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The Preliminary State Health Plan is the result of year long work analyzing 
and comparing health and health care plans and information for Iowa. As the 
federally designated State Health Planning and Development Agency for Iowa, 
the Iowa State Department of Health is responsible for establishing state 
level goals and objectives to meet the state's priority health problems and 
to improve the health care system in meeting these problems. 

Working with the Statewide Health Coordinating Council, the Department has 
reviewed the local plans of the three Health Systems Agencies in Iowa and 
state level agencies. The information, analyses and conclusions these plans 
contain form the basis for the State Health Plan. The State Health Plan pro­
vides a format for discussion of all statewide issues and problems, and for 
reconciling any differences between other plans. 

The Statewide Health Coordinating Council has released this Preliminary State · 
Health Plan for public comment before it becomes final and work begins on im­
plementation of the goals and objectives. Public hearings will be held in 
the state to receive your comments on the Preliminary Plan. There will be 
thirty days public notice prior to these meetings. Written comment may also 
be addressed to this office. 

We encourage you to attend a public hearing and express your concern for Iowa's 
health care system. 

Nonnan L. Pawlewski 
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- Statutory Authority -

The 1980 Iowa State Health Plan was prepared by the Office for Health Planning 
and Development, Iowa State Department of Health, which submitted it to the 
Statewide Health Coordinating Council for its review and approval. This plan is 
developed following the mandate established by Congress in the National Health 
Planning and Resource Development Act of 1974 for statewide health planning. 

The specific functions which the Statewide Health Coordinating Council is to 
carry out are described in Section 1524 of the National Health Planning and 
Resources Development Act (P.L. 93-641) and as amendid P.L. 96-79. They 
include the following: 

(1) Annual review and coordination of the Health Systems Plan and the 
Annual Impiementation Plan of each Health Systems Agency of a 
health service area located in whole or in part within the State. 

(2) Review, revision, and approval or disapproval of the preliminary 
State Health Plan which has been prepared by the State Health 
Planning and Development Agency. 

(3) Conduct of a public hearing on the preliminary State Health Plan 
giving interested persons an opportunity to submit their views 
orally and in writing. 

(4) Provision of a copy of the state Health Plan to the Governor who 
may approve or disapprove the State Health Plan depending on his 
determination on how effectively it meets the statewide health 
needs as determined by the State Agency of the State. 

(5) Provision of a copy of the current State Health Plan to the 
Secretary of Health, Education and Welfare. 

(6) Annual review of the budget of each Health Systems Agency located 
in whole or in part within the State and reporting to the Secretary 
of Health, Education and Welfare its comments on each budget. 

(7) Review of applications submitted by the Health Systems Agencies 
located in whole or in part within the State for grants under 
Sections 1516 and 1640 of Public Law 93-641 and reporting to the 
Secretary of Health, Education and Welfare its comments on such 
applications. 

(8) Advising the State Health Planning and Development Agency on the 
performance of its functions. 

(9) Annual review and approval or disapproval of any State plan and 
any application (and any revision of a State plan or application) 
submitted to the Secretary of Health, Education and Welfare as a 
condition to the receipt of Federal funds made available under 
allotments, in accordance with Section 1524 (c) (6) of Public Law 
93-641 and applicable regulations of the Secretary. 
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The National Health Planning Act directs the governors of each state to designate 
health service areas within the state, and a State Health Planning and Development 
Agency (SHPDA). The local needs of the health service areas are to be analyzed 
by Health Systems Agencies (HSAs), while the State Planning Agency - the SHPDA -
is to review and revise the plans of the HSAs in preparing the State Health Plan 
with the Statewide Health Coordinating Council. 

As stated in the Act, the SHPDA is to: 

"1. Conduct the health planning activities of the State and implement 
those parts of the State Health Plan •. . and the plans of the health 
systems agencies within the state which relate to the government 
of the state. 

2. Prepare and review and revise as necessary (but at least annually) 
a preliminary State Health Plan which shall be made up of the HSPs 
of the health systems agencies within the state. Such preliminary 
plan may, as found necessary by the state agency, contain such 
revisions of such HSPs to achieve their appropriate coordination 
or to deal more effectively with Statewide Health Coordinating 
Council of the State for approval or disapproval and for use in 
developing the State Health Plan. 

3. Assist the Statewide Health Coordinating Council in the review of 
the State Medical Facilities Plan .•. and in the performance of its 

4. 

functions generally. 

(A) 

(B) 

Serve as the designated planning agency of the state for the 
purpose of section 1122 of the Social Security Act ... , and 
administer a State Certificate of Need Program ... 

5. (Review the need for new institutional services), and, 

6. (Review the appropriateness of existing services, areawide).", 

7. Determine Statewide Health needs in consultation with the SHCC- desig­
nated agencies and HSAs. 

OFFICE FOR HEALTH PLANNING AND DEVELOPMENT 

Cooper L. Parker, Director 

Betty Grandquist, Director of Planning 

Pierce Wilson, Plan Coordinator 
Steven Braun, Program Implementation Coordinator 
Joann l•luldoon, Standards Development Coord·inator 

Harvey Siege1man, Coordinator of Research and Data 

Wm. C. (Skip) Deskin, Director of Certificate of Need 

Leona Ringgenberg, Assistant Director of Certificate of Need 
Layne M. Lindebak, Assistant Attorney General 

Gary Sevcik, Budget Analyst 
Irene Talbott, Project Review 
Michael Tebo, Project Review 

Carole Harn, Administrative Assistant 

Joan Duteau, Secretary 
Deanna Jennings, Secretary 
Louise Piziali, Secretary 

Dorothy Cunningham, Secretary 
Gwendolyn Stubbs, Secretary 
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- Purpose and Use of The Plan -

The State ~lealth Plan is based on the health systen1s plans and categorical plans 
in the state. It presents measurable goals and objecitves which detail im­
provements in Iowa's health and health care system. Incremental impr_ovements 
were chosen based on analy~is of system-wide and state-wide problems. The 
analysis is co,11prehensive, but does not try to build a "model" of the service 
system nor present "ideal" solutions. Goals, objectives and actions were 
selected when the direction of desired improvement or change was clear and 
it was possible to monitor and measure change. 

The planning issues 9 health and health care goals, objectives and actions in the 
State Plan are to be the basis for all the implementation activities of the Healtt1 
Department, including the Certificate of Need Program. Since Certificate of Need 
rules and regulations must be consistent with the State Plan, the Certificate of 
Need decisions of the Health Facilities Council must be consistent with the plan. 

The Statewide Health Coordinating Council, a board appointed by Governor, uses 
the State Plan in reviewing: 

1. The grant applications and plans of the Health Systems Agencies; 

2. The State Plans and grant applications for funds available under 
the Public Health Service Act, Community Mental Health Centers Act 
or Comprehensive Alcohol Abuse and Alcohol Prevention, Treatment 
and Rehabilitation Act of 1970; and, 

The focus of actions in the State Plan is on state level programs and policies. 
Most recommended actions concern the existing or possible influence of state 
agenices and programs on correcting Iowa's priority health problems and improv-. · 
ing the service system. Both public and private organizations with statewide 
authority or influence are named in actions as responsible agents for accom­
plishing objectives. Thus, the State Health Plan advocates those changes which 
will have the broadest impact on the quality, cost and availability of services 
dnd on the state of individuals• health in Iowa. 

, 
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- State Priorities For Health Status in Iowa -

Setting priorities for health has been a responsibility of the Statewide Health 
Coordinating Council. These priorities are to be the highest level of policy 
guidance given to the State Health Planning and Development Agency and health 
systems agencies. In 1978 the Iowa SHCC instructed the Office for Health Planning 
and Development to establish a method for prioritizing health problems which would 
take into account state data for morbidity and mortality and problems identified 
by other plans. Diseases and disease categories were to be ranked according to 
the illness and death they caused and when in a person's life they were likely to 
occur. Conditions which caused a great deal of morbidity at younger ages (before 
45) were to receive a higher ranking. 

Following these principles the state agency drew up a list of 21 conditions, 
compiling all available mortality and morbidity data. Days of hospital care 
was used as an indicator for morbidity. The state rates per 1000 population 
were then compared to national rates for three age groups. Weighted scores 
were then assigned according to whether the state was above or below the 
national average in the age groups. Additional weight was assigned for recog­
nition in the HSPs, legislation, other state categorical plans, national prior­
ities, executive task forces, etc. A scale and cutoff point was established 
which ensured that no problem could become a top priority with only "subjective" 
scores, i.e.,recognition in another plan. Some combination of morbidity/mor­
tality score and "recognition" score was necessary. 

This method was chosen because it provides a relative rank of severity of 
incidence, based on the built-in policy decisions on comparison with national • . 
rates. This comparison also gives some indication that the problem can be 
improved or prevented through health care. Thus, the priorities are a guide 
to the allocation of resources. 

The complete list and ranking of conditions, with the final priorities under­
lined, is: 

Accidents - Injuries and deaths 
Mental Disorders 
Ma1i6nant Neoplasms (Cancer) 

* Cere rovascular Disease (Stroke) 
Substance Abuse 
Diseases of Genitourinary System 
Infective and Pausitic Diseases (Communicable Diseases) 

* Heart Disease - Circulatory Diseases 
Hearing Impairments 
Diabetes 
Complications of Pregnancy and Childbirth 
Respiratory Diseases 
Diseases of the Nervous System and Sense Organs 
Congenital Anomalies 
Diseases of the Skin 
Arthritis 
Peptic Ulcer 
Benign and Unspecified Neoplasms 
Suicide 
Cirrhosis 
Hernia 

(* combined) , 9 

26 
22 
19 
19 
18 
17 
13 
11 
11 
10 
10 

7 
8 
7 
7 
6 
5 
5 
5 
5 
6 



Many of the lower ranked problems are addressed in the analysis of the systems 
priorities, or will receive attention because of the goals and objectives 
chosen. 

An amendment (P.L. 96-79) to the Health Planning Act was enacted by Congress in 1979. 
This amendment requires the State Health Authority and the State Mental Authority, as 
well as other State Agencies designated by the Governor, to recommend statewide health 
needs and priorities to the State Health Planning and Development Agency. The SHPDA 
then becomes responsible for developing statewide health needs and priorities with 
consultation with the SHCC and HSAs. All such Agencies are required to have Advisory 
Councils that are geographically and socio-economically representative of Iowa, as 
well as having a consumer majority representation. If the SHPDA does not accept 
these recommendations for statewide needs and priorities they must explicitly state 
in writing the reasons for not doing so. As a preliminary effort the advisory 
councils for the mental health authority and the Department of Substance Abuse sub­
mitted recommendations of needs and priorities in January, 1980. The SHCC then adopted 
a revision of their recommendations during the February 6, 1980 SHCC Quarterly meeting. 
The following is the adopted 1980 Statewide Needs and Priorities for Health Status in 
Iowa: 

1. 
2. 
3. 
4. 
5. 
6. 

7. 

Ace idents 
Strokes/heart disease 
Complications of pregnancy and childbirth 
Communicable diseases 
Cancer 
Mental disorders 
a services to underserved populations (children and youth, 

elderly, ethnic and racial minorities, handicapped, low income 
individuals and rural) 

b. community based mental health services offering inpatient, 
emergency, outpatient, pre-screening, follow-up, and consultation/ 
education (including promotion of mental health) 

c. incorporation of local professional, consumer, and government 
official input to ensure protection of patient rights in state 
and local mental health planning, funding, and service delivery 

d. integration of all mental health services and integration of 
those services with other health and human age~cy services 

e. mental health services for the chronically mentally ill ensuring 
least restrictive environment and planning and funding for 
ensuring high quality of services in all living environments for 
the chronically mentally ill. 

