92566 1.01941   
5A C 0.89198 0.90302 1.01237 0.99335 
  I 0.92372 0.92894 1.00564   
5B C 0.90560 0.90589 1.00032 0.99658 
  I 0.89980 0.89701 0.99690   

 

Tables 6.A–6.L show the Medicare savings calculations for each cohort and 
Demonstration Year, taking into account the AGA adjustment factors (but still excluding the 
outlier adjustment). Column (a) displays the number of member months during the 
Demonstration Year for the intervention group for each category of beneficiary. Column (b) 
displays the PMPM during the baseline period for the intervention group beneficiaries. This is 
the starting PMPM to which the trend factor will be applied to determine the target PMPM. 
Column (c) is the trend factor obtained by multiplying the PMPM trend from the comparison 
group by the AGA adjustment factor. Column (d) is the target PMPM, which is the baseline 
PMPM in column (b) times the trends factor in column (c). Column (e) is the actual PMPM for 
the intervention group in the Demonstration Year. Column (f) shows the PMPM savings, which 
is the difference between the actual PMPM in column (e) and the target PMPM in column (d). 
Multiplying the number of eligible months in column (a) by the PMPM savings gives the total 
dollar savings of column (g). Finally, column (h) shows the corresponding percentage savings, 
which is the PMPM savings divided by the target PMPM. 

Table 6.G displays the Medicare savings calculation for Cohort 1 in total. The baseline 
PMPM was $1,612.13. For Demonstration Year 3, the AGA adjusted trend from the comparison 
group was 1.185, resulting in a target PMPM of $1,910.14. The actual PMPM for the 
intervention group was $1,656.37, an increase of 2.74 percent over the $1,612.13 baseline 
PMPM. Because the intervention group PMPM costs increased at a slower rate than the 
comparison group costs, we estimate a PMPM Medicare savings of $253.78, a savings rate of 
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13.3 percent. The total calculated Medicare savings dollar amount was $25,244,175. For 
Demonstration Year 4, we estimate a PMPM Medicare savings of $163.92, or 8.4 percent, with 
total calculated dollar savings of $13,533,660. 

For Demonstration Year 3, the same calculations for Cohort 2 (as shown in Table 6.H.1) 
result in a PMPM negative Medicare savings of $10.69, or −0.6 percent, and a negative savings 
dollar amount of $46,097. For Demonstration Year 4 (as shown in Table 6.H.2), the savings is 
$29.98 on a PMPM basis, 1.5 percent, and $104,218 total dollars. 

For Cohort 3, Demonstration Year 3 savings (as shown in Table 6.I.1) is $30.99 PMPM, 
or 2.1 percent, and $1,466,241 in total dollars. Demonstration Year 4 savings (as shown in Table 
6.I.2) is $147.66 PMPM, or 9.2 percent, and $5,570,452 in total dollars. 

For Cohort 4, Demonstration Year 3 savings (as shown in Table 6.J.1) is $269.85 
PMPM, or 15.2 percent, and $16,317,609 in total dollars. Demonstration Year 4 savings (as 
shown in Table 6.J.2) is $209.52 PMPM, or 12.3 percent, and $9,643,731 in total dollars. 

For Cohort 5A, Demonstration Year 4 savings (as shown in Table 6.K) is $189.60 
PMPM, or 11.2 percent, and $12,023,413 in total dollars. For Cohort 5B, Demonstration Year 4 
savings (as shown in Table 6.L) is $150.95 PMPM, or 8.3 percent, and $7,266,147 in total 
dollars. 
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Table 6.A.1 — MEDICARE Demonstration Year 3 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1A 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 14,540.4 $2,652.67 1.235 $3,275.81 $2,479.39 $796.42 $11,580,231 24.3 
Facility, age 65+, with SPMI 231.9 $3,321.06 0.867 $2,879.18 $1,667.71 $1,211.47 $280,944 42.1 
Facility, age 65+, no SPMI 356.4 $2,476.33 1.007 $2,494.37 $1,885.82 $608.55 $216,886 24.4 
HCBS, age 65+, with SPMI 613.5 $2,903.67 1.268 $3,683.20 $2,696.69 $986.51 $605,273 26.8 
HCBS, age 65+, no SPMI 2,687.8 $2,389.27 1.446 $3,454.82 $2,599.01 $855.80 $2,300,201 24.8 
Community, age 65+, with SPMI 329.9 $2,067.95 1.394 $2,883.40 $1,406.88 $1,476.52 $487,144 51.2 
Community, age 65+, no SPMI 2,577.6 $2,124.06 1.424 $3,023.72 $2,170.47 $853.25 $2,199,352 28.2 
Facility, age <65, with SPMI 84.1 $5,306.80 0.830 $4,406.54 $1,791.81 $2,614.73 $220,028 59.3 
Facility, age <65, no SPMI 215.0 $4,764.97 0.783 $3,729.49 $3,021.65 $707.84 $152,186 19.0 
HCBS, age <65, with SPMI 1,254.4 $2,780.44 1.010 $2,809.25 $2,222.14 $587.11 $736,475 20.9 
HCBS, age <65, no SPMI 3,118.2 $2,691.70 1.288 $3,468.22 $2,777.36 $690.86 $2,154,249 19.9 
Community, age <65, with SPMI 951.2 $2,446.14 1.036 $2,533.98 $2,671.80 −$137.82 −$131,097 −5.4 
Community, age <65, no SPMI 2,120.2 $3,319.71 1.117 $3,708.28 $2,595.86 $1,112.42 $2,358,590 30.0 

 

  

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



Table 6.A.2 — MEDICARE Demonstration Year 4 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1A 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 12,196.5 $2,652.67 1.263 $3,351.18 $2,553.58 $797.59 $9,727,900 23.8 
Facility, age 65+, with SPMI 174.0 $3,321.06 0.863 $2,867.00 $2,310.01 $556.99 $96,897 19.4 
Facility, age 65+, no SPMI 246.6 $2,476.33 0.969 $2,399.89 $1,412.25 $987.63 $243,532 41.2 
HCBS, age 65+, with SPMI 442.2 $2,903.67 1.330 $3,860.87 $2,634.07 $1,226.80 $542,482 31.8 
HCBS, age 65+, no SPMI 2,174.8 $2,389.27 1.545 $3,690.81 $2,592.37 $1,098.43 $2,388,897 29.8 
Community, age 65+, with SPMI 278.3 $2,067.95 1.460 $3,018.75 $1,634.74 $1,384.01 $385,217 45.8 
Community, age 65+, no SPMI 2,015.5 $2,124.06 1.567 $3,328.07 $2,668.02 $660.06 $1,330,341 19.8 
Facility, age <65, with SPMI 69.0 $5,306.80 0.825 $4,378.56 $723.48 $3,655.08 $252,201 83.5 
Facility, age <65, no SPMI 174.8 $4,764.97 0.831 $3,960.45 $2,659.92 $1,300.53 $227,268 32.8 
HCBS, age <65, with SPMI 1,144.6 $2,780.44 0.925 $2,570.97 $1,841.19 $729.78 $835,300 28.4 
HCBS, age <65, no SPMI 2,726.6 $2,691.70 1.219 $3,280.59 $2,575.24 $705.34 $1,923,198 21.5 
Community, age <65, with SPMI 835.2 $2,446.14 1.013 $2,477.68 $3,359.66 −$881.98 −$736,671 −35.6 
Community, age <65, no SPMI 1,915.0 $3,319.71 1.187 $3,942.09 $2,772.75 $1,169.34 $2,239,241 29.7 
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Table 6.B.1 — MEDICARE Demonstration Year 3 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1B 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings = 

(a) * (f) 
(h) Percent 

savings 

Total 28,211.3 $1,298.08 1.205 $1,564.15 $1,418.47 $145.68 $4,109,802 9.3 
Facility, age 65+, with SPMI 595.9 $1,581.91 0.866 $1,369.38 $1,290.20 $79.18 $47,182 5.8 
Facility, age 65+, no SPMI 963.4 $1,689.87 1.005 $1,698.18 $1,058.49 $639.69 $616,301 37.7 
HCBS, age 65+, with SPMI 1,180.7 $1,412.22 1.267 $1,789.72 $1,772.51 $17.21 $20,314 1.0 
HCBS, age 65+, no SPMI 4,851.2 $1,178.09 1.448 $1,706.14 $1,576.68 $129.46 $628,039 7.6 
Community, age 65+, with SPMI 722.6 $1,140.11 1.394 $1,589.23 $1,231.07 $358.16 $258,821 22.5 
Community, age 65+, no SPMI 5,795.9 $971.09 1.426 $1,384.89 $1,299.14 $85.75 $497,025 6.2 
Facility, age <65, with SPMI 278.0 $3,244.58 0.813 $2,638.76 $1,381.08 $1,257.67 $349,633 47.7 
Facility, age <65, no SPMI 152.7 $3,733.76 0.770 $2,873.73 $767.74 $2,105.99 $321,674 73.3 
HCBS, age <65, with SPMI 2,672.0 $1,385.95 1.011 $1,400.52 $1,327.32 $73.20 $195,603 5.2 
HCBS, age <65, no SPMI 3,788.8 $1,488.47 1.289 $1,919.28 $1,462.12 $457.16 $1,732,104 23.8 
Community, age <65, with SPMI 3,177.1 $1,112.23 1.035 $1,151.51 $1,234.43 −$82.92 −$263,448 −7.2 
Community, age <65, no SPMI 4,032.8 $1,390.75 1.117 $1,553.36 $1,626.13 −$72.76 −$293,447 −4.7 
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Table 6.B.2 — MEDICARE Demonstration Year 4 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1B 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 23,641.9 $1,298.08 1.234 $1,601.55 $1,593.22 $8.33 $196,932 0.5 
Facility, age 65+, with SPMI 424.0 $1,581.91 0.862 $1,363.28 $1,356.14 $7.14 $3,029 0.5 
Facility, age 65+, no SPMI 651.8 $1,689.87 0.967 $1,634.34 $1,330.05 $304.29 $198,327 18.6 
HCBS, age 65+, with SPMI 963.6 $1,412.22 1.328 $1,875.39 $1,344.42 $530.96 $511,623 28.3 
HCBS, age 65+, no SPMI 3,912.7 $1,178.09 1.547 $1,822.59 $1,715.22 $107.38 $420,136 5.9 
Community, age 65+, with SPMI 595.9 $1,140.11 1.459 $1,662.86 $1,720.01 −$57.15 −$34,057 −3.4 
Community, age 65+, no SPMI 4,628.2 $971.09 1.570 $1,524.67 $1,605.29 −$80.62 −$373,135 −5.3 
Facility, age <65, with SPMI 241.6 $3,244.58 0.823 $2,670.25 $1,299.91 $1,370.33 $331,034 51.3 
Facility, age <65, no SPMI 130.4 $3,733.76 0.819 $3,056.42 $1,269.57 $1,786.84 $233,064 58.5 
HCBS, age <65, with SPMI 2,473.5 $1,385.95 0.924 $1,281.05 $1,234.91 $46.14 $114,128 3.6 
HCBS, age <65, no SPMI 3,391.1 $1,488.47 1.219 $1,813.96 $1,693.80 $120.15 $407,458 6.6 
Community, age <65, with SPMI 2,709.9 $1,112.23 1.015 $1,128.95 $1,467.63 −$338.68 −$917,765 −30.0 
Community, age <65, no SPMI 3,519.2 $1,390.75 1.187 $1,651.37 $1,849.40 −$198.03 −$696,909 −12.0 
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Table 6.C.1 — MEDICARE Demonstration Year 3 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1C 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 2,723.6 $993.94 1.238 $1,230.97 $1,252.11 −$21.14 −$57,574 −1.7 
Facility, age 65+, with SPMI 24.0 $2,437.80 0.863 $2,103.24 $65.66 $2,037.58 $48,902 96.9 
Facility, age 65+, no SPMI 96.4 $1,615.10 1.001 $1,616.41 $1,025.97 $590.44 $56,926 36.5 
HCBS, age 65+, with SPMI 165.1 $978.12 1.265 $1,237.01 $1,186.63 $50.39 $8,320 4.1 
HCBS, age 65+, no SPMI 469.8 $905.53 1.451 $1,314.33 $1,475.96 −$161.63 −$75,939 −12.3 
Community, age 65+, with SPMI 145.0 $1,509.16 1.376 $2,076.74 $1,834.13 $242.61 $35,178 11.7 
Community, age 65+, no SPMI 677.4 $760.14 1.421 $1,080.06 $1,020.14 $59.92 $40,588 5.5 
Facility, age <65, with SPMI 6.0 $4,384.61 0.891 $3,906.99 $7,863.92 −$3,956.93 −$23,614 −101.3 
Facility, age <65, no SPMI 24.0 $10,040.68 0.700 $7,024.77 $5,520.18 $1,504.59 $36,110 21.4 
HCBS, age <65, with SPMI 227.0 $739.84 1.006 $744.61 $628.56 $116.06 $26,345 15.6 
HCBS, age <65, no SPMI 295.0 $880.51 1.286 $1,131.94 $977.46 $154.48 $45,578 13.6 
Community, age <65, with SPMI 271.8 $832.44 1.035 $861.42 $1,328.97 −$467.54 −$127,082 −54.3 
Community, age <65, no SPMI 322.0 $1,013.70 1.111 $1,126.56 $1,526.83 −$400.27 −$128,888 −35.5 
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Table 6.C.2 — MEDICARE Demonstration Year 4 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1C 

Category of beneficiary 

(a) 
Number of 

eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 2,117.5 $993.94 1.294 $1,286.45 $1,276.44 $10.02 $21,208 0.8 
Facility, age 65+, with SPMI 17.0 $2,437.80 0.868 $2,116.19 $890.67 $1,225.52 $20,834 57.9 
Facility, age 65+, no SPMI 41.8 $1,615.10 0.962 $1,553.17 $626.66 $926.50 $38,753 59.7 
HCBS, age 65+, with SPMI 125.3 $978.12 1.327 $1,297.52 $2,143.80 −$846.28 −$106,072 −65.2 
HCBS, age 65+, no SPMI 356.9 $905.53 1.548 $1,401.33 $1,234.36 $166.97 $59,598 11.9 
Community, age 65+, with SPMI 121.5 $1,509.16 1.444 $2,179.24 $800.29 $1,378.95 $167,609 63.3 
Community, age 65+, no SPMI 467.6 $760.14 1.564 $1,189.17 $1,615.03 −$425.86 −$199,135 −35.8 
Facility, age <65, with SPMI 12.0 $4,384.61 0.821 $3,598.95 $7,222.17 −$3,623.23 −$43,479 −100.7 
Facility, age <65, no SPMI 24.0 $10,040.68 0.744 $7,469.77 $270.92 $7,198.86 $172,773 96.4 
HCBS, age <65, with SPMI 207.4 $739.84 0.920 $680.64 $629.56 $51.07 $10,594 7.5 
HCBS, age <65, no SPMI 249.2 $880.51 1.218 $1,072.32 $1,289.43 −$217.11 −$54,094 −20.2 
Community, age <65, with SPMI 239.3 $832.44 1.014 $844.38 $1,108.31 −$263.93 −$63,164 −31.3 
Community, age <65, no SPMI 255.3 $1,013.70 1.184 $1,200.24 $1,133.69 $66.55 $16,992 5.5 

 

  

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



Table 6.D.1 — MEDICARE Demonstration Year 3 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1D 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 42,529.9 $1,696.25 1.195 $2,026.82 $1,722.38 $304.44 $12,947,823 15.0 
Facility, age 65+, with SPMI 700.2 $2,345.53 0.868 $2,035.70 $1,358.55 $677.15 $474,158 33.3 
Facility, age 65+, no SPMI 1,809.9 $2,040.09 1.002 $2,044.52 $1,374.65 $669.88 $1,212,420 32.8 
HCBS, age 65+, with SPMI 1,682.5 $2,012.00 1.267 $2,548.86 $1,924.54 $624.33 $1,050,437 24.5 
HCBS, age 65+, no SPMI 7,170.9 $1,699.59 1.445 $2,455.92 $1,973.78 $482.14 $3,457,338 19.6 
Community, age 65+, with SPMI 989.1 $1,450.66 1.393 $2,020.93 $1,607.67 $413.25 $408,729 20.4 
Community, age 65+, no SPMI 6,412.1 $1,352.84 1.424 $1,927.03 $1,528.99 $398.04 $2,552,271 20.7 
Facility, age <65, with SPMI 233.8 $3,271.35 0.820 $2,681.34 $2,125.80 $555.54 $129,887 20.7 
Facility, age <65, no SPMI 487.0 $4,766.02 0.780 $3,717.53 $2,770.60 $946.93 $461,154 25.5 
HCBS, age <65, with SPMI 3,394.5 $1,644.72 1.010 $1,661.27 $1,705.55 −$44.29 −$150,326 −2.7 
HCBS, age <65, no SPMI 7,052.0 $1,817.35 1.288 $2,340.75 $1,902.21 $438.54 $3,092,564 18.7 
Community, age <65, with SPMI 5,070.6 $1,327.43 1.034 $1,372.02 $1,222.79 $149.23 $756,677 10.9 
Community, age <65, no SPMI 7,527.4 $1,578.14 1.118 $1,764.15 $1,830.24 −$66.09 −$497,486 −3.7 

 

  

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



Table 6.D.2 — MEDICARE Demonstration Year 4 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1D 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period P 

MPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 35,278.5 $1,696.25 1.214 $2,059.03 $1,846.13 $212.90 $7,510,627 10.3 
Facility, age 65+, with SPMI 479.9 $2,345.53 0.863 $2,024.16 $1,776.09 $248.07 $119,053 12.3 
Facility, age 65+, no SPMI 1,197.6 $2,040.09 0.961 $1,961.24 $1,341.61 $619.63 $742,069 31.6 
HCBS, age 65+, with SPMI 1,341.4 $2,012.00 1.329 $2,673.31 $2,157.80 $515.52 $691,518 19.3 
HCBS, age 65+, no SPMI 5,705.5 $1,699.59 1.544 $2,624.55 $2,140.23 $484.32 $2,763,317 18.5 
Community, age 65+, with SPMI 772.4 $1,450.66 1.456 $2,112.86 $1,378.41 $734.46 $567,301 34.8 
Community, age 65+, no SPMI 5,229.4 $1,352.84 1.568 $2,121.53 $1,814.82 $306.70 $1,603,865 14.5 
Facility, age <65, with SPMI 179.3 $3,271.35 0.819 $2,680.82 $1,455.52 $1,225.30 $219,645 45.7 
Facility, age <65, no SPMI 330.1 $4,766.02 0.834 $3,976.47 $2,417.55 $1,558.92 $514,605 39.2 
HCBS, age <65, with SPMI 3,123.1 $1,644.72 0.924 $1,519.89 $1,589.77 −$69.87 −$218,223 −4.6 
HCBS, age <65, no SPMI 6,132.5 $1,817.35 1.219 $2,214.65 $1,989.00 $225.65 $1,383,809 10.2 
Community, age <65, with SPMI 4,374.3 $1,327.43 1.012 $1,343.84 $1,470.22 −$126.38 −$552,821 −9.4 
Community, age <65, no SPMI 6,413.0 $1,578.14 1.189 $1,876.30 $1,926.75 −$50.45 −$323,511 −2.7 

 

  

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



Table 6.E.1 — MEDICARE Demonstration Year 3 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1E 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 5,500.6 $678.93 1.195 $811.32 $1,064.57 −$253.25 −$1,393,018 −31.2 
Facility, age 65+, with SPMI 48.0 $1,222.01 0.873 $1,067.14 $94.38 $972.76 $46,692 91.2 
Facility, age 65+, no SPMI 283.9 $860.02 1.001 $861.18 $579.06 $282.12 $80,104 32.8 
HCBS, age 65+, with SPMI 69.4 $682.88 1.258 $859.27 $3,012.54 −$2,153.27 −$149,372 −250.6 
HCBS, age 65+, no SPMI 923.0 $808.12 1.445 $1,167.62 $1,347.25 −$179.63 −$165,806 −15.4 
Community, age 65+, with SPMI 109.1 $771.30 1.386 $1,069.19 $1,095.62 −$26.43 −$2,882 −2.5 
Community, age 65+, no SPMI 1,318.2 $534.63 1.424 $761.51 $828.54 −$67.02 −$88,351 −8.8 
Facility, age <65, with SPMI 53.0 $422.56 0.817 $345.21 $2,635.08 −$2,289.87 −$121,363 −663.3 
Facility, age <65, no SPMI 79.6 $1,235.18 0.783 $967.57 $1,586.41 −$618.84 −$49,247 −64.0 
HCBS, age <65, with SPMI 324.4 $582.37 1.011 $588.74 $1,156.36 −$567.62 −$184,156 −96.4 
HCBS, age <65, no SPMI 685.5 $573.21 1.289 $738.79 $1,337.45 −$598.66 −$410,367 −81.0 
Community, age <65, with SPMI 714.9 $695.05 1.032 $717.58 $830.67 −$113.09 −$80,853 −15.8 
Community, age <65, no SPMI 891.6 $608.17 1.113 $676.85 $976.79 −$299.94 −$267,415 −44.3 

 

  

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



Table 6.E.2 — MEDICARE Demonstration Year 4 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1E 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 4,418.6 $678.93 1.217 $826.36 $1,217.64 −$391.28 −$1,728,929 −47.4 
Facility, age 65+, with SPMI 39.4 $1,222.01 0.861 $1,052.49 $627.72 $424.77 $16,736 40.4 
Facility, age 65+, no SPMI 156.4 $860.02 0.958 $824.01 $1,880.63 −$1,056.61 −$165,263 −128.2 
HCBS, age 65+, with SPMI 50.6 $682.88 1.321 $901.87 $1,325.09 −$423.22 −$21,407 −46.9 
HCBS, age 65+, no SPMI 678.9 $808.12 1.542 $1,245.94 $1,674.73 −$428.79 −$291,095 −34.4 
Community, age 65+, with SPMI 83.2 $771.30 1.454 $1,121.15 $1,335.36 −$214.21 −$17,815 −19.1 
Community, age 65+, no SPMI 999.1 $534.63 1.568 $838.35 $1,051.08 −$212.73 −$212,532 −25.4 
Facility, age <65, with SPMI 48.0 $422.56 0.821 $346.78 $1,955.82 −$1,609.04 −$77,234 −464.0 
Facility, age <65, no SPMI 63.0 $1,235.18 0.826 $1,020.25 $987.36 $32.89 $2,072 3.2 
HCBS, age <65, with SPMI 317.8 $582.37 0.925 $538.69 $1,032.27 −$493.58 −$156,880 −91.6 
HCBS, age <65, no SPMI 589.8 $573.21 1.221 $699.62 $1,207.29 −$507.67 −$299,412 −72.6 
Community, age <65, with SPMI 626.1 $695.05 1.015 $705.41 $884.67 −$179.26 −$112,239 −25.4 
Community, age <65, no SPMI 766.4 $608.17 1.185 $720.69 $1,234.61 −$513.93 −$393,861 −71.3 

 

  

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



Table 6.F.1 — MEDICARE Demonstration Year 3 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1F 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 5,968.2 $608.70 1.166 $709.68 $1,035.26 −$325.57 −$1,943,089 −45.9 
Facility, age 65+, with SPMI 53.5 $1,241.30 0.857 $1,063.60 $353.98 $709.62 $37,957 66.7 
Facility, age 65+, no SPMI 199.2 $1,121.79 1.002 $1,123.75 $923.23 $200.52 $39,952 17.8 
HCBS, age 65+, with SPMI 218.0 $803.19 1.257 $1,009.25 $1,893.58 −$884.34 −$192,785 −87.6 
HCBS, age 65+, no SPMI 750.3 $690.94 1.439 $994.56 $1,135.84 −$141.29 −$106,014 −14.2 
Community, age 65+, with SPMI 141.0 $719.43 1.386 $997.14 $925.57 $71.57 $10,091 7.2 
Community, age 65+, no SPMI 1,474.7 $477.67 1.419 $677.78 $1,406.35 −$728.57 −$1,074,450 −107.5 
Facility, age <65, with SPMI 60.0 $551.42 0.808 $445.44 $1,745.80 −$1,300.36 −$78,022 −291.9 
Facility, age <65, no SPMI 47.7 $441.48 0.786 $347.00 $1,573.18 −$1,226.19 −$58,540 −353.4 
HCBS, age <65, with SPMI 306.5 $725.74 1.010 $732.86 $801.90 −$69.04 −$21,161 −9.4 
HCBS, age <65, no SPMI 883.4 $381.65 1.291 $492.76 $700.12 −$207.36 −$183,174 −42.1 
Community, age <65, with SPMI 550.0 $779.84 1.034 $806.62 $768.52 $38.10 $20,955 4.7 
Community, age <65, no SPMI 1,283.8 $489.77 1.116 $546.41 $809.62 −$263.21 −$337,898 −48.2 

 
  

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



Table 6.F.2 — MEDICARE Demonstration Year 4 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1F 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 4,911.2 $608.70 1.195 $727.45 $1,174.20 −$446.75 −$2,194,077 −61.4 
Facility, age 65+, with SPMI 36.0 $1,241.30 0.858 $1,064.58 $428.27 $636.31 $22,907 59.8 
Facility, age 65+, no SPMI 148.4 $1,121.79 0.960 $1,076.48 $1,167.58 −$91.11 −$13,522 −8.5 
HCBS, age 65+, with SPMI 182.6 $803.19 1.319 $1,059.21 $2,391.37 −$1,332.16 −$243,312 −125.8 
HCBS, age 65+, no SPMI 561.6 $690.94 1.537 $1,061.66 $1,171.48 −$109.82 −$61,677 −10.3 
Community, age 65+, with SPMI 130.0 $719.43 1.449 $1,042.81 $679.60 $363.22 $47,218 34.8 
Community, age 65+, no SPMI 1,151.3 $477.67 1.562 $746.25 $1,446.14 −$699.89 −$805,748 −93.8 
Facility, age <65, with SPMI 47.0 $551.42 0.813 $448.13 $1,722.11 −$1,273.98 −$59,877 −284.3 
Facility, age <65, no SPMI 36.0 $441.48 0.836 $368.97 $226.17 $142.80 $5,141 38.7 
HCBS, age <65, with SPMI 263.2 $725.74 0.922 $669.17 $432.51 $236.66 $62,295 35.4 
HCBS, age <65, no SPMI 770.6 $381.65 1.219 $465.37 $834.86 −$369.48 −$284,725 −79.4 
Community, age <65, with SPMI 483.0 $779.84 1.012 $788.85 $1,309.56 −$520.70 −$251,499 −66.0 
Community, age <65, no SPMI 1,101.5 $489.77 1.187 $581.11 $1,136.08 −$554.97 −$611,278 −95.5 

 

  

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



Table 6.G.1 — MEDICARE Demonstration Year 3 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1 total 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 99,473.9 $1,612.13 1.185 $1,910.14 $1,656.37 $253.78 $25,244,175 13.3 
Facility, age 65+, with SPMI 1,653.5 $2,187.68 0.848 $1,855.30 $1,289.32 $565.98 $935,834 30.5 
Facility, age 65+, no SPMI 3,709.3 $1,891.49 0.976 $1,846.62 $1,247.43 $599.19 $2,222,589 32.4 
HCBS, age 65+, with SPMI 3,929.2 $1,892.37 1.230 $2,327.50 $1,985.91 $341.59 $1,342,187 14.7 
HCBS, age 65+, no SPMI 16,853.1 $1,566.85 1.424 $2,231.95 $1,873.69 $358.26 $6,037,821 16.1 
Community, age 65+, with SPMI 2,436.7 $1,375.13 1.390 $1,911.16 $1,419.89 $491.27 $1,197,081 25.7 
Community, age 65+, no SPMI 18,255.9 $1,218.15 1.390 $1,693.26 $1,467.22 $226.03 $4,126,435 13.3 
Facility, age <65, with SPMI 714.9 $3,424.47 0.735 $2,517.24 $1,850.66 $666.58 $476,550 26.5 
Facility, age <65, no SPMI 1,006.1 $4,229.44 0.779 $3,293.40 $2,435.27 $858.13 $863,336 26.1 
HCBS, age <65, with SPMI 8,178.9 $1,670.54 0.987 $1,649.37 $1,575.67 $73.70 $602,780 4.5 
HCBS, age <65, no SPMI 15,822.9 $1,786.30 1.269 $2,266.91 $1,860.47 $406.43 $6,430,954 17.9 
Community, age <65, with SPMI 10,735.7 $1,286.74 1.029 $1,324.24 $1,307.92 $16.32 $175,152 1.2 
Community, age <65, no SPMI 16,177.8 $1,647.99 1.091 $1,797.16 $1,745.64 $51.52 $833,456 2.9 

 

  

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



Table 6.G.2 — MEDICARE Demonstration Year 4 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1 total 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 82,564.3 $1,612.13 1.212 $1,953.92 $1,790.00 $163.92 $13,533,660 8.4 
Facility, age 65+, with SPMI 1,170.2 $2,187.68 0.845 $1,849.13 $1,610.33 $238.80 $279,456 12.9 
Facility, age 65+, no SPMI 2,442.6 $1,891.49 0.944 $1,784.72 $1,357.35 $427.37 $1,043,895 23.9 
HCBS, age 65+, with SPMI 3,105.7 $1,892.37 1.276 $2,415.54 $1,972.86 $442.67 $1,374,831 18.3 
HCBS, age 65+, no SPMI 13,390.5 $1,566.85 1.529 $2,395.35 $2,001.10 $394.25 $5,279,176 16.5 
Community, age 65+, with SPMI 1,981.4 $1,375.13 1.452 $1,997.02 $1,434.03 $562.98 $1,115,472 28.2 
Community, age 65+, no SPMI 14,491.1 $1,218.15 1.536 $1,870.90 $1,778.18 $92.72 $1,343,656 5.0 
Facility, age <65, with SPMI 596.8 $3,424.47 0.738 $2,527.74 $1,485.08 $1,042.66 $622,290 41.2 
Facility, age <65, no SPMI 758.3 $4,229.44 0.829 $3,508.21 $1,985.14 $1,523.07 $1,154,922 43.4 
HCBS, age <65, with SPMI 7,529.7 $1,670.54 0.902 $1,506.93 $1,420.98 $85.95 $647,214 5.7 
HCBS, age <65, no SPMI 13,859.7 $1,786.30 1.200 $2,144.05 $1,922.09 $221.96 $3,076,235 10.4 
Community, age <65, with SPMI 9,267.9 $1,286.74 1.009 $1,298.24 $1,582.46 −$284.22 −$2,634,159 −21.9 
Community, age <65, no SPMI 13,970.4 $1,647.99 1.168 $1,924.94 $1,908.43 $16.51 $230,673 0.9 

 

  

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



Table 6.H.1 — MEDICARE Demonstration Year 3 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 2 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 4,312.1 $2,356.60 0.794 $1,872.28 $1,882.97 −$10.69 −$46,097 −0.6 
Facility, age 65+, with SPMI 32.0 $6,327.51 0.766 $4,845.90 $778.23 $4,067.67 $130,166 83.9 
Facility, age 65+, no SPMI 139.5 $5,338.95 0.524 $2,799.02 $520.65 $2,278.37 $317,870 81.4 
HCBS, age 65+, with SPMI 143.4 $1,791.38 0.988 $1,770.65 $2,088.66 −$318.02 −$45,599 −18.0 
HCBS, age 65+, no SPMI 633.3 $2,315.40 1.123 $2,599.24 $1,900.73 $698.51 $442,358 26.9 
Community, age 65+, with SPMI 137.9 $2,564.32 1.093 $2,802.52 $2,294.13 $508.38 $70,092 18.1 
Community, age 65+, no SPMI 781.1 $2,029.05 0.890 $1,806.54 $1,123.69 $682.85 $533,363 37.8 
Facility, age <65, with SPMI 53.0 $2,265.17 0.573 $1,297.63 $925.56 $372.07 $19,720 28.7 
Facility, age <65, no SPMI 30.0 $9,194.32 0.562 $5,170.17 $2,589.28 $2,580.88 $77,427 49.9 
HCBS, age <65, with SPMI 276.8 $2,892.19 0.606 $1,753.52 $2,095.07 −$341.55 −$94,544 −19.5 
HCBS, age <65, no SPMI 718.1 $2,269.10 0.920 $2,087.04 $2,094.48 −$7.45 −$5,347 −0.4 
Community, age <65, with SPMI 315.5 $2,048.38 0.685 $1,403.29 $999.59 $403.70 $127,373 28.8 
Community, age <65, no SPMI 1,051.5 $1,441.79 0.778 $1,121.92 $2,661.59 −$1,539.67 −$1,618,973 −137.2 
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Table 6.H.2 — MEDICARE Demonstration Year 4 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 2 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 3,476.8 $2,356.60 0.865 $2,037.40 $2,007.42 $29.98 $104,218 1.5 
Facility, age 65+, with SPMI 36.0 $6,327.51 0.505 $3,194.46 $1,170.39 $2,024.08 $72,867 63.4 
Facility, age 65+, no SPMI 125.4 $5,338.95 0.636 $3,394.24 $668.88 $2,725.36 $341,637 80.3 
HCBS, age 65+, with SPMI 105.0 $1,791.38 1.213 $2,173.04 $1,324.68 $848.36 $89,078 39.0 
HCBS, age 65+, no SPMI 492.2 $2,315.40 1.079 $2,498.51 $2,930.04 −$431.54 −$212,422 −17.3 
Community, age 65+, with SPMI 98.5 $2,564.32 1.128 $2,891.36 $2,593.63 $297.73 $29,326 10.3 
Community, age 65+, no SPMI 620.5 $2,029.05 1.094 $2,218.83 $1,446.74 $772.09 $479,044 34.8 
Facility, age <65, with SPMI 50.0 $2,265.17 0.338 $766.42 $606.08 $160.34 $8,011 20.9 
Facility, age <65, no SPMI 23.9 $9,194.32 0.439 $4,033.81 $7,509.35 −$3,475.54 −$83,189 −86.2 
HCBS, age <65, with SPMI 261.0 $2,892.19 0.760 $2,198.40 $2,075.04 $123.36 $32,197 5.6 
HCBS, age <65, no SPMI 571.3 $2,269.10 0.967 $2,195.02 $1,648.39 $546.63 $312,317 24.9 
Community, age <65, with SPMI 268.3 $2,048.38 0.905 $1,853.20 $958.27 $894.93 $240,081 48.3 
Community, age <65, no SPMI 824.8 $1,441.79 0.810 $1,168.54 $2,629.25 −$1,460.71 −$1,204,728 −125.0 
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Table 6.I.1 — MEDICARE Demonstration Year 3 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 3 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 47,319.8 $1,690.19 0.878 $1,483.35 $1,452.37 $30.99 $1,466,241 2.1 
Facility, age 65+, with SPMI 769.1 $2,546.62 0.718 $1,828.00 $1,306.85 $521.15 $400,810 28.5 
Facility, age 65+, no SPMI 2,098.4 $2,124.41 0.676 $1,435.52 $977.92 $457.59 $960,206 31.9 
HCBS, age 65+, with SPMI 2,019.5 $1,974.89 1.194 $2,358.46 $1,909.93 $448.53 $905,814 19.0 
HCBS, age 65+, no SPMI 8,656.1 $1,772.34 1.024 $1,814.79 $1,740.36 $74.44 $644,321 4.1 
Community, age 65+, with SPMI 1,654.6 $1,390.23 0.791 $1,099.90 $1,199.57 −$99.68 −$164,922 −9.1 
Community, age 65+, no SPMI 9,526.2 $1,293.29 1.026 $1,326.32 $1,316.50 $9.82 $93,507 0.7 
Facility, age <65, with SPMI 334.5 $4,619.24 0.595 $2,746.41 $2,605.01 $141.40 $47,292 5.1 
Facility, age <65, no SPMI 555.5 $4,369.28 0.562 $2,455.24 $1,875.37 $579.86 $322,143 23.6 
HCBS, age <65, with SPMI 3,041.2 $1,958.15 0.722 $1,414.41 $1,456.73 −$42.31 −$128,685 −3.0 
HCBS, age <65, no SPMI 5,895.0 $1,868.23 0.864 $1,614.02 $1,706.13 −$92.11 −$542,983 −5.7 
Community, age <65, with SPMI 4,904.2 $1,309.66 0.778 $1,019.24 $1,111.82 −$92.58 −$454,023 −9.1 
Community, age <65, no SPMI 7,865.6 $1,466.46 0.845 $1,239.58 $1,318.05 −$78.47 −$617,241 −6.3 
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Table 6.I.2 — MEDICARE Demonstration Year 4 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 3 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings = 

(a) * (f) 
(h) Percent 

savings 

Total 37,725.3 $1,690.19 0.949 $1,604.42 $1,456.76 $147.66 $5,570,452 9.2 
Facility, age 65+, with SPMI 585.9 $2,546.62 0.638 $1,624.09 $1,508.63 $115.46 $67,646 7.1 
Facility, age 65+, no SPMI 1,329.2 $2,124.41 0.710 $1,507.64 $1,242.65 $264.99 $352,223 17.6 
HCBS, age 65+, with SPMI 1,648.4 $1,974.89 1.165 $2,301.10 $1,734.07 $567.03 $934,664 24.6 
HCBS, age 65+, no SPMI 6,588.3 $1,772.34 1.214 $2,151.82 $1,662.33 $489.49 $3,224,899 22.7 
Community, age 65+, with SPMI 1,336.1 $1,390.23 0.763 $1,061.23 $1,126.15 −$64.92 −$86,740 −6.1 
Community, age 65+, no SPMI 7,504.0 $1,293.29 1.032 $1,334.93 $1,229.25 $105.68 $793,046 7.9 
Facility, age <65, with SPMI 288.2 $4,619.24 0.321 $1,484.39 $2,394.44 −$910.05 −$262,245 −61.3 
Facility, age <65, no SPMI 474.7 $4,369.28 0.458 $1,999.39 $2,366.58 −$367.19 −$174,296 −18.4 
HCBS, age <65, with SPMI 2,710.2 $1,958.15 0.770 $1,508.13 $1,460.70 $47.43 $128,546 3.1 
HCBS, age <65, no SPMI 5,102.9 $1,868.23 0.982 $1,834.98 $1,687.57 $147.42 $752,244 8.0 
Community, age <65, with SPMI 4,017.9 $1,309.66 0.860 $1,125.95 $1,253.81 −$127.87 −$513,757 −11.4 
Community, age <65, no SPMI 6,139.7 $1,466.46 0.979 $1,435.71 $1,378.02 $57.69 $354,223 4.0 
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Table 6.J.1 — MEDICARE Demonstration Year 3 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 4 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 60,468.5 $1,742.42 1.019 $1,776.35 $1,506.50 $269.85 $16,317,609 15.2 
Facility, age 65+, with SPMI 2,161.3 $3,336.29 0.782 $2,608.35 $1,861.43 $746.91 $1,614,289 28.6 
Facility, age 65+, no SPMI 2,128.4 $2,231.28 0.785 $1,750.47 $1,126.46 $624.01 $1,328,154 35.6 
HCBS, age 65+, with SPMI 4,115.4 $2,410.48 1.111 $2,677.12 $2,048.60 $628.52 $2,586,606 23.5 
HCBS, age 65+, no SPMI 9,486.1 $1,679.14 1.234 $2,071.30 $1,622.19 $449.11 $4,260,276 21.7 
Community, age 65+, with SPMI 2,898.9 $1,908.28 0.907 $1,731.72 $1,474.73 $256.99 $744,969 14.8 
Community, age 65+, no SPMI 12,887.2 $1,220.09 0.961 $1,172.78 $1,185.38 −$12.60 −$162,431 −1.1 
Facility, age <65, with SPMI 614.6 $4,472.72 0.758 $3,389.34 $3,114.66 $274.68 $168,816 8.1 
Facility, age <65, no SPMI 339.6 $3,253.09 0.682 $2,218.07 $3,368.37 −$1,150.29 −$390,620 −51.9 
HCBS, age <65, with SPMI 4,454.0 $1,791.41 1.174 $2,102.43 $1,730.89 $371.54 $1,654,851 17.7 
HCBS, age <65, no SPMI 6,053.6 $1,871.58 1.104 $2,065.70 $1,588.30 $477.40 $2,889,957 23.1 
Community, age <65, with SPMI 7,159.5 $1,469.29 1.010 $1,483.36 $1,227.40 $255.96 $1,832,538 17.3 
Community, age <65, no SPMI 8,169.9 $1,437.51 1.015 $1,459.62 $1,485.30 −$25.68 −$209,796 −1.8 
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Table 6.J.2 — MEDICARE Demonstration Year 4 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 4 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 46,028.7 $1,742.42 0.977 $1,701.59 $1,492.08 $209.52 $9,643,731 12.3 
Facility, age 65+, with SPMI 1,450.9 $3,336.29 0.714 $2,381.93 $1,310.30 $1,071.63 $1,554,856 45.0 
Facility, age 65+, no SPMI 1,411.5 $2,231.28 0.664 $1,482.50 $997.70 $484.80 $684,287 32.7 
HCBS, age 65+, with SPMI 3,182.4 $2,410.48 0.947 $2,281.63 $1,883.30 $398.33 $1,267,642 17.5 
HCBS, age 65+, no SPMI 6,946.6 $1,679.14 1.248 $2,095.06 $1,717.94 $377.12 $2,619,701 18.0 
Community, age 65+, with SPMI 2,257.1 $1,908.28 0.751 $1,432.37 $1,558.84 −$126.47 −$285,455 −8.8 
Community, age 65+, no SPMI 9,837.2 $1,220.09 1.081 $1,318.90 $1,239.03 $79.87 $785,663 6.1 
Facility, age <65, with SPMI 417.2 $4,472.72 0.637 $2,848.47 $2,490.96 $357.52 $149,156 12.6 
Facility, age <65, no SPMI 252.1 $3,253.09 0.626 $2,036.39 $1,628.80 $407.59 $102,738 20.0 
HCBS, age <65, with SPMI 3,765.4 $1,791.41 1.009 $1,808.16 $1,708.87 $99.29 $373,865 5.5 
HCBS, age <65, no SPMI 5,013.5 $1,871.58 1.115 $2,086.01 $1,636.43 $449.57 $2,253,911 21.6 
Community, age <65, with SPMI 5,408.1 $1,469.29 0.910 $1,336.38 $1,160.30 $176.08 $952,239 13.2 
Community, age <65, no SPMI 6,086.7 $1,437.51 0.978 $1,405.69 $1,539.57 −$133.88 −$814,871 −9.5 
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Table 6.K — MEDICARE Demonstration Year 4 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 5A 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings = 
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Percent 

savings 

Total 63,414.2 $1,685.80 1.007 $1,697.52 $1,507.92 $189.60 $12,023,413 11.2 
Facility, age 65+, with SPMI 2,529.2 $3,172.02 0.841 $2,669.13 $1,727.07 $942.06 $2,382,680 35.3 
Facility, age 65+, no SPMI 1,872.9 $2,002.58 0.840 $1,683.16 $1,107.63 $575.53 $1,077,892 34.2 
HCBS, age 65+, with SPMI 6,299.1 $2,290.32 1.038 $2,378.03 $2,125.35 $252.68 $1,591,662 10.6 
HCBS, age 65+, no SPMI 8,231.0 $1,765.13 1.217 $2,148.83 $1,694.06 $454.78 $3,743,247 21.2 
Community, age 65+, with SPMI 4,813.2 $1,722.55 0.848 $1,460.35 $1,509.51 −$49.16 −$236,623 −3.4 
Community, age 65+, no SPMI 11,384.8 $1,063.21 1.051 $1,117.17 $1,229.44 −$112.27 −$1,278,150 −10.0 
Facility, age <65, with SPMI 767.7 $5,200.17 0.928 $4,823.20 $2,614.89 $2,208.31 $1,695,271 45.8 
Facility, age <65, no SPMI 328.5 $3,572.15 0.686 $2,450.77 $2,038.33 $412.44 $135,501 16.8 
HCBS, age <65, with SPMI 5,901.4 $2,114.39 1.233 $2,607.91 $1,792.55 $815.36 $4,811,789 31.3 
HCBS, age <65, no SPMI 4,410.6 $1,390.02 1.022 $1,419.99 $1,536.83 −$116.84 −$515,352 −8.2 
Community, age <65, with SPMI 9,590.5 $1,352.37 0.873 $1,180.33 $1,197.24 −$16.91 −$162,163 −1.4 
Community, age <65, no SPMI 7,285.4 $1,206.74 0.893 $1,077.29 $1,245.07 −$167.78 −$1,222,342 −15.6 
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Table 6.L — MEDICARE Demonstration Year 4 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 5B 

Category of beneficiary 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings =  
(d) – (e) 

(g) Total 
savings = 

(a) * (f) 
(h) Percent 

savings 

Total 48,134.7 $1,729.10 1.056 $1,826.30 $1,675.35 $150.95 $7,266,147 8.3 
Facility, age 65+, with SPMI 3,032.1 $2,720.73 0.918 $2,497.49 $1,981.30 $516.18 $1,565,143 20.7 
Facility, age 65+, no SPMI 1,729.1 $2,131.24 0.919 $1,957.70 $1,622.19 $335.51 $580,145 17.1 
HCBS, age 65+, with SPMI 5,905.3 $1,931.80 1.049 $2,027.09 $1,850.10 $176.99 $1,045,173 8.7 
HCBS, age 65+, no SPMI 6,539.3 $1,331.10 1.179 $1,569.52 $1,470.71 $98.81 $646,120 6.3 
Community, age 65+, with SPMI 4,393.1 $1,691.40 1.042 $1,762.70 $1,562.85 $199.86 $877,999 11.3 
Community, age 65+, no SPMI 10,565.1 $1,206.44 1.185 $1,429.10 $1,243.30 $185.80 $1,963,001 13.0 
Facility, age <65, with SPMI 973.6 $4,189.90 0.807 $3,379.88 $2,821.54 $558.34 $543,619 16.5 
Facility, age <65, no SPMI 455.5 $2,293.73 1.237 $2,837.06 $1,845.13 $991.93 $451,844 35.0 
HCBS, age <65, with SPMI 4,197.3 $2,034.88 1.067 $2,171.71 $2,110.14 $61.57 $258,443 2.8 
HCBS, age <65, no SPMI 2,831.0 $1,392.03 1.116 $1,554.04 $1,733.56 −$179.53 −$508,245 −11.6 
Community, age <65, with SPMI 4,799.9 $1,752.61 0.996 $1,744.80 $1,746.94 −$2.13 −$10,228 −0.1 
Community, age <65, no SPMI 2,713.2 $1,930.53 1.031 $1,990.73 $2,044.86 −$54.13 −$146,866 −2.7 

 

APPENDIX 27 
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Tables 7.A–7.C summarize the savings calculation (before the attributed savings and the 
outlier adjustment) by cohort for the entire Demonstration Year (1, 2, 3, and 4 combined) and 
Demonstration Years 3 and 4 separately.  

Table 7.A shows that for all four Demonstration Years so far combined, the total savings 
before the outlier adjustment is $156.9 million or 9.9 percent.  

Table 7.B shows that for Demonstration Year 3, the total savings was $25.2 million for 
Cohort 1, with the largest contributions to savings coming from Cohorts 1A and 1D. The three 
small sub-cohorts (1C, 1E, and 1F) produced negative savings. For Cohort 2, the savings was 
negative $46 thousand, for Cohort 3, the savings was $1.5 million and for Cohort 4, the savings 
was $16.3 million. The total savings before the outlier adjustment for Demonstration Year 3 was 
$43.0 million or 11.4 percent.  

Table 7.C indicates that for Demonstration Year 4, the total savings before the outlier 
adjustment by cohort was $13.5 million (Cohort 1), $104 thousand (Cohort 2), $5.6 million 
(Cohort 3), $9.6 million (Cohort 4), $12.0 million (Cohort 5A) and $7.3 million (Cohort 5B) for 
a total of $48.1 million or 9.6 percent. Per the previous Washington Medicare Savings reports, 
total Demonstration Year 1 savings was $35.4 million or 9.4 percent and total Demonstration 
Year 2 savings was $30.4 million or 9.4 percent.  

APPENDIX 27 
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Table 7.A — MEDICARE 
Summary of Demonstration Years 1, 2, 3 and 4 savings by cohort not including attributed savings and outlier adjustment 

Cohort 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings =  
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Savings 

percent = f/d 

1A 77,387.2 $2,652.67 1.208 $3,205.45 $2,560.67 $644.78 $49,897,690 20.1 
1B 141,482.1 $1,298.08 1.187 $1,540.37 $1,445.81 $94.56 $13,378,963 6.1 
1C 13,291.0 $993.94 1.227 $1,219.54 $1,280.49 −$60.95 −$810,062 −5.0 
1D 205,229.1 $1,696.25 1.182 $2,005.59 $1,744.30 $261.30 $53,625,420 13.0 
1E 25,246.9 $678.93 1.184 $804.17 $1,110.48 −$306.31 −$7,733,414 −38.1 
1F 26,625.8 $608.70 1.168 $711.19 $1,084.68 −$373.49 −$9,944,350 −52.5 
1 total 489,262.0 $1,612.13 1.183 $1,907.05 $1,705.91 $201.15 $98,412,830 10.5 
2 19,835.8 $2,356.60 0.843 $1,986.22 $1,935.15 $51.06 $1,012,874 2.6 
3 144,368.2 $1,690.19 0.915 $1,546.80 $1,462.08 $84.72 $12,231,556 5.5 
4 106,497.2 $1,742.42 1.001 $1,744.04 $1,500.27 $243.77 $25,961,340 14.0 
5A 63,414.2 $1,685.80 1.007 $1,697.52 $1,507.92 $189.60 $12,023,413 11.2 
5B 48,134.7 $1,729.10 1.056 $1,826.30 $1,675.35 $150.95 $7,266,147 8.3 
Total 
1,2,3,4&5A/B 871,512.1     $1,809.55 $1,629.51 $180.04 $156,911,038 9.9 
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Table 7.B — MEDICARE 
Summary of Demonstration Year 3 savings by cohort not including attributed savings and outlier adjustment 

Cohort 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings =  
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Savings 

percent = f/d 

1A 14,540.4 $2,652.67 1.235 $3,275.81 $2,479.39 $796.42 $11,580,231 24.3 
1B 28,211.3 $1,298.08 1.205 $1,564.15 $1,418.47 $145.68 $4,109,802 9.3 
1C 2,723.6 $993.94 1.238 $1,230.97 $1,252.11 −$21.14 −$57,574 −1.7 
1D 42,529.9 $1,696.25 1.195 $2,026.82 $1,722.38 $304.44 $12,947,823 15.0 
1E 5,500.6 $678.93 1.195 $811.32 $1,064.57 −$253.25 −$1,393,018 −31.2 
1F 5,968.2 $608.70 1.166 $709.68 $1,035.26 −$325.57 −$1,943,089 −45.9 
1 total 99,473.9 $1,612.13 1.185 $1,910.14 $1,656.37 $253.78 $25,244,175 13.3 
2 4,312.1 $2,356.60 0.794 $1,872.28 $1,882.97 −$10.69 −$46,097 −0.6 
3 47,319.8 $1,690.19 0.878 $1,483.35 $1,452.37 $30.99 $1,466,241 2.1 
4 60,468.5 $1,742.42 1.019 $1,776.35 $1,506.50 $269.85 $16,317,609 15.2 
Total 1,2,3&4 211,574.3     $1,775.68 $1,572.53 $203.15 $42,981,927 11.4 
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Table 7.C — MEDICARE 
Summary of Demonstration Year 4 savings by cohort not including attributed savings and outlier adjustment 

Cohort 

(a) Number 
of eligible 
months 

(b) Baseline 
period 

PMPM from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings =  
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Savings 

percent = f/d 

1A 12,196.5 $2,652.67 1.263 $3,351.18 $2,553.58 $797.59 $9,727,900 23.8 
1B 23,641.9 $1,298.08 1.234 $1,601.55 $1,593.22 $8.33 $196,932 0.5 
1C 2,117.5 $993.94 1.294 $1,286.45 $1,276.44 $10.02 $21,208 0.8 
1D 35,278.5 $1,696.25 1.214 $2,059.03 $1,846.13 $212.90 $7,510,627 10.3 
1E 4,418.6 $678.93 1.217 $826.36 $1,217.64 −$391.28 −$1,728,929 −47.4 
1F 4,911.2 $608.70 1.195 $727.45 $1,174.20 −$446.75 −$2,194,077 −61.4 
1 total 82,564.3 $1,612.13 1.212 $1,953.92 $1,790.00 $163.92 $13,533,660 8.4 
2 3,476.8 $2,356.60 0.865 $2,037.40 $2,007.42 $29.98 $104,218 1.5 
3 37,725.3 $1,690.19 0.949 $1,604.42 $1,456.76 $147.66 $5,570,452 9.2 
4 46,028.7 $1,742.42 0.977 $1,701.59 $1,492.08 $209.52 $9,643,731 12.3 
5A 63,414.2 $1,685.80 1.007 $1,697.52 $1,507.92 $189.60 $12,023,413 11.2 
5B 48,134.7 $1,729.10 1.056 $1,826.30 $1,675.35 $150.95 $7,266,147 8.3 
Total 
1,2,3,4&5A/B 281,344.0     $1,787.18 $1,616.07 $171.11 $48,141,623 9.6 

 

 

APPENDIX 27 
WA STATE HOSPICE COST, QUALITY AND OUTCOME STUDIES



5.3 Outlier Adjustment 
To ensure that a disproportionate number of high-cost beneficiaries were not having a 

disproportionate impact on either the intervention or the comparison group, we tabulated the 
costs of each beneficiary separately for the baseline and all Demonstration Years in order to 
identify outliers. We combined beneficiaries in the intervention and comparison groups for each 
cohort, ranked the per-beneficiary total Medicare expenditures and identified the threshold 
amount, the expenditure level which represented the 99th percentile per-beneficiary expenditures 
for each cohort in each of the analysis periods. The expenditures for any individual that exceed 
this threshold amount are truncated to the threshold amount. The costs above the threshold are 
subtracted from the total costs, and the PMPMs are recalculated by excluding the amounts above 
the threshold. Table 8 shows the results of this tabulation. These results are used to make the 
outlier adjustment as shown in Table 9, which has the same column headings as Table 7. Table 9 
shows the outlier adjustment for each cohort and each Demonstration Year. For the intervention 
group PMPM in the baseline period and in the Demonstration Year, the truncated PMPMs are 
substituted for the untruncated PMPMs. 