Substance Abuse 
a. quality of existing treatment rehabilitation services statewide 
b. expansion of quality prevention/early intervention services 

including public information 
c. increased programming techniques in all phases of service to 

address special population group needs (children and youth, 
elderly, women, ethnic and racial minorities, handicapped, low 
income individuals and rural) 

d. enhancement of the Plan Development system as developed by Iowa 
Department of Substance Abuse 

- State Priorities For Services in Iowa -

The SHCC also desired to establish system priorities to complement the 
status analysis. It was considered that certain services and aspects of health 
care per se should be emphasized in the analysis of the health problems. Here, 
the cost of care, total expenditures for services and potential contribution 
to overall health status were the prime considertaions in recommending changes. 

l 



Four priority services were chosen: acute care, long term care, primary care, 
and prevention, detection and health education services. Together, the four 
categories describe the full range of health care services, each being a vital 
component with broad contribution to the overall health status of Iowans. Dif­
ferent issues developed as the focus of each chapter on services. Preventive 
services were seen as an area where traditional public health services have had 
a strong impact, and where new and expanded services could contribute a great 
deal to improved status and cost containment. Cost containment and resource 
analysis were major issues with acute care. Quality assurance and access was 
the primary concern in long term care. Access and availability were seen as 
the central issues in primary care this year. 

- National Priorities -

The State priorities are directly related to those set by the National Health 
Planning Act, which were considered and referred to during all discussions. 
As stated in 1974, these priorities are: 

1. The provision of primary care services for medically underserved 
populations, especially those which are located in rural or econo­
mically depressed areas. 

2. The development of multi-institutional systems for coordination or 
consolidation of institutional health services (including obstetric, 
pediatric, emergency medical, intensive and coronary care, and 
radiation therapy services). 

3. The development of medical group practices (especially those whose 
services are appropriately coordinated or integrated with institu­
tional health services), health maintenance organizations, and other 
organized systems for the provision of health care. 

4. The training and increased utilization of physician assistants, 
especially nurse clinicians. 

5. The development of multi-institutional arrangements for the sharing 
of support services necessary to all health service institutions. 

6. The promotion of activities to achieve needed improvements in the 
quality of health services, including needs identified by· the 
review activities of Professional Standards Review Organizations 
under part B of Title XI of the Social Security Act. 

7. The development of health service institutions of the capacity 
to provide various levels of care (including intensive care, acute 
general care, and extended care) on a geographically integrated 
basis. 

8. The promotion of activities for the prevention of disease, including 
studies of nutritional and environmental factors affecting health 
and the provision of preventive health care services . 

9. The adoption of uniform cost accounting, simplified reimbursement , 
and utilization reporting systems and improved management procedures 
for health service institutions. 
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10. The development of effective methods of educating the general 
public concerning proper personal (including preventive) health 
care and methods for effective use of available health services. 

11. The promotion of an effective energy conservation and fuel effi­
ciency program for health service institutions to reduce the rate 
of growth of demand for energy. 

12. The identification and discontinuance of duplicative or unneeded 
services and facilities. 

13. The adoption of policies which will (A) contain the rapidly rising 
costs of health care delivery, (B) ensure more appropriate use of 
health care services, and (C) promote greater efficiency in the 
health care delivery system. 

14. The elimination of inappropriate placement in institutions of 
persons with mental health problems and the improvement of the 
quality of care provided those with mental health problems for 
whom institutional care is appropriate. 

15. Assurance of access to community mental health centers and other 
mental health care providers for needed mental health services to 
emphasize the provisionof outpatient as a preferable alternative 
to inpatient mental health services. 

16. The promotion of those health services which are provided in a 
manner cognizant of the emotional and psychological components of 
the prevention and treatment of illness and maintenance of health. 

17. The strengthening of competitive forces in the health services 
industry wherever competition and consumer choice can constructively 
serve, in accordance with subsection (b), to advance the purposes 
of quality assurance, cost effectiveness, and access. 

(b) (1) The Congress finds that the effect of competition on deci­
sions of providers respecting the supply of health services and 
facilities is diminished. The primary source of the lessening of 
such effects is prevailing methods of paying for health services 
by public and private health insurers, particularly for inpatient 
health services and to her institutional health services. As a 
result, there is duplication and excess supply of certain health 
services and facilities, particularly in the case of inpatient 
health services. 

(2) For health services, such as inpatient health services and 
other institutional health services, for which competition does not 
or will not appropriately allocate supply consistent with health 
systems plans and State health plans, health systems agencies and 
State health planning and development agencies should in the exercise 
of their functions under this title take actions (where appropriate 
to advance the purposes of quality assurance, cost effectiveness, 
and access) to allocate the supply of such services. 

(3) For the health services for which competition appropriately 
allocates supply consistent with health systems plans and State 
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health plans, health systems agencies and State health planning 
and development agencies should in the performance of their 
functions under this title give priority {where appropriate to 
advance the purposes of quality assurance, cost effectiveness, 
and access) to actions which would strengthen the effect of 
competition on the supply of such services. 

The national priorities were considered in setting goals and writing objectives . 
They were addressed by each of the Health Systems Agencies in preparing their 
plans, and thus in those incorporated in the state plan. State analysis of 
other plans also took the national priorities into consideration. 

The national resource standards were also addressed by each HSA. Their work 
and supplemental state analysis is included in the acute care chapter - Chapter 
Five - and in Appendix IV - Certificate of Need Standards. 

1 f') 
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Chapter Two 

Summary of Goals 

14 



Introduction to Summary Chapter 

In 1979, State Health Planning and Development Agency contracted with an 

evaluation consultant to access the degree of attainment of goals, 

objectives and action steps integrated into the State Health Plan. Such 

information is necessary if a plan is to become a realistic guide for 

allocation of resources. You will note several goals, objectives, and 

action steps from the 1978 plan were deleted or changed as a result 

of the evaluation feedback. Another such evaluation of planning for 

September and will affect the next health plan. The following summary 

chapter is divided into two parts: (1) summary of current goals, objectives 

and recommended action steps deleted or changed from the last SHP (1980). 

Part one lists all of the goals, objectives and recommended action steps 

which are in effect for the 1981-86 planning cycle. The action steps 

were selected from a range of possible strategies and the selections were 

made on the basis of cost and reasonable expectation of accomplishment. 

(For alternative strategies considered, see State Implementation Plan.) 

Part two of this section lists those goals, objectives, and recommended action 

steps which have deleted or substantively changed from last year's plan. The 

rationale for deletion or change precedes each goal, objective, and recom­

mended action step. 
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PART ONE 

- Preventive Services -

STATUS GOAL 1: DECREASED RATES OF PREVENTABLE MORTALITY ASSOCIATED THROUGH LIFE­
STYLE, ENVIRONMENTAL ANO PREVENTIVE HEALTH SERVICE CHANGES. 

STATUS GOAL 2: DECREASED RATES OF PREVENTABLE MORTALITY AND MORBIDITY ESPECIALLY 
ASSOCIATED HIGH SOCIAL DIRECT AND INDIRECT COSTS. 

Health Education 

School Health Education 

SERVICE GOAL 1: INCREASED AVAILABILITY OF HEALTH EDUCATION PROGRAMS IN THE 
SCHOOL, COMMUNITY, AND HEALTH CARE SERVICES SETTINGS, THAT: 

- IMPROVE COMPREHENSION OF HEALTH INFORMATION INCLUDING 
HEALTH ECONOMICS: 

- EMPHASIZE INDIVIDUAL RESPONSIBILITY FOR SOCIAL AND 
PERSONAL CHANGE IN ORDER TO LIVE HEALTHFULL. 

Objective 1: By 1985, the development and utilization of Comprehensive 
School Health Education curricula for grades K-12 in at least 
50% of the 400-500 local public school districts. 

LRRA 1: The implementation of recommendations of the Task Force on 
Comprehensive School Health Education: 

- seek Title IV-C funding to implement six model 
school health education programs in Iowa 

- provide schools with needs assessment models 
- seek additional funding for compr ehensive health 

education at the local, area, and state leve,s 
- serve as health education clearinghouse for resource 

material to the schools and school personnel and 
the AEAs 

LRRA la: The State Advisory Committee on Teacher Education and Certifi­
cation consider adoption of a health education component in 
approved elementary teacher education programs. 

SRRA 1: The Department of Public Instruction implement recommendations 
in the Comprehensive School Health Education Final Report to 
health education consultants. 

SRRA la: Three minor changes in the Iowa Code, Chapter 257.25 as 
recommended in the Comprehensive School Health Education Final 
Report. 
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Objective 4: By 1985, establishment of at least 5 ongoing continuing 
education programs in health education practice for health 
care professionals and teachers. 

LRRA 3: Each AEA provide a professionally trained health education 
coordinator and/or designated consultant for school health 
education as recommended in the Comprehensive School Health 
Education Final Report. 

Community Health Education 

Objective 4: By 1983, through a statewide committee and/or state staff, 
coordination of all statewide governmental and voluntary 
public health promotion activities. 

LRRA 4: By 1981, the State Department of Health will fund a community 
health educator position to help staff the State Department 
of Health community health education responsibilities. 

LRRA 4a: The Iowa Prevention Network or a similar state group will 
contact governmental and voluntary agencies conducting 
community health education to: 

LRRA 4b: -

- inventory present community health education efforts 
- encourage agencies' participation in the network 
- define gaps and overlaps in statewide health promotion 

efforts 

The State Department of Health during 1979-80 will spearhead 
state planning efforts and apply for a ''Health Education­
Risk Reduction Project Grant" on be~alf of community health 
education. 

Local Public Health Departments 

SERVICE GOAL 2: INCREASED REGIONALIZATION OF LOCAL PUBLIC HEALTH SERVICES TO 
MAXIMIZE ECONOMICS OF SCALE, QUALITY, AND ACCESSIBILITY TO -
LOCAL PUBLIC HEALTH SERVICE IN IOWA. 

Objective 1: By 1985, more district health departments in Iowa. 

LRRA 1: By 1982, the State Health Department, Community Health 
Division, and the Office for Health Planning, with local 
health departments revise the plan, District Health Depart­
ments ... Why and How. 

Objective 2: By 1983, creation of at least one program at the baccalaureate 
and masters level in health education (apart from a physical 
education/health education program) to provide personnel to 
carry out the function of school and community health education. 

LRRA 2: Office for Health Planning and Oeveolpment work with Health 
Systems Agencies and State agencies to recognize objective 2 
as a priority for next planning cycle. 
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STATUS GOAL 3: DECREASED CIGARETTE SMOKING AMONG IOWA'S POPULATION. 

SERVICE GOAL 3: INCREASED REGULATORY, ECONOMIC, PREVENTIVE SERVICE AND EDUCA­
TIONAL PROGRAMS/STRATEGIES IN ORDER TO DECREASE SMOKING. 

Objective 1: By 1985, at least 25% or 110 of the 447 local school dis­
tricts offering comprehensive school health education, as 
defined in the 1979 Comprehensive School Health Education 
Final Report. See actions on page to,. 

Objective 2: By 1985, change in Federal/State income tax laws such that 
cigarette advertising is no longer a tax deductible expense. 

Objective 3: By 1985, state program to coordinate inventory of current 
smoking prevention programs in the state. 

Objective 4: By 1985, increase to an average of at least one smoking 
cessation workshop in each high school in Iowa annually. 

Objective 5: By 1985, increase present sales tax on high tar/nicotene 
cigarettes from 6-7.5 mills to ____ • 

Objective 6: By 1985, local law enforcement agencies more severely en­
forcing Chapter 98 and 98A, Code of Iowa, 1979. 
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STATUS GOALS 4: DECREASED MINO-ALTERING SUBSTANCE ABUSE AMONG IOWANS, PARTICU­
CARLY ALCOHOL ABUSE, AND PARTICULARLY AMONG THOSE POPULATIONS -
YOUTH, LOW INCOME AND UNEMPiOYED - AT RISK. 

SERVICE GOALS 4: INCREASED AVAILABIILITY OF SUBSTANCE ABUSE PREVENTION (EDUCA­
TIONAL, ECONOMIC, REGULATION AND PROGRAMMATIC) STRATEGIES IN 
QRDER TO DECREASE SUBSTANCE ABUSE AMONG AT RISK POPULATIONS. 

Objective 1: By 1985, increased availability of services for drug abuse 
prevention through an increased sales tax on liquor sold in 
Iowa liquor stores from 3% to 5%, and a special dollar barrel 
tax on beer. 