The comparison group trend is modified by a factor that is derived from the ratio of the 
trend for the truncated PMPMs to that of the untruncated PMPMs. For Cohort 1, the trend factor 
calculated from the comparison group from the baseline period to Demonstration Year 3 is 
1.0789 (= $1,726.51 / $1,600.30) for the untruncated PMPMs, and it is 1.0434 (= $1,634.25 / 
$1,566.21) for the truncated PMPMs. The ratio of these trend factors is the outlier adjustment 
factor 0.96717 (= 1.0434 / 1.0789) that is to be applied to the comparison group trend. For 
Demonstration Year 4, the resulting outlier adjustment factor is 0.9729. For Cohort 2, the 
corresponding outlier adjustment factor for the comparison group trend is 0.9708 for 
Demonstration Year 3 and 0.9614 for Demonstration Year 4. For Cohort 3, the outlier 
adjustment factor is 0.9885 for Demonstration Year 3 and 0.9719 for Demonstration Year 4. For 
Cohort 4, the outlier adjustment factor is 0.9950 for Demonstration Year 3 and 0.9878 for 
Demonstration Year 4. For Cohort 5A, the outlier adjustment factor is 0.9973 for Demonstration 
Year 4 and for Cohort 5B, the outlier adjustment factor is 1.0015 for Demonstration Year 4.  
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Table 8 — MEDICARE Outlier adjustment data 

Group / Year 
Total number of 

beneficiaries 

Number of 
beneficiaries in the 

top 1 percentile Total PMPM 

PMPM after 
truncating costs to 
the 99th percentile 

Truncated PMPM/ 
total PMPM 

Cohort 1 
Intervention – Baseline 13,979 153 $1,612.13 $1,570.53 97.42% 
Comparison – Baseline 23,233 219 $1,600.30 $1,566.21 97.87% 
Intervention – Demo Year 3 13,979 158 $1,656.37 $1,585.47 95.72% 
Comparison – Demo Year 3 23,233 215 $1,726.51 $1,634.25 94.66% 
Comparison group trend factor DP3     1.07886 1.04344 0.96717 
Intervention – Demo Year 4 13,979 183 $1,790.00 $1,689.56 94.39% 
Comparison – Demo Year 4 23,233 190 $1,773.42 $1,688.56 95.21% 
Comparison group trend factor DP4     1.10818 1.07812 0.97288 

Cohort 2 
Intervention – Baseline 690 10 $2,356.60 $2,280.88 96.79% 
Comparison – Baseline 4,331 41 $1,607.19 $1,565.31 97.39% 
Intervention – Demo Year 3 690 16 $1,882.97 $1,748.62 92.86% 
Comparison – Demo Year 3 4,331 35 $1,353.00 $1,279.28 94.55% 
Comparison group trend factor DP3     0.84184 0.81727 0.97081 
Intervention – Demo Year 4 690 16 $2,007.42 $1,781.52 88.75% 
Comparison – Demo Year 4 4,331 35 $1,459.82 $1,366.91 93.64% 
Comparison group trend factor DP4     0.90831 0.87326 0.96141 

Cohort 3 
Intervention – Baseline 5,645 75 $1,690.19 $1,628.93 96.38% 
Comparison – Baseline 6,444 46 $1,673.66 $1,643.68 98.21% 
Intervention – Demo Year 3 5,645 77 $1,452.37 $1,370.64 94.37% 
Comparison – Demo Year 3 6,444 44 $1,312.11 $1,273.79 97.08% 
Comparison group trend factor DP3     0.78398 0.77496 0.98850 

(continued) 
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Table 8 — MEDICARE Outlier adjustment data (continued) 

Group / Year 
Total number of 

beneficiaries 

Number of 
beneficiaries in the 

top 1 percentile Total PMPM 

PMPM after 
truncating costs to 
the 99th percentile 

Truncated PMPM/ 
total PMPM 

Intervention – Demo Year 4 5,645 70 $1,456.76 $1,395.08 95.77% 
Comparison – Demo Year 4 6,444 51 $1,364.04 $1,301.94 95.45% 
Comparison group trend factor DP4     0.81500 0.79209 0.97188 

Cohort 4 
Intervention – Baseline 5,823 65 $1,742.42 $1,688.50 96.91% 
Comparison – Baseline 7,219 66 $1,738.02 $1,696.19 97.59% 
Intervention – Demo Year 3 5,823 54 $1,506.50 $1,457.21 96.73% 
Comparison – Demo Year 3 7,219 77 $1,587.04 $1,541.16 97.11% 
Comparison group trend factor DP3     0.91313 0.90860 0.99504 
Intervention – Demo Year 4 5,823 63 $1,492.08 $1,433.26 96.06% 
Comparison – Demo Year 4 7,219 68 $1,487.84 $1,434.32 96.40% 
Comparison group trend factor DP4     0.85605 0.84561 0.98780 

Cohort 5A 
Intervention – Baseline 6,165 69 $1,685.80 $1,629.26 96.65% 
Comparison – Baseline 5,469 48 $1,817.10 $1,769.83 97.40% 
Intervention – Demo Year 4 6,165 51 $1,507.92 $1,446.23 95.91% 
Comparison – Demo Year 4 5,469 66 $1,683.90 $1,635.75 97.14% 
Comparison group trend factor DP4     0.92670 0.92424 0.99735 

Cohort 5B 
Intervention – Baseline 5,930 98 $1,729.10 $1,661.88 96.11% 
Comparison – Baseline 20,441 166 $1,580.88 $1,527.80 96.64% 
Intervention – Demo Year 4 5,930 81 $1,675.35 $1,600.68 95.54% 
Comparison – Demo Year 4 20,441 183 $1,645.63 $1,592.70 96.78% 
Comparison group trend factor DP4     1.04096 1.04248 1.00146 
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Table 9 — MEDICARE 
Summary of Demonstration Years 3 and 4 savings by cohort, 

including the outlier adjustment but excluding attributed savings 

Cohort 

(a) Number 
of eligible 
months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings =  
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Savings 

percent = f/d 

Demonstration Years 1, 2, 3 and 4 Combined 
Cohort 1 – total 489,262.0 $1,612.13 1.182 $1,905.41 $1,704.27 $201.15 $98,414,181 10.6 
Outlier adjusted 489,262.0 $1,570.53 1.159 $1,819.55 $1,634.73 $184.82 $90,425,060 10.2 
Cohort 2 19,835.8 $1,612.13 1.232 $1,985.37 $1,934.30 $51.06 $1,012,897 2.6 
Outlier adjusted 19,835.8 $1,570.53 1.207 $1,895.83 $1,821.15 $74.67 $1,481,163 3.9 
Cohort 3 144,368.2 $1,612.13 0.959 $1,546.80 $1,462.08 $84.72 $12,231,556 5.5 
Outlier adjusted 144,368.2 $1,570.53 0.934 $1,467.20 $1,402.17 $65.04 $9,389,073 4.4 
Cohort 4 106,497.2 $1,742.42 1.001 $1,744.04 $1,500.27 $243.77 $25,961,340 14.0 
Outlier adjusted 106,497.2 $1,688.50 0.993 $1,676.53 $1,446.86 $229.67 $24,459,283 13.7 
Cohort 5A 63,414.2 $1,685.80 1.007 $1,697.52 $1,507.92 $189.60 $12,023,413 11.2 
Outlier adjusted 63,414.2 $1,629.26 1.004 $1,636.23 $1,446.23 $190.00 $12,048,892 11.6 
Cohort 5B 48,134.7 $1,729.10 1.056 $1,826.30 $1,675.35 $150.95 $7,266,147 8.3 
Outlier adjusted 48,134.7 $1,661.88 1.058 $1,757.86 $1,600.68 $157.18 $7,565,731 8.9 
Cohorts 
1+2+3+4+5A/B 871,512.1     $1,808.61 $1,628.57 $180.04 $156,909,535 10.0 
Outlier Adjusted 871,512.1     $1,728.69 $1,561.89 $166.80 $145,369,202 9.6 

Demonstration Year 3 
Cohort 1 – total 99,473.9 $1,612.13 1.185 $1,910.14 $1,656.37 $253.78 $25,244,175 13.3 
Outlier adjusted 99,473.9 $1,570.53 1.146 $1,799.76 $1,585.47 $214.29 $21,316,089 11.9 
Cohort 2 4,312.1 $2,356.60 0.794 $1,872.28 $1,882.97 −$10.69 −$46,097 −0.6 
Outlier adjusted 4,312.1 $2,280.88 0.771 $1,759.23 $1,748.62 $10.61 $45,754 0.6 
Cohort 3 47,319.8 $1,690.19 0.878 $1,483.35 $1,452.37 $30.99 $1,466,241 2.1 
Outlier adjusted 47,319.8 $1,628.93 0.868 $1,413.15 $1,370.64 $42.52 $2,011,822 3.0 

(continued) 
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Table 9 — MEDICARE (continued) 
Summary of Demonstration Years 3 and 4 savings by cohort, 

including the outlier adjustment but excluding attributed savings 

Cohort 

(a) Number 
of eligible 
months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings =  
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Savings 

percent = f/d 

Cohort 4 60,468.5 1,742.4 1.019 $1,776.35 $1,506.50 $269.85 $16,317,609 15.2 
Outlier adjusted 60,468.5 $1,688.50 1.014 $1,712.85 $1,457.21 $255.64 $15,457,893 14.9 
Cohorts 1+2+3+4 211,574.3     $1,775.68 $1,572.53 $203.15 $42,981,927 11.4 
Outlier Adjusted 211,574.3     $1,687.63 $1,504.09 $183.54 $38,831,557 10.9 

Demonstration Year 4 
Cohort 1 – total 82,564.3 $1,612.13 1.212 $1,953.92 $1,790.00 $163.92 $13,533,660 8.4 
Outlier adjusted 82,564.3 $1,570.53 1.179 $1,851.87 $1,689.56 $162.31 $13,401,278 8.8 
Cohort 2 3,476.8 $2,356.60 0.865 $2,037.40 $2,007.42 $29.98 $104,218 1.5 
Outlier adjusted 3,476.8 $2,280.88 0.831 $1,895.83 $1,781.52 $114.31 $397,435 6.0 
Cohort 3 37,725.3 $1,690.19 0.949 $1,604.42 $1,456.76 $147.66 $5,570,452 9.2 
Outlier adjusted 37,725.3 $1,628.93 0.923 $1,502.79 $1,395.08 $107.71 $4,063,279 7.2 
Cohort 4 46,028.7 1,742.4 0.977 $1,701.59 $1,492.08 $209.52 $9,643,731 12.3 
Outlier adjusted 46,028.7 $1,688.50 0.965 $1,628.82 $1,433.26 $195.56 $9,001,390 12.0 
Cohort 5A 63,414.2 1,685.8 1.007 $1,697.52 $1,507.92 $189.60 $12,023,413 11.2 
Outlier adjusted 63,414.2 $1,629.26 1.004 $1,636.23 $1,446.23 $190.00 $12,048,892 11.6 
Cohort 5B 48,134.7 $1,729.10 1.056 $1,826.30 $1,675.35 $150.95 $7,266,147 8.3 
Outlier adjusted 48,134.7 $1,661.88 1.058 $1,757.86 $1,600.68 $157.18 $7,565,731 8.9 
Cohorts 
1+2+3+4+5A/B 281,344.0     $1,787.18 $1,616.07 $171.11 $48,141,623 9.6 
Outlier Adjusted 281,344.0     $1,704.43 $1,539.23 $165.20 $46,478,006 9.7 
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Table 10 — MEDICARE 
Summary of Demonstration Years 3 and 4 savings by cohort, 

After all adjustments including the outlier adjustment and attributed savings 

Cohort 

(a) Number of 
eligible 
months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings =  
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Savings 

percent = f/d 

Demonstration Years 1, 2, 3 and 4 Combined (outlier adjusted) 
Cohort 1 489,262.0 $1,570.53 1.159 $1,819.55 $1,634.73 $184.82 $90,425,060 10.2 
Cohort 2 19,835.77 $1,570.53  1.207 $1,895.83  $1,821.15  $74.67  $1,481,163  3.94 
Cohort 3 144,368.23 $1,570.53  0.934 $1,467.20  $1,402.17  $65.04  $9,389,073  4.43 
Cohort 4 106,497.18 $1,688.50  0.993 $1,676.53  $1,446.86  $229.67  $24,459,283  13.70 
Cohort 5A 63,414.24 $1,629.26  1.004 $1,636.23  $1,446.23  $190.00  $12,048,892  11.61 
Cohort 5B 48,134.66 $1,661.88  1.058 $1,757.86  $1,600.68  $157.18  $7,565,731  8.94 
Cohorts 
1+2+3+4+5A/B 871,512.12     $1,728.69  $1,561.89  $166.80  $145,369,202  9.65 
Attributed Savings                 

Cohort 2 1,809.40 $1,817.45        $161.78  $292,723  8.90 
Cohort 3 36,294.60 $1,365.18        $75.52  $2,740,977  5.50 
Cohort 4 35,488.55 $1,478.37        $55.51  $1,970,085  3.76 
Cohort 5A 35,843.05 $1,442.97        $215.36  $7,719,063  14.92 
Cohort 6A 
Estimate 28,745.64         $190.00  $5,461,756  

  

Cohort 6B 
Estimate 20,497.17         $157.18  $3,221,713  

  

Cohorts 1+2+3+4 1,030,190.53           $166,775,519    

Demonstration Year 1 (outlier adjusted) 
Cohort 1 190,783.10 $1,566.42  1.169 $1,830.64  $1,667.68  $162.96  $31,089,525  8.90 
Cohort 2 6,799.00 $2,288.30  0.893 $2,043.13  $1,930.11  $113.02  $768,444  5.50 
Cohorts 1+2 197,582.10     $1,837.95  $1,676.71  $161.24  $31,857,968  8.80 

(continued) 
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Table 10 — MEDICARE (continued) 
Summary of Demonstration Years 3 and 4 savings by cohort, 

After all adjustments including the outlier adjustment and attributed savings 

Cohort 

(a) Number of 
eligible 
months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings =  
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Savings 

percent = f/d 

Attributed Savings                 
Cohort 2 1,809.40 $1,817.45        $161.78  $292,723  8.90 
Cohort 3 36,294.60 $1,365.18        $75.52  $2,740,977  5.50 
Cohorts 1+2+3 235,686.10 $1,558.18        $148.04  $34,891,668    

Demonstration Year 2 (outlier adjusted) 
Cohort 1 116,440.81 $1,566.42  1.155 $1,809.13  $1,597.70  $211.42  $24,618,168  11.69 
Cohort 2 5,247.88 $2,288.30  0.796 $1,821.17  $1,769.81  $51.36  $269,530  2.82 
Cohort 3 59,323.07 $1,627.53  0.914 $1,487.69  $1,431.82  $55.86  $3,313,972  3.76 
Cohorts 1+2+3 181,011.76     $1,704.13  $1,548.33  $155.80  $28,201,670  9.14 
Attributed Savings                 

Cohort 4 35,488.55 $1,478.37        $55.51  $1,970,085  3.76 
Cohorts 1+2+3+4 216,500.31         $139.36  $30,171,755    

Demonstration Year 3 (outlier adjusted) 
Cohort 1 99,473.87 $1,570.53  1.146 $1,799.76  $1,585.47  $214.29  $21,316,089  11.91 
Cohort 2 4,312.07 $2,280.88  0.771 $1,759.23  $1,748.62  $10.61  $45,754  0.60 
Cohort 3 47,319.84 $1,628.93  0.868 $1,413.15  $1,370.64  $42.52  $2,011,822  3.01 
Cohort 4 60,468.49 $1,688.50  1.014 $1,712.85  $1,457.21  $255.64  $15,457,893  14.92 
Cohorts 1+2+3+4 211,574.27     $1,687.63  $1,504.09  $183.54  $38,831,557  10.88 
Attributed Savings                 

Cohort 5A 35,843.05 $1,442.97        $215.36  $7,719,063  14.92 
Cohorts 
1+2+3+4+5 247,417.32         $188.15  $46,550,620    

(continued) 
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Table 10 — MEDICARE (continued) 
Summary of Demonstration Years 3 and 4 savings by cohort, 

After all adjustments including the outlier adjustment and attributed savings 

Cohort 

(a) Number of 
eligible 
months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

(f) PMPM 
savings =  
(d) – (e) 

(g) Total 
savings =  

(a) * (f) 
(h) Savings 

percent = f/d 

Demonstration Year 4 (outlier adjusted) 
Cohort 1 82,564.26 $1,570.53  1.179 $1,851.87  $1,689.56  $162.31  $13,401,278  8.76 
Cohort 2 3,476.82 $2,280.88  0.831 $1,895.83  $1,781.52  $114.31  $397,435  6.03 
Cohort 3 37,725.32 $1,628.93  0.923 $1,502.79  $1,395.08  $107.71  $4,063,279  7.17 
Cohort 4 46,028.69 $1,688.50  0.965 $1,628.82  $1,433.26  $195.56  $9,001,390  12.01 
Cohort 5A 63,414.24 $1,629.26  1.004 $1,636.23  $1,446.23  $190.00  $12,048,892  11.61 
Cohort 5B 48,134.66 $1,661.88  1.058 $1,757.86  $1,600.68  $157.18  $7,565,731  8.94 
Cohorts 
1+2+3+4+5A/B 281,343.99     $1,704.43  $1,539.23  $165.20  $46,478,006  9.69 
Attributed Savings                 

Cohort 6A 
Estimate 28,745.64         $190.00  $5,461,756  

  

Cohort 6B 
Estimate 20,497.17         $157.18  $3,221,713  

  

Cohorts 1 to 
6A/B 330,586.80         $166.86  $55,161,475  
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5.4 Attributed Medicare Savings 
Cohort 1 consists of those who are eligible for the demonstration on the start date of 

July 1, 2013. On every successive January 1, a new cohort is formed from those newly eligible 
for the demonstration. According to the Final Demonstration Agreement, for each cohort after 
the first, the savings percentage calculated for beneficiaries in the prior cohort will be attributed 
to those months in the current cohort that are during the demonstration and for which 
beneficiaries are eligible for the demonstration but prior to the start date of the current cohort. 
For Cohort 2, this consists of the months July through December 2013. For Cohort 3, this 
consists of the months January 2014 through December 2014. For Cohort 4, this consists of the 
months January through December 2015. For Cohort 5A, this consists of the months January 
through December 2016. For Cohort 6A, this consists of the months January through December 
2017. For Cohort 6B, this consists of the months April through December 2017.  

Note that there is no potential attributed savings for Cohort 5B beneficiaries. They were all 
immediately eligible upon expansion of the demonstration to the new service area. As there is no 
attributed savings for Cohort 1 prior to the start of Demonstration Year 1, there is also no attributed 
savings for Cohort 5B. During the baseline period, all months for which a beneficiary meets the 
basic eligibility requirements are included in determining the baseline PMPMs, and those months for 
which WA also flagged demonstration eligibility are included in the attributed savings calculation for 
newly eligible cohorts.  

Table 10 shows the amount of attributed Medicare savings for Cohorts 2, 3, 4 and 5. For 
Cohort 2, there were 1,809.4 months of eligibility during the months July through December 
2013 and the PMPM during those months was $1,817.45. The savings percentage for Cohort 1 
during Demonstration Year 1 was 8.9 percent. Applying the 8.9 percent to the $1,817.45 PMPM 
yields attributed Medicare savings of $161.78 PMPM. Multiplying this savings PMPM by the 
months of eligibility results in $292,723 of attributed Medicare savings.  

Cohort 3 experienced 36,294.6 months of eligibility during the period January through 
December 2014 and a PMPM of $1,365.18. The savings percentage for Cohort 2 during this 
period was 5.5 percent. Applying a similar calculation as was done for Cohort 2 results in a 
PMPM savings of $75.52 and aggregate attributed savings of $2,740,977.  

Cohort 4 experienced 35,488.55 months of eligibility during the period of January 
through December 2015 and a PMPM of $1,478.37. The savings percentage for Cohort 3 during 
this period was 3.76 percent. Applying this percentage to Cohort 4 experience yields a PMPM 
savings of $55.51 and aggregate attributed savings of $1,970,085.  

Cohort 5A experienced 35,843.05 months of eligibility during the period of January 
through December 2016 and a PMPM of $1,442.97. The savings percentage for Cohort 4 during 
this period was 14.92 percent. Applying this percentage to Cohort 5A experience yields a PMPM 
savings of $215.36 and aggregate attributed savings of $7,719,063.  

Cohort 6A consists of those individuals whose experience will be added to the 
Demonstration Year 5 savings calculation on January 1, 2018, after becoming eligible for the 
demonstration during calendar year 2017 and Cohort 6B consists of those individuals whose 
experience will be added to the Demonstration Year 4 savings calculation on January 1, 2018, 
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after becoming eligible for the demonstration during the period of April 1, 2017 through 
December 31, 2017. Cohort 6A has an estimated 4,726 beneficiaries who had 28,745.64 months 
of eligibility during calendar year 2017 and the PMPM savings determined for Cohort 5A was 
$190.00. This results in $5,461,756 savings being preliminarily attributed to Cohort 6A. Cohort 
6B has an estimated 3,279 beneficiaries who had 20,497.17 months of eligibility during the 
period April 1, 2017 through December 31, 2017 and the PMPM savings determined for Cohort 
5B was $157.18. This results in $3,221,713 savings being preliminarily attributed to Cohort 6B. 
Additionally, please note the preliminary nature of the attributed savings for Cohorts 6A and 6B.  

The attributed savings methodology has greater potential volatility than all other aspects 
of the savings analysis between the preliminary and final results due to the fact that there is not 
yet a PMPM with which to apply the previous cohort savings percentage and we instead are 
applying the previous cohort PMPM savings to the estimated number of eligible months. This 
may provide a rough estimation of the attributed savings that will eventually be calculated with 
adequate claims runout and retroactive eligibility adjustment but should not be relied on as a 
precise estimate of attributed savings. 

5.5 Summary of Total Gross Medicare Savings 
Table 9 summarizes the savings calculation by cohort including the outlier adjustment. 

For the four Demonstration Years to date combined, the outlier adjustment reduced the total 
Medicare savings by about $11.5 million. Medicare savings were reduced for Cohorts 1, 3 and 4, 
but increased for Cohorts 2 and 5B, and remained effectively constant for Cohort 5A. The 
reduction was $8.0 million for Cohort 1 ($98.4 million to $90.4 million), $2.8 million for Cohort 
3 ($12.2 million to $9.4 million), $1.5 million for Cohort 4 ($26.0 million to $24.5 million). The 
increase was $468 thousand for Cohort 2 and $300 thousand for Cohort 5B. The total reduction 
across all cohorts 1–5B in Table 9 was $11.5 million ($156.9 million to $145.4 million). Across 
all five cohorts and all four Demonstration Years, total Medicare savings after the outlier 
adjustment was $145.4 million, or 9.6 percent. 

Table 10 summarizes total gross Medicare savings calculations, including the attributed 
savings from Cohorts 2, 3, 4, 5A, 6A and 6B. Attributed savings are $0.3 million, $2.7 million, 
$2.0 million, and $7.7 million for Cohorts 2, 3, 4 and 5A and estimated to be $5.5 million and 
$3.2 million for Cohorts 6A and 6B, respectively, bringing the total Medicare savings for all five 
cohorts to $166.8 million, of which $34.9 million was for Demonstration Year 1, $30.2 million 
was for Demonstration Year 2, $46.6 million was for Demonstration Year 3 and $55.2 million 
was for Demonstration Year 4. 

The Medicare savings for Demonstration Year 3, $46,550,620 (Table 10), is now 
considered to be final. The Medicare savings for Demonstration Year 4 is considered to be 
preliminary and will be updated in a future report. Demonstration Year 4 savings will be updated 
to include any retroactive adjustments to claims and eligibility for beneficiaries in both the 
intervention and comparison groups.  
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5.6 Additional Analysis 
Tables 11 (A, B, C and D) show additional analysis of the savings by month for 

Demonstration Years 3 and 4 for each cohort. Tables 12 (A and B) show additional results of the 
savings by type of service for all cohorts combined for each Demonstration Year. These tables 
include the AGA adjustment but not the outlier adjustment (which cannot be applied by month or 
by type of service) nor the attributed savings. Tables 11 show, for each month of the 
Demonstration Year, the target PMPM, the actual intervention PMPM, and the ratio of the 
demonstration PMPM to the target PMPM (or, the D/T ratio). A ratio less than 1.00 shows 
savings, whereas a ratio greater than 1.00 shows negative savings. 

It can be seen that the D/T ratio is significantly under 1.00 for Cohort 1 in most months. 
The average over all 24 months is 0.89 and the average for the last 6 months is 0.95. The D/T 
ratio for Cohort 2 varies widely, and is not surprising given the small size of the cohort. The 
average over the 24 months of Cohort 2 is 1.00 and the average over the last 6 months is 1.01. 
For Cohort 3, the D/T ratio shows one outlier month on the high side of 1.10 in November 2016 
and on the low side of 0.74 in February 2017 but is otherwise generally close to 1.00. The 
average over the 24 months of operations is 0.95 and over the last 6 months is 0.91. For Cohort 
4, the ratio is consistently less than 1.00. The average over the 24 months of operation is 0.86 
and over the last 6 months is 0.89. For Cohort 5A, the ratio is consistently less than 1.00. The 
average over the 12 months of operation is 0.89. For Cohort 5B, the ratio is consistently less than 
1.00. The average over the 9 months of operation is 0.92. 

Table 12 shows the D/T ratio by type of service. For all cohorts and both Demonstration 
Years, the lowest D/T ratio is for hospice services. However, in dollar terms, significant savings 
were achieved for home health agency costs, inpatient hospital costs, and professional services. 
Increased costs were experienced for outpatient hospital services and SNF services. 