LRRA 1: State legislature enact SF 156 which increases sales tax for 
the purchase of alcoholic beverages and barrel beer as 
specified in Objective 1. 

Objective 2: By 1985, elimination of ability to allow deferred sentences 
for OMVUI. 

LRRA 1: State legislature to enact HF 49 which eliminates deferred 
sentences for OMVUI. Section 321.281 states that OVMUI's 
first offense requires a two day prison sentence. But this 
requirement may be deferred by Chapter 907. SF 2061 would 
allow deferred sentences, but add fines to the required 
prison sentences for OMVUI. 

Objective 3: By 1985, a better system of counting the number of drivers 
who, while under the influence of alcohol, are involved in 
accidents of personal injury. 

LRRA 1: Iowa Department of Substance Abuse and Health, and the 
Highway Safety Program study and seek necessary Code changes 
to attain better count of such alcohol related injuries. 

Objective 4: By 1985, state and federal income tax deductions for alcohol 
advertising be disallowed. 

LRRA 1: Iowa Departments of Substance Abuse and Health will contact 
state and federal revenue officials to discover necessary 
steps to carry out objective. 

Objective 5: By 1985, special health and life insurance rates required for 
group policies whose memebers practice substantially healthy 
habits. 

LRRA 1: Iowa State Department of Health will contact Insurance Commis­
sion officials to determine extent such rates are now avail­
able in Iowa. 

Objective 6: By 1985, at least 25%, or 110, of the 447 local school dis­
tricts offering comprehensive school health education, as 
defined in the 1979 Comprehensive School Health Education 
Final Report to the Department of Public Instruction. 

LRRA 1: Enactment of the seven recommendations of the Task Force 
Report. 
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.$.JATU~ GOAL 5: INCREASED NUMBER OF IOWANS WHO ARE OF THE IDEAL WEIGHT AND WHO 
ACHIEVE IDEAL BLOOD CHOLESTEROL LEVrL . 

SERVICE GOAL 5: THROUGH EDUCATION, F0QQ__~_UPPLEMENT_S ANO TECHNQ~OG~CAL MEASURES, 
LOWER THE NUMBER OF IOWANS WHO ARE OVERNOURISHE0, AND DECREASE l 
THE NUMBER OF -IOWANS WHO ARE -UNDER-NOURI SHED. 

Objective 1: By 1985, food labeling legislation for the nation and for 
Iowa that requires the amount of salt, sugar, fat and satur­
ated fat and calories on all packaged and processed food. 

LRRA 1: IS0H support federal and state legislation to require such 
·1abeling on such processed food. 

Objective 2: By 1985, assessment of proposal charges in state policies 
toward food production and processing in order to and con­
sumers in choosing diets with less salts, saturated fats 
and sugars. 

LRRA 1: Establishement of a nutrition inter-agency coordinating 
council to oversee and improve effectiveness of state 
level activities related to nutrition and develop an 
assessment of state nutrition policies. 

Objective 3: By 1985, same as other comprehensive health education 
objectives. 

See page b q for act ions. 

Objective 4: By 1985, all government funded meal programs in Iowa using 
the nutrition guidelines in "Nutrition and Your Health". 

SRRA 1: Disseminate guidelines to all programs in Iowa. 

LRRA 1: Each state agency sponsor with funded meal programs pro­
viding consultation to those programs to explain how to use 
guideline. 

STATUS GOAL 6: INCREASE THE PERCENTAGE OF AT RISK POPULATIONS, THE ELDERLY, 
~OMEN, AND LOW INCOME WHO REGULARLY EXERCISE. 

SERVICE GOAL 6: TtlE COORDINATION AND GREATER AVAILABILITY OF STATEWIDE ---- -------
PHYSICAL ACTIVITY PROGRAMS AMO IMPLEMENTATIOn OF OTHER STRA-
lJGIES, (EDUCATIONAL ANO ECONOMIC) IN ORDER TO INCREASE THE 
.PERCENTAGE OF IOWA'S POPULATION WHO REGULARLY EXERCISE. (NO~ 
ESTIMATED TO BE LESS THAN 50%) 

Objective 1: By 1985, a staffed program available in state government to 
coordinate and provide consultation to local health/exercise 
programs. 

SRRA 1: During FY 1981, SDOH implement health program for its 
employees. 
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Objective 2: By 1985, at least two health or life insurance companies 
offering employers and employees with effective health 
programs discounted premiums reflective of those groups' 
increased health. 

Objective 3: By 1985, four more major companies having health/education 
exercise programs. 

LRRA 1: SDOH or Governor's Council on Physical Fitness will inven­
tory in Iowa health programs in workplace . 

LRRA 2: Passage by legislative of governor sponsored appropriations 
for funding staff position for the Council on Physical 
Fitness. 

STATUS GOAL 7: INCREASED ABILITY AMONG IOWANS, PARTICULARLY THE UNEMPLOYED, 
'(Q!J_@_,__}iND OLD TO COPE WITH filGH STRE_SS ~SOCIAL SITUATIONS-ANQ 
DECREASED INCIDENCE OF HIGH STRESS SOCIO-ECONOMIC SITUATIONS. 

SERVICE GOAL 7: THE AVAILABILITY OF PROGRAMS THAT ENABLE IOWANS TO LEARN 
(;.OPING SKILLS ANO THE IMPLEMENTATION OF TECHNOLOGICAL AND 
ECONOMIC Sl.RATEGIES IN ORDER TO DECREASE IOWANS STRESS DUE 
TO ACCELERATED SOCIAL-CHANGE. 

Objective 1: By 1985, 5 major employers in Iowa implementing stress 
management programs as part of a work based health program. 

LRRA 1: See action steps under objective 3 on page q5. 
Objective 2: 

LRRA 1: 

Objective 3: 

By 1985, for one occupation of high stress in Iowa, creation 
of an emp 1 ayer, worker and government vo 1 unteer comn,i t tee 
identify or implement strategies to make work more reqarding 
and less stress producing. 

SDOH staff will contact worker organization and employers to 
determine interest in particular profession. 

By 1985, at least 25% or 110 of the 447 local school dis­
tricts offering comprehensive school health education, as 
defined in the 1979 Comprehensive School Health Education 
Final Report. 

See actions on page (o q. 

Objective 4: Maintain a level of four community education workshops per 
month at each MHI. 

SRRA 1: Staff at MHI's continue current outreach for community 
education. 

Objective 5: By 1985, fifteen Community Mental Health Centers providing 
federally definded comprehensive services, including preven­
tive education services. 

LRRA 1: The three HSAs and the State Health Department will work 
with the Iowa Mental Health Authority and the Regional 
planning Groups to bring about more comprehensive services . 
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LRRA 2a: Statewide substance abuse/mental health planning bodies work 
with AEAsto determine the types of mental health prevention 
programs needed by school children and adolescents. 

STATUS GOALS 8: DECREASE EXPOSURE TO TOXICANTS IN THE DRINKING WAITR, FOOD, 
~IR WHICH IOWANS BREATH FROM HAZARDOUS AGENTS PRODUCED, USED, 
8ND DISPOSED OF IN IOWA. 

SERVICE GOALS 8: REGULATORY ECONOMIC, AND TECHNOLOGICAL STRATEGIES SUFFICIENT 
TO EFFECTIVELY REMOVE THE HEALTH THREAT FROM THE ENVIRONMENTAL 
TOXICANTS. -- -- -

WATER QUALITY/HAZARDOUS WASTES 

Objective 1: By 1985, a Hazardous Waste Control program fully implemented. 

LRRA 1: DEQ will take steps to educate the general public about 
proper hazardous waste management techniques. 

LRRA 2: DEQ will gather information on the types, quantities, and 
hazards of wastes produced in Iowa. 

LRRA 3: DEQ will obtain delegation to administer RCRA hazardous 
wa~te program in Iowa. 

LRRA 4: Obtain legislation to close loopholes in HF 719, and develop 
rules for an effective hazardous waste management program. 

Objective 5: By 1985, a state program pursuant to the Toxic Substance 
Control Act implemented. 

LRRA 1: DEQ will take steps to obatin delegation to administer TSCA 
in Iowa. 

LRRA 2: DEQ will obtain legislation and development for an effective 
hazardous. 

AIR QUALITY 

Objective 3: By 1985, all air quality control programs regions at least 
the primary national ambient air quality standard. 

RADIATION 

LRRA 1: DEQ will continue to work with local governments and indus­
tries to assure compliance by 1985. 

Objective 4: By 1985, 50% of all radiation emitting equipment in compliance 
with state rules. 

LRRA 1: By 1981, SDOH will register all radiation emitting equipment 
located in the state. 

LRRA 2: By 1983, SDOH will register all, except practitioners, the 
operators of all diagnostic x-ray machines used in the 
practice of medicine osteoathy, dentistry, chiropractic and 
podiatry. 
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LRRA 3: The SDOH will continue to provide expertise for emergency 
and radiation accident response and participate in emergency 
planning and exercise activities. 

STATUS GOAL 9: DECREASED INCIDENCE OF JOB RELATED ILLNESS ESPECIALLY CANCER - · 
~~Q QTHIB CHRONIC DEGENERAT_IVE DISEASES ANO OE JOB __ ..B.E.LATEQ_ 
INJURIES. 

SERVICE GOAL 9: THROUGH REGULATORY, ECONOMIC .. EDUCATIONAL AND SURVEILLANCE., 
AND TECHNOLOGICAL STRATEGIES MORE SAFE AND HEAL TH ~JORKPLACE 
ENVIRONMENT. 

Objective 1: By 1985, state and federal OSHA develop a system for effec­
tive monitoring and regulation of toxic substances before 
they enter into workplace environment. 

LRRA 1: By 1982, DEQ and State OSHA responsibilities defir1ed with 
regard to Toxic Substance Control Act. 

Action Step: 

Objective 2: By 1990,~- employees informed of potential health 
hazards through publication of a statement or significant 
correlation between occupation exposure, premature mortality 
and disability in Iowa. 

LRRA 1: State and Federal OSHA staff will work with researcher at 
state university and with state and local Health Department 
of Health to gather information. 

Objective 3: By 1985, the characteristics: of the work environment; of 
monitoring and screening practices; of the adequacy of 
professionals trained in occupational safety and health 
determined in Iowa. 

LRRA 1: By 1981, state and federal OSHA progams, working with local 
and state health officials and educational institutions 
determine data now available. 

LRRA 2: By 1981, OSHA determine resources necessary to complete 
such a inventory of industry, educational institutions 
and occupational to health services. 

Objective 4: By 1985, strengthened occupational health nurse training. 

LRRA 1: By 1982, SDOH will inventory nurse training programs in Iowa 
to determine classes and training offered in occupational 
health. 

LRRA 2: By 1983, recommendation developed by SDOH on specific classes 
and training experiences required. 

Objective 5: By 1985, OSHA, labor unions, employers and employees in high­
risk workplaces develop and implement an employee education 
and risk reduction program. 



LRRA 1: 

Objective 6: 

LRRA 1: 

Objective 3: 

SERVICE GOAL 11: 

Objective 1: 

LRRA 1: 

During 1981, the ISD~i will inventory state for existing 
employee health programs. 

By 1985, federal and state tax incentives to .encourage 
implementation of technology which reduces risks to workers 
in high risk occupations. 

By 1983, state and fedeal proposals to allow tax exemption 
and deduct for safety equipment. 

By 1982, recommendations developed and implemented to prevent 
fire, falls and drowning in the state. 

INCREASED AVAILABILITY OF RENTAL HOUSING WHICH IS NOT DETRI­
MENTAL TO THE HEALTH OF IOWANS. 

By 1984, a revised Chapter 413, the State Housing Code, and 
regulations passed and approved by the State Legislature. 

The State Department of Health, Health Engineering Section, 
with other State agencies and local health departments' 
help will submit suggested revisions of the State Housing 
Code to the State Legi slature by 1981. 

SRRA 1: The State Department of Health will contact local health 
departments to gain suggestions and support for code revi­
sions by 1980. 