Tables 13.A and B show more detail on the savings by type of service by Demonstration 
Year and category of beneficiary for all cohorts combined. The savings by type of service are 
similar for Demonstration Year 3 and Demonstration Year 4, and in line with what was 
previously seen in Demonstration Years 1 and 2.  
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Table 11.A — MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 1 

Month/Year 

Intervention group PMPM 

Ratio (D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $484,510,829 300,541.1 $1,612 $1,592 $1,612 1.00 
Jan-2016 $14,775,101 8,944.8 $1,652 $1,807 $1,870 0.88 
Feb-2016 $13,817,364 8,813.7 $1,568 $1,856 $1,915 0.82 
Mar-2016 $15,432,436 8,702.0 $1,773 $1,950 $2,015 0.88 
Apr-2016 $14,363,894 8,588.2 $1,673 $1,982 $2,043 0.82 
May-2016 $14,954,834 8,470.6 $1,765 $1,818 $1,874 0.94 
Jun-2016 $13,313,939 8,338.8 $1,597 $1,986 $2,040 0.78 
Jul-2016 $12,700,467 8,132.8 $1,562 $1,819 $1,866 0.84 
Aug-2016 $13,516,533 8,054.7 $1,678 $1,902 $1,958 0.86 
Sep-2016 $13,162,083 7,942.7 $1,657 $1,779 $1,835 0.90 
Oct-2016 $13,324,288 7,941.7 $1,678 $1,747 $1,797 0.93 
Nov-2016 $12,493,618 7,832.9 $1,595 $1,767 $1,823 0.88 
Dec-2016 $12,910,565 7,710.8 $1,674 $1,813 $1,864 0.90 
Jan-2017 $12,842,571 7,636.7 $1,682 $1,856 $1,913 0.88 
Feb-2017 $11,730,194 7,488.7 $1,566 $1,763 $1,819 0.86 
Mar-2017 $13,650,526 7,455.5 $1,831 $2,023 $2,074 0.88 
Apr-2017 $12,781,675 7,406.5 $1,726 $1,936 $1,981 0.87 
May-2017 $13,148,493 7,056.5 $1,863 $2,018 $2,075 0.90 
Jun-2017 $12,638,870 6,815.9 $1,854 $1,970 $2,031 0.91 
Jul-2017 $12,303,194 6,703.0 $1,835 $1,764 $1,823 1.01 
Aug-2017 $12,719,103 6,622.9 $1,920 $1,994 $2,061 0.93 
Sep-2017 $11,614,466 6,512.3 $1,783 $1,843 $1,908 0.93 
Oct-2017 $12,452,203 6,383.8 $1,951 $1,995 $2,060 0.95 
Nov-2017 $11,403,287 6,295.1 $1,811 $1,725 $1,794 1.01 
Dec-2017 $10,505,564 6,187.3 $1,698 $1,837 $1,896 0.90 
Total $312,555,264 182,038.1 $1,717 $1,873 $1,930 0.89 
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Table 11.B — MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 2 

Month/Year 

Intervention group PMPM 
Ratio 
(D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $9,945,769 4,220.4 $2,357 $1,740 $2,357 1.00 
Jan-2016 $888,447 389.6 2,280.3 1,227.7 $1,670 1.37 
Feb-2016 $686,917 385.0 1,784.2 1,447.2 $1,989 0.90 
Mar-2016 $754,802 381.6 1,977.9 1,429.7 $1,935 1.02 
Apr-2016 $679,991 377.0 1,803.7 1,382.6 $1,820 0.99 
May-2016 $733,640 376.5 1,948.7 1,325.6 $1,795 1.09 
Jun-2016 $729,222 366.9 1,987.3 1,401.1 $1,852 1.07 
Jul-2016 $610,822 354.4 1,723.4 1,532.9 $2,064 0.83 
Aug-2016 $674,175 348.6 1,933.7 1,297.1 $1,728 1.12 
Sep-2016 $776,457 342.3 2,268.1 1,419.6 $1,869 1.21 
Oct-2016 $626,949 335.1 1,870.8 1,291.1 $1,764 1.06 
Nov-2016 $556,325 329.8 1,686.9 1,447.3 $1,971 0.86 
Dec-2016 $401,746 325.1 1,235.8 1,475.2 $2,035 0.61 
Jan-2017 $642,059 322.6 1,990.0 1,329.4 $1,788 1.11 
Feb-2017 $600,940 316.4 1,899.1 1,193.3 $1,708 1.11 
Mar-2017 $581,120 310.9 1,868.9 1,767.3 $2,420 0.77 
Apr-2017 $567,267 305.9 1,854.6 1,653.8 $2,301 0.81 
May-2017 $725,179 288.8 2,510.7 1,781.3 $2,486 1.01 
Jun-2017 $607,428 282.5 2,150.2 1,414.3 $1,928 1.12 
Jul-2017 $665,382 283.0 $2,351 $1,298 $1,743 1.35 
Aug-2017 $462,130 278.8 $1,658 $1,593 $2,082 0.80 
Sep-2017 $452,174 276.0 $1,638 $1,240 $1,709 0.96 
Oct-2017 $557,963 271.7 $2,054 $1,585 $2,126 0.97 
Nov-2017 $481,570 272.9 $1,765 $1,540 $2,104 0.84 
Dec-2017 $636,242 267.3 $2,381 $1,511 $2,057 1.16 
Total $15,098,947 7,788.9 $1,939 $1,434 $1,946 1.00 
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Table 11.C — MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 3 

Month/Year 

Intervention group PMPM 
Ratio 
(D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $103,440,434 61,200.6 $1,690 $1,520 $1,690 1.00 
Jan-2016 $5,897,208 4,330.1 1,361.9 1,260.6 $1,434 0.95 
Feb-2016 $5,923,845 4,254.3 1,392.4 1,188.9 $1,350 1.03 
Mar-2016 $7,305,830 4,183.5 1,746.3 1,450.3 $1,646 1.06 
Apr-2016 $6,369,944 4,114.2 1,548.3 1,386.7 $1,567 0.99 
May-2016 $6,309,502 4,032.3 1,564.7 1,320.0 $1,511 1.04 
Jun-2016 $5,159,471 3,959.3 1,303.1 1,289.8 $1,457 0.89 
Jul-2016 $5,034,560 3,857.2 1,305.2 1,306.3 $1,486 0.88 
Aug-2016 $6,015,218 3,807.1 1,580.0 1,425.0 $1,642 0.96 
Sep-2016 $5,024,006 3,734.8 1,345.2 1,218.6 $1,391 0.97 
Oct-2016 $5,153,305 3,729.4 1,381.8 1,306.6 $1,480 0.93 
Nov-2016 $5,541,076 3,677.1 1,506.9 1,224.1 $1,370 1.10 
Dec-2016 $4,991,850 3,640.5 1,371.2 1,295.9 $1,462 0.94 
Jan-2017 $5,035,137 3,620.9 1,390.6 1,289.1 $1,426 0.98 
Feb-2017 $4,171,651 3,538.2 1,179.0 1,389.5 $1,591 0.74 
Mar-2017 $4,879,614 3,507.7 1,391.1 1,304.7 $1,455 0.96 
Apr-2017 $4,651,959 3,471.2 1,340.1 1,228.5 $1,389 0.96 
May-2017 $5,753,037 3,280.6 1,753.7 1,566.5 $1,791 0.98 
Jun-2017 $4,578,624 3,065.5 1,493.6 1,451.0 $1,693 0.88 
Jul-2017 $4,579,122 2,994.6 $1,529 $1,326 $1,509 1.01 
Aug-2017 $4,459,208 2,943.7 $1,515 $1,567 $1,803 0.84 
Sep-2017 $3,895,953 2,895.0 $1,346 $1,426 $1,651 0.81 
Oct-2017 $4,713,994 2,838.9 $1,661 $1,598 $1,814 0.92 
Nov-2017 $3,988,809 2,806.7 $1,421 $1,501 $1,752 0.81 
Dec-2017 $4,249,562 2,762.5 $1,538 $1,329 $1,473 1.04 
Total $123,682,488 85,045.2 $1,454 $1,352 $1,537 0.95 
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Table 11.D — MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 4 

Month/Year 

Intervention group PMPM 
Ratio 
(D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $108,719,430 62,395.6 $1,742 $1,552 $1,742 1.00 
Jan-2016 $9,653,760 5,783.5 1,669.2 1,610.7 $1,850 0.90 
Feb-2016 $8,531,659 5,600.1 1,523.5 1,586.1 $1,818 0.84 
Mar-2016 $9,273,085 5,432.1 1,707.1 1,751.1 $1,995 0.86 
Apr-2016 $7,732,387 5,301.3 1,458.6 1,546.1 $1,766 0.83 
May-2016 $8,346,486 5,177.1 1,612.2 1,657.4 $1,896 0.85 
Jun-2016 $7,565,700 5,065.6 1,493.5 1,550.3 $1,748 0.85 
Jul-2016 $7,565,092 4,923.3 1,536.6 1,413.9 $1,601 0.96 
Aug-2016 $7,322,080 4,810.4 1,522.1 1,540.1 $1,745 0.87 
Sep-2016 $6,307,854 4,686.6 1,345.9 1,533.8 $1,736 0.78 
Oct-2016 $6,488,855 4,657.6 1,393.2 1,462.1 $1,662 0.84 
Nov-2016 $6,308,593 4,561.6 1,383.0 1,512.3 $1,705 0.81 
Dec-2016 $6,000,340 4,469.3 1,342.6 1,531.7 $1,732 0.78 
Jan-2017 $6,214,704 4,398.1 1,413.0 1,583.3 $1,787 0.79 
Feb-2017 $5,450,747 4,277.6 1,274.3 1,470.5 $1,656 0.77 
Mar-2017 $6,973,165 4,262.8 1,635.8 1,513.1 $1,705 0.96 
Apr-2017 $6,131,445 4,206.7 1,457.5 1,424.9 $1,617 0.90 
May-2017 $6,321,027 4,031.8 1,567.8 1,501.7 $1,692 0.93 
Jun-2017 $5,724,467 3,802.5 1,505.4 1,498.6 $1,701 0.88 
Jul-2017 $5,386,388 3,697.2 $1,457 $1,509 $1,716 0.85 
Aug-2017 $5,524,257 3,623.7 $1,524 $1,596 $1,795 0.85 
Sep-2017 $5,411,694 3,538.7 $1,529 $1,534 $1,754 0.87 
Oct-2017 $5,790,579 3,455.8 $1,676 $1,429 $1,590 1.05 
Nov-2017 $4,665,350 3,392.8 $1,375 $1,475 $1,655 0.83 
Dec-2017 $5,084,452 3,340.9 $1,522 $1,578 $1,751 0.87 
Total $159,774,164 106,497.2 $1,500 $1,539 $1,744 0.86 
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Table 11.E — MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 5A 

PMPM 
Ratio 
(D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $110,905,078 65,787.6 $1,686 $1,638 $1,686 1.00 
Jan-2017 $9,793,012 6,136.0 1,596.0 1,638.1 $1,677 0.95 
Feb-2017 $8,938,610 5,913.1 1,511.7 1,525.1 $1,558 0.97 
Mar-2017 $8,923,496 5,812.4 1,535.3 1,786.5 $1,821 0.84 
Apr-2017 $8,422,603 5,663.6 1,487.1 1,644.2 $1,676 0.89 
May-2017 $8,020,163 5,437.8 1,474.9 1,582.2 $1,625 0.91 
Jun-2017 $7,725,167 5,280.0 1,463.1

Month/Year 

 

Intervention group 

1,655.5 $1,710 0.86 
Jul-2017 $7,655,589 5,138.6 1,489.8 1,554.7 $1,598 0.93 
Aug-2017 $8,109,281 5,042.2 1,608.3 1,913.3 $1,985 0.81 
Sep-2017 $7,221,704 4,923.2 1,466.9 1,589.1 $1,620 0.91 
Oct-2017 $7,659,287 4,777.7 1,603.1 1,877.6 $1,963 0.82 
Nov-2017 $6,386,559 4,689.4 1,361.9 1,452.4 $1,505 0.90 
Dec-2017 $6,768,105 4,600.3 1,471.2 1,596.7 $1,643 0.90 
Total $95,623,575 63,414.2 $1,508 $1,651 $1,698 0.89 

 

Table 11.F — MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 5B 

Month/Year 

Intervention group PMPM 
Ratio 
(D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $113,102,577 65,411.2 $1,729 $1,635 $1,729 1.00 
Apr-2017 $10,087,731 5,907.2 1,707.7 1,636.7 $1,700 1.00 
May-2017 $10,767,397 5,718.3 1,883.0 1,825.3 $1,898 0.99 
Jun-2017 $9,446,911 5,603.7 1,685.8 1,766.8 $1,830 0.92 
Jul-2017 $8,566,031 5,483.4 1,562.2 1,754.8 $1,810 0.86 
Aug-2017 $9,006,876 5,343.5 1,685.6 1,862.8 $1,907 0.88 
Sep-2017 $8,033,446 5,214.9 1,540.5 1,642.9 $1,684 0.91 
Oct-2017 $8,676,096 5,071.4 1,710.8 1,843.5 $1,903 0.90 
Nov-2017 $8,549,901 4,964.7 1,722.1 1,800.5 $1,829 0.94 
Dec-2017 $7,507,808 4,827.6 1,555.2 1,865.5 $1,890 0.82 
Total $80,642,197 48,134.7 $1,675 $1,775 $1,826 0.92 
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Table 12.A — MEDICARE 
PMPM costs for Demonstration Year 3 based on incurred Medicare claims for Cohorts 1, 2, 3 and 4 

Type of service 

Intervention PMPM 

Ratio (D/T) 
PMPM 

Savings 
Dollar 

Savings 
Incurred 
Claims 

Member  
Months 

Intervention 
(D) Comparison 

Target 
(T) 

Baseline $930,624,118 559,556.5 $1,663.15 $1,591.41         
Durable medical equipment $12,828,231 211,574.3 $60.63 $67.86 $73.05 0.83 $12.42 $2,628,107 
Home health agency $13,704,153 211,574.3 $64.77 $92.80 $101.70 0.64 $36.93 $7,813,824 
Hospice $3,980,986 211,574.3 $18.82 $55.97 $58.83 0.32 $40.01 $8,465,679 
Inpatient $128,171,443 211,574.3 $605.80 $595.31 $646.58 0.94 $40.78 $8,628,093 
Outpatient $82,767,598 211,574.3 $391.20 $354.88 $381.13 1.03 −$10.07 −$2,130,534 
Professional $62,050,183 211,574.3 $293.28 $359.34 $390.35 0.75 $97.07 $20,537,141 
SNF $29,203,724 211,574.3 $138.03 $112.44 $124.04 1.11 −$13.99 −$2,960,382 
Total $332,706,318 211,574.3 $1,572.53 $1,638.59 $1,775.68 0.89 $203.15 $42,981,927 
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Table 12.B — MEDICARE 
PMPM costs for Demonstration Year 4 based on incurred Medicare claims for Cohorts 1, 2, 3, 4 and 5A/B 

Type of service 

Intervention PMPM 

Ratio (D/T) 
PMPM 

Savings 
Dollar 

Savings 
Incurred 
Claims 

Member  
Months 

Intervention 
(D) Comparison 

Target 
(T) 

Baseline $930,624,118 559,556.5 $1,663.15 $1,591.41         
Durable medical equipment $15,314,194 281,344.0 $54.43 $60.81 $63.87 0.85 $9.43 $2,654,137 
Home health agency $19,825,534 281,344.0 $70.47 $100.85 $105.87 0.67 $35.40 $9,960,490 
Hospice $4,365,406 281,344.0 $15.52 $60.00 $63.39 0.24 $47.87 $13,468,277 
Inpatient $176,543,875 281,344.0 $627.50 $615.02 $653.19 0.96 $25.69 $7,228,244 
Outpatient $111,588,100 281,344.0 $396.63 $356.08 $373.76 1.06 −$22.86 −$6,432,096 
Professional $87,342,385 281,344.0 $310.45 $367.88 $390.43 0.80 $79.98 $22,502,724 
SNF $39,690,825 281,344.0 $141.08 $125.53 $136.67 1.03 −$4.41 −$1,240,154 
Total $454,670,318 281,344.0 $1,616.07 $1,686.17 $1,787.18 0.90 $171.11 $48,141,623 
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Table 13.A — 
PMPM costs by category of beneficiary for Demonstration Year 3 based on incurred Medicare claims for Cohorts 1, 2, 3 and 4 

 

 

  

Category of 
beneficiary 

Total 
Durable Medical 

Equipment 
Home Health 

Agency Hospice Inpatient Outpatient Professional SNF 

PMPM 
Saving 

Dollar 
Savings 

PMPM 
Saving 

Dollar 
Savings 

PMPM 
Saving 

Dollar 
Savings 

PMPM 
Saving 

Dollar 
Savings 

PMPM 
Saving 

Dollar 
Savings 

PMPM 
Saving 

Dollar 
Savings 

PMPM 
Saving 

Dollar 
Savings 

PMPM 
Saving 

Dollar 
Savings 

Total $203.15 $42,981,927 $12.42 $2,628,107 $36.93 $7,813,824 $40.01 $8,465,679 $40.78 $8,628,093 −$10.07 −$2,130,534 $97.07 $20,537,141 −$13.99 −$2,960,382 

Fac 65+ SPMI $667.50 $3,081,098 $0.30 $1,383 −$10.94 −$50,501 $137.14 $633,022 $141.17 $651,624 $149.91 $691,982 $147.74 $681,939 $102.18 $471,651 

Fac 65+ xSPMI $597.95 $4,828,819 −$3.75 −$30,266 −$5.74 −$46,356 $167.92 $1,356,028 $164.90 $1,331,655 $50.90 $411,057 $128.99 $1,041,669 $94.73 $765,033 

HCBS 65+ SPMI $469.16 $4,789,008 $16.39 $167,286 $45.86 $468,100 $75.03 $765,866 $111.51 $1,138,241 $64.20 $655,284 $148.99 $1,520,785 $7.20 $73,446 

HCBS 65+ xSPMI $319.54 $11,384,776 $8.42 $300,169 $69.43 $2,473,594 $85.33 $3,040,184 $53.32 $1,899,810 −$5.66 −$201,769 $125.11 $4,457,359 −$16.41 −$584,572 

Com 65+ SPMI $259.15 $1,847,219 $13.05 $93,042 $27.31 $194,685 $27.89 $198,777 $120.91 $861,818 −$42.83 −$305,306 $95.38 $679,859 $17.44 $124,345 

Com 65+ xSPMI $110.76 $4,590,874 $12.69 $526,188 $37.05 $1,535,672 $24.83 $1,029,371 $12.65 $524,332 −$35.48 −$1,470,660 $79.37 $3,289,920 −$20.36 −$843,948 

Fac <65 SPMI $414.90 $712,378 −$5.66 −$9,716 −$31.28 −$53,714 $53.16 $91,268 $1.86 $3,198 $69.59 $119,484 $269.50 $462,728 $57.74 $99,130 

Fac <65 xSPMI $451.68 $872,285 $5.97 $11,524 −$22.65 −$43,744 $110.50 $213,391 −$151.95 −$293,452 $113.41 $219,020 $342.16 $660,781 $54.25 $104,765 

HCBS <65 SPMI $127.54 $2,034,401 $13.33 $212,628 $34.12 $544,306 $26.23 $418,349 $54.19 $864,326 −$42.37 −$675,794 $81.55 $1,300,837 −$39.51 −$630,250 

HCBS <65 xSPMI $307.92 $8,772,581 $27.58 $785,698 $70.75 $2,015,700 $13.37 $380,881 $107.81 $3,071,484 $2.48 $70,524 $107.48 $3,062,051 −$21.54 −$613,756 

Com <65 SPMI $72.73 $1,681,041 $10.92 $252,483 $17.39 $401,927 $6.13 $141,759 $52.85 $1,221,626 −$34.57 −$799,111 $65.09 $1,504,561 −$45.09 −$1,042,204 

Com <65 xSPMI −$48.48 −$1,612,554 $9.55 $317,687 $11.25 $374,157 $5.92 $196,784 −$79.56 −$2,646,568 −$25.41 −$845,243 $56.36 $1,874,653 −$26.58 −$884,022 
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Table 13B — 
PMPM costs by category of beneficiary for Demonstration Year 4 based on incurred Medicare claims for Cohorts 1, 2, 3, 4 

and 5A/B 

 

Category of 
beneficiary 

Total 
Durable Medical 

Equipment 
Home Health 

Agency Hospice Inpatient Outpatient Professional SNF 

PMPM 
Saving 

Dollar 
Savings 

PMPM 
Saving 

Dollar 
Savings 

PMPM 
Saving 

Dollar 
Savings 

PMPM 
Saving 

Dollar 
Savings 

PMPM 
Saving 

Dollar 
Savings 

PMPM 
Saving 

Dollar 
Savings 

PMPM 
Saving 

Dollar 
Savings 

PMPM 
Saving 

Dollar 
Savings 

Total $171.11 $48,141,623 $9.43 $2,654,137 $35.40 $9,960,490 $47.87 $13,468,277 $25.69 $7,228,244 −$22.86 −$6,432,096 $79.98 $22,502,724 −$4.41 −$1,240,154 
Fac 65+ SPMI $672.69 $5,922,648 $2.48 $21,875 −$20.17 −$177,567 $161.67 $1,423,391 $54.00 $475,464 $192.92 $1,698,520 $194.31 $1,710,760 $87.48 $770,204 
Fac 65+ xSPMI $457.89 $4,080,078 −$3.37 −$30,019 −$7.69 −$68,503 $169.93 $1,514,202 $20.76 $185,000 $98.84 $880,758 $112.13 $999,151 $67.28 $599,488 
HCBS 65+ SPMI $311.33 $6,303,049 $26.30 $532,453 $77.40 $1,567,047 $71.81 $1,453,889 $57.90 $1,172,318 $13.85 $280,334 $97.08 $1,965,487 −$33.02 −$668,479 
HCBS 65+ xSPMI $362.68 $15,300,722 $9.67 $407,850 $58.38 $2,462,804 $92.87 $3,917,838 $80.92 $3,413,963 −$32.78 −$1,383,019 $126.64 $5,342,872 $26.98 $1,138,414 
Com 65+ SPMI $95.03 $1,413,980 $10.57 $157,229 $47.93 $713,159 $29.28 $435,631 −$7.15 −$106,353 −$30.00 −$446,402 $58.65 $872,746 −$14.25 −$212,030 
Com 65+ xSPMI $75.11 $4,086,260 $12.89 $701,446 $36.31 $1,975,178 $29.57 $1,608,704 −$6.16 −$334,862 −$42.44 −$2,308,848 $53.15 $2,891,718 −$8.22 −$447,077 
Fac <65 SPMI $890.94 $2,756,101 $31.66 $97,943 −$27.62 −$85,437 $62.14 $192,221 $156.20 $483,198 $95.21 $294,530 $364.13 $1,126,434 $209.22 $647,212 
Fac <65 xSPMI $692.33 $1,587,521 −$4.10 −$9,391 −$16.85 −$38,630 $137.67 $315,683 $243.57 $558,512 −$33.25 −$76,243 $299.98 $687,853 $65.30 $149,738 
HCBS <65 SPMI $256.60 $6,252,055 −$0.42 −$10,273 $48.87 $1,190,688 $28.00 $682,275 $150.18 $3,659,215 −$27.05 −$659,035 $71.49 $1,741,781 −$14.47 −$352,597 
HCBS <65 xSPMI $168.96 $5,371,110 $2.26 $71,930 $46.63 $1,482,410 $41.94 $1,333,189 $44.00 $1,398,655 −$43.43 −$1,380,445 $88.48 $2,812,654 −$10.92 −$347,283 
Com <65 SPMI −$63.80 −$2,127,987 $10.43 $347,928 $17.45 $582,029 $4.17 $139,211 −$53.60 −$1,787,533 −$54.83 −$1,828,606 $51.09 $1,704,105 −$38.53 −$1,285,122 
Com <65 xSPMI −$75.74 −$2,803,912 $9.86 $365,166 $9.65 $357,312 $12.21 $452,042 −$51.04 −$1,889,332 −$40.62 −$1,503,641 $17.48 $647,163 −$33.30 −$1,232,623 
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Eligibility and Enrollment updated through September 2020

Engagement updated through June 2020

Health Home Team Review Date: October 23, 2020

DATA SOURCE: Washington State Health Care Authority, ProviderOne (Medicaid) database.

David Mancuso, PhD

Director

DSHS Research and Data Analysis Division

360.902.7557 | david.mancuso@dshs.wa.gov

Washington State’s Fee-For-Service Dual Eligible 

Demonstration Quarterly Report

This report provides a month-by-month look at dual Medicare-Medicaid beneficiaries' 

eligibility, enrollment, and engagement in Washington State's Duals Demonstration and 

Health Home program. A few key things to note: 

The report was prepared by DSHS Research and Data Analysis Division in collaboration 

with Washington State's Health Care Authority.

CONTACT

October 23, 2020

Health Homes was implemented in 14 counties in July 2013, 23 additional counties 

were added in October 2013, and the remaining 2 counties (King and Snohomish) joined 

in April 2017.

Beneficiaries identified as "already aligned" with another Medicare shared savings 

program are not included among those deemed "demonstration eligible", though they 

are still eligible for Health Home services.

Health Home dual beneficiaries are enrolled with one of twelve Health Home Fee-for-

Service Lead Entities.
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 The number of duals eligible for the program has dropped 8% from 31,084 in September 2019 to 28,714 

in September 2020. There are three known issues contributing to this trend.

1) There has been an increase in duals enrolled in Medicare Advantage (and thus excluded from Health 

Home eligibility).

2) Clients who once met the criteria of a PRISM score of 1.5 or above but are now below a PRISM score 

of 1.0 for 9 months or longer and who have lost eligibility.

3) There has been a slight decrease in overall dual Medicare-Medicaid eligibility.

 Note that in the Washington Fee-For-Service model, demonstration eligible beneficiaries are enrolled 

before indicating whether they are interested in participating.

 The percent of duals who are eligible but have chosen not to participate (or can’t) has increased from 

21% in September 2019 to 32% by September 2020. It is unlikely that the real proportion of those 

unwilling to participate has changed; it is more likely that we as a program are more effective in 

identifying and disenrolling those who are unwilling to participate.

 As of June 2020, 35% of enrolled duals were engaged in the month while 46% of those enrolled had been 

engaged in June 2020 or during a previous month. Overall engagement has remained fairly steady, even 

as eligibility and enrollment have fluctuated at times.

 Currently, we have not seen drastic changes to Eligibility, Enrollment, or Engagement levels for Dual 

Demonstration eligible beneficiaries since the beginning of the COVID-19 pandemic. We attribute some 

of the stability to the actions taken by Health Home program staff to support Leads and Care 

Coordinators in maintaining engagement with beneficiaries. These actions include, but are not limited 

to…

1) A remote version of the required 2-day Health Home Care Coordinator Basic Training was created 

and began being provided to new Care Coordinators in mid-March.

2) Additional free webinars and resources on COVID-19 and self-care have been made available to Care 

Coordinators, including webinars developed by a cross-agency workgroup between the Department of 

Health, the Health Care Authority, and the Department of Social and Health Services, created to 

support the community based workforce.

3) Care Coordination services began to be allowed over the phone, and beneficiaries were provided 

with mobile phones when needed to maintain engagement. 

 Rate increases for the three tiers of Health Home services went into effect on July 1st, 2020.

 At the end of 2019, Health Home program staff began a focused effort to develop a more robust 

outreach plan to try and engage more agencies to serve as Health Home Leads to increase capacity to 

serve more eligible clients, including assurance of adequate outreach efforts to eligible clients (i.e. 3 

outreach attempts). Progress on this work will likely be delayed due to COVID-19 related workload.

Other Notes

Washington State’s Fee-For-Service Dual 

Eligible Demonstration Quarterly Report

EXECUTIVE SUMMARY

Eligibility, Enrollment, and Engagement Trends

COVID-19
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1. Overall Summary

As of September 2020
 28,714 dual beneficiaries were eligible for the duals demonstration (including those who have chosen not to participate).

 37% (10,731) of eligible dual beneficiaries were enrolled with a Health Home Lead Entity.

 32% (9,215) of eligible dual beneficiaries chose not to participate in the program.

 The remaining 31% (8,768) of eligible dual beneficiaries have not yet been enrolled.

 A total of 58,754 eligible dual beneficiaries have been enrolled at least one month at some point in the life of the program.



 Dual beneficiaries identified as "already aligned" with another Medicare shared savings program have been removed.

 Health Home engagement is based on accepted encounters which can take 3 months to receive.

 Beginning in January 2017, enrolled beneficiaries who chose not to participate have been dropped from enrollment (a change in policy).



JUL 

AUG 

SEP 

OCT 

NOV 

DEC 

2020 JAN 

FEB 

MAR 

APR 

MAY 

JUN 

JUL 

AUG 

SEP 

Eligible, Chose Not to Participate 

Eligible, Not Yet Enrolled Engaged in Month

Eligible and Enrolled Enrolled & Engaged Ever





Overall Eligibility, Enrollment, and Engagement (July 2013 - Present) In September 2020

32% of eligible dual 

beneficiaries chose 

not to participate.

37% of eligible dual 

beneficiaries were 

enrolled.

In June 2020

46% of enrolled 

dual beneficiaries 

had received at 

least one 

engagement since 

initial enrollment.

pending - pending pending - pending

- pending pending - pending

28,714 9,215 32% 10,731 37%

28,486 9,000 32% 11,057 39% pending

pending - pending pending - pending

35% 85 4,982 46% 9,6633,793

29,342 9,080 31% 11,098 38%

29,184 8,753 30% 10,760 37%

3,885 35% 74 5,080 46% 9,475

36% 88 5,064 47% 9,4103,925

28,550 8,419 29% 11,035 39%

28,734 8,393 29% 10,831 38%

3,899 35% 75 5,104 46% 9,269

33% 81 5,279 45% 9,0083,897

29,208 8,166 28% 11,043 38%

29,839 7,915 27% 11,641 39%

4,067 34% 98 5,416 45% 8,782

33% 67 5,464 45% 8,6313,975

30,829 7,920 26% 11,942 39%

30,527 7,498 25% 12,156 40%

4,030 33% 70 5,469 45% 8,550

35% 106 5,539 45% 8,3974,258

30,668 7,539 25% 12,087 39%

30,915 7,357 24% 12,295 40%

4,288 35% 123 5,533 45% 8,281

33% 136 5,574 42% 8,1104,301

31,084 7,254 23% 12,242 39%

31,439 6,862 22% 13,168 42%

4,280 33% 122 5,582 43% 7,955

% OF 

ENROLLED

NEWLY 

ENGAGED

ENROLLED IN 

MONTH

% OF 

ENROLLED

NO LONGER 

ENROLLED
NUMBER

31,542 6,684 21% 12,879 41%

NUMBER0 NUMBER
% OF 

ELIGIBLE
NUMBER

% OF 

ELIGIBLE

N
O

TE
S

Overall Eligibility, Enrollment, and Engagement Detail (previous 15 Months)

Eligible
Chose Not to 

Participate
Enrolled Engaged in Month Engaged Ever

October 23, 2020
H

IG
H

LI
G

H
TS

ELIGIBILITY

ENROLLMENT

ENGAGEMENT 46% (4,982) of dual beneficiaries enrolled in June 2020 (when engagement records are more complete) had received one 

or more Health Home services since their initial enrollment.