LRRA 2: The State Department of Health will develop with the Building 
Code Commission, in conjunction with revising the housing 
code, a proposal to better integrate housing and building 
code enforcement. 

Objective 2: By 1985, all local health departments in SMSAs enforcing the 
revised State Housing Code. 

LRRA 2: The State Department of Health will set up a task force 
of local citizens and public health officials to study the 
problems of substandard rental housing in Iowa, and the 
enforcement of the housing code by local departments of 
hea 1th. 

STATUS GOAL 10: REDUCE ACCIDENTAL FATALITIES ANO INJURIES TO IOWANS. 

SERVICE GOAL 10: REDUCE THE NUMBER OF FATAL MOTOR VEHICLE CRASHES EACH YEAR 
BY FOUR PERCENT; REDUCE THE INJURIES DUE TO MOTOR VEHICLE 
CRASHES BY rouR PERCENT,THROUGH 1983. (STATE HIGHWAY SAFETY 
PLAN) 

Objective 1: By 1985, reenactment of the state motorcycle helmet law. 

(See additional objectives under substance abuse.) 

Objective 2: By 1985, all mothers leaving hospitals with newborns aware 
of the advantages and given follow-up education to encourage 
use of infant car restraints. 



STATUS GOAL 12: REDUCTION OR ERADICATION OF INCIDENCES AND EPIDEMICS OF ALL 
. - ---- ·----

NON- I MMUN I ZABLE INFECTIOUS DISEASES AND ZOONOTIC DISEASES. 

SERVICE GOAL 12: CONTROL OF INFECTIOUS NON-IMMUNIZABLE AND ZOONOTIC DISEASES 
THROUGH EPIDEMIOLOGIC SURVEILLANCE. 

Objective 1: By 1985, prevent cases of zoonotic diseases in humans 
through continuance of surveillance programs at state and 
local health departments. 

Objective 2: By 1985, an improved disease reporting system for certain 
non-immunizable infectious and zoonotic diseases through 
local and state public health officials. 

SERVICE GOAL 13: BACTERIALLY AND CHEMICALLY SAFE SURFACE AND GROUND WATERS, 
AND DRINKING WATER AVAILABLE TO ALL RESIDENTIAL SITES. 

Objective 1: By 1985, 95 percent of the estimated 240,365 households 
which have private water supplies: 

- informed of the dangers and signs of chemically and 
bacterially unsafe water, and 

- aware of the appropriate sources to analyze and solve 
complaints and conditions relative to water quality 
and safety. 

SRRA 1: By July 1, 1981, have proposed legislation that clarifies 
that the Department has responsibility for establishing 
minimum construction standards for on-site waste treatment 
systems and small water supplies. 

SRRA 2: By January 1, 1980, have resubmitted proposed legislation 
for state-wide certification of water well contractors. 

SRRA 3: By 1982, a media campaign directed at well and septic tank 
users. 

Objective 2: By July 1, 1981, have established a consultation program 
relative to hazardous or toxic chemicals as they relate 
to the environment and public health. 

SRRA 1: Consumer Product Safety transferred from the State Depart­
ment of Agriculture to Health Engineering. 

SRRA 2: By July 1, 1981, have permanent budget and new legislation 
allowing routinej surveillance and monitoring of public 
swimming pools. 

SRRA 3: By 1982, have completely revised the State Plumbing Code to 
develop a single code for the state. The State Building 
Code Office has a separate code used for approving federal 
monies used in construction. 
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STATUS GOAL 14: ALL IOWANS WITH GOOD ORAL HEALTH 

SERVICE GOAL 14: 

Objective 1: 

Objective 2: 

SRRA 1: 

Objective 3: 

LRRA 1: 

ECONOMIC AND EDUCATIONAL BARRIERS TO FLUORIDATION OF COMMUNITY 
WATER.SUPPLIES AND TOPICAL SCHOOL BASED APPLICATION ELIMINATED. 

By 1985, Dental health education and ~ental health services 
increased by 25% to children and low income, pregnant women. 

By 1982, Community water-fluoridati~n available to 93% of 
Iowans served by public water supplies. 

SOOH will identify funding sources. 

By 1982, Fluoride rinse programs for all children using 
private water supplies. 

Iowa State Department of Health will develop a plan w~ich 
includes agreements with the State Department of ~ubl1c 
Instruction to provide for curriculum, staff requirements 
and costs. 

SRRA 1: Iowa State Department of Health will evaluate participation 
and eff~ctiveness of current programs. 

SRRA 2: Iowa State Department of Health will identify priority areas 
based on need. 

STATUS GOAL 15: A DECREASE IN THE NUMBER OF RISK FACTORS WHICH RESULT IN 
MORBIDITY ANO MORTALITY IN PREGNANT WOMEN AND INFANTS. 

SERVICE GOAL 15: JHROUGH EDUCATIONAL, LEGISLATIVE, ECONOMIC .AND SERVIQ 
STRATEGIES INCREASE AVAILABILITY AND UTILIZATION OF STATEWIDE 
COMPREHENSIVE HEALTH SERVICES FOR WOMEN AND CHILDREN. 

Objective 1: By 1985, antepartum and postpartum health care given to women 
in maternal health centers will be increased from 2% (2,465) 
to 10% (7,371) of the low income women in the State. 

SRRA 1: State Department of Health will identify and seek funding 
sources needed to expand maternal health center services. 

Objective 2: By 1985, supplemental foods and nutrition education will be 
increased from 30% to 65% of the low income children 0-5, 
pregnant women, and postpartum women who are nutritionally 
at-risk. 

SRRA 1: State Department of Health will gain legislative approval 
for additional administrative staff. 

Objective 3: By 1985, indepth counseling and follow-up will be provided to 
an additional 300 Iowa families involved with a birth defect 
or genetic disease by 1984. 

SRRA 1: Regional Genetic Consultation service will continue to 
operate at current levels. 

25 

• 



. . . 

LRRA 1: Registry of epidemiology program added for genetic/birth 
·defects to current program. 

Objective 4: By 1985, dental health education and dental health services 
will be increased by 25% to children and low income, pregnant 
women in the State by 1984. 

See Fluoridation for actions 

Objective 5: By 1985, Medicaid program expanded to cover women from the 
first trimester of pregnancy, so that no more than 3000 women 
enter care later than first trimester. 

LRRA 1: State agencies concerned with maternal and child health 
will seek support of State legislative changes in Medic~id 
program. 

SRRA 1: ISDOH will develop public information campaign to be jointly 
sponsored with other statewide agencies. 

Objective 6: By 1985, at least 25% or 110 of the 447 local school districts 
offering comprehensive school health education as defined in 
the 1979 Comprehensive School Health Education Final Report. 

See page {,q for act ions. 

Objective 7: Yet to be added on services for teens. 

Objective 8: 

LRRA 1: 

Objective 9: 

LRRA 1: 

Objective 10: 

By 1985, 25% of EDSDT eligible children screened annually (6% 
are now screened) by public health nurses or at child health 
screening centers. 

State Department of Health and Department of Social Services 
will expand center sites from 34 to ___ • 

By 1985, expansion of child health centers from 33 counties 
to Statewide. 

State Department of Health will contact with local public 
officials to identify resources available and need to expand. 

By 1985, preventive education for parents on accident preven­
tion, nutrition, health care services available at hospitals 
for all new parents, with public health nursing home follow­
up for at-risk mothers and infants. 

LRRA 1: State Department of Health will contact the Iowa Hospital 
Association, and at least five hospitals in the State to 
provide information on and encourage accident prevention 
education. 
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STATUS GOAL 16: ALL CHILDREN BORN WANTED. 
. 

SERVICE GOAL 16: FAMILY PLANNING SERVICE SHALL BE AVAILABLE TO ALL IOWA RESI...: 

Objective 1: 

LRRA 1: 

Objective 2: 

LRRA 1: 

DENTS IN NEED OF THESE NECESSARY HEALTH CARE SERVICES REGARD­
LESS OF AGE, SEX, RELIGION, RACE, MARITAL OR SOCIAL STATUS, 
~ITH SPEClAL EMPHASIS DIRECT TOWARD LOW INCOME POPULATIONS. 

By 1985, family planning services to low income women includ­
ing teenagers, at risk of having unwanted pregnancies increase 
by 25% from 47,000 to 58,000 

SDOH will identify additional resources need to reach Iowans 
in need. 

By 1985~ increased school community education on ways to 
prevent, and to choose not to have unwanted pregnancies. 

Inventory current community and school family planning 
education efforts. 

Objective 3: Referral services linkages stronger between State Department 
of Health Maternal and Child Health projects and Family 
Planning services. 

LRRA 1: State Department of Health staff establish procedures which 
define how and when cross referrals are appropriate. 

Objective 4: All local family planning agency's assume greater outreach 
into rural areas. 

STATUS GOAL 17: JHE PRESENT RATES OF SEXUALLY TRANSMISSABLE DISEASES LESSENED 
IN ORDER TO KEEP DAMAGE TO HEALTH, INCLUDING BLINDNESS, STER­
ILITY, SYSTEMIC AND LOCAL INFECTIONS AT A MINIMUM. 

Objective 1: By 1982, no more than 6,000 cases of gonorrhea per year 
(1978 = 7,260 cases; 1976 = 6,500 cases) 

SERVICE GOAL 17: EDUCATION ON AND PREVENTIVE HEALTH SERVICES FOR SEXUALLY 
TRANSMISSIBLE DISEASES IN ORDER TO MAINTAIN OR LESSEN TH~ 
PRESENT RATES OF SEXUALLY TRANSMISSIBLE DISEA~~-

Objective 1: By 1988, 95% of exposed gonorrhea cases given preventive 
treatment each year. 

SRRA 1: State Department of Health will continue surveillance 
activities of contacts. 

Objective 2: By 1985, update Iowa Code to reflect recent changes 
of term "sexually transmissible disease" instead of 
disease. 

. 1n use 
venerea 1 

LRRA 1: State Department of Health will draft need changes in Chapter 
139 and submit to the Board of Health. 

Objective 3: By 1985, stronger referral links and follow-up between family 
planning clinics doing STD screening and STD clinics. 
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LRRA 1: State Department of Health will develop standards for family 
planning agencies regarding follow-up on positive cases. 

Objective 4: By 1985, STD information and education as part of comprehen­
sive school health education in at least 25% of local school 
districts. 

{See action steps on page ). -
Objective 5: By 1985, all medical students going into primary care special­

ties having at least 20 hours of diagnosis and treatment exper­
ience in sexually transmissable diseases. 

SRRA 1: 

Objective 6: 

LRRA 1: 

STATUS GOAL 18: 

Objective 1: 

State Department of Health will inventory U of 
determine STD clinical experience primary care 
specialties. 

I and COMS to . pr 1mary care 

By 1985, adult education classes for parents on family life, 
sex education and sexually transmissible disease prevention 
within the ·boundaries of each area education agency and 
family planning service area. 

State Department of Health will inventory AEAs and family 
planning agencies to determine number of persons served 
classes available in family life adult education classes. 

NEAR ERADICATION OF THE SEVEN COMMUNICABLE DISEASES RECOMMENQED­
FOR IMMUNIZATION IN PERSONS LESS THAN 18 IN ORDER TO LESSEN 
COSTLY AND PREVENTABLE MORBIDITY . 
• 

By 1982, limit the annual incidence rate of these seven immu­
nizable communicable diseases to no more than the following: 

Measles and Rubella - .33 cases/10,000 population 
Polio - O cases/10,000 population 
Oiptheria and Tetanus - no more than .01 cases/10,000 

population (one case each per year) 
Mumps - no more than 1.67 cases.10,000 population 

(500 cases per year) 
Pertussis - no more than .04 cases/10,000 population 

(10 cases per year) 

STATUS GOAL 18: REDUCED INCIDENCE OF MORTALITY FROM INFLUENZA AND INFLUENZA 
RELATED PNEUMONIA AMONG THE ELDERLY, INFANTS AND CHRONICALLY 
ILL SUCH THAT OPTIMAL HEALTH AND LONGEVITY IS MAINTAINED AMONG 
THESE POPULATIONS. 