This report provides a month-by-month look at dual Medicare-Medicaid beneficiaries' eligibility, enrollment, and engagement in Washington 

State's Duals Demonstration and Health Home program. A few things to note:

Enrollment dropped beginning in October 2018 due to the withdrawal of Optum as a Health Home Lead. Most actively participating 

beneficiaries were moved to other Health Home Leads, keeping their Care Coordinator intact.
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2. Additional Eligibility, Enrollment, and Engagement Details

As of September 2020
 97% of eligible dual beneficiaries remained eligible from the prior month.

 94% of enrolled dual beneficiaries remained enrolled from the prior month.
 Beneficiaries who drop Health Homes eligibility/enrollment may return as newly eligible/enrolled in a later month. 



Eligibility Status
Eligibility Dropped

JUL Newly Eligible

AUG Eligibility Kept

SEP 

OCT 

NOV 

DEC 

2020 JAN 

FEB 

MAR 

APR 

MAY 

JUN 

JUL 

AUG 

SEP 

EN
R

O
LL

M
EN

T 
D

ET
A

IL

Enrollment Status
Enrollment Dropped

JUL Newly Enrolled

AUG Enrollment Kept

SEP 

OCT 

NOV 

DEC 

2020 JAN 

FEB 

MAR 

APR 

MAY 

JUN 

JUL 

AUG 

SEP 

EN
G

A
G

EM
EN

T 
D

ET
A

IL

Enrolled and Ever Engaged
13+ Engagements

JUL 7-12 Engagements

AUG 2-6 Engagements

SEP 1 Engagement

OCT 

NOV 

DEC 

2020 JAN 

FEB 

MAR 

APR 

MAY 

JUN 

JUL 

AUG 

SEP 

N
O

TE
S

66%

15%
220      4% 934      17% 842      

3,577   
170      3% 902      16% 822      15% 3,575   

64%
65%
65%

164      3% 870      16% 818      15%

-
-

68%
68%

pending

138      3% 691      14% 753      15% 3,498   69%
70%

3,516   
15% 3,587   

67%3% 755      14% 842      16%

70% (3,466) of dual beneficiaries enrolled and ever engaged in June 2020 (when engagement records are more complete) had received 13 

or more Health Home services since their initial enrollment.

pending - pending - pending - pending

13% 713      141      3% 662      14% 3,466   
pending - pending - pending -

166      

1
Denominator is the current month’s Health Home eligible/enrolled dual beneficiaries. 

2
Denominator is the previous month’s Health Home eligible/enrolled dual beneficiaries.

pending - pending - pending - pending

154      3% 677      13% 768      15% 3,465   
147      3% 710      14% 784      15% 3,463   

-

180      3% 836      15% 813      66%
3,612   

62%
63%

15% 3,537   
206      4% 933      17% 823      

17% 912      16% 3,476   
233      4% 964      17% 866      16% 3,511   
223      4% 971      

Health Home Dual Beneficiary Engagement Counts
1 Engagement 2-6 Engagements 7-12 Engagements 13+ Engagements

NUMBER0 PERCENT1 NUMBER0 PERCENT1 NUMBER0 PERCENT1 NUMBER0 PERCENT1

10,731   316         3% 10,415   94% 642         6%
11,057   435         4% 10,622   96%
11,098   930         8% 10,168   94% 592         6%

476         4%

92%

95% 495         5%
10,760   539         5% 10,221   93% 814         7%

11,641   819         7% 10,822   91% 1,120      9%

11,035   699         6% 10,336   

908         8%
10,831   618         6% 10,213   92% 830         8%
11,043   310         3% 10,733   

11,942   589         5% 11,353   93% 803         7%
12,156   492         4% 11,664   97% 423         3%
12,087   526         4% 11,561   94% 734         6%
12,295   789         6% 11,506   94%
12,242   618         5% 11,624   88%

736         6%
1,544      12%

13,168   1,395      11% 11,773   91% 1,106      9%

Health Home Dual Beneficiary Enrollment Status
Enrolled Newly Enrolled

12,879   925         7% 11,954   

Enrollment Kept Enrollment Dropped

NUMBER0 NUMBER0 PERCENT1 NUMBER0 PERCENT2

94%
NUMBER0 PERCENT2

829         6%

28,714   1,024      4% 27,690   97% 796         3%
28,486   48           0% 28,438   97% 904         3%

1,663      5%

96% 1,041      4%
98% 639         2%

96%
28,550   720         3% 27,830   

1,177      4%
97% 904         

29,208   600         2% 28,608   96% 1,231      
29,839   673         2% 29,166   95%

4%

30,829   1,142      4% 29,687   97% 840         3%
746         2%30,527   605         2% 29,922   98%

2% 29,940   97% 975         3%
30,915   971         3% 29,944   96% 1,140      4%

31,542   1,044      3% 30,498   96% 1,241      4%

28,734   

640         2% 30,444   97% 995         3%
31,439   911         3% 30,528   97% 1,014      3%
31,084   

30,668   728         

Health Home Dual Beneficiary Eligibility Status
Eligible Newly Eligible Eligibility Kept Eligibility Dropped

PERCENT2NUMBER0 NUMBER0 PERCENT1 NUMBER0 PERCENT2 NUMBER0

703         2% 28,031   
3%

29,184   1,675      6% 27,509   
29,342   797         3% 28,545   
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3. Identifying Target Population of Those Not Yet Enrolled



     •  Beneficiaries eligible for their first month (a month enrollment lag is required to meet 30 day notification requirements).
     •  Beneficiaries with a PRISM Risk Score less than 1.5 (an unofficial policy used to manage capacity ).
     •  American Indian and Alaska Native Beneficiaries (not passively enrolled per official policy ).



JUL 

AUG 

SEP 

OCT 

NOV 

DEC 

2020 JAN 

FEB 

MAR 

APR 

MAY 

JUN 

JUL 

AUG 

SEP 

Target Population of Those Not Yet Enrolled
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While a goal of the program is to increase enrollment and engagement, a particular subgroup of those not enrolled are the highest 

priority. This Target Population of Those Not Yet Enrolled excludes

1,524

500

250

100

10

Total Count of Target Population of Those Not Yet Enrolled, September 2020

Target Population of Those Not Yet Enrolled as Percent of Demonstration Eligible Beneficiaries, September 2020

N
O
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S

Eligible, 

Not Yet 

Enrolled

NUMBER0NUMBER0 PERCENT PERCENT

Demonstration 

Eligible

Given the exclusions, the Target Population of Those Not Yet Enrolled has consistently been on a downward trend after each expansion 

noted in the plot below (initial program rollout, expansion to King/Snohomish Counties, end of Optum's participation in program).

Target Population of Those Not Yet Enrolled

11,979   7,156   23% 60%
NUMBER0

7,156   

11,263   6,572   21% 58%
11,588   7,013   23% 61%
11,409   6,761   22% 59%6,761   

7,013   
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11
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5 MASON 258
6 CLALLAM 250
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4 GRAYS HARBOR 
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8 PIERCE 193
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101

0

Top 10 Counties 

50.1%

RANK COUNTY % OF ELIGIBLE

30.1% 50.0%

1 THURSTON 63.0%
64.0%

5 KITSAP 47.5%

20.1% 30.0%

2 MASON 62.3%

10.1% 20.0%
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7 CLALLAM 37.9%
8 JEFFERSON 34.2%

0.0% 10.0%

9 GARFIELD 30.0%
10 KING 25.0%

6 GRAYS HARBOR 39.0%

28,734
28,550
29,184
29,342
28,486
28,714

Target Population Target Population

Target Population of Those Not Yet Enrolled, by Residential County
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began in April 2017

Optum ended participation 
in December 2018
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4. Geographic Detail

 Health Homes was implemented in 14 counties in July 2013, 23 additional counties were added in October 2013.
 Health Homes was implemented in the remaining 2 counties (King and Snohomish) in April 2017.
 Due to 30 day notification requirements, newly eligible dual beneficiaries wait one month before passive enrollment.
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Eligible, Chose Not to Participate Eligible, Not Yet Enrolled Eligible and Enrolled Engaged in Month

Initial 37 Counties King and Snohomish

Percent of Enrolled Dual Beneficiaries who were Ever Engaged
June 2020

-

-

-

-

-

68.8%
67.5%

39.0%

27.5%

69.0%

63.6%

51.6%

38.9%

10
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6

1
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CHELAN 

COLUMBIA 
KITTITAS 
CLARK 
PACIFIC 
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1Denominator is Health Home eligible dual beneficiaries. 2Denominator is the Health Home enrolled dual beneficiaries.

Enrolled Health Home Dual Beneficiaries Ever Engaged by Residential County 

Top 10 Counties 

2

63.7%

51.7%

RANK COUNTY

WAHKIAKUM 
COWLITZ 

69.1% % EVER ENGAGED

87.5%
83.8%

100.0%

pending -8,130   2,067   25% 3,099   
pending -3,010   37%8,148   2,122   26%

pending -20,351     6,931   34% 7,955       39%
-

38%
20,561     7,091   34% 7,718       38% pending

-
23%

20,928     7,040   34% 7,957       38% pending - 8,408   
8,384   1,955   23% 3,106   37% 724      7,651       40%20,794     6,795   33%
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37% 3,069
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23%
20,352     6,496   32% 7,912       39% 3,180
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704      23%23% 3,120   

18%8,813   1,512   17% 3,719   42%

20,470     6,514   32%

21,285     6,254   29% 8,199       39% 3,264

7,717       38% 3,220
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632      18%
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27% 8,574       39% 3,573 42% 8,845   15% 3,718   42% 684      18%1,339   

17%
8,738   
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22,210     6,012   27% 8,412       38% 3,628 8,870   

NUMBER0 PERCENT2

42%

Eligibility, Enrollment, and Engagement Detail (Initial 37 Counties vs. King and Snohomish Counties)

664      16%10%3,615
NUMBER0 PERCENT1 NUMBER0

47%4,210   
NUMBER0 NUMBER0 PERCENT10 NUMBER0 PERCENT1 PERCENT1

9,002   940      
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1,241   14% 3,828   
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Enrolled Engaged Eligible
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5. Lead Entity Detail

*partial coverage area

AAA Northwest Regional Council AAA OCT 2013

N
O

TE
S

   •  Health Home dual beneficiaries are enrolled with one of the twelve Health Home Lead Entities.

   •  There are three types of Health Home Lead Entities.

          •  Area Agencies on Aging (AAA)

          •  Community-Based Organizations (CBO)

          •  Managed Care Organizations (MCO)

   •  Optum stopped participation in the Health Home program in December 2018.

Health Home Lead Entity Coverage Area Map for Dual Beneficiaries

Type Lead Entity
HH Start 

Date

HH Coverage Area

1 2 3 4 5 6 7 Health Home Coverage Areas

Olympic AAA FEB 2019 *

Pierce County AAA DEC 2018

Southeast WA Aging and LTC AAA JUL 2013

Southwest AAA DEC 2018

MCO Community Health Plan of Washington JUL 2013

Full Life Care APR 2017

CBO Community Choice OCT 2013

Coordinated Care JAN 2018

Molina JUL 2016

Enrollment Summary

June 2020

Engagement Summary

June 2020

United Health Care Community Plan JUL 2013

65% 7

Health Home Dual Beneficiary Enrollment and Engagement Summary by Lead Entity

Type Lead Entity ENROLLED ENGAGED

% OF ENROLLED 

ENGAGED IN 

MONTH

% OF TOTAL 

ENGAGED BY 

LEAD

RANK

Olympic AAA 422 146 35% 4% 7

AAA Northwest Regional Council AAA 1,812 790 44% 21% 1

CBO Community Choice 2,064 621 30% 16% 3

10% 5Southwest AAA 1,066 735 69% 19% 2

19% 2

MCO Community Health Plan of Washington 401 56 14% 1%

Full Life Care 2,143 504 24% 13%20% 1

Elevate Health 638 6% 6 0 0% 0%

44% 2% 92% 11

10

Coordinated Care1 <11 0 - 0% -- 11

4% 9

Molina 162 71

Distribution of 

Enrolled Dual 

Beneficiaries 

by Lead Entity

385 76 20%

% OF TOTAL 

ENROLLED BY 

LEAD

RANK

17% 3

4% 8

1Coordinated Care only serves Fee-for-Service 

Duals under special circumstances.

Distribution of 

Enrolled Dual 

Beneficiaries 

by Lead Entity

United Health Care Community Plan 2% 84% 10

ENROLLED 

JUN 2020

ENGAGED 

JUN 2020

-

Elevate Health Aug 2019

5

Southeast WA Aging and LTC AAA 1,092 556 51% 15% 410% 4

Pierce County AAA 573 234 41% 6%
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Enrolled (through September 2020) Engaged in Month (through June 2020)
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Enrolled (through September 2020) Engaged in Month (through June 2020)

Health Home Dual Beneficiary Enrollment and Engagement by Lead Entity

Northwest Regional Council AAA Olympic AAA Pierce County AAA

ENROLLED ENGAGED PERCENT ENROLLED ENGAGED PERCENT ENROLLED ENGAGED PERCENT

2,160 864 40% 404 169 42% 586 217 37%
2,140 871 41% 409 164 40% 615 216 35%
2,101 878 42% 420 175 42% 620 236 38%
2,039 872 43% 440 163 37% 673 240 36%
1,986 820 41% 405 171 42% 684 248 36%

691 223 32%
1,981 821 41% 380 174 46% 673
1,950 795 41% 397 178 45%

238 35%
1,950 796 41% 451 150 33% 621 238 38%
1,829 791 43% 432 151 35% 613 231 38%

607 246 41%
1,807 796 44% 425 144 34% 591
1,794 803 45% 438 151 34%

245 41%
1,812 790 44% 422 146 35% 573 234 41%
1,904 pending - 449 pending - 609 pending -

1,873 pending - 409 pending - 544
1,922 pending - 445 pending -

pending -
583 pending -

Southeast WA Aging and LTC AAA Southwest AAA Community Choice

ENROLLED ENGAGED PERCENT ENROLLED ENGAGED PERCENT ENROLLED ENGAGED PERCENT

1,331 729 55% 1,173 830 71% 2,709 763 28%
1,228 769 63% 1,146 828 72% 2,679 757 28%
1,125 742 66% 1,132 805 71% 2,623 752 29%
1,160 736 63% 1,135 815 72% 2,571 715 28%

2,460 621 25%
1,180 681 58% 1,198 784 65% 2,467
1,158 697 60% 1,162 798 69%

642 26%
1,089 695 64% 1,147 782 68% 2,456 661 27%
1,104 664 60% 1,148 787 69% 2,327 609 26%

2,255 653 29%
1,154 623 54% 987 731 74% 2,152
1,044 633 61% 1,014 756 75%

660 31%
1,190 616 52% 1,065 742 70% 2,172 619 28%
1,092 556 51% 1,066 735 69% 2,064 621 30%

1,985 pending -
1,325 pending - 1,091 pending - 2,015
1,268 pending - 1,088 pending -

-
pending -

1,256 pending - 1,112 pending - 1,961 pending
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Enrolled (through September 2020) Engaged in Month (through June 2020)
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Enrolled (through September 2020) Engaged in Month (through June 2020)

Health Home Dual Beneficiary Enrollment and Engagement by Lead Entity (cont.)

Full Life Care Elevate Health Community Health Plan of Washington

ENROLLED ENGAGED PERCENT ENROLLED ENGAGED PERCENT ENROLLED ENGAGED PERCENT

2,655 453 17% - - - 546 79 14%
3,004 443 15% 140 pending - 533 78 15%
2,474 449 18% 141 pending - 531 80 15%

16%

2,411 482 20% 302 pending - 527 69 13%

2,475 431 17% 299 pending - 511
2,402 441 18% 307 pending -

2,513 480 19% 306 pending - 484 61 13%
2,398 460 19% 473 pending - 450 57 13%

2,146 499 23% 544 pending - 405
2,210 484 22% 537 pending -

2,156 505 23% 635 pending - 399 60 15%
2,143 504 24% 638 pending - 401 56 14%

2,112 pending - 728 pending - 397
2,197 pending - 733 pending -

Coordinated Care Molina

<11 0 - 168 83 49%

PERCENT

<11 0 - 167 78 47%

ENROLLED ENGAGED PERCENT ENROLLED ENGAGED

<11 0 - 169 79 47%

-2,063 pending - 708 pending - 391 pending

98 9%
91 8%
92 10%

<11 0 - 173 79 46%
<11 0 - 172 79 46%

<11 0 - 183 79 43%
<11 0 - 173 83 48%

73 47%
67 42%

<11 0 - 176 58 33%
0 - 160

-
<11 pending - 164 pending -
<11 pending - 167 pending -

44%
<11 0 - 159 72 45%
<11

1,147
1,105

905
864

542

385

<11 - 154

<11 pending - 155 pending

<11 0 - 162 71

<11

United Health Care Community Plan

ENROLLED ENGAGED PERCENT

404 pending -
pending -

416 53 13%
59 15%

514 77 15%
80

87 10%
835 78 9%
814 78 10%
729 75 10%

77 14%
532 79 15%
447 78 17%
433 83 19%

76 20%
292 pending -
273 pending -
257 pending -
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Coordinated Care only serves 
Fee-for-Service Duals under 
special circumstances.

Elevate Health is in the 
process of submitting 
historical Health Home 
service claims.
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6. Government Accountability Office (GAO) Measure Tracking and Results







Collection List Not Yet Returned

* The GAO Measure Results Period will expand as the Final GAO Results Lists are distributed to the Leads

7.2%

832

Demonstration Year 5 (Nov 2017 - Oct 2018)

6.7%

16.8%

489

4,957

-

-

-

69

0

<11

26.0%

21.7%

543

1,047

-

34.3%

-

-

0

- -

United Health Care Community Plan

Molina

Coordinated Care

20.3%

-

DENOMINATOR

622

-

NUMERATOR

126

-

-

33

525

-

RATE

180

-

141

227

<11

0

119 1,658

MCO Community Health Plan of Washington

Full Life Care

CBO Community Choice

Southwest AAA

Pierce County AAA

Southeast WA Aging and LTC AAA

Olympic AAA

Optum (ended participation in Dec 18 )

Elevate Health

AAA Northwest Regional Council AAA

Health Home Lead Entity GAO Measure Results (Demonstration Year 5, and *Partial Year 6 Results)

Type Lead Entity

N/A - No Collection List sent to HH Lead Entity 

(no new enrollees/not yet created )

Demonstration Year 6 (Nov 2018 - Jul 2019*)

NUMERATOR DENOMINATOR RATE

113 289 39.1%

Collection List Completed and 

Returned

United Health Care Community Plan

Molina

MCO Community Health Plan of Washington

Full Life Care

Pierce County ACH

CBO Community Choice

Southwest AAA

Olympic AAA

Southeast WA Aging and LTC AAA

TOTAL

Health Home Lead Entity GAO Measure Collection List Tracking

Type Lead Entity
2019

JUN JUL AUG SEP APR MAY

AAA Northwest Regional Council AAA

The Measure Results reflect GAO Measure 4 as calculated on the Final GAO Results Lists distributed to the Health Home Leads.

GAO Measure 4: The percentage of Demonstration eligible Medicare-Medicaid enrollees who are willing to participate and could be reached, or 

who had fewer than 3 documented outreach attempts within 90 days, who had a health action plan completed within 90 days of initial enrollment.

N
O
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S

For Demonstration Year 5 (the period of November 2017 through October 2018), the state is deemed to pass the quality performance goal if 

all Health Home Leads report their GAO measure. For Demonstration Year 6, the benchmark for GAO Measures is 63% for Assessment 

Completed, and 44% for Care Plan Completed.

The tracking grid below reflects the status of the GAO Measure Collection Lists returned by each Health Home Lead.

OCT NOV DEC JAN FEB MAR

Pierce County AAA

-

Coordinated Care

33

45 297

-

19 67 28.4%

58 94 61.7%

76 99 76.8%

<11

15.2%

149 363 41.0%

- - -

0 <11 -

0 0 -

- - -

474 1,346 35.2%

0 0 -

<11 100 -

Demonstration Year 6 Demonstration Year 7

2020

JUN
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7. Demographic Details and Serious Mental Illness



 Demographic information is obtained from the ProviderOne (Medicaid) database.

 Any Minority includes any category besides Non-Hispanic White (including Hispanic, Other, and Unknown/Not Provided).

Demographic Breakdown of Engaged Dual Beneficiaries, June 2020

Non-Hispanic White

Any Minority

AGE

Eligible Enrolled Engaged in Month

This trend has held since January 2018 when Serious Mental Illness Indication was first tracked.





N
O

TE
S

Male 64% Female

35% 36% 65%

62%

38%

The percentage of Female, and of Non-Hispanic White Dual Beneficiaries are higher* in the Engaged 

population than in the Eligible, or Enrolled populations in June 2020 (*p<0.001).

The percentage of Age 65+ is more consistent between these populations, and none of the percentages have fluctuated 

much over time.

A Minority Engagement Workgroup made up of staff from the Health Care Authority, the Department of Social and Health Services, and 

the Health Home Leads has been created a address engaging clients from underserved communities (including those with Serious 

Mental Illness).

The percentage of Dual Beneficiaries with an indication of Serious Mental Illness in the last 15 months are 

higher* in the Engaged population than in the Eligible, or Enrolled populations in June 2020 (*p<0.001).

N
O
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S

Serious Mental Illness is indicated by a diagnosis in the 

CDPS psychiatric risk groups characterized by the following 

representative conditions: schizophrenia and related 

psychotic disorders; mania and bipolar disorders; major 

recurrent depression. 

The indication of SMI is based on Medicaid and Medicare 

data, and has been extracted from PRISM beginning in 

2018.

65+

lt 65

2,000 1,500 1,000 0 2,0001,5001,000500 500

61% 62% 59%60% 61% 60%
*65% *64% 62%

0.25

0.35

0.45

0.55

0.65

0.75

% Female % Non-Hispanic White % Age 65+

40%

42%

44%

46%

48%

50%
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Glossary of Terms 

 

Activities of Daily Living (ADLs) 

Assistant Secretary for Planning and Evaluation (ASPE) 

Center for Medicare and Medicaid Innovation (CMMI) 

Centers for Disease Control and Prevention (CDC) 

Centers for Medicare and Medicaid Services (CMS) 

Children’s Health Insurance Program (CHIP) 

Calendar Year (CY) 

Dual-Eligible Special Needs Plan (D-SNP) 

Fee-for-service (FFS) 

Financial Alignment Initiative (FAI) 

Fully-Integrated Dual-Eligible Special Needs Plan (FIDE-SNP) 

Highly-Integrated Dual-Eligible Special Needs Plan (HIDE-SNP) 

Long-Term Services and Supports (LTSS) 

Managed Long-Term Services and Supports (MLTSS) 

Medicaid and CHIP Payment and Access Commission (MACPAC) 
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Medicare Advantage (MA) 

Medicare Payment and Advisory Commission (MedPAC) 

Medicare-Medicaid Coordination Office (MMCO)  

Medicare-Medicaid Plan (MMP)  

Program of All-Inclusive Care for the Elderly (PACE) 

U.S. Department of Health and Human Services (HHS) 

 

Overview 

The Bipartisan Policy Center is continuing its efforts to improve quality 
of care through the integration of Medicare and Medicaid services for 
individuals who are eligible for both programs.i These Medicare-
Medicaid beneficiaries, commonly known as “dual-eligible individuals,” 
must navigate two separate programs with different benefits and 
eligibility requirements. For most individuals, this would be daunting, but 
for dual-eligible individuals and their families, who are often dealing with 
chronic conditions and functional limitations, these challenges can be 
overwhelming. 

In August of 2019, BPC began work on policy recommendations to 
improve care for dual-eligible individuals.  In recent months however, the 
COVID-19 outbreak has become an immediate threat to this vulnerable 
population.  According to the Centers for Disease Control and Prevention 
(CDC), older adults, especially those above age 65, and individuals of 
any age with serious underlying medical conditions, such as lung disease, 
heart conditions, and those undergoing cancer treatment, are at a higher 
risk of experiencing severe cases of COVID19.1 Additionally, individuals 
living in nursing homes or long-term care facilities are at increased risk of 
exposure to the virus. Because many dual-eligible individuals fall into 
one or more of the CDC’s high-risk categories, we believe it is necessary 
to broaden the scope of the project to include recommendations to limit 
exposure to COVID-19 for this population. While not directly addressed 
in this white paper, we hope to include recommendations based on 
stakeholder feedback in our final report. 

In recent years, policymakers have sought to better integrate Medicare and 
Medicaid services for the estimated 12.2 million dual-eligible individuals. ii 2 
When done well, clinical health, behavioral health,  

 

i Previous reports from the Bipartisan Policy Center that address dual-eligible individuals include:  
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Delivery System Reform: Improving Care for Individuals Dually Eligible for Medicare and Medicaid, 
September 2016. A Policy Roadmap for Individuals with Complex Care Needs, Jan 2018. Next Steps in 
Chronic Care: Expanding Innovative Medicare Benefits, Jul 2019. 

ii For the purposes of this paper, when we use the term “integration” we are referring to alignment of 

Medicare and Medicaid program administrative requirements, financing, benefits, and care delivery. 
Integration may also mean that Medicare and Medicaid services are coordinated and are provided 

seamlessly to an eligible individual through a single point of contact. 
social services, and LTSS are coordinated and provided seamlessly to an 
eligible individual. Integration efforts have included establishing the 
Medicare-Medicaid Coordination Office (MMCO) to coordinate 
programs within the Centers for Medicare & Medicaid Services (CMS), 
permanent authorization of Medicare Advantage plans designed to serve 
dual-eligible individuals, facilitating integration by states, and 
establishing demonstration programs. Many stakeholders, however, 
believe that more should be done to integrate care.  

Integration for dual-eligible individuals is especially challenging, given 
the heterogeneity of the population and the unique and significant 
needs of the various sub-populations. Many have multiple chronic 
conditions and may need assistance with activities of daily living, or 
ADLs, such as bathing or dressing.3 They may have mental illnesses, 
cognitive impairments, physical limitations, or a combination of these 
conditions. While the majority are older Americans, 39% of dual-
eligible individuals are under age 65,4 and less than 10% are enrolled in 
programs or care models that integrate Medicare and Medicaid 
services. 5 

This is the first of two white papers on the integration of care for dual-
eligible individuals. The purpose of this paper is to provide necessary 
background on this population of low-income Medicare beneficiaries. 
The paper discusses important demographics, eligibility for Medicare 
and Medicaid, covered services under each program, and the 
implications of being enrolled in both programs. It also discusses 
different types of integration of Medicare and Medicaid services, and 
how state and federal policymakers have worked to make the programs 
function better for those who are enrolled, what has worked, and what 
has not. The second white paper provides options for consideration by 
state and federal policymakers, as well as stakeholders representing 
consumers, providers, and plans. BPC will issue final recommendations 
in the summer of 2020 and is seeking comments on the second paper.   
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Background on Dual-Eligible Individuals 

To understand challenges associated with integrating care for  dual-eligible 
individuals, it is helpful to review key characteristics of the population, the 
pathways to becoming a dual-eligible individual, how the programs are 
administered, and what services are covered by both programs. The following 
is designed to provide the necessary background on these issues.  