Objective 1: By 1982, no more than three deaths/10,000 population from 
influenza. (90 deaths) 

In 1974 the rate was 3.8/10,000 persons and 108 deaths 
occurred. 
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Objective 2: 

SERVICE GOAL 19: 

Objective 1: 

LRRA 1: 

Objective 2: 

LRRA 1: 

By 1982, reduced incidence of reported cases of influenza 
from 175 cases/10,000 persons to 140 cases/10,000 persons 
(42,054 cases in the population). 

IMMUNIZATION LEVELS IN THE POPULATION AGAINST DIPHTHERIA, 
EUBELLA, RUBEOLA, POLIO, TETANUS, MUMPS AND PERTUSSIS (WHOOP­
ING COUGH) IN ORDER TO PREVENT THE SICKNE SSEUISABILITIES 
iESULTING FROM INDIVIDUALS CONTACTING THESE DISEASES. 

By 1982, 90 percent of the populatio~ immuni~ed against the 
seven recommended immunizable communicable diseases. 

Continue to enforce Iowas immunization law. 

By 1985, teenagers and women in Iowa have adequate immunity 
to rubella. 

The SDOH will through enforcement of the immunization law to 
seek that schools keep records of immunization of all high 
school women and offer referring for immunization. 

SERVICE GOAL 20: AN INCREASED NUMBER OF CHRONICALLY ILL AND OTHER HIGH RISK 
RESIDENTS IMMUNIZED AGAINST INFLUENZA ANO INFLUENZA-LIKE 
DISEASES AND PNEUMONIA IN ORDER TO PREVENT UNNECESSARY MORBIDITY 
AMONG THESE POPULATIONS. 

Objective 1: By 1982, 70 percent of chronically ill or high risk individ­
uals (approximately 400,000 residents) immunized each year 
against the more prevalent virulent drift of influenza virus 
with the vaccine recommended for use during that year. 

LRRA 1: SDOH will develop a plan for statewide eradication of immun­
izable communicable diseases in cooperation with physicians 
in Iowa (see 314(d) grant application). 

Objective 2: By 1982, a program for penumonia vaccinations in Iowa. 

STATUS GOAL 21: REDUCED PREVALENCE OF HYPERTENSION AND OTHER CHRONIC CIRCULATOBY 
]ISORDERS AMONG IOWANS, ESPECIALLY AMONG AT-RISK POPULATIONS-­
BLACKS AND RURAL RESIDENTS. 

Objective 1: By 1985, sodium consumption reduced by 10% among the Iowa 
population. 

Objective 2: By 1985, obesity reduced by 10% among the Iowa population. 

SYSTEMS GOAL 21: INCREASE THE NUMBER OF "AT-RISK" RESIDENTS USING EDUCATIONAL, 
EARLY DETECTION AND FOLLOW-UP SERVICES FOR HYPERTENSION AND 

.Q_THER CHRONIC CIRCULATORY DISEASESi 

Objective 1: By 1981, at least 60,000 Iowans screened annually through 
screening programs funded by the State Department of Health. 

LRRA 1: See State Project Grant Proposal for Iowa Hypertension 
Services Programs. 
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Objective 2: By 1982, 35% of all blacks 21 years of age and over, or 
approximately 6,000 persons, screened for hypertension 
annually through screening programs funded by the State 
Department of Health . 

LRRA 1: The Renal Disease and Hypertension Section will provide 
blood pressure education and training to specialty nursing/ 
community groups in 5 or 10 Iowa counties which have a black 
population of over 400 persons. 

- PRIMARY CARE -

- System Goals and Objectives -

GOAL 1: COST EFFECTIVE HEALTH CARE THROUGH AVAILABILITY OF AND ACCESSIBILITY TO 
COMPREHENSIVE PRIMARY CARE SERVICES FOR ALL IOWA RESIDENTS. 

Objective 1: 

LRRA 1: 

LRRA la: 

LRRA lb: 

LRRA le: 

Objective 2: 

LRRA 2: 

Increased employment of physician's assistants graduating 
from the University of Iowa's Physician's Program to ac­
comodate approximately 75% of each year's graduating class 
in Iowa. 

Iowa Health Systems Agencies work with communities and the 
DHEW Regional Office in designated shortage areas to estab­
lish health centers supported by RHI, HVRA, or similar funds. 

The Department provide Iowa data necessary for the Health 
. Systems Agencies for the designation of shortage areas. 

The Department shall work to identify shortage areas (as 
defined in Federal Register, Vol. 43, No. 6, 1978) in Iowa 
in cooperation with area Health Systems Agencies and make 
recommendation for designation to DHEW. 

The Physician's Assistants Program of the University of 
Iowa will coordinate efforts to assist and encourage physi­
cians to employ and utilize physician's assistants. 

If by 1985, independently Licensed physician extenders are 
legally practicing, they will be directly reimbursed by 
third-party payers in Iowa. 

By 1983, the Department will assist the Iowa Board of 
Nursing in the implementation of rules relating to the 
practice of nurse specialties which will encourage third­
party payment for those nursing specialties. 



GOAL 2: ALTERNATIVE DELIVERY SYSTEMS BE AVAILABLE IN IOWA. 

Objective 1: By 1985, at least three HMOs be serving consumers in Iowa, 
if they are found to be financially feasible. 

LRRA 1: 

LRRA la: 

By 1983, the Department will monitor the feasibility study 
for an HMO in Des Moines and, if feasible, will assist in 
developing plans for the HMO-IPA. 

The Department will monitor the feasibility study for an HMO 
in Pottawattamie County. 

Objective 2: If by 1985, independently licensed physician extenders are 
legally practicing, they will be directly reimbursed by 
third-party payors in Iowa. 

LRRA 2: By 1983, the Department will assist the Iowa Board cf Nursing 
in the implementation of rules relating to the practice of 
nurse specialties which will encourage third-party payment 
for those nursing specialties. 

GOAL 3: IMPROVED ORAL HEALTH AMONG ALL RESIDENTS OF IOWA. 

(Objectives and action steps will be included after May 5 meeting with a 
conmittee of the Dental Association.) 

- ACUTE CARE -

GOAL 1: MINIMIZE THE ADDITION OF DUPLICATIVE ANO UNDER-UTILIZED ACUTE CARE e 

CAPACITY AND EQUIPMENT. 

Objective 1: By 1985, future system-wide need levels will be projected for 
hospital capacity and equipment. 

In order to implement this objective several action 
steps were considered in an effort to overcome barriers which 
were identified as: inadequate base-line data on service­
specific needs, and unverified inventories of the current 
acute care system. 

LRRA 1: By 1983, the Department of Health will project population 
needs for specific acute care services as a part of the 
Department's responsibilities to conduct an appropriateness 
review of the health care system. 

By 1985, the Department will draft Certificate-of-Need 
Standards for specific acute care bed units and services 
that will be consistent with the outcomes recommended by 
the research undertaken during the appropriateness reviews. 



Objective 2: By 1983, imprecise terms used in facility regulations, such 
as 11 usable beds" will be defined in greater detail. 

The specific barriers to the achievement of this 
objective are the ambiguities built into the statutory 
definitions and the understanding of those definitions 
by the provider and planner communities. In order to 
overcome those barriers a rule-making process will 
begin. During that process an open exchange between 
providers and planners will determine a concensus 
definition of terms. 

LRRA 2: By 1983, the Department will develop and seek promulgation of 
expanded definitions that more precisely de scribe the compo­
nents being regulated under the Certificate-of-Need law. 

Objective 3: By 1985, all hospital administrators will have an acknowledged 
understanding of their facility's approved bed capacity, ser­
vices and capital equipment. 

This objective aims at determining an unambigious 
inventory of the acute care system so that changes could 
be channeled through the Certificate-of-Need process. 
It also aims at informing hospital administrators of the 
permanent levels against which future changes will 
necessitate a Certificate. By so doing it is intended 
to reduce the occurrance of inadvertent violation of the 
Certificate-of-Need law. 

LRRA 3: By 1985, the Department will complete an on-site inventory of 
all hospitals, and will notify each hospital administrator of 
their facility's approved bed capacity, services and capital 
equipment. 

Objective 4: By 1983, all projects that require a Certificate-of-Need be 
undertaken only with such a certificate. 

It is assumed that hospital bed capacity changes and 
capital equipment purchases (in excess of $150,000), 
and changes in services offered that occur without 
having been reviewed by the Certificate-of-Need process 
are either inadvertent or intentional. If inadvertent, 
then the problem may be minimized by more thoroughly 
informing affected parties as to their precise respons­
ibilities. If intentional, then the problem may be mini­
mized by increasing the risks and penalties for violation. 
Currently, the sanctions for failure to comply are 
either injunctive relief or denial of licensure. The 
first sanction is a time consuming process which could 
permit the service or construction to be completed 
before the legal issues are ever decided. Once the 
project is a fait accompli the cost-saving advantages 
may no longer be significant. The sanction of deli­
censure or denial of licensure is a severe penalty, 
allowing no intermediate-level penalty. In order to 
overcome these barriers, the following actions are 
provided. 
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SRRA 4: By 1982, the Department will publish a guide for hospital 
administrators, informing them of their specific obligations 
under the Certificate-of-Need law. 

LRRA 4: By 1983, the Department will draft legislation establishing 
a range of sanctions for hospitals that fail to obtain a 
Certificate-of-Need prior to changing bed capacity, facility 
square footage, services offered, or purchasing capital 
equipment above the $150,000 limit specified in the law. 

GOAL 2: REDUCE INAPPROPRIATE HOSPITALIZATIONS OF IOWA CITIZENS. 

Objective 1: By 1986, a state average inpatient utilization rate of 
no more than 1248 patient-days per 1000 persons per year. 

In order to implement this objective, five action steps 
are recommended. Two of the actions involve baseline 
research into the causes for rate variations, one 
involves evaluating state laws and programs to identify 
those which are inconsistent with achievement of this 
objective. 

LRRA 1: By 1983, the Department will complete an analysis of the 
reasons for use-rate variation among Iowa's counties, in 
order to establish appropriate variances in the expected 
county use rates. 

LRRA la: By 1985, the Department will complete a utilization 
study to determine potential optimim utilization 
levels for different age groups in Iowa. 

LRRA lb: By 1985, the Department will analyze state legislation 
and programs which can provide an incentive for encour­
aging outpatient treatment as an alternative to inpatient 
care wherever possible. The Department will also seek 
to identify programs and laws which provide an incentive 
for inpatient usage, so that those programs and laws 
may be changed. 

LRRA le: By 1983, the Department will study the feasibility of 
drafting legislation to establish utilization and quality 
review, by appropriate P.S.R.O. groups, for consumers 
covered by third-party payers. 

SRRA la: By 1982, the Department will begin monitoring the aggregate 
in-patient utilization rates in Iowa. These annual reports 
will be made available to the P.S.R.O., the SHCC and inter­
ested persons. 
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GOAL 3: ELIMINATION OF UNNECESSARY INPATIENT BED CAPACITY. 

Objective 1: By 1985, the State will be in compliance with the Adjusted 
National Guideline goal of an average of 4.4 inpatient beds 
for every 1000 persons. 

SRRA 1: By 1981, the Health Facilities Council will begin applying 
the Acute Care Bed Needs Standard, adopted by the SHCC, to 
all applicants seeking a Certificate-of-Need to remodel, 
reconstruct or renovate hospital inpatient bed capacity or 
to increase the facility's capacity while unnecessary beds 
exist. 

LRRA 1: By 1985, the Department will work with the Iowa Hospital 
Association and the University of Iowa Health Center to 
develop a plan for consolidation and regionalization of 
Iowa's hospitals. 

GOAL 4: THE PORTION OF AN IOWA CONSUMER'S DOLLAR SPENT FOR ACUTE CARE SERVICES 
WILL REMAIN CONSTANT. 

Objective 1: By 1986, the annual rate of hospital charge increases in Iowa 
be no more than the annual change in the National Hospital 
Input Price Index. (This objective will be measured as the 
rate of change in adjusted expenses per patient admission 
compared to the rate of change in the NHIPI) 

SRRA 1: By 1981, the Department will evaluate the compliance of the 
Iowa Voluntary Cost Containment Council's efforts to achieve 
this objective. 