Medicare Eligibility and Benefits 

In 2018, approximately 85% of the nearly 60 million Medicare beneficiaries 
qualified for Medicare on the basis of age.6  The remaining 15% were eligible 
based on disability.7  For those with disabilities, Medicare eligibility is 
triggered for individuals who qualify for Social Security Disability Income 
payments for a permanent disability for at least 24 months.8  Individuals may 
also qualify for Medicare coverage based on a diagnosis of End-Stage Renal 
Disease.9  These individuals qualify for Medicare irrespective of their age, but 
make up only about one percent of the Medicare population. 10 

Medicare covers clinical health services such as inpatient hospitalization, 
professional office visits, outpatient surgical procedures, and in certain 
circumstances, home health care, skilled nursing facility care, rehabilitation 
services and other services. Medicare is divided into four parts, with different 
financing and cost-sharing requirements:11   

• Medicare Part A is financed through employer and employee payroll 
taxes and generally covers inpatient services and limited stays at skilled 
nursing facilities.12   

• Medicare Part B – for which individuals pay a monthly premium that 
covers the majority of Part B costs – covers professional services 
furnished by physicians and other non-physician practitioners, hospital 
outpatient facility and ambulatory surgical center services, certain home 
health services, dialysis services, and clinical-laboratory services.13   

• Medicare Part C is Medicare’s managed care program, known as 
Medicare Advantage, which covers services covered under Parts A, B, 
and may also cover Part D services, as outlined below. 

• Medicare Part D covers prescription drugs and is offered through 
Medicare Advantage health plans or as a stand-alone plan for those who 
choose to remain in Medicare fee-for-service.14  

Total Medicare spending for calendar year 2018 was $741 billion for all  
beneficiaries.15  Net spending, when taking into account beneficiary premiums 
and cost-sharing, was $605 billion in 2018.16   
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Medicaid Eligibility and Benefits 

Medicaid is a joint federal-state program that provided health care coverage to 
an estimated 86.7 million low-income individuals in FY 2018.17  Medicaid 
serves low-income children and their parents, pregnant women, people with 
disabilities, and individuals age 65 and older.18 In the 37 states, including the 
District of Columbia, that have expanded Medicaid eligibility under the 
Affordable Care Act, other low-income adults with incomes up to 138% of the 
federal poverty level are also covered.19 Total Medicaid spending was $621 
billion in FY 2018 for all beneficiaries. 20  

Medicare beneficiaries qualify for Medicaid if they have low incomes and 
are aged, blind, or have a disabling condition. For dual-eligible individuals 
who receive full benefits, the Medicaid program covers clinical health 
services that are not covered by Medicare, as well as non-clinical services, 
such as targeted case-management services and transportation to medical 
appointments. States must cover certain mandatory benefits under Medicaid, 
while other services are optional. Medicaid covers longterm services and 
supports (LTSS), which include services to address beneficiaries’ deficits in 
ADLs in either an institutional setting for nursing facility residents or 
through personal-care services and other home and community-based 
services. 21 

Dual-Eligible Individuals  

While most dual-eligible individuals are over age 65, there are 39% under age 
65.22  About half of dual-eligible individuals first qualify for Medicare based on 
disability and about half qualify when they turn age 65.23  The proportion of all 
individuals who qualify for Medicare based on disability and who are also 
eligible for Medicaid has grown from 44.3% in 2006 to 52.3% in 2018, 
according to the Medicare-Medicaid Coordination Office  
(MMCO) at the U.S. Department of Health and Human Services’ Centers for 
Medicare and Medicaid Services, or CMS.24   

Dual-eligible individuals tend to have poorer health and functional status than 
those eligible for Medicare only. According to the MMCO, 41% have at least 
one mental health diagnosis, 49% receive LTSS and 60% have multiple 
chronic conditions.25 The average dual-eligible individual receiving full 
Medicare and Medicaid benefits has six chronic conditions, while all other 
Medicare beneficiaries average only four.26 Depression and Alzheimer’s 
disease or related dementia were among the most prevalent conditions for full-
benefit dual-eligible individuals.27  As a result, those with multiple chronic 
conditions typically have higher utilization of services, such as emergency 
room visits, hospitalizations, and eventual need for LTSS. Accordingly, the 
HHS Office of the Assistant Secretary for Planning and Evaluation, or ASPE, 
has found that dual-eligible status was the most powerful predictor of poor 
Medicare outcomes among social risk factors.28   
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Dual-eligible individuals are also more likely to have greater limitations in 
ADLs than non-dual eligible individuals.29  In 2016, 26% of dual-eligible 
individuals had limitations in one to two ADLs, compared to 18% of nondual 
eligible individuals and 28% had limitations in three to six ADLs, compared 
to 9% of non-dual-eligible individuals.30  As a result, dual-eligible individuals 
are among the most medically complex individuals and often have wide-
ranging health care needs that require additional services and supports.31 

Eligibility and Benefits 

While all dual-eligible individuals are eligible for Medicare, their Medicaid 
benefits vary based on income. Full-benefit dual-eligible individuals are 
entitled to the full-range of medically-necessary Medicare benefits, as well as 
medically-necessary benefits covered under the Medicaid state plan. In 2018, 
full-benefit individuals numbered 8.7 million, or 71% of total dualeligible 
individuals.32  Partial-benefit individuals, typically with incomes at or slightly 
above the federal poverty level, are eligible for all Medicarecovered services, 
but their Medicaid benefits are limited to the assistance with Medicare 
premiums, deductibles, and copays through the Medicare Savings Program. 
They are not eligible for Medicaid-covered services.33   

Many low-income Medicare beneficiaries who qualify as partial-benefit dual-
eligible individuals are not enrolled in the Medicare Savings Program.34  The 
cost of Medicare premiums, deductibles and co-payments may create a barrier 
to accessing care. In 2018, there were 3.5 million partialbenefit dual-eligible 
individuals, or 29% of total dual-eligible individuals.35  Between 2006 and 
2018, the total number of full-benefit and partial-benefit dual-eligible 
individuals has grown on average each year by 2.9%.36  

For full-benefit dual-eligible beneficiaries, Medicare is the primary payer of 
acute care and clinical health services. Medicare covers clinical health 
services such as hospitalization, physician office visits, surgical procedures, 
and in certain circumstances, skilled home health care, skilled nursing facility 
care, and rehabilitation services.37 Medicaid is then responsible for covering 
Medicare premiums, cost-sharing, long-term care services and certain 
behavioral health services.  

An ASPE report found that 67% of full-benefit dual-eligible individuals qualify 
for Medicare before also becoming eligible for Medicaid, and 27% qualify for 
Medicaid first.38 Only about 5% of individuals become simultaneously eligible 
for both Medicare and Medicaid.39 Of those who qualified for Medicare before 
Medicaid, 59% qualified for Medicare on the basis of age. For those who 
already had Medicare, 37% qualified for Medicaid because they met criteria 
established by the state based on income or another eligibility requirement. For 
example, states are permitted to provide Medicaid coverage to Medicare 
beneficiaries with incomes up to 300% of the SSI income limit. Another 22% 
qualified under Medicaid’s Medically Needy spend-down.40 Of those who 
follow the Medicaid-to-Medicare pathway to full-benefit dual- eligible status, 
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55% qualified for Medicare based on SSI eligibility, and 66% qualified based 
on disability. 41 

Spending  

Given the severity of illness and disabilities, per-capita spending on dual- 
eligible individuals is more than three times higher than for Medicare-only 
beneficiaries.42 The average annual spending per dual-eligible individual in 
2013 was approximately $29,238.43 The average annual spending for those 
covered only by Medicare came in significantly lower, at $8,593 per person.44  

While dual-eligible individuals comprise 20% of the Medicare population, they 
account for 34% of total Medicare expenditures (see Figure 1).45 Similarly, 
dual-eligible individuals comprise only 15% of the Medicaid population, but 
account for 32% of total Medicaid expenditures.46 Dual-eligible individuals, 
including partial-benefit dual-eligible individuals, account for only 9.15% of 
those who have Medicare and/or Medicaid coverage, while their expenditures 
constitute 33.21% of total expenditures for both programs in 2012.47 From 
2012 to 2018, total expenditures for both programs have increased by 36%; the 
disproportionate cost of duals has likely increased accordingly but recent data 
is unavailable.48  

Figure 1: Dual-Eligible Beneficiaries as a Share of Medicare &  
Medicaid Enrollment and Spending, CY 2013 

 

Source: MedPAC, MACPAC,Data book: Beneficiaries dually eliable for Medicare Medicaid. Jan 2018 
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Integration of Medicare and Medicaid 
Coverage and Financing  

  
Despite the availability of models that integrate Medicare and Medicaid, many 
dual-eligible individuals are enrolled in separate Medicare and Medicaid 
managed care plans that do not provide integrated care or care coordination for 
all services. There are many approaches to integration that include some level 
of care coordination. Delivery and payment models range from Medicare 
Advantage D-SNPs that offer all Medicare and Medicaidcovered services, to 
advanced versions of D-SNPs that meet greater coordination requirements, to 
PACE. The Center for Medicare and Medicaid  
Innovation, or CMMI, and MMCO within CMS have also partnered to  

allow states to test capitated and managed fee-for-service demonstration 
models under the FAI that feature a high level of integration. Some models in 
each category have excelled in providing high-quality integrated care, while 
others have fallen short, posing a threat to patient health and creating 
disruptions in long-term beneficiary-provider relationships. While the number 
of dual-eligible individuals in integrated programs has grown significantly 
between 2011 and 2019 (see Figure 2), a relatively small percentage, roughly 
8.25% according to MMCO, are enrolled in integrated programs.49  
  
Figure 2: Total Integrated Care Enrollment by   
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Program Type: 2011 and 2019  

 

  
Source: Medicare-Medicaid Coordination Office, FY 2019, Report to Congress, p. 8iii 

 
iii From the report: [A]nalysis performed by the Integrated Care Resource Center, under contract with CMS. “Fully 

Integrated Programs/Models” include MMP, Fully Integrated Dual Eligible (FIDE) SNP, and PACE enrollment 
through July 2019. This category also includes the FIDE SNPs previously noted as “Legacy Medi-Medi Demo 

Programs” and categorized separately in previous reports. “Total Cost of Care Managed  
FFS” includes enrollment in the Washington Managed Fee-For-Service demonstration under the 
MedicareMedicaid Financial Alignment Initiative. “Integrated SNP Program” enrollment includes programs in 

which a dually eligible individual receives both Medicare and Medicaid services from companion or aligned 
Medicare D-SNPs and Medicaid managed care plans; several state programs were reclassified from partially 
integrated to integrated to align with the integration standards for D-SNPs finalized in the 2020 Medicare 
Advantage and Part D final rule. “Partially Integrated Care with Financial Alignment” refers to the North Carolina 
Medicare Health Care Quality Demonstration, for which no 2019 information is included because the initiative 
had ended. No state data was available in July 2019 for “Partially Integrated SNP Program” enrollment. The 2019 
analysis newly includes data from existing integrated care options in Oregon, select D-SNPs in California, and 

FIDE-SNPs and certain types of D-SNPs in Florida. 
In recent years, Congress and CMS have made efforts to advance the integration of 
Medicare and Medicaid services for dual-eligible individuals by actively encouraging states 
to adopt more fully integrated programs. There are three main approaches that states can 
take to integrate Medicare and Medicaid:  

• Dual-eligible special needs plans (D-SNPs);  

• Program of All-Inclusive Care for the Elderly (PACE); and 
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• The Financial Alignment Initiative (FAI), a demonstration that integrates coverage 
and financing.   

Dual-Eligible Special Needs Plans 
Congress permanently authorized D-SNPs through the Bipartisan Budget Act of  
2018.50 That law also established new integration standards for D-SNPs and unified 
Medicare and Medicaid grievance and appeals procedures for certain D-SNPs beginning in 
contract year 2021.51   

CMS released regulations in April 2019 implementing the new D-SNP requirements.52 
Under the regulations, D-SNPs must meet the integration criteria beginning CY 2021. Plans 
must: (1) be a fully integrated dual-eligible special needs plan, called FIDE-SNP, or a 
highly integrated dual-eligible special needs plan, called HIDE-SNP,iv  or (2) notify the 
state Medicaid agency, or its designee, of hospital and skilled nursing facility admissions 
for at least one group of high-risk full-benefit dual-eligible individuals.53  Beginning CY 
2021 through CY 2025, CMS will impose the intermediate sanction of prohibiting new 
enrollment into a D-SNP if it determines the D-SNP does not meet the new integration 
standards.54  

  

 

iv The regulation, codified at 42 CFR § 422.2, defines a FIDE-SNP as a type of D-SNP: (1) that provides dualeligible 

individuals access to Medicare and Medicaid benefits under a single entity that holds both an MA contract with 
CMS and a Medicaid managed care organization contract under section 1903(m) of the [SSA] with the applicable 
State; (2) whose capitated contract with the state Medicaid agency provides coverage, consistent with state policy, 

of specified primary care, acute care, behavioral health, and long-term services and supports, and provides 
coverage of nursing facility services for a period of at least 180 days during the plan year; (3) that coordinates the 
delivery of covered Medicare and Medicaid services using aligned care management and specialty care network 
methods for high-risk beneficiaries; and (4) that employs policies and procedures approved by CMS and the State 
to coordinate or integrate beneficiary communication materials, enrollment, communications, grievance and 
appeals, and quality improvement. The regulation, codified at 42 CFR § 422.2, defines a HIDE-SNP as a type of 
D-SNP offered by an MA organization that provides coverage, consistent with state policy, of long-term services 

and supports, behavioral health services, or both, under a capitated contract that meets one of the following 
arrangements— (1) the capitated contract is between the MA organization the Medicaid agency; or (2) the 
capitated contract is between the MA organization’s parent organization (or another entity that is owned and 

controlled by its parent organization) and the Medicaid agency. 
D-SNPs must have a coordinated Medicare and Medicaid grievances and appeals process 
beginning CY 2020, while FIDE-SNPs and HIDE-SNPs with exclusively aligned 
enrollment must implement a unified Medicare and Medicaid grievances and appeals 
process beginning CY 2021.55, v The unified grievances and appeals process will allow 
individuals to follow one resolution pathway at the plan level when filing a complaint or 
contesting an adverse coverage determination for Medicare non-Part D benefits and 
Medicaid services.56  

Enrollment in D-SNPs, which have the highest number of participants compared to other 
integrated plans, varies significantly by state, and includes both rural and urban 
populations. Texas, Arizona, and New Mexico – states with the largest populations 
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residing in frontier counties – have relatively high D-SNP enrollment.57 Yet other rural 
states such as North Dakota, South Dakota, and Iowa have virtually no dual-eligible 
individuals enrolled in D-SNPs.58 States with significant urban areas, including Florida, 
California, New York, and Massachusetts, have higher percentages of eligible individuals 
enrolled in D-SNPs. 59 

Information on health outcome and cost measures for dual-eligible individuals is 
insufficient in states with low enrollment in integrated care models, making comparisons 
difficult.60 Overall, Medicaid outcomes by state may be skewed by this discrepancy as 
well. Even states such as Texas, which have robust integrated care models, have 
numerous counties that lack data, presenting an issue for researchers and policymakers, 
especially when it comes to examining disparities within counties and states.61  

The Affordable Care Act required D-SNPs to either have contracts with states to provide 
Medicaid benefits or arrange for them to be provided to dual-eligible enrollees. Fourteen 
states, highlighted in blue in Figure 3, require D-SNPs to align with Medicaid managed 
long-term services and supports, or MLTSS, programs. Similarly, other states have 
developed Medicaid MLTSS programs with the potential to align D-SNP and MLTSS 
programs. 62 63   

  
  
  
  
  
  
  

 
v  Exclusively aligned enrollment occurs when the state limits enrollment into a D-SNP to fullbenefit 

dual-eligible individuals who are also enrolled in a Medicaid MCO that is offered by the D-SNP’s MA 
organization, the D-SNP’s parent organization, or by another entity that is owned and controlled by the 
D-SNP’s parent organization. 

Figure 3: States with Aligned D-SNPs and Managed Long-Term  
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Services and Supports Programs, 2017 

 

  
Source: ASPE Report: U.S. Department of Health and Human Services, Assistant Secretary for 
Planning and Evaluation, Integrating Care through Dual Eligible Special Needs Plans (D-SNPs(: 
Opportunities and Challenges, April 2019, 9.  

Financial Alignment Initiative 
Under the FAI, states may test any of three integrated care models: (1) a capitated managed 
care model; (2) a managed FFS model; or (3) a state-specific model.64  Under the capitated 
managed care model, states enter into a single three-way contract with CMS and health 
plans.65 Most states participating in the demonstration chose to implement the capitated 
managed care option. Plans operating under this contract, known as Medicare-Medicaid 
Plans, receive a blended capitated rate for all Medicaid and Medicare benefits.66 Using this 
model, a plan provides all Medicare-covered and all or most Medicaid-covered services 
with a high level of care coordination.67 As of  
December 2019, nine states are participating in the capitated managed care model.vi 68 

 
vi California, Illinois, Massachusetts, Michigan, New York, Ohio, Rhode Island, South Carolina, and 

Texas are participating in the capitated managed care model under the financial  

In the managed FFS model, CMS and a state enter into an agreement that allows the state 
to provide coordinated care by building on the existing FFS delivery system.69  
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Specifically, states have built on the Medicaid Health Homes model and Accountable Care 
Organizations.70 Under this model, the state invests in care coordination and receives a 
retrospective performance payment if certain quality thresholds are met and Medicare 
achieves target savings levels.71 Only Washington State and Colorado have implemented 
this model.72 Colorado has ended its demonstration; Washington’s demonstration is 
ongoing.73  

The state-specific model allows states to implement innovative models that may include 
elements of demonstrations under the FAI or other types of delivery system reforms, such 
as alternative payment methodologies, value-based purchasing, or episode-based bundled 
payments.74 As of December 2019, Minnesota is the only state participating in the state-
specific model under the FAI with a focus on administrative alignment.75 

PACE 
PACE is a permanently authorized program that offers comprehensive medical and social 
services, including those beyond Medicare and Medicaid – if deemed necessary – to those 
above age 55 who need nursing home-level care. Almost all PACE enrollees are dual-
eligible individuals and the care model is centered on adult day care centers with each 
patient taken care of by an interdisciplinary team.76  While PACE represents a high-degree 
of Medicare-Medicaid integration, it is not widely available and less than 50,000 people 
are enrolled given the eligibility limitations and start-up costs associated with establishing 
adult day care centers.  

Program Evaluations 
Dual-eligible individuals enrolled in integrated models in some areas generally 
experience some reductions in health care utilization compared to their counterparts not 
in integrated models, according to a July 2019 MACPAC report – although evaluations 
of specific integrated models make it difficult to generalize about the effects of 
integrated care broadly.77  According to the report, individuals in integrated models 
generally experienced decreases in hospitalizations and hospital readmissions.78 That is 
consistent with other studies, which have reported higher beneficiary satisfaction in 
integrated models than in non-integrated Medicaid FFS arrangements.79 

At the same time, findings are mixed for use of emergency department services, LTSS, 
other services, and beneficiary experience related to communicating with health plans and 
understanding benefits.80 Care coordination between Medicare and Medicaid services can 
be difficult due to lack of access each program has to the other program’s data,81 but recent 
demonstrations under MMCO and CMMI have emphasized the  

 
alignment initiative. Virginia participated in the capitated managed care model, but ended its 
demonstration in December 2017. 

incorporation of care coordination into integrated models and, as mentioned earlier, 
CMS has issued new rules for D-SNPs that require further coordination  and 
unification.  
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Early cost results are also promising but limited. Lower per-person Medicare spending was 
associated with some integrated care models, but few evaluations have been able to review 
changes in associated Medicaid spending due to lack of recent Medicaid data.82 The new 
Transformed Medicaid Statistical Information System, or T-MSIS, is expected to provide 
more information in the near future on Medicaid spending and service use in integrated 
models.  

The MMCO has reported increased access to care coordination within the capitated 
model demonstrations under its FAI through metrics including increases in completion 
of health risk assessments and care plans.83 Many of the states participating in FAI faced 
declines in enrollment that meant participation was lower than expected.84 Washington 
State did see savings, with the caveat that the savings were in Medicare and did not 
include the effect of the demonstration on Medicaid.85 

Studies evaluating D-SNPs have demonstrated evidence of reductions in 
hospitalizations and hospital readmissions. One study compared individuals in 
California’s SCAN plan with Medicare FFS individuals in the state, and found 14% 
lower rates of preventable hospitalizations and 25% lower rates of hospital 
readmissions.86 Another study found a 54% decrease in hospitalizations and a 24% 
decrease in hospital readmissions in the Visiting Nurse Service of New York’s Choice 
health plans.87 D-SNPs have also been associated with reductions in long-stay and end-
of-life care nursing facility entries88 and reductions in per-person Medicare spending, 
such that a 1% increase in D-SNPs penetration was associated with a 0.2% reduction in 
Medicare spending per beneficiary.89 

Because traditional fee-for-service providers in Medicare and Medicaid have no reporting 
requirements, comparing D-SNPs to FFS is not possible. However, D-SNPs consistently 
performed higher than MA plans. In a study conducted by the Government Accountability 
Office, D-SNP performed better on process of care and health outcomes with similar 
utilization compared to traditional Medicare Advantage Plans.90 Specifically, they 
performed better on the majority of process measures and performed better on all 
outcomes measures.91   

Studies evaluating PACE have demonstrated reductions in inpatient hospital use,92, 93, 94 
hospitalizations,95 and length of stay.96 Specifically, PACE participants compared to a 
matched group in one study experienced reduced hospitalization rates over a twoyear 
period and a shorter length of stay when hospitalized, with an average reduction of 0.6 
hospital days per month, even though they had higher levels of hospitalization six 
months prior.97 The Assistant Secretary for Planning and Evaluation did note that 
limitations of PACE, like the reliance on adult day care centers, have led to slow growth 
in enrollment and more-scalable and permanent options were necessary for the 
integration of care.98 
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Conclusion 

While the evidence is still outstanding on the potential for long-term savings for 
demonstration projects that fully integrate care for dual-eligible enrollees, it is clear this 
population must have a better coordinated and more seamless system of care. Even those 
without serious medical or functional impairment should not be asked to navigate two 
separate programs for services without full accountability on the programs for 
coordination of care. The current bifurcated system should not continue. BPC health care 
leaders believe states are in the best position to integrate Medicare and Medicaid services 
and these options encourage states to move forward with integration. Over the long-term, 
better integration and care coordination will lead to a better enrollee experience, improve 
quality of care, eliminate inefficiencies, and result in long-term savings.  
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Gene Balk / FYI Guy 

Washingtonians are less 
religious than ever, Gallup 
poll finds 

Originally published April 20, 2018 at 6:00 am Updated April 20, 2018 at 7:31 pm 

Since Gallup began tracking religiosity at the state level, 
Washington has been among the least religious in the union. Forty-
seven percent of adults in the state say they are not religious, and 
seldom or never attend services. 

Share story 

By  
Gene Balk / FYI Guy   
Seattle Times columnist 

Ever since pollsters began asking Americans about 
their faith, Washington has ranked among the less-
religious states in the country. But Washington has 
never been as secular as it is right now. 

A record number of state residents didn’t identify 
with any religion in 2017, according to polling 
giant Gallup. Forty-seven percent of adults in the 
state say they are not religious, and seldom or 
never attend services. 

When Gallup began polling about religious belief at 
the state level in 2008, 43 percent of 
Washingtonians identified as nonreligious. That 
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number didn’t change much year-to-year, except 
for a hard-to-explain dip to 41 percent in 2013 (the 
nation as a whole also saw the percentage of 
nonreligious drop that year). 

After that, the number started to rise. That’s true 
for many other states as well. In fact, the U.S. as a 
whole is also at a record high, with 33 percent 
saying they are not religious. 

 
It’s primarily young people who are beefing up the 
numbers of the nonreligious in the U.S. The poll 
data show that just 28 percent of those younger 
than 30 are very religious, compared with 47 
percent of those aged 65 and older. And it’s 
possible that the influx of young newcomers to the 
Seattle area is the driving force behind the change 
in Washington’s numbers. 
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Washington ranks as the sixth-least-religious state, 
in a tie with Alaska. Oregon has tended to poll just 
slightly less religious than Washington, and that 
held true in 2017. Forty-eight percent in the Beaver 
State have no religion. 

Washington is one of 19 states, plus the District of 
Columbia, where the plurality of adults are 
nonreligious (as opposed to very religious or 
moderately religious). Just 28 percent of adults in 
Washington identify as highly religious, and say 
they attend services weekly — 19 percentage 
points lower than those who are nonreligious. 

In fact, in all the other Western states — Oregon, 
California, Alaska and Hawaii — the percentage of 
adults who are not religious also outweighs the 
percentage who are very religious by double digits. 

The most- and least-religious states are, 
perennially, Mississippi and Vermont — and I’m 
sure you can guess which one is which without me 
telling you. In 2017, 59 percent of Vermonters had 
no religion, while only 12 percent of Mississippians 
did. 
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New England is the least-religious part of the 
country, claiming the top four states, but the 
Western U.S. is right behind. The Southern “Bible 
Belt” states are the most religious, although Utah 
ranks up there too. It’s one of just four states where 
the majority of residents identify as highly 
religious. 

That make sense because the polling shows that 
Mormons are the most devout religious group in 
the U.S., with 73 percent identifying as very 
religious. They’re followed by Protestants (50 
percent), Muslims (45 percent) and Catholics (40 
percent). Jews are far and away the least devout 
group, with just 18 percent saying they’re very 
religious. 

In terms of race and ethnicity, blacks are a more 
likely group to be very religious (48 percent) 
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compared with whites and Hispanics (both at 36 
percent). 

The data comes from Gallup’s daily tracking poll, 
which is conducted throughout the year. In 2017, 
about 129,000 U.S. adults were interviewed, 
including nearly 3,400 in Washington. The margin 
of error is +/- 2 from 2013 to 2017, and +/- 1 from 
2008 to 2012. 
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Methodology  
  
From October 27 to November 12, 2017, Community Marketing & Insights (CMI) fielded an online 
survey for AARP to better understand LGBT community members ages 45 and over living in the United 
States.  
  
CMI’s research panel of 85,000+ members was developed over a 20-year period by partnership with 
more than 300 LGBT media, events, organizations and social media. The panel is used for research 
purposes only, never marketing.  
   
Importantly, the panel mostly includes “out” LGBT community members who interact with LGBT media 
and organizations. Panelists do not include LGBT community members who are more “closeted” about 
their sexual orientation or gender identity.  
  
Also important, the methodology of an online survey tends to attract more educated and digitally 
engaged individuals than the general population. However, research participants represent people 
most likely reached through LGBT-specific outreach.   
  
A random sample of panelists was recruited from CMI’s proprietary LGBT research panel and invited to 
the online survey via email. Panelists were provided with an incentive of a chance to win one of twenty 
$50 cash or gift card prizes, and they could take the survey in English or Spanish.  
  
To gain more insight, the study intentionally oversampled LGBT community members who indicated a 
qualifying “gender expansive” identity. Gender expansive includes participants who identify as 
transgender and nonbinary, including transgender, trans woman, trans man, intersex, nonbinary, 
genderqueer, and gender fluid.  
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Sample overview  
  
1,762 LGBT community members completed the 10-minute survey. The final sample included 627 
lesbian women, 680 gay men, 162 bisexual and pansexual men and women, and 264 gender expansive 
community members, all age 45 or over and living in the United States. The gender expansive 
participants included 224 with a transgender identity and 40 with a nonbinary identity. A small number 
of participants (29) identified as part of the LGBT community but did not fit into the four major 
categories mentioned above.   
  
For the purposes of this report, gay and bisexual men, and lesbian and bisexual women are 
occasionally reported together by gender. The LGB groups are all cisgender.  
  
The data in this report is based on a sample that is representative of CMI’s panel but is not 
meant to be generalizable to the LGBT 45+ population at large.   
  
The survey sample was compared to the full CMI LGBT panel as well as same-sex households and total 
population data from various United States Census reports in order to assure demographic ratios were 
reasonably in balance with the overall US population ages 45 and over. No gold standard LGBT 
population estimate is currently available from the U.S. Census Bureau or other public data resource.   
  
Due to the oversample of gender expansive participants, all LGBT results were weighted as following:  
47% male, 47% female, and 6% gender expansive.   
  

 
  
References for weighting and tracking assumptions: CMI reviewed a number of references to assure a 
reasonable sample was obtained for this study including the Community Marketing & Insights overall  
LGBT panel demographics; Pew Research: A Survey of LGBT Americans 2013; US Census: 2015 American 
Community Survey for Same-Sex Couple Households; and the US Census American Fact Finder Tool for 
the 2016 American Community Survey to obtain general population statistics for age 45 and over.  
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AARP surveyed more than 1,700 LGBT adults age 45-plus in a 2018 national survey working with 
Community Marketing & Insights (CMI), a leader in LGBT consumer research. All originally published 
materials from the study are available at aarp.org/dignitysurvey.   
  
This report summarizes and synthesizes the findings of the earlier release. The “Today” section of this 
report captures LGBT participants' current situation regarding social networks and supports, living 
arrangements, community, and healthcare. The “As They Age” section reveals their concerns and 
preferences around these areas as they age.   
  
Survey findings show that while the LGBT community as a whole shares some common concerns and 
experiences, different cohorts within it have unique and diversified needs.  
  
To start with, same-sex couples do not “partner” at the same rate by gender. Survey data show gay men 
age 45-plus are far more likely to be single and living alone compared to lesbians and are less likely to 
be parents. When asked about their social support network, gay men report being less connected than 
lesbians on every relationship type tested, including friends, partners, and neighbors. This lack of social 
support may put gay men at greater risk of isolation as they age and potentially influences the types of 
services they will need later in life.  
  
Similarly, bisexual men and women ages 45 and older are less likely to identify publicly as bisexual and 
therefore can be harder to reach with general LGBT outreach compared to lesbian women, gay men, 
and transgender community members. This disconnect may limit their access to appropriate supportive 
services and needed information.  
  
Transgender or gender expansive individuals are least likely overall to be connected to sources of social 
support, including family. Although more than half of transgender or gender expansive survey 
respondents have children or grandchildren, this group is least likely to say they consider gay or straight 
friends, family, or neighbors part of their personal support network, which exacerbates the level of risk 
implied by possible discrimination as they age from health care providers, long term care service 
providers, or housing facilities.  
  
LGBT older adults are about as likely to live in suburban, rural, and small communities as large urban 
metropolitan areas, and while access to LGBT-dedicated services may be better in urban areas, it turns 
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out that a community’s LGBT friendliness is a much more important determinant than community size 
for the social and emotional supports that enable healthy aging. The LGBT friendliness of the 
community seems to correlate with higher levels of support today, but as people prepare for aging, the 
protective factor is not as certain.  
  
Concerns about long-term care within the LGBT community are great, particularly for gender expansive 
individuals. Majorities cite concerns about neglect, abuse, refused access to services, or harassment. The 
possibility of being forced to hide one’s identity as a condition of receiving care is a concern for just 
under half of lesbian, gay, and bisexual respondents, and for 70% of transgender and gender expansive 
respondents. For black and Latino members of the LGBT community, sexual orientation or gender 
identity are yet another reason, in addition to race or ethnicity, to feel at risk for poor quality of care.  
  
The data and insights in this report show the acute need for public policy protections of LGBT older 
adults and demonstrate the opportunity for private industry solutions that enable them to choose how 
they live as they age.  
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KEY FINDINGS:  TODAY 
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Gay men may be at greater risk of being isolated than lesbian women.  
  
Same-sex couples do not partner at the same rate by gender. Gay men who participated in the survey 
are far more likely to live alone, which will influence the types of services that gay men will need as they 
age. Further, when asked about their social support network, gay men were less connected than lesbian 
women on every relationship type tested: LGBT friends, straight friends, partners, and neighbors.   
  
Percent of lesbian women and gay men who are... 

 

  
  
    

43 % 

39 % 

36 % 

42 % 

27 % 

57 % 

46 % 

19 % 

Married 

Single 

Living alone 

Parents 
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Older LGBT community members are also parents and grandparents.  
  
Many older LGBT survey participants have children and grandchildren, especially bisexual and gender 
expansive participants. For some older LGBT adults, children could be from opposite-sex relationships. 
Recognizing LGBT community members as parents is a recent trend, but LGBT grandparents are often 
overlooked. Many older LGBT community members could benefit from information, imagery, services, 
and products designed for older LGBT parents and grandparents.  
  
Percent of LGBT community members who have children or 
grandchildren 

Have grandchildren 

Lesbian women20% 

Gay men 

Bisexual men and women22% 

Gender expansive27% 

  

  

Have children 

42 % 

19 % 

62 % 

53 % 

11 % 
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Bisexual men and women ages 45 and older are less likely to identify publicly as 
bisexual and can be harder to reach with general LGBT outreach than lesbian 
women, gay men, and transgender community members.  
  
Outreach to the bisexual community can be more difficult than LGT outreach. The bisexual community 
may not see outreach campaigns intended for gay and lesbian audiences, and bisexual people often 
report that LGBT outreach approaches do not always connect with them personally. Advertising and 
articles will often address the issues of aging from the lesbian, gay, or transgender perspective, but 
articles rarely address aging specifically from the bisexual perspective.   
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LGBT participants felt they had a broad social support network, but they had 
relatively weak support from their family, especially gender expansive 
participants.  
  
The vast majority of LGBT participants (92%) felt that they have some social support network, 
comprising a high level of both LGBT and straight friends. Though family was important, support 
networks had fewer family members than friends, especially for gender expansive participants.  
  
Results also show a higher level of support from online communities for gender expansive participants, 
the social support connection between the bisexual and gender expansive communities, and lesbian 
women’s higher connection with neighbors.  
   
Percent whose support networks include... 

Lesbian 
women Gay men Bisexual 

Gender 
expansive 
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Straight friends81%68%78%60% 

Gay, lesbian, or bisexual 
friends80%70%73%67% 

 Family members
 67%
 60%66%
 47% 

 Spouse or partner
 67%
 50%59%
 53% 

Neighbors 

LGBT social clubs or groups 

People from my place of worship or religion 

Spiritual or religious leader 

Transgender or gender expansive friends59% 

Online communities 

General social clubs or groups 

  
    
LGBT participants live in cities, towns, suburbs, and rural areas, but they seek out 
LGBT-friendly local communities, even within more conservative regions of the 
country.  
  
LGBT participants live in communities of all sizes, and 71% of the research participants ages 45 and 
older indicated that they did not live in big cities. This result underscores the importance of federal and 
state antidiscrimination laws that cover older LGBT Americans living outside of big cities.  
  

42 % 

16 % 

16 % 

16 % 

14 % 

11 % 

8 % 

32 % 

16 % 

13 % 

13 % 

7 % 

10 % 

9 % 

22 % 

18 % 

15 % 

21 % 

30 % 

19 % 

8 % 

16 % 

29 % 

18 % 

19 % 

30 % 

11 % 

APPENDIX 31 
MAINTAINING DIGNITY



 

    

AARP.ORG/RESEARCH | © 2020 ALL RIGHTS RESERVED  AARP RESEARCH | 19  
    

  

However, even though many participants live in rural areas which are often considered more 
conservative, 83% of respondents considered their community to be at least somewhat LGBT-friendly, 
suggesting that LGBT people seek out affirming communities in which to settle, even if the larger 
surrounding area may not be.   
  
LGBT residence and community size 

Big city urban area 

Medium size city urban area 

Suburb of a big or medium size city 

Small city, town, or rural 

  

    
Though small communities are far less likely to provide access to LGBT-specific 
healthcare or services, community size is less important than a community’s 
perceived LGBT-friendliness in determining whether a person feels supported.  
  
One might assume that LGBT people living in small communities (small cities, towns, and rural areas) 
would have the hardest time being an LGBT older adult, but survey results suggest that we cannot make 
that assumption universally. Many respondents have found small LGBT-friendly communities. Overall 
quality of life seems to depend more on the perceived LGBT-friendliness of the community than the size 
of the community. However, those who live in small communities were less likely to have access to 
LGBT-specific services such as health centers and services for older adults.  
  
Percent of respondents who agree with the following statements, by 
community LGBT-friendliness and community size 

 Very LGBT-friendly Not LGBT-friendly Big city Small community 

Percent living in a  
community that is at least  
somewhat LGBT - friendly   

83 % 

29 % 

21 % 

26 % 

25 % 
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Feel they have a 
support network of at 
least one person in the 

event of a personal emergency 
Community friendliness 

Community size 

Community friendliness 
Community size 

Community friendliness 
Community size 

Community friendliness 
Community size 

Community friendliness 

 
97% 
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Community size 

Community friendliness 
Community size 

Community friendliness 

  
LGBT participants are largely satisfied with their current healthcare relationships 
but also fear discrimination and prejudice.  
  
LGBT survey respondents are relatively satisfied with their current healthcare. However, many also are 
on guard for the potential of healthcare prejudice as they age. Other research conducted by CMI has 
found that LGBT community members are generally satisfied with their physicians and care because, 
through trial and error over time, they have identified LGBT-friendly providers. Often, changing 
providers is a response to experiencing discrimination or unwelcoming treatment. These negative 
experiences in the past may explain why LGBT adults at midlife and older are both satisfied today and 
wary of experiencing discrimination or lack of cultural competence in the future.  
  

   

84% 75%  
of LGBT participants would of LGBT participants are out 
describe their relationship to their physician about their with their 
provider as open  sexual orientation or gender and 

honest or good, only 6%  identity  
as negative or unsure  

  

52% 57%  
have concerns about have concerns about  

discrimination or prejudice healthcare providers not  
 affecting quality of care being sensitive to LGBT  

   patient needs  
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KEY FINDINGS: AS  THEY 
  AGE 
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Looking toward the future, the biggest aging concerns in the survey related to 
long-term care and social supports.  
  
In reviewing the survey, we found that LGBT participants were most likely to be concerned about having 
adequate support systems in place as they age, potential quality of services in long-term care facilities, 
and the lack of access to services specifically for older LGBT adults. In some ways their concerns are not 
that different from all older Americans, but they have a clear LGBT spin. LGBT participants are less likely 
to be able to count on their biological families and must develop chosen families to assure care. They 
also seem to want services that are more directly designed for the LGBT community. These factors 
might explain why so many are interested in LGBT-welcoming housing developments for older adults.  
  

76%  
are concerned about having adequate family and/or 
social supports to rely on as they age  
  
  

73%  
do not have access to LGBT-specific services for older 
adults  
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When thinking about long-term care facilities, percent concerned 
about the following 

 

  
    
The gender expansive community faces unique challenges and even greater fear of 
discrimination. Very high majorities of this community are concerned about 
quality and access to healthcare as they age.  
  
Survey results suggest that the gender expansive community is more likely to feel vulnerable to 
discrimination and unfair treatment. While many large cities have gender identity equality laws, most 
transgender people – 82 percent – who participated in the survey do not live in big cities, underscoring 
the need for protections on the state and federal level.  
  

67 % 

62 % 

61 % 

60 % 

Neglect 

Abuse 

Limited access to services 

Verbal or physical harassment 
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47%  say they can count on family 
members for support (much 
lower than LGB)  

75%  are concerned that healthcare 
providers are not sensitive to 
their needs  

    

46%  are very or extremely concerned 
about adequate social support 
as they age  

70%  are concerned that they will 
need to hide their identity in 
long-term care  

66%  are concerned that their 
healthcare will be affected 
because of gender identity  

55%  
fear housing discrimination  

  

    
Black and Latino LGBT Americans are more concerned about multiple forms of 
discrimination and negative outcomes as they age.  
  
The most striking differences by race/ethnicity among survey respondents were fears of discrimination 
and bad health outcomes, in particular, for the black LGBT older adult community. For LGBT people of 
color, concern about discrimination due to their sexual orientation or gender identity was bound up 
with concern about discrimination due to their race or ethnicity. Black LGBT adult respondents ages 45 
and older were likely to worry about both of these aspects of their identity equally as a cause for an 
adverse experience with healthcare professionals. At the same time, they were most likely to worry 
about having a family support network to rely on as they age. In general, the survey results suggest that 
LGBT people of color have more reasons to be concerned about aging than their white counterparts.  
  

Percent somewhat or very concerned that quality of care received by healthcare professionals 
and staff will be adversely impacted by race or ethnicity or sexual orientation  

Black Latino White 
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 ethnicity orientation 

  
Percent who are... 

ethnicity orientation ethnicity orientation 

 
Black Latino White 

 

Very or extremely concerned about 
having adequate family and/or 
social49%39% 

supports to rely on as they age 

Very concerned about abuse 
in long-term care 

  
    
Long-term care providers and facilities that intentionally affirm LGBT adults will 
improve patient comfort and quality of care.  
  
Research participants were presented with four ideas on how to improve their confidence about the 
quality of care they would receive in long-term care facilities. Participants enthusiastically endorsed all 
four ideas. Of course, these recommendations are not just applicable to long-term care facilities. They 
are applicable to all types of for-profit businesses and nonprofit institutions.  
  

42 % 
38 % 

Race or Sexual 

27 % 

42 % 

Race or Sexual 
3 % 

40 % 

Race or Sexual 

56 % 

37 % 25 % 19 % 
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Percent of LGBT adults who would be more comfortable... 

If providers were specifically trained for LGBT 

patient needs 

To see explicit advertising promoting LGBT-friendly services 

To know if  providers or staff are LGBT themselves 

To see LGBT-welcoming signs or symbols displayed on site/in offices, online, or in 
communications 

  

    

88 % 

86 % 

85 % 

82 % 

APPENDIX 31 
MAINTAINING DIGNITY



 

    
    

AARP.ORG/RESEARCH | © 2020 ALL RIGHTS RESERVED  AARP RESEARCH | 28  
    

  

Nine out of ten survey participants indicated interest in LGBT-welcoming housing 
developments for older adults.  
  
Fewer than two-thirds of LGBT participants ages 45 and older own their homes, and more than onethird 
rent or live with someone else. Renting may be more common in big urban areas, but those living in 
self-described LGBT-unfriendly communities were seven times more likely to report recent experiences 
with housing discrimination because of their sexual orientation. Gender expansive participants were also 
significantly more likely than LGB participants to have experienced housing discrimination recently. 
Having to hide one’s identity in later life to have access to suitable housing options is a concern for one 
in three LGBT respondents (34%) and more than half of the gender expansive segment (54%). When 
asked about LGBT-welcoming housing developments for older adults, 90% were extremely (35%), very 
(27%), or somewhat (28%) interested.  
  

15%  

(7.5x)  

of those living in LGBT-unfriendly 
communities have recently faced  

housing discrimination because of their  
sexual orientation  

vs.  
2%  

of those living in very LGBT-friendly 
communities have recently faced  

housing discrimination because of their  
sexual orientation  

  

14%  
of gender expansive participants recently faced housing discrimination because of 
their gender identity  

  

4%  
of gay, lesbian, and bisexual participants recently faced housing discrimination 
because of their sexual orientation  
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DETAILED FINDINGS: T ODAY 
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The LGBT community is “somewhat” optimistic.  
  
Participants were optimistic about the future for the LGBT community, but with some reservations. 
While most agreed that the kinds of problems people face because they are LGBT will largely be solved 
in the next 20 to 30 years, participants were more likely to “somewhat agree” than to “strongly agree.” 
The response was relatively stable across demographic groups.  
  
Percent who somewhat or strongly agree with the statement: 
"The kinds of problems people face because they are LGBT will largely be 
solved in the next 20 to 30 years" 

 
  

Base: All LGBT, n=1,762; gay men, n=680; lesbian women, n=627; bisexual men and women, n=162; gender 
expansive individuals, n=264; ages 45–64, n=1,210; ages 65+, n=552; big city, n=486; medium city, n=360; suburbs, 
n=452; small city, small town, rural, n=464; White, n=1,182; nonwhite, n=523.  

    

60 % 

58 % 
% 62 

% 60 
56 % 

% 58 
% 63 

% 62 
56 % 

58 % 
% 61 

61 % 
57 % 

Gender or identity 

Age 

Community 

Race 

All LGBT 

Lesbian women 
Gay men 

Bisexual men and women 
Gender expansive 

45 – 64 
65+ 

Big city 
Medium city 

Suburbs 
Small community 

White 
Nonwhite 
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Being “out” as LGBT  
  
As previously mentioned, respondents were sampled from an online panel of LGBT people who are 
largely out and interacting within the LGBT community. However, even within the LGBT panel, not 
everyone was completely out to all people. Among the research participants, lesbian women were the 
most out, followed by gay men, gender expansive participants, followed significantly behind by bisexual 
men and women.  
  
How out respondents are to important people in their lives 

  I am not out  Some or few important people  Most important people  All important people 

 All LGBT 3% 

Gender or identity 
 Lesbian women 0% 

 Gay men 2% 

Bisexual men and women 

Gender expansive 

Age 
 45–64 3% 

 65+ 3% 

Community 
 Very LGBT-friendly 1% 

Somewhat LGBT-friendly 3% 

Not LGBT-friendly 

Race or ethnicity 
 White 3% 

 Black 3% 

 Latino 2% 

  
Base: All LGBT, n=1,762; lesbian women, n=627; gay men, n=680; bisexual men and women, n=162; gender 
expansive individuals, n=264; ages 45–64, n=1,210; ages 65+, n=552; very LGBT-friendly community, n=585; 

 11% 12% 74% 

4%  10% 86% 

14% 13% 71% 

14% 20% 17% 48% 

5% 17% 13% 65% 

 10% 13% 74% 

 11% 10% 75% 

7% 11% 81% 

 10% 12% 75% 

8% 20% 14% 58% 

10% 11% 77% 

11 % 

11 % 

11 % 

18 % 

75 % 

68 % 
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somewhat LGBT-friendly community, n=854; not LGBT-friendly community, n=251; white, n=1,182; black/African 
American, n=233; Latino, n=199.  
  
The degree of community LGBT-friendliness was an important factor for how out people are. 
Respondents living in communities that are not LGBT-friendly were the least likely to be out to everyone 
important to them, and one in five were out only to some or a few important people.   
  
Being out by race/ethnicity was almost even across groups, with some members of the African American 
community trending less likely to be out to everyone.  
  
Participants were also more comfortable being out to some groups than to others. Bisexual participants 
were the least comfortable being out to their biological family, but the majority of LGBT parents are out 
to their children. Gender expansive and bisexual participants were least comfortable being out to 
coworkers, but gender expansive and lesbian participants were more comfortable than gay men or 
bisexual participants being out on social media.   
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Relationship status  
  
Among the participants, relationship status differed by gender. Most of the gay men in the study 
defined themselves as single, while lesbian women were most likely to be married. Gender expansive 
and bisexual participants had partnership rates not far behind lesbian women.  
  
Marriage has been readily adopted by the LGBT community, and few indicated a civil union or domestic 
partnership.  
  

  All LGBT  
Lesbian 
women  Gay men  

Bisexual 
men and 
women  

Gender 
expansive  

Married  35%  43%  27%  39%  35%  

In a relationship and living with partner  14%  14%  14%  10%  14%  
Civil union or domestic partner  3%  4%  2%  3%  1%  
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Total partnered  52%  61%  43%  52%  50%  

Single  48%  39%  57%  48%  50%  

  
Base: All LGBT, n=1,762; lesbian women, n=627; gay men, n=680; bisexual men and women, n=162; gender 
expansive individuals, n=264.  
    

    
Children and grandchildren  
  
More than one-third of all LGBT survey participants have children and grandchildren. Among bisexual 
and gender expansive respondents, a majority are parents or grandparents.  
  
Percent of LGBT community members who have children or 
grandchildren 

Have grandchildren Have children 

35 % 

42 % 

19 % 

62 % 

53 % 

17 % 

20 % 

11 % 

22 % 

27 % 
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All LGBT 

Lesbian women 

Gay men 

Bisexual men and women 

Gender expansive 

  
Base: All LGBT, n=1,762; Lesbian women, n=627; gay men, n=680; bisexual men and women, n=162; gender 
expansive individuals, n=264.  
    

    
Social support networks  
  
The vast majority of participants feel that they have some social-support network. Given the small size 
of the LGBT community compared to the general population, it is interesting to note that most LGBT 
participants said that they rely on the LGBT community as their primary support system. Furthermore, 
participants were much more likely to consider LGBT friends and straight friends as part of a personal 
support network than family members.  
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While LGBT social clubs or groups and online communities ranked relatively low compared to other 
support systems, they ranked highest for the gender expansive respondents.  
  
Percent whose support networks include... 

Lesbian 
women Gay men Bisexual 

Gender 
expansive 
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Straight friends81%68%78%60% 

Gay, lesbian, or bisexual 
friends80%70%73%67% 

 Family members
 67%
 60%66%
 47% 

 Spouse or partner
 67%
 50%59%
 53% 

Neighbors 

LGBT social clubs or groups 

People from my place of worship or religion 

Spiritual or religious leader 

Transgender or gender expansive friends59% 

Online communities 

General social clubs or groups 

  
Base: All LGBT, n=1,762; lesbian women, n=609; gay men, n=632; bisexual men and women, n=154; gender 
expansive individuals, n=238.  
  

    
Living in all types of communities  
  
Older LGBT Americans live in communities of all sizes, including cities, towns, suburbs, and rural areas.  
Among total LGBT adults surveyed, 29% live in big cities, 21% in medium cities, 26% in suburbs, and 
25% in small and rural communities. Gay men were more likely to live in big cities, and gender 
expansive individuals skewed more heavily toward small and rural communities.  

42 % 

16 % 

16 % 

16 % 

14 % 

11 % 

8 % 

32 % 

16 % 

13 % 

13 % 

7 % 

10 % 

9 % 

22 % 

18 % 

15 % 

21 % 

30 % 

19 % 

8 % 

16 % 

29 % 

18 % 

19 % 

30 % 

11 % 
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LGBT residence and community size 

 

  
Base: All LGBT, n=1,762; Lesbian women, n=627; gay men, n=680; bisexual men and women, n=162; gender 
expansive individuals, n=264.  
    

    
Perception of community as LGBT-friendly  
  
While the vast majority of LGBT participants felt that their communities were at least somewhat 
LGBTfriendly, size of community did correlate to the perception of LGBT-friendliness. Those living in 
smaller communities were least likely to see their community as LGBT-friendly, but a majority still felt 
that their community was LGBT-friendly (68%).  
  
LGBT-friendliness of community of residence 

  Not LGBT-friendly  Somewhat LGBT-friendly  Very LGBT-friendly 

All LGBT 13% 49% 34% 

% 25 

% 28 

% 22 

25 % 

% 37 

% 26 

% 29 

21 % 

% 32 

% 26 

% 21 

21 % 

% 21 

17 % 

% 18 

29 % 

24 % 

35 % 

26 % 

18 % 

All LGBT 

Lesbian women 

Gay men 

Bisexual 

Gender expansive 

Small communities Suburb of a big or medium size city Medium size urban area Big city urban area 
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Age 

45–54 

55–64 

65–74 75+ 

Community 

Big city 

Medium city 

Suburbs 

Small community 

  
Base: All LGBT, n=1,762; ages 45–54, n=610; ages 55–64, n=600; ages 65–74, n=422; ages 75+, n=130; big city, 
n=486; medium city, n=360; suburbs, n=452; small city, small town, and rural, n=464.  
  

    
Access to services  
  
LGBT community members living in small cities, small towns, and rural areas had the most limited access 
overall to LGBT-affirming services. Four in ten LGBT respondents in small communities were without 
access to any LGBT-specific community services where they live.   
  
Access to LGBT services for older adults was particularly low in communities of all sizes and especially 
outside big cities.  
  
 Medium  Small  
  All LGBT  Big City  City  Suburbs  Community  

LGBT-affirming churches, 
synagogues, mosques, or other 
faith organizations  

63%  79%  71%  61%  38%  

LGBT establishments such as 
restaurants, bars, or stores  57%  77%  66%  56%  27%  

LGBT cultural or social 
organizations or events  57%  75%  64%  55%  33%  

14% 52% 30% 

7%  36% 49% 

5%  42% 51% 

11% 53% 35% 

12% 56% 27% 

26% 47% 21% 

14 % 

14 % 

50 % 

47 % 

33 % 

36 % 
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LGBT community center  
54%  78%  57%  56%  21%  

LGBT professional or business 
organizations  43%  67%  43%  44%  14%  

LGBT health center  32%  57%  25%  31%  11%  

LGBT services for older adults  27%  48%  24%  22%  10%  

Other types of LGBT 
organizations  24%  35%  24%  22%  11%  

I do not have access to LGBT 
organizations where live  18%  5%  10%  16%  43%  

  
Base: All LGBT, n=1,762; Big city, n=486; medium city, n=360; suburbs, n=452; small city, small town, and rural, 
n=464.  
  

    
Communication with physician  
  
The majority of LGBT respondents in this survey are out to their physician, but bisexual men and women 
were significantly less likely to say their primary care physician knows their sexual orientation.  
  
Percent whose primary care doctor knows their... 

Sexual orientation 

 

83 % 

76 % 

54 % 

78 % 

75 % 

Lesbian women 

Gay men 

Bisexual men and women 

Ages 45 – 64 

Ages 65+ 
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Gender identity 

 Gender expansive  79% 

  
Base: Sexual orientation question to lesbian, gay, bisexual participants, n= 1,446. Gender Identity to gender expansive 
individuals, n=261.  
  

    
Relationship with physician  
  
Most LGBT survey respondents have a positive relationship with their primary care doctor or physician, 
and few of any group said their relationship was neutral or negative. However, similar to the trend of 
bisexual respondents being less likely to discuss their sexual orientation with providers, they were also 
most likely to feel reluctant to discuss some issues for fear of being judged by their physician.   
  
Percent who feel they can or cannot freely discuss all healthcare issues 
with their primary care doctor or physician 

 Cannot freely discuss Can freely discuss 

 All 
LGBT 26%74% 
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 Lesbian women 21%79% 

 Gay men 25%75% 

Bisexual men and women 39%61% 

 Gender expansive 30%70% 

  
Base: All LGBT with a primary care doctor/physician, n=1,674; lesbian women, n=600; gay men, n=645; bisexual 
men and women, n=151; gender expansive individuals, n=249; ages 45–64, n=1,138; 65+, n=536.  
  

  
Volunteering  
  
Forty percent (40%) of survey participants said that they are active volunteers, with more volunteering in 
non-LGBT organizations (29%) than in LGBT organizations (18%). Survey respondents expressed some 
concern that volunteer opportunities may be closed to them because of their age, sexual orientation, 
and gender identity. One in five LGBT adults ages 65 to 74 was concerned that age would limit their 
opportunity to participate in volunteer activities and one in three gender expansive participants said 
their gender identity may keep them from being welcomed.  
  
Percent who worry volunteer opportunities may not be open to them 
based on their age, race or ethnicity, sexual orientation, or gender 
identity 

Age 
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Base: All LGBT, n=1,762; ages 45–54, n=610; ages 55–64, n=600; ages 65–74, n=422; ages 75+, n=130; white, 
n=1,182; nonwhite, n=523; black, n=233; Latino, n=199; lesbian women, n=627; gay men, n=680; bisexual men and 
women, n=162; gender expansive individuals, n=264; male, n=759; female, n=739.   
  
     

9 % 
16 % 

22 % 
16 % 

2 % 
13 % 

18 % 
11 % 

13 % 
15 % 

14 % 

4 % 
5 % 

% 33 

Race or ethnicity 

Sexual orientation 

Gender identity 

45 – 54 
55 – 64 
65 – 74 

75+ 

White 
Nonwhite 

Black 
Latino 

Lesbian women 
Gay men 

Bisexual men and women 

Men 
Women 

Gender expansive 
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DETAILED FINDINGS:  
  

AS  THEY 
  AGE 
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Concern for future support  
  
Four in ten (42%) LGBT participants were either extremely or very concerned about having adequate 
family and/or social supports to rely on as they age, and 76% were at least somewhat concerned. 
Gender expansive participants, those ages 55–64, and those living in LGBT-unfriendly communities were 
most likely to be concerned. LGBT adults ages 45 and older with fair and poor health had by far the 
highest concern of any group about having adequate family and social support to rely on as they age.  
  