LRRA 1: By 1983, the Department will investigate the feasibility of 
prospective rate setting for all medical costs, in the 
event that this objective has not been met through peer 
control. 

LRRA la: By 1986, the Department will analyze the potential for 
hospital rate review, in the event that other measures do 
not achieve this objective. 

GOAL 5: CONSUMERS SHOULD BE INVOLVED IN THE DECISION-MAKING REGARDING THEIR OWN 
MEDICAL CARE. 

Objective 1: By 1985, consumers will be better educated and prepared to 
make informed decisions regarding their own treatment. 

LRRA 1: By 1983, the Department will work with interested health 
consumer groups to draft legislation identifying the rights 
and responsibilities of consumers and providers of health 
care. 
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Objective 2: By 1985, all non-profit hospital and medical ser~ice cor~ora­
tions (under IAC Chapter 514) authorized to provide hospital, 
medical, pharmaceutical or optometric service contracts in 
Iowa will have a majority of consumers on their boards of 
directors. 

LRRA 2: By 1983, the Department will draft legislation changing Ch. 
514.4, Code of Iowa (1979) to require majority membership by 
consumers on the boards of non-profit hospital and medical 
service corporations. 

GOAL 6: ACCIDENT VICTIMS SHOULD BE TREATED IN THE MOST EFFECTIVE/LEAST COSTLY 
MEANS POSSIBLE. 

Objective 1: By 1985, the rate of in-patient acute care for accident 
victims in Iowa be no more than the U.S. rate for that 
condition. 

LRRA 1: By 1983, the Department will have analyzed the type of 
treatment provided to accident victims in acute care facil­
ities to determine what less-costly alternative modes could 
provide the same quality of care. 

LRRA la: By 1983, the Department will work with other agencies to 
identify those conditions that result in in-patient acute 
care for accidents and will draft a plan for reducing the 
probability and severity of those accidents. (See Preven­
tive Services Chapter). 

GOAL 7: ACUTE CARE SERVICES FOR SUBSTANCE ABUSE VICTIMS BE AVAILABLE IN THE 
MOST EFFICIENT AND EFFECTIVE MANNER POSSIBLE. 

Objective 1: By 1981, the Department of Substance Abuse will have available, 
hospital-based data on substance abuse incidents. 

SRRA 1: By 1981, the Department of Health will supply to the Depart­
ment of Substance Abuse hospital-based discharge data obtained 
from studies of Iowa hospital consumers undertaken by the 
Department and the Iowa Hospital Association. 

GOAL 10: CADAVERI C ORGANS Bf AVAILABLE IN SUFFICIENT SUPPLY TO PROVIDE FOR THE 
TRANSPLANTATION NEEDS OF CURRENT AND POTENTIAL IOWA RECIPIENTS. 

Objective 1: By 1985, the number of cadaveri c organ donors will increase 
sufficiently to decrease the waiting lists of potential 
Iowa recipients. 

SRRA 1: By 1981, the Department of Health will assist the Iowa Kidney 
Foundation and other interested organizations to publicize 
the need for more orqan donors. 
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- LONG TERM CARE -

A. Status Goal 1: The Reduced Incidence of Limitations in Functional --- ---- ---
Abilities or Activities Due to Chronic and Long Ter.m. 
Disabling Conditions. 

Objective 1: The severity of chronic complica~ions and limitations 
in activity from diabetes will be reduced in nursing 
home residents. 

LRRA 1: The Iowa Foundation for Medical Care will solicit 
information on the management of complications of 
diabetes and will conduct a quality assurance study 
of present techniques in Iowa nursing homes by 
1982. 

Objective 2: The severity of chronic complications and limitations 
in activity from heart and circulatory disease will 
be reduced. 

LRRA 2: ;he Iowa Heart Association, Iowa Medical Society, 
the State Department of Health and appropriate 
professional nursing associations will collaborate 
in collecting information to be distributed to the 
public and providers, on the management of chronic 
complications from heart and circulatory disease by 
1982. 

Objective 3: The incidence of chronic complications from heart 
and circulatory disease will be reduced. 

Objective 4: The incidence of chronic dental problems among 
nursing home residents will be reduced. 

LRRA 4: The Iowa Departments of Health and Social Services, 
Iowa nursing home associations, the University of 
Iowa School of Dentistry, and the Iowa Dental 
Society, will collaborate on a plan to increase 
Medicaid coverage and payments for regular prophy­
lactic dental care by June, 1981. 

Objective 5: The severity of chronic complications and limita­
tions in activity from arthritis and rheumatism will 
be reduced so that no more than 158 persons per 
10,000 population will have major activity limita­
tion as a result of arthritis and rheumatism. (1974 
national rate was 176 per 10,000 persons.) 

LRRA 5: The Iowa Department of Health, Iowa nursing home 
associations, Iowa Arthritis Foundation, the Iowa 
Medical Society, and appropriate professional nursing 
associations will cooperate in collecting information 
to be distributed to the public and providers on the 
management of chronic complications from arthritis. 
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B. Status Goal 2: lhe Reduced Incidence of Diseases Associated with 

Lifestyle Which Have Chronic Complications 

Objective 1: The incidence of heart and circulatory disease will 
be reduced. 

Objective 2: The reduced prevalence of undetected and untreated 
hypertension without heart involvement. 

- Goals And Objectives Concerning The Appropriate Range And Quantity Of 
Long Term Health Care Services Which Should Be Available -

GOAL 1: THE MOST EFFICIENT AND EFFECTIVE MIX AND DISTRIBUTION OF LONG-TERM 
HEALTH CARE SERVICES (MANPOWER AND FACILITIES) IN IOWA. 

Objective 1: 

SRRA 1: 

LRRA 1: 
I 

By 1986 the actual distribution of all nursing care beds by 
county will be based on standards established by the Depart­
ment of Health. 

Standards for the number of nursing care beds needed in 
each county or aggregates of counties will be set by the 
Department's Certificate-of-Need Program using a revised 
population based bed need formula. 

The Department will pursue the conversion and closure 
of excess beds through implemenation of a program of tech­
nical assistance, incentives, and sanctions. 

Objective 2: All financial and administrative barriers to reimburse­
ment of home health services be removed from public reim­
bursement by 1983. 

SRRA 2: The Department and the Iowa Department of Social Services 
conduct a survey of home health agencies to identify financial 
and administrative barriers to full reimbursement of all home 
health services. 

LRRA 2: Based on the findings of the above survey and analysis by the 
Department, Medicaid and Medicare rules and regulations be 
changed to allow for and facilitate full reimbursement of all 
home health services by 1983. 

Objective 3: All financial and administrative barriers to reimbursement 
of 11 skilled 11 or heavy care nursing will be removed from 
public reimbursement programs by 1983. 

SRRA 3: Any reasons for the small number of skilled nursing care beds 
in Iowa related to li censur e or Certificate-of-Need will be 
investigated by the Department and a report written. 
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SRRA 3a: Any reasons for the small number of skilled nursing beds 
related to reimbursement policies will be investigated 
by the Department of Social Services and the Medicare 
fiscal intermediaries and a report submitted to the Depart­
ment. 

LRRA 3: By 1982, the Iowa Department of Social Services will have 
investigated alternative schemes for Medicaid reimbursement 
of nursing home care including: 

(1) prospective payments; 

(2) payments for services delivered; 

(3) performance or outcome differentials; and 

(4) adequate reimbursement and more extensive coverage of 
rehabilitation and maintenance services. 

Objective 4: Actual distribution and numbers of Public Health Nurses by 
county will be based on research conducted by the Department 
(Office of Health Planning and Community Services) by 1986. 

LRRA 4: Standards for the minimum number of Public Health and Home 
Health Nurses will be set by county using the Western 
Interstate Commission on Health Education or similar manpower 
model, to be applied by the Department of Health by June 
1982. 

LRRA 4a: The Department of Health will prepare a cost-effectiveness 
report on the effect of implementing the minimum standard, 
and recommend state funding to the legislature by 1983 
based on, and as a part of this report. 

Objective 5: The Iowa Legislative will continue and expand the special 
state appropriations for home health care. 

SRRA 5: The Department will submit a yearly evaluation and budget 
request to the 1 eg is 1 atu1·e. 

Objective 6: All County Care Facilities will have programming which meets 
the physical, emotional and psycho-social needs of the 
residents and supports theit· maximum independent functioning 
by 1986. 

SRRA 6: The Mental Health Institutes will expand their program of 
consultation to the County Care Facilities. 

LRRA 6: The Iowa Department of Social Services ~nd the Department of 
Health will collaborate with county governments to assess the 
programming available and set standards for needed services 
by 1984. 

Objective 7: Aftercare, follow-up care and case management will be 
available for all persons in the community with chronic or 
long term mental health ploblems. 
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LRRA 7: All four Mental Health Institutes will participate in commun­
ity support programs by 1985. 

Objective 8: There will be thirty programs offering adult day care services 
in Iowa by 1986, with at least ten of these certified for 
Medicare and Medicaid reimbursement. 

SRRA 8: The Department of Social Services and Blue Cross/Blue 
Shield will prepare an information package explaining 
potential Medicare and Medicaid reimbursement. 

LRRA 8: By ~982, the Department of Health and Area Agencies on Aging 
the information and be encouraging formation of day care 
centers. 

Objective 9: Respite care for developmentally disabled persons living 
with their families will be available in each county by 
1986. 

SRRA 9: The Departments of Social Services and Health will collabor­
ate with the State Core Advisory Committee, Office of Develop­
mental Disabilities and Health Systems Agencies in identifying 
existing and potential types of respite care and providers. 

Objective 10: Diagnosis and evaluation service will be available within 
three months of a request to the State Schools, to be 
delivered at sites in each Department of Social Services 
district. 

SRRA 10: The Department of Social Services will assess the cost of 
providing this outreach service and request funding from 
the legislature. 

Objective 11: The supply of professionals providing rehabilitative and 
therapeutic services will be increased to meet identified 
need by 1986. 

SRRA 11: The Department of Health will review the results of a task 
force initiated by the Iowa Health Systems Agency which will 
assess the adequacy and specific short falls of the current 
supply, and recommend state support of training, and place­
ment programs as appropriate. 

Objective 12: The Department of Health ~ill establish licensure of Home 
Health Agencies by 1984. 

SRRA 12: The Department will convene a task force of home care 
providers to make recommendations to the Department concern­
ing licensure provisions. 

LRRA 12: The Department of Health will develop proposals for additions 
to the Iowa Code and Administrative Code for licensure 
provisions by 1982. 

LRRA 12 a: The Department will assess the cost of administering 
licensure of nursing homes and submit a budget request to 
the legislature by 1983 for the 83-85 biennium. 



LRRA 12b: The Department will begin administering licensure by 
1984. 

Objective 13: Comprehensive assessment and coordination services will be 
available in each county by 1986. 

SRRA 13: The Department will support and monitor expanded demonstra­
tion projects of the Iowa Model Gerontology Project providing 
comprehensive assessment and referral services; and continue 
to assess the Scott County project. 

Objective 14: There will be ten programs offering complete hospice care 
or incorporating hospice concepts on voluntary, non-profit 
basis in Iowa by 1986. 

LRRA 14: The Department of Health will develop Certificate of Need 
standards for the organization, minimum services, and 
staffing of hospice care by 1982. 

LRRA 14a: By 1983 the Department of Social Services will include 
hospice care in the Medicaid Plan for reimbursement of 
administrative and home services involved in hospice care 
not elsewhere covered. 

LRRA 14b: Some private insurers in Iowa will reimburse hospice care 
by 1984. 

Objective 15: The use of mental health services by the elderly, women, 
minorities and handicapped will be increased to a point 
proportional to area populations by 1986. 

SRRA 15: The Department will contact all community Mental Health 
Centers to obtain their plans for meeting this objective. 

SRRA 15a: The Department will work with the Mental Health Authority 
to set regional target levels. 

Objective 16: Pharmacists will be integrated into all long term health 
care services by 1986. 