Percent who are very or extremely concerned about having adequate 
family and social support to rely on as they age 

 
  

Base: All LGBT, n=1,762; lesbian women, n=627; gay men, n=680; bisexual men and women, n=162; gender 
expansive individuals, n=264; Ages 45–54, n=610; ages 55–64, n=600; ages 65–74, n=422; ages 75+, n=130; very 
LGBT-friendly community, n=585; somewhat LGBT-friendly community, n=854; not LGBT-friendly community, 
n=251; single/living alone, n=829; fair and poor health, n=271.  

    

42 % 

41 % 
43 % 

34 % 
46 % 

43 % 
45 % 

39 % 
28 % 

35 % 
43 % 

51 % 

46 % 

% 61 

Gender or identity 

Age 

Community 

Relationship status 

Health 

All LGBT 

Lesbian women 
Gay men 

Bisexual men and women 
Gender expansive 

45 – 54 
55 – 64 
65 – 74 

75+ 

Very LGBT-friendly 
Somewhat LGBT-friendly 

Not LGBT-friendly 

Single or living alone 

Fair or poor 
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Healthcare and discrimination  
  
Many LGBT community members expressed some concerns about discrimination in healthcare as they 
get older because of their sexual orientation, gender identity, age, or ethnicity. Gender expansive 
participants have the greatest concerns.   
  
Percent somewhat or very concerned that the quality of healthcare 
received will be adversely impacted by their sexual orientation or 
gender identity as they age 

 

  
Base: Lesbian women, n=627; gay men, n=680; bisexual men and women, n=162; gender expansive individuals, 
n=264.  
  

35 % 

40 % 

35 % 

66 % 

Lesbian women 

Gay men 

Bisexual men and women 

Gender expansive 
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Healthcare and discrimination by ethnicity  
  
Gay men, lesbian women, and bisexual men and women of color (black and Latino) were about as likely 
as white LGB respondents to be concerned that their sexual orientation and their age may have a 
negative impact on the quality of care they receive from healthcare providers as they age. However, 
black and Latino respondents were far more likely to be concerned also about their race or ethnic 
identities as a reason for poor quality of care, as well as gender or gender identity. Rather than one type 
of discrimination outranking others, black and Latino members of the LGBT community carry additional 
reasons to feel at risk of receiving poor healthcare.  
  
Percent somewhat or very concerned that the quality of care they 
receive from healthcare professionals will be adversely affected by 
their age, race/ethnicity, sexual orientation, or gender/gender identity 

 Black Latino White 

Age41%41%35% 

Race/ethnicity42% 

Sexual orientation38%40%37% 

Gender/gender identity 

24 % 

26 % 

28 % 

3 % 

16 % 
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Base (All LGBT): black/African American, n=233; Latino, n=199; white, n=1,182.  
  

    
Legal protections  
  
Survey participants expressed significant concern regarding discrimination or prejudice in healthcare. 
Gender expansive participants were by far the most concerned, both in number and degree. The 
greatest concern was healthcare providers who are not sensitive to LGBT patient needs, followed by 
discrimination or prejudice affecting quality of care. For LGBT adults ages 45 and older who are not out 
with their coworkers and supervisors, 40% are concerned about the risk of facing negative 
consequences at home or work if they are outed by medical provider.  
  

Percent somewhat or very concerned about the following if they or their spouse/partner ever 
had a health emergency requiring medical attention  

Healthcare providers are not 
sensitive to LGBT patient needs 

 
14% 

46% 

 

 
13%  11% 

40% 43% 

 

 

30% 

45% 

 

Lesbian Gay men Bisexual Gender women 
men and expansive women 

Lack of legal rights for my 
spouse/partner (if partnered) 

 

18% 

27% 
 

 

17% 

27% 
 

 
16% 

23% 
 

 
21% 

23% 
 

Lesbian Gay men Bisexual Gender women 
men and expansive 

women 

  
Discrimination or prejudice 

affecting quality of care 

 
15  

37  
 

 
13  

36  
 

 
11  

42  

 

 

31% 

38% 
 

Lesbian Gay men Bisexual Gender women men 
and expansive 

women 
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Risk of negative consequences at 
home or work if outed by provider 

8% 
3% 

Lesbian Gay men Bisexual Gender women men 
and expansive 

women 

Base (All LGBT): Lesbian women, n=627; gay men, n=680; bisexual men and 
women, n=162; gender expansive individuals, n=264.    
Long-term care concerns by identity  

  
Respondents expressed serious concerns about long-term care, especially gender expansive individuals. 
A majority of gender expansive respondents cited concerns about neglect, abuse, being refused access 
to services, or harassment. The most LGBT-specific impact is to be forced to hide one’s identity, which 
was a concern for about half of LGB respondents and for 70% of gender expansive respondents.   
  
Percent somewhat or very concerned about the following if they or 
their spouse/partner ever needed long-term care, by gender or 
identity 

  Somewhat concerned  Very concerned 

Neglect 
Lesbian women 

Gay men 
Bisexual men and women 

Gender 
expansive 

Abuse 
Lesbian women 

Gay men 
Bisexual 

men and 
women 

Gender expansive 
Refused or limited access to services 

Lesbian women 
Gay men 

Bisexual men and women 
Gender 

expansive 

14% 
19% 

10% 
20%  

13% 
12% 

46% 25% 
43% 22% 

34% 25% 
39% 37% 

44% 22% 
37% 20% 
38% 19% 

41% 31% 

41% 21% 
37% 21% 

33% 19% 
39% 37% 
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Verbal or physical harassment 
Lesbian women 

Gay men 
Bisexual men and women 

Gender 
expansive 

Not able to be out or forced to hide or deny identity 
Lesbian women 

Gay men 
Bisexual men and women 

Gender 
expansive 

  
Base (All LGBT): Lesbian women, n=627; gay men, n=680; bisexual men and women, n=162; gender expansive 
individuals, n=264.    
Long-term care concerns by type of community  
  
Large proportions of respondents living in even very LGBT-friendly communities were concerned about 
their quality of long-term care as an LGBT person. Those living in LGBT-unfriendly communities were 
even more likely to express concerns.  
  
Percent somewhat or very concerned about the following if they or 
their spouse/partner ever needed long-term care, by community 
friendliness 

  Somewhat concerned  Very concerned 

Neglect 
Very LGBT-friendly 

Somewhat 
LGBT-

friendly 
Not LGBT-friendly 

Abuse 
Very LGBT-friendly 

Somewhat 
LGBT-

friendly 

42% 21% 
38% 20% 

38% 19% 
38% 34% 

37% 19% 
31% 17% 

35% 14% 
36% 34% 

43% 18% 
44% 25% 

41% 36% 

39% 16% 
42% 22% 
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Not LGBT-friendly 
Refused or limited access to services 

Very LGBT-friendly 
Somewhat 

LGBT-
friendly 

Not LGBT-friendly 
Verbal or physical harassment 

Very LGBT-friendly 
Somewhat 

LGBT-
friendly 

Not LGBT-friendly 
Not able to be out or forced to hide or deny identity 

Very LGBT-friendly 
Somewhat 

LGBT-
friendly 

Not LGBT-friendly 

  
Base: Very LGBT-friendly community, n=585; somewhat LGBT-friendly community, n=854; not LGBT-friendly 
community, n=251.  

    
LGBT outreach by long-term care services  
  
Survey results show that providers of long-term care services and supports can initiate specific outreach 
activities to make the LGBT community feel more comfortable including training, hiring LGBT staff, 
investing in advertising to communicate LGBT-friendliness, and displaying LGBT-welcoming signs in 
facilities and online. Any of these actions help create LGBT-safe spaces within the long-term care 
industry and would be roundly welcomed by the LGBT community.   
  
Percent who would be somewhat/much more comfortable if they or 
their spouse/partner ever needed long-term care if providers had the 
following 

Knowing providers and staff were 
specifically trained for LGBT patient needs 

37% 32% 

35% 16% 
40% 22% 

42% 36% 

38% 14% 
41% 22% 

41% 31% 

31% 12% 
34% 19% 

41% 32% 
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LGBT signs or symbols displayed on 

site, in offices, online, or in communications 

 
  

Base: All LGBT, n=1,762; lesbian women, n=627; gay men, n=680; bisexual men and women, n=162; gender 
expansive individuals, n=264.  

    
Caregivers  
  
More than two-thirds of LGBT respondents have been or are a caregiver to an adult loved one, and 
three-fourths expected to be a caregiver or need one themselves in the future. Given the reliance of the 
LGBT community on friends for social supports in times of need, as well as the level of concern about 
quality of care from long-term care providers, it follows that such a large share of respondents have 
provided care for a friend or loved one and expect to either give or receive care in the future.   

88 % 
88 % 
89 % 

82 % 
94 % 

86 % 
87 % 
86 % 

79 % 
% 91 

85 % 
86 % 
86 % 

79 % 
89 % 

Explicitly advertising LGBT - friendly services 

Knowing providers or staff are LGBT themselves 

All LGBT 
Lesbian women 

Gay men 
Bisexual men and women 

Gender expansive 

All LGBT 
Lesbian women 

Gay men 
Bisexual men and women 

Gender expansive 

All LGBT 
Lesbian women 

Gay men 
Bisexual men and women 

Gender expansive 

82 % 
85 % 

79 % 
78 % 

89 % 

All LGBT 
Lesbian women 

Gay men 
Bisexual men and women 

Gender expansive 
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Base: All LGBT, n=1,762.  
  

  
Fear of future housing discrimination  
  
One in ten (10%) respondents were very or extremely worried about future housing discrimination as 
they age because of their LGBT identity, and that share rises to 34% when including somewhat worried.  
Gender expansive participants again indicated an even greater level of insecurity with more than half 
(54%) expressing concern about needing to hide their identity to access housing options for older 
adults.   

Past caregiving   Future caregiving   

68 %   
have  provided caregiving   to an  
adult loved one suc h as a  
relative, friend, or spouse or  
partner   

% 71   
think it is  likely they will be a  
caregiver   to a loved one in the  
future   

% 30   
have  received caregiving  as an  
adult from a loved one such as a  
relative, friend, or spouse or  
partner   

74 %   
think it is  likely th ey will need  
caregiving   from a loved one in  
the future   
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Percent who are at least somewhat worried about having to hide their 
LGBT identity in order to have access to suitable housing for older 
adults 

  Somewhat worried  Very worried  Extremely worried 

All LGBT 

Gender or identity 

Lesbian women 

Gay men 

Bisexual men and women 

Gender expansive 

Community friendliness 

Very LGBT-
friendly2% 

Somewhat LGBT-friendly 

Not LGBT-friendly 

  
Base: All LGBT, n=1,762; lesbian women, n=627; gay men, n=680; bisexual men and women, n=162; gender 
expansive individuals, n=264; very LGBT-friendly community, n=585; somewhat LGBT-friendly community, n=854; 
not LGBT-friendly community, n=251.  
  

    
LGBT-welcoming housing developments  
  
Nine out of ten respondents expressed an interest in LGBT-welcoming housing developments for older 
adults if they could afford it. Similarly large majorities showed interest across the spectrum of sexual 
orientation and gender identity.  
  

24% 6% 4%  

26% 7% 4%  

22% 5% 3% 

19% 6% 4% 

29% 13% 13% 

17% 3%   

27% 7% 4%  

34% 12% 11% 
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Percent somewhat, very, or extremely interested in LGBT-welcoming 
housing developments for older adults if they could afford them 

 

  
Base: All LGBT, n=1,762; lesbian women, n=627; gay men, n=680; bisexual men and women, n=162; gender 
expansive individuals, n=264; ages 45–64, n=1,210; ages 65+, n=552.  
  
     

91 % 

93 % 

91 % 

85 % 

93 % 

All LGBT 

Lesbian women 

Gay men 

Bisexual men and women 

Gender expansive 
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About AARP  
  
AARP is the nation’s largest nonprofit, nonpartisan organization dedicated to empowering Americans 
50 and older to choose how they live as they age. With nearly 38 million members and offices in every 
state, the District of Columbia, Puerto Rico, and the U.S. Virgin Islands, AARP works to strengthen 
communities and advocate for what matters most to families with a focus on health security, financial 
stability and personal fulfillment. AARP also works for individuals in the marketplace by sparking new 
solutions and allowing carefully chosen, high-quality products and services to carry the AARP name. As 
a trusted source for news and information, AARP produces the nation's largest circulation publications, 
AARP The Magazine and AARP Bulletin. To learn more, visit www.aarp.org or follow @AARP and 
@AARPadvocates on social media.  
  

About CMI  
  
Community Marketing & Insights (CMI) has been conducting LGBT consumer research for 25 years. Our 
practice includes online surveys, in-depth interviews, intercepts, focus groups (on-site and online), and 
advisory boards in North America, Europe, Australia  and Asia. Industry leaders around the world 
depend on CMI’s research and analysis as a basis for feasibility evaluations, positioning, economic 
impact, creative testing, informed forecasting, measurable marketing planning and assessment of return 
on investment.   
  
Key findings have been published in the New York Times, Washington Post, Chicago Tribune, Los  
Angeles Times, Wall Street Journal, Forbes, USA Today, Chicago Tribune, Miami Herald, CBS News, NPR, 
CNN, Reuters, Associated Press, eMarketer, Mashable, and many other international, national and 
regional media.   
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Caregiving

More than half (54 percent) of LGBT elder
care recipients receive care from their
partner; a quarter (24 percent) receive care
from a friend
21 percent of older LGBT adults have
provided care to friends, compared to only
6 percent of their heterosexual
counterparts
LGBT caregivers are more likely to be doing
so in isolation and tend to have poorer
mental and physical health

Caregiving can be a rewarding but sometimes
challenging experience. LGBT caregivers face
unique obstacles, from healthcare laws that
privilege biological families to a lack of
resources for LGBT-specific needs. Because
LGBT people are twice as likely to age alone
and four times less likely to have children,
LGBT elders become caregivers more often
than their heterosexual counterparts.

The facts on LGBT aging 

Cultural competency 

About 20 percent of LGBT people avoid
medical care out of fear of discrimination
88 percent of LGBT older adults want long-
term care facilities that are culturally
competent
50 percent of transgender individuals have
taught their medical providers about
transgender care

Due to a lifetime of discrimination,
harassment, and violence, LGBT elders are
more likely to become ill at an earlier age
than their straight peers. In some instances,
an LGBT elder might only seek assistance for
emergency care, which can be costly not only
to their health but also their financial security. 

HIV/AIDS 

HIV disproportionately impacts the LGBT
community, and the number of LGBT
older adults with HIV is increasing. Thirty
years ago, the idea that someone with HIV  

Discrimination 

consequences for LGBT elders: 

LGBT elders can be targets of discriminatory
acts ranging from hiring and salary
discrimination to neglectful health care
providers. LGBT older adults often experience
victimization based on their perceived or
actual sexual orientation and gender identity.
Discrimination can lead to negative

Health care 

About two-thirds of LGBT older adults
have experienced victimization at least
three times in their lives
Victims of discrimination have a higher
likelihood of poor health outcomes
It's been reported that LGBT older adults
have received inferior, neglectful
healthcare or have denied healthcare
altogether

LGBT older adults are less likely than their
heterosexual peers to reach out to
providers, senior centers, meal programs,
and other entitlement programs because
they fear sexual orientation- or gender-
based discrimination and harassment.
LGBT older adults experience mental and
physical illness more frequently than their
heterosexual counterparts: 

Nearly one-third of transgender people
do not have a regular doctor and report
poor general health
LGB older adults have higher rates of
poor physical health and mental distress
41 percent of LGBT older adults report
having a disability, compared to 35
percent of heterosexual older adults
9 percent of lesbian, gay, bisexual and
queer people report that a doctor or
other health care provider used harsh or
abusive language while treating them;
among transgender people, the number
was 21 percent

APPENDIX 32 
HEALTH STATUS OF LGBTQ & STONEWALL GENERATION CONFRONTS OLD AGE

janec
Highlight

janec
Highlight



would live decades was unimaginable. Now
people with HIV are living well into their
golden years.

The facts on LGBT aging 

Housing 

48 percent of LGB couples experience
adverse treatment when seeking senior
housing; trans individuals experience
adverse treatment at even higher rates
Half the LGBT population lives in states
with no laws prohibiting housing
discrimination against them
34 percent of LGBT older adults fear having
to re-closet themselves when seeking
senior housing

Older LGBT couples often experience
discrimination when seeking rental housing
and senior housing. If when they are admitted
into a senior housing development or facility,
they are frequently discriminated against by
property managers, staff, other residents, or
service providers, making the experience of
living there miserable or even life-threatening. 

Legal and financial 

A host of variables—gender, generation,
ethnicity, state of residence, and marital
status—make financial decisions especially
challenging for LGBT older adults. Ongoing
legal discrimination, compounded with a
lifetime of challenges, make it harder for
LGBT older adults to be financially secure. 

In general, LGBT people are poorer and
have fewer financial resources than their
heterosexual counterparts
LGBT people are likelier to be subject to
hiring or salary discrimination, makingtheir
earnings—and their Social Security
payments—lower

Transgender older adults are more
likely to experience financial barriers
than non-transgender older adults,
regardless of age, income, and
education.

LGBT aging 

Twice as likely to be single and live alone
Four times less likely to have children
Far more likely than our heterosexual
peers to have faced discrimination,
social stigma, and the effects of
prejudice
More likely, therefore, to face poverty
and homelessness, and to have poor
physical and mental health

LGBT older people are living vibrant, full
lives across the U.S. and around the world.
While the U.S. census has never measured
how many LGBT people live in America,
reports estimate that there are currently
around 3 million LGBT adults over age 50.
That number is expected to grow to
around 7 million by 2030. LGBT older
people face unique challenges as we age.
LGBT elders are: 

Half of all HIV-infected Americans are over
50 years old
Adults 50 and older account for 15 percent
of all new HIV/AIDS diagnoses, and 29
percent of all persons living with AIDS
Researchers estimate more than 50
percent of patients with HIV have an HIV-
associated neurocognitive disorder

But LGBT older adults are resilient. They were
the pioneers who stood up and pushed back
at the Stonewall uprising. On the whole, we
have gained acceptance and rights that were
unimaginable in the dark days when we were
labeled criminals, sinners, or mentally ill. We
have seen gains in federal rights in the areas
of marriage and adoption, and nearly half of
states have passed legislation to eradicate
discrimination in employment and housing. 

Social isolation 

Accessing safe, friendly services can be
difficult for LGBT older adults who do not  
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live in major cities. Social connectedness
keeps older adults healthy and helps them
live longer. LGBT older adults are twice as
likely to live alone, making them vulnerable to
social isolation. LGBT older adults living with
HIV also face high rates of isolation, which has
been shown to have a negative impact on
health and well-being, particularly cognitive
function.  

The facts on LGBT aging 

Wellness 

Wellness affects health outcomes and
encompasses positive habits such as physical
activity, abstaining from cigarettes and
alcohol, and receiving regular check-ups from
a physician. LGBT older adults have
experienced decades of bullying,
discrimination, and verbal and physical
abuse.  

Self-care is frequently more difficult for LGBT
elders because they are much more likely to
live on their own, have fewer financial
resources, and don’t necessarily trust their
health care providers to treat them from a
place of cultural competency.  

LGBT people smoke cigarettes at rates 68
percent higher than the general population
LGB older adults are significantly more
likely to consume alcohol than
heterosexual older adults
LB women sit an average of four to give
more hours per week than heterosexuals

Nearly 60 percent of LGBT older adults
report feeling a lack of companionship;
over 50 percent reported feeling isolated
from others
The health risks of prolonged isolation have
been equated with smoking 15 cigarettes
daily
41 percent of transgender people are
reported to have attempted suicide

Helps LGBT older people age
with the respect and dignity
they deserve
Established in 1978 to
support for LGBT elders in
New York City
Advocates at the federal and
state levels with and on
behalf of LGBT older people
Nationwide network of
affiliates working with LGBT
elders across the country
Five senior centers in New
York City with robust
calendars of events and
activities

SAGE National Headquarters 

305 7th Avenue 
15th Floor 

New York, NY 10001 
212-741-2247 

info@sageusa.org
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HOME / ‘STONEWALL GENERATION’ CONFRONTS OLD AGE, SICKNESS — AND
DISCRIMINATION

Need help? Call the SAGE Hotline: 877-360-LGBT

DONATE

Newsroom

‘Stonewall Generation’
Confronts Old Age, Sickness —
And Discrimination
Two years ago, nursing professor Kim Acquaviva asked a group of home care

nurses whether they thought she was going to hell for being a lesbian. It’s OK

if you do, Acquaviva said, but is the afterlife within your scope of practice?

After Acquaviva’s talk, an older nurse announced she would change how she

treats LGBTQ people under her care.

“I still think you’re going to hell, but I’m going to stop telling patients that,”

the nurse told Acquaviva.
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Acquaviva, a professor at the George Washington University School of Nursing

in Washington, D.C., raised the example Tuesday at a panel hosted by Kaiser

Health News on inclusive care for LGBTQ seniors. It was one of many

examples of discrimination that these older adults may face as they seek

medical care.

LGBTQ baby boomers, dubbed “the Stonewall Generation,” came of age just

as the 1969 New York uprising galvanized a push for gay rights. After living

through an era of unprecedented social change, they’re facing new

challenges as they grow old.

“Fifty years after Stonewall, there’s a new generation of LGBT elders who never

thought they’d get an AARP card,” said Nii-Quartelai-Quartey, AARP’s senior

adviser and national liaison on the issue who also participated in Tuesday’s

panel.

By 2030, there will be an estimated 7 million LGBT people in America over 50.

About 4.7 million of them will need elder care and services, according to

SAGE, an advocacy group.

In a country where most elder care is left to family, many LGBTQ people are

estranged from relatives and don’t have that option. Turning to others for

care — in assisted living centers, nursing homes or hospice settings — makes

them uniquely vulnerable.

“The fear of living in a situation where they can’t advocate for their own care

and safety is terrifying,” said Hilary Meyer, chief enterprise and innovation

of�cer for SAGE.

Three-quarters of LGBT people are worried about having adequate family or

social supports, according to a nationally representative survey of AARP

members released last year.
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More than a third are concerned they’ll have to hide their identity to �nd

suitable housing as they age. And at least 60% are concerned about neglect,

harassment and abuse, the survey showed.

Often, those fears are founded, according to results of a forthcoming survey of

more than 850 hospice and palliative care providers about LGBT patients and

family experiences.

“I think the information we’ve got is actually quite discouraging and quite

concerning,” said Gary Stein, a professor at the Wurzweiler School of Social

Work at Yeshiva University who co-led the project.

Most providers surveyed said LGBT people received discriminatory care, he

said. For transgender patients, two-thirds said that was true.

Caregivers reported hundreds of examples of disrespectful treatment, Stein

said.

When LGBT couples would hold hands, staff “might roll their eyes, make faces

at each other,” he said. They often failed to consult the patients’ partners,

directing questions to biological family members instead.

In several instances, staff would “try to pray” to the patient or their family,

Stein said.

Some LGBT patients were left in soiled diapers or rationed pain medication in

a “punishing way” because of their sexual identity, he added.

“For transgender patients, there was lots of discomfort around what to call

the person,” Stein said. “A number of people said patients were called ‘it’

instead of a pronoun.”
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Twenty states have laws that speci�cally protect LGBT people against

discrimination, but most don’t, Stein noted. A recently enacted Trump

administration “conscience rule” allows providers to decline to provide care

that goes against their moral or spiritual beliefs. Advocates said the new rule

could make it easier to discriminate against LGBTQ people.

Still, a growing number of senior housing and care sites are putting non-

discrimination policies in place and training personnel to provide LGBTQ-

inclusive care.

The SAGE staff has trained more than 50,000 people at more than 300 sites

nationwide, Meyer said. They learn best practices for asking questions that

don’t perpetuate stigma.

“It’s even something as simple as asking somebody, a woman, if her husband

will be visiting,” said Meyer, noting that the question forces the person to

decide whether to announce her sexual identity. “Having to come out of the

closet that way can be very challenging.”

In a few high-pro�le instances, LGBTQ couples or individuals have sued

providers for discrimination.

In 2016, Lambda Legal, a gay advocacy group, sued an Illinois senior

residential facility for failing to protect Marsha Wetzel, 70, a disabled lesbian,

from harassment and violence by other residents. The 7th Circuit Court of

Appeals ruled that a landlord may be held liable under the Fair Housing Act

for failing to protect a tenant from known, discriminatory harassment by

other tenants.

Karen Loewy, Wetzel’s attorney, would say only that “the matter has been

resolved,” and Wetzel is now living at a Chicago-area facility.
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Last summer, in Missouri, a married lesbian couple, Mary Walsh, 73, and Bev

Nance, 69, sued a senior-living facility that denied their housing application.

The Friendship Village assisted living center cited a “cohabitation policy” that

de�nes marriage as between one man and one woman as the reason.

A U.S. district judge dismissed the suit in January, saying that their claims of

discrimination were “based on sexual orientation rather than sex alone.” The

distinction is important because neither federal nor state laws explicitly

prohibit discrimination based on sexual orientation. The suit has been stayed

pending Supreme Court decisions that could affect the outcome.

In the meantime, the couple has remained in their single-family home, where

Walsh has developed health problems, said their lawyer, Julie Wilensky of the

National Center for Lesbian Rights.

“They wanted to be planning in advance so that they would have stability

when issues might come up in the future,” Wilensky said.

Not every LGBTQ person will want to step forward in the way Wetzel, Walsh

and Nance have, said Loewy.

“When you feel like you’re being denied care … you may not want to be out

there to wave the banner,” she said.

Finding an LGBTQ-tolerant facility can be dif�cult. People are often bound by

geography, and options are limited.

Still, LGBT people and their families can — and should — have candid

conversations with potential caregivers before they make a choice, Loewy

said.
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One key question: Ask what kind of experience staff have working with LGBTQ

people.

“If they say they haven’t [treated any such patients], don’t believe them,”

Loewy said. “You want to hear a real clear commitment to ensuring every

resident of this facility is going to be treated with dignity.”

This article originally appeared in Kaiser Health News on May 22, 2019.
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	Concern for future support
	Percent who are very or extremely concerned about having adequate family and social support to rely on as they age

	Healthcare and discrimination
	Percent somewhat or very concerned that the quality of healthcare received will be adversely impacted by their sexual orientation or gender identity as they age

	Healthcare and discrimination by ethnicity
	Percent somewhat or very concerned that the quality of care they receive from healthcare professionals will be adversely affected by their age, race/ethnicity, sexual orientation, or gender/gender identity

	Legal protections
	Lack of legal rights for my spouse/partner (if partnered)
	Discrimination or prejudice affecting quality of care
	Risk of negative consequences at home or work if outed by provider

	Long-term care concerns by identity
	Percent somewhat or very concerned about the following if they or their spouse/partner ever needed long-term care, by gender or identity
	Refused or limited access to services
	Verbal or physical harassment
	Not able to be out or forced to hide or deny identity


	Long-term care concerns by type of community
	Percent somewhat or very concerned about the following if they or their spouse/partner ever needed long-term care, by community friendliness
	Refused or limited access to services
	Verbal or physical harassment
	Not able to be out or forced to hide or deny identity


	LGBT outreach by long-term care services
	Percent who would be somewhat/much more comfortable if they or their spouse/partner ever needed long-term care if providers had the following

	Caregivers
	Fear of future housing discrimination
	Percent who are at least somewhat worried about having to hide their LGBT identity in order to have access to suitable housing for older adults
	Gender or identity
	Community friendliness


	LGBT-welcoming housing developments
	Percent somewhat, very, or extremely interested in LGBT-welcoming housing developments for older adults if they could afford them
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