SRRA 16: The Department will investigate Pharmacist consultant 
programs in other states. 

LRRA 16: Pharmacist consultants will be required for licensure and 
certification of skilled and intermediate care facilities by 
1983. 

LRRA 16a: Pharmacist consultants will be required for licensure and 
certification of home health agencies by 1984. 

GOAL 2: All Iowa citizens ~ill have available long term health care which 
allows them maximum independence (is least restrictive) and which 
maintains as much community contact as possible. 

Objective 1: All Certificate of Need decisions on long term care will be 
made taking this goal into consideration. 
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GOAL 2: 

SRRA 1: Planning staff will provide information on and analysis of 
the appropriateness of current and projected placements in 
long term care 

All Iowa citizens will have available long term health care which 
allows them maximum independence (is least restrictive) and which 
maintains as much community contact as possible. 

Objective 1: All Certificate of Need decisions on long term care will be 
made taking this goal into consideration. 

SRRA 1: 

Objective 2: 

Objective 3: 

Objective 4: 

SRRA 4: 

Planning staff will provide information on and analysis of 
the appropriateness of current and projected placements in 
long term care. 

The Department of Health will encourage conversion of Interme­
diate Care Facility beds to skilled and residential levels. 

The Department of Health will encourage the development of 
sheltered living and other personal care settings. 

Coverage of adult day care services will be added to Medicaid 
by 1982. 

The Department will present data on the benefits of adult day 
care to the Department of Social Services and the legislature. 

- State Goals and Objectives Concerning Quality of Care -

GOAL 2: QUALITY OF LONG TERM HEALTH CARE WILL BE ASSURED FOR ALL IOWANS IN 
TERMS OF THE OUTCOME OF CARE. 

Objective 1: All Iowa Nursing Homes will be reporting standardized data on 
the outcome of care on a regular basis as a requirement of 
the licensure process by 1985. 

SRRA 1: The Department of Health will develop and test an instrument 
for measuring outcome of care by 1981. 

LRRA 1: The Department of Health will develop and implement a manage­
ment information system for collecting and reviewing data on 
the outcome of care by 1985. 

Objective 2: All providers of long term health care will be collecting 
some standardized data on assessment of need by 1986, and 
reporting summaries of this information to the Health Depart­
ment . 

SRRA 2: The Department of Health will convene and support a task 
force to develop a minimum set of functional status, health 
status, and demographic data for long term health care. 

LRRA 2: The Minimum Long Term Care Data Set Task Force will report to 
the Health Department by June of 1981. 
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Objective 3: The Department of Health will expand its range of administra­
tive actions for quality assurance by requesting authority to 
require a change of ownership where a serious problem with 
quality of care has been shown. 

- State Goals and Objectives Concerning Access for Long Term Health Care -

GOAL 3: CONSUMERS AND PROVIDERS WILL HAVE ADEQUATE INFORMATION ON LONG TERM 
HEALTH CARE SERVICES . 

• 

Objective 1: A statewide consumer guide to long term health care services 
will be available to consumers, providers and any interested 
public agencies by 1982. 

SRRA 1: A survey will be conducted by the Department of Health in 
cooperation with the Iowa State Commission on Aging to 
determine the information considered most useful by consumers 
and providers in selecting types of care and specific pro­
viders by March, 1981 . 

SRRA la: The Department of health will convene a consulting group of 
educators, providers, and public officials to provide advice 
on the guide. 

SRRA lb: The Department of Health will establish funding for a 
consumer guide to long term health care. 

SRRA le: The Department of Health will coordinate the survey of 
providers and services and production of the guide. 

LRRA 1: The Department of Health will publish the guide by March, 
1982. 

LRRA la: Distribution of the guide will be accomplished through the 
Iowa Commission on Aging, the Iowa Hospital Association, 
Iowa Association of Homes for the Aging, Iowa Mental Health 
Authority, Iowa Pharmacists Association, Iowa Department of 
Social Services, Iowa Health Care Association, and by the 
Department of Health by May, 1982. 

Objective 2: A counseling manual for providers which focuses on the emotional 
and social support of the person seeking long term health care 
will be available to all providers and interested public and 
private agencies by 1983. 

LRRA 2: The Department of Health will convene a consulting group of 
educators, providers and public officials to provide advice 
on the manual by June, 1981. 

LRRA 2a: The Department of Health will establish funding for the 
counseling manual by January, 1982. 

LRRA 2b: The Department of Health will publish the manual by June, 1982 . 



LRRA 2c: The counseling manual will be distributed through the same 
network established for distribution of the consumer guide 
by 1983. 

Objective 3: Indirect measures of access will be developed based on 
information concerning the appropriateness of placements. 

LRRA 3: The Department of Health will obtain data from the Iowa 
Medical Foundation on the appropriateness of placements in 
long term care facilities and hospitals by 1981. 

- State Goals and Objectives Concerning Continuity of Care -
\ 

GOAL 4: THE CONTINUTIY OF LONG TERM HEALTH CARE WILL BE ASSURED FOR ALL CONSUMERS. 

Objective 1: By ·1986, all providers of in-home health care will participate 
in a coordinated assessment and referral system. 

SRRA 1: The State Departments of Health and Social Services will 
collaborate with the Commission on Aging to assess all 
current program standards and procedures for in-home services. 

LRRA 1: The State Department of Health and Social Services and the 
Commission on Aging will develop and sign agreements for the 
exchange of client information and coordination of services 
by 1982. 

Objecitve 2: The Department of Health will assess problems with discharge 
planning and continuity of care for all long term care 
providers. 

SRRA 2: The Department will the consult with the Iowa Foundation 
for Medical Care and survey Home Health Agencies on this 
question. 

LRRA 2: The Iowa Foundation for Medical Care will conduct a quality 
assurance study to evaluate discharge planning in nursing 
homes and make its findings available to the Health Depart­
ment by 1982. 

Objective 3: The State of Iowa will have a more integrated process for 
human services planning by 1986. 

SRRA 3: The Department of Health will communicate this objective 
to all relevant state agencies, the legislature, and the 
Governor's office to solicit their comments and suggestions. 

SRRA 3a: Based on the comments and suggestions received the Health 
Department will draw up priorities for developing a more 
integrated human service planning process. 
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GOAL: INCREASED AVAILABILITY OF AND ACCESSIBILITY TO A FULL RANGE OF MENTAL 
~EALTH/SUBSTANCE ~~USE SERVICES IN A VAB.l.EIY OF SETTING~_JO fNSURE 
APP~QPRIATE CARE. 

GOAL: .WCREASED Nl)1.:1BER OF INDIVIDUALS WHO ARE ABLE TQ SATISFACTORILY COPE WITH 
~CHOOL AND WORK SITUATIONS, FAMILY CONFLICTS, AND OTHER DAILY PROBLEMS. 

Objective: 

Objective: 

Objective: 

Objective: 

SRRA: 

By 1986, an increased number of children and adolescents 
able to satisfactorily cope with school situations, family 
conflicts, and other daily problems. 

By 1986, Area Education Agencies, Community Mental Health 
Centers, and Mental Health Institut es cooperate in developing 
preventive programs for mental disorders and substance abuse 
for children and youth. 

By 1986, coordination of public and private treatment services 
of mental disorders and substance abuse for children and youth. 

By 1986, comprehensive service for children must be available 
to a population base of 75,000 to 200,000 though not neces­
sarily located within each county. 

Area Education Agencies cooperate in developing programs 
to sensitize physicians, schoolnurses, teachers, and other 
personnel to become more sensitive to mental health problems 
in school children so early indications of problems are 
discovered and appropriate referrals are made. 

GOALS: ~y 1986, ALL MENTAL HEALTH SERVICE PROVIDERS SEEK MASS_ MEOIA EXPOSURE, 
INFORM HUMAN AND HEALTH SERVICES AGENCIES OF THEIR SERVICES, AND COOP­
ERATE IN SERVICES REFERRALS. 

Objective: By 1986, an increased number of elders and handicapped able to 
satisfactorily cope with life experiences and daily problems. 

Objective: By 1986, increased acceptability of mental health/substance 
abuse services by the elderly and handicapped. 

GOAL: AVAILABILITY AND ASSESSIBILITY OF MENTAL HEALTH SERVICES .TO LQW_1NCO.r1E 
lNDIVIDUALS. 

Objective: Increased access to mental health services by low income 
individuals through greater flexibility of the sliding 
fee schedules. 

Action Steps: Consult with the Iowa Mental Health and Iowa 
Substance Abuse Authorities regarding developing 
more flexibility in the sliding fee scales through 
greater agency responsiveness to an individual 1 s 
personal financial situation. 
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Goal: Availability and assessibility of mental health services to ethnic 
and racial minorities in Iowa. 

Objective: Needs assessment of Asian and migrant worker mental health 
needs by 198le 

SRRA: Consult with Iowa area health systems agencies and Mental 
Health Authority of the need for such an assessment. 

Objective: Include special sub-populations (Asian, migrant workers) 
in the planning analysis for future services. 

SRRA: Consult with Iowa area health systems agencies and Mental 
Health Authority ofthe need to include minority groups in 
community analyses of needed services. 

GOAL: ~REASED AVAILABILITY OF AND ACCESSIBILITY TO A FULL RANGE OF MENTAL 
BEALTH/SUBSTANCE ABUSE SERVICES IN A VARIETY OF SETTINGS TO ENSURE 
~PPROPRIATE CARE~ 

Objective: By 1986, outpatient mental health/substance abuse services 
should be offered on a regularly scheduled basis and on a 
24-hour emergency walls in basis. 



PART TWO 

Deleted or substantively changed 1980 goals, objectives and recommended action 
steps with rationale. 
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Preventive Services - Promotion Strategies 

The following goal, objective and action step were deleted since the Department 
of Environmental Quality no longer sees this area as a priority issue. 

Noise Control 

Goal 5: NOISE IN URBAN AND RURAL AREAS LESSENED OR MAINTAINED AT DECIBELS 
ACCEPTABLE TO THE ENVIRONMENTAL PROTECTION AGENCY AND DEPARTMENT OF 
ENVIRONMENTAL QUALITY, IN ORDER TO DETER ANNOYANCE, MENTAL ANGUISH, AND 
AFFECT POSITIVELY PERSONAL COMFORT AND WELL-BEING. 

Objective 1: By 1985, noise levels in SMSAs in conformance with Environ­
mental Protection Agency noise standards: 

- 70 dB or less anywhere 
- 55 dB or less outdoors 

45 dB or less indoors 

SRRA 1: By 1980, development of a State Plan of Action regarding noise 
pollution based upon the study undertaken by DEQ. 

Acute Care 

The following goal was changed for clarity. 

GOAL 1: MINIMIZING THE ADDITION OF DUPLICATIVE AND UNDER-UTILIZED ACUTE CARE 
CAPACITY AND EQUIPMENT. 

The following action step was changed to conform to a modified work program to 
undertake appropriateness reviews. 

LRRA 1: By 1983, the Department of Health will project population 
needs for specific acute care services as a part of the 
Department's responsibilities to conduct an appropriateness 
review of the health care system. 

Language was changed in the following action step to conform to a modified work 
program to undertake appropriateness reviews. 

LRRA 2: By 1985, the Department will draft Certificate of Need 
Standards for specific acute care bed units and services that 
will be consistent with the outcomes recommended by the 
research undertaken during the appropriateness review. 

As this relates to Goal 1, Objective 4: The task was not completed and was 
postponed until 1982. 

SRRA 4: By 1982, the Department will publish a guide for hospital 
administrators, informing them of their specific obligations 

47 

l 



under the Certificate of Need law. 

As this relates to Goal 2, Objective 1: The threshhold was extended to 1986 and 
the target rate changed to conform to population and projection changes. 

Objective 1: By 1986, a state average inpatient utilization rate of no 
more than 1,248 patient-days per 1,000 population per year. 

As this relates to Goal 2, Objective 1: The order of action steps was moved for 
clarity. 

LRRA 1: By 1983, the Department will complete an analysis of the 
reasons for use-rate variation among Iowa's counties, in 
order to establish appropriate variances in the expected 
county use rates. 

LRRA la: By 1985, the Department will complete a utilization study to 
determine potential optimum utilization levels for different 
age groups in Iowa. 

LRRA lb: --·- By 1985, the Department will analyze state legislation and 
programs which can provide an incentive for encouraging 
outpatient treatment as an alternative to inpatient care 
wherever possible. The Department will also seek to identify 
programs and laws which provide an incentive for inpatient 
usage, so that those programs and laws may be changed. 

As this relates to Goal 2, Objective 1: This task was achieved in 1980. 

SRRA 1: By 1981, the Department will provide to the P.S.R.O. county-by­
county in-patient utilization data. 

As this relates to Goal 2, Objective 1: This task is postponed until 1982. 

SRRA 1: By 1982, the Department will begin monitoring the aggregate 
in-patient utilization rates in Iowa. These annual reports 
will be made available to the P.S.R.O., the SHCC and inter­
ested persons. 

The following goal, objective and action step are relocated in the primary care 
chapter, where the major discussion of HMOs is included. Subsequent goals are 
renumbered. 

GOAL 3: ALTERNATIVE DELIVERY SYSTEMS BE AVAILABLE IN IOWA. 

Objective 1: By 1985, at least three HMOs be serving consumers in Iowa, if 
they are found to be financially feasible. 

LRRA 1: By 1983, the Department will monitor the feasibility study 
for an HMO-IPA in Des Moines and, if feasible, will assist in 
developing plans for the HMO-IPA. 

The following action step is deleted since technical assistance can be obtained 
from the Federal government. 
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LRRA la: By 1982, the Department will send a letter to community 
leaders in each of the State's metropolitan areas informing 
them of the availability of technical assistance for investi­
gating the feasibility of a prepaid medical delivery system. 

The following goal is changed for clarity; it deals only with inpatient capacity 
and not services and equipment. 

GOAL 3: ELIMINATION OF UNNECESSARY INPATIENT BED CAPACITY. 

The following objective has been changed for clarity and simplicity; no substan­
tive changes have been made. 

Objective 1: By 1985, the State will be in compliance with the adjusted 
national guideline goal of an average of 4.4 inpatient beds 
for every 1,000 persons. 

The following action was omitted because the federal regulations for conducting 
appropriateness review make this action unnecessary in the State Health Plan. 

LRRA 1: By 1985, the Department will develop a program for the 
implementation of appropriateness reviews of all institutional 
and home health services offered in the state, in conformity 
with federal regulations filed subsequent to the enactment of 
the Health Planning and Resource Development Amendments of 
1979. Wherever possible the department should seek and 
assist interested facilities in seeking federal financial 
assistance for the discontinuance of unneeded hospital 
services or conversion of unneeded services, in accordance 
with Title III of the amendments. 

The following is a new recommended action. 

SRRA 1: By 1981, the Health Facilities Council will begin applying 
the Acute Care Bed Needs Methodology standard, adopted by the 
SHCC, to all applicants seeking a Certificate of Need to 
remodel, reconstruct or renovate hospital inpatient bed space 
or to increase the facility's capacity while unnecessary beds 
exist. 

This action reiterates the standard. 

In the following action step consolidation is included in the plans for 
regionalization to achieve the stated goal and to conform to the remedial plans 
for appropriateness review. 

LRRA la: By 1985, the Department will work with the Iowa Hospital 
Association and the University of Iowa Health Center to 
develop a plan for consolidation regionalization of Iowa's 
hospitals. 

As this relates to Goal 4 (formerly Goal 5): The following objective was 
changed to conform to the most recent research on ~easuresof hospital-incurred 
inflation. See text explanation for greater detail. 

Objective 1: By 1986, the annual rate of hospital charge increases in Iowa 
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be no more than the annual change in the National Hospital 
Input Price Index. 

The following is a new recommended action. 

SRRA 1: By 1981, the Department will evaluate the compliance of the 
Iowa Voluntary Cost Containment Council's efforts to achieve 
this objective. 

This recognizes that a voluntary effort exists and that its 
accomplishments will determine the degree to which nonvolun­
tary actions may be warranted. 

The following change recognizes the desirability of pursuing voluntary approaches 
first. 

LRRA 1: By 1983, the Department will investigate the feasibility of 
prospective rate setting for all medi cal costs, in the event 
that this objective has not been met through peer control. 

The following change emphasizes the desirability of pursuing other actions 
first, but does not substantively change the action step. 

LRRA la: By 1986, the Department will analyze the potential for 
hospital rate review, in the event that other measures do 
not achieve this objective. 

As this relates to Goal 5 (formerly Goal 6), Objective 1: The following action 
step has been changed for clarity. 

LRRA 1: By 1983, the Department will work with interested health 
consumer groups to draft legislation identifying the rights 
and responsibilities of consumers and providers of health 
care. 

The following goal, objective and action step were deleted because the State 
Emergency Medical Services agency is currently reevaluating the entire emergency 
response system in Iowa. Their plan will address new goals and will more 
thoroughly inventory the future needs. When that plan is available a goal will 
be drafted for the SHP that will conform to their recommendations. 

GOAL 7: EMERGENCY FACILITIES BE AVAILABLE AND ACCESSIBLE TO ALL IOWANS. 

Objective 1: By 1985, all Iowans will be within 45 minutes of a community 
emergency facility (Level III) and within 75 minutes of a 
regional emergency facility (Level II). 



Long Term Health Care 

The following goal has been changed for clarity. 

GOAL 1: CONSUMERS AND PROVIDERS WILL HAVE ADEQUATE INFORMATION ON LONG TERM 
CARE SERVICES. 

The following objective and action step have been postponed until later dates. 

Objective 1: A statewide consumer guide to long term health care services 
will be available to consumers, providers and any interested 
public agencies by 1982. 

SRRA 1: A survey will be conducted by the Department of Health in 
cooperation with the Iowa State Commission on Aging to 
determine the information considered most useful by consumers 
and providers in selecting types of care and specific providers 
by March, 1981. 

LRRA 1: The Department of Health will publish the guide by March, 
1982. 

As this relates to Goal 1, Objective 2: Due to time constraints implementation 
of the following action steps needs to be extended. 

LRRA 2: The Department of Health will convene a consulting group of 
educators, providers and public officials to provide advice 
on the manual by June 1981. 

LRRA 2a: The Department of Health will establish funding for the 
counseling manual by January 1982. 

LRRA 2b: The Department of Health will publish the manual by June 
1982. 

As this relates to Goal 2: The following objective and action steps have been 
deleted until more research has been done. 

Objective 1: Written discharge planning agreements will exist between all 
types of major institutional providers of long term health 
care and other appropriate providers by 1985. 

LRRA 1: Written discharge planning agreements between nursing homes 
and home health agencies exist as a condition of licensure 
for nursing homes by 1982. 

LRRA la: Written discharge planning agreements exist between hospitals 
and home health agencies as a condition of licensure for 
hospitals by 1983. 

As this relates to Goal 3, Objective 1: The following action step has been 
changed to short range. The following LRRA has been renumbered. 

SRRA 1: The Department of Health will develop and test an instrument 
for measuring outcome of care by 1981. 



LRRA 1: The Department of Health will develop and implement a manage­
ment information system for collecting and reviewing data on 
the outcome of care by 1985 . 

As this relates to Goal 3: The following objective and action step have 
been deleted; they were evaluated as not addressing the quality issue, and 
referred for more legal research. 

Objective 2: 

LRRA 2: 

All plans of long term care required by licensure or for 
public reimbursement will specify an individual health care 
provider or a position within the health care organization 
responsible for implementation of the plan by 1985. 

Health Facilities Li censing (the Health Department), the Iowa 
Department of Social Services, and Medicare fiscal intermediaries 
will include this objective as a part of their rules and 
regulations for licensure and reimbursement. 

As this relates to Goal 4: The following objectives and action steps have been 
delayed until later dates due to lack of resources . 

Objective 1: Actual distribution and numbers of Public Health Nurses by 
county will be based on research conducted by the Department 
(Office for Health Planning and Community Services) by 1986 . 

LRRA 1: Standards for the minimum number of Public Health and Home 
Health Nurses will be set by county using the Western Inter­
state Commission on Health Education or similar manpower 
model to be applied by the Department of Health by June 1982 . 

LRRA la: The Department of Health will prepare a cost-effectiveness 
report on the effect of implementing the minimum standard, 
and recommend state funding to the legislature by 1983, 
based on, and as as part of, this record. 

Objective 2: The actual distribution of nursing care beds by county will 
be based on standards established by the Department of Health 
by 1986. 

As this relates to Goal 4, Objective 3: The following action step is estimated 
to be completed within the next month. 

SRRA 3: The Department and the Iowa Department of Social Services 
conduct a survey of home health agencies to identify financial 
and administrative barriers to full reimbursement of all home 
health services. 

The following action step has been deleted pending results of the survey of home 
health agencies to determine barriers. 

LRRA 3a: By 1983, consultation with a physician on plans of care 
rather than physician approval of plans will be required for 
public reimbursement of home health care services. (Plans 
of care to be be developed by registered nurses in Medicare 
certified agencies.) , 
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As this relates to Goal 4, Objective 4: The following action step has not 
begun. 

SRRA 4: Any reasons for the small number of skilled nursing care beds 
in Iowa related to licensure or Certificate of Need will be 
investigated by the Department and a report written. 

The investigation referred to in the following action step is now being made by 
the Department of Social Services. 

SRRA 4a: Any reasons for the small number of skilled nursing beds 
related to reimbursement policies will be investigated by 
the Department of Social Services and the Medicare fiscal 
intermediaries and a report submitted to the Department. 

The Department of Social Services will sponsor a study of ICF reimbursement as 
set forth in the following action step. 

LRRA 1: By 1982, the Iowa Department of Social Services will have 
investigated alternative schemes for Medicaid reimbursement 
of nursing home care including: 

(1) prospective payments; 

(2) payments for services delivered; 

(3) performance or outcome differentials; and 

(4) adequate reimbursement and more extensive coverage of 
rehabilitation and maintenance services . 
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Chapter Three 

-------Preventive Services---
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INTRODUCTION TO AN ANALYSIS OF STATEWIDE POLICIES AFFECTING PREVENTION 

This Prevention Chapter looks at fifteen priority determinants of preventable 
illness: 

- smok i nq 
- substance abuse 
- nutrition 

• - exercise 
- stress 
- toxic agents 
- occupational safety and health 
- accidents 
- infectious agents 
- fluoridation 
- pregnancy and infant care 
- family planning 
- sexually transmitted disease control 
- immunization 
- hypertension 

An analysis which is given within this chapter of morbidity and mortality data 
and decisions of the Prevention Task Force, which advised Staff on the writing 
of this chapter, and of the Statewide Health Coordinating Council, yielded these 
fifteen priority areas. 

The introductory section of this chapter gives some general analysis of illnesses 
which lead to the prioritizing of these fifteen determinants of illness. Within • 
each of the sections on the fifteen determinants, more detailed analyses are pre­
sented. Definitions and an explanation of the organization of the system which 
creates health and illness are contained in this introductory section. 

Definition of Prevention, Illness and Death 

Put simply, to prevent illness or death among Iowa's population means to lessen 
or, in a few cases, to eliminate rates of morbidity and mortality. 

Morbidity rates are the incidence or the prevalence rates of illnesses. Inci­
dences are rates at which illnesses onset during a particular period usually a 
year in a particular population. For example, the incidences of pneumonia among 
Iowans during 1977 was '--/-.7/ /10,000 population. Prevalences are rates of 
illness at a point in time, usually at the time a survey occurred in a particular 
population without regard to when the illness onset. An illness is a: 

- diseases - chronic or acute; 
- impairment - physical defect or emotional disorder; or 
- disability - inability to work, to attend school, or to maintain a 

household because of a disease or impairment. 

Mortality rates are rates of death from illnesses. 

Prevention Issues Addressed 

As this chapter examines rates of morbidity and mortality, the 15 determinants 
of preventable mortality and morbidity, the "system strategies" which are in 
place to change these determinants, several questions are in mind to be answered. 



- Which and by how much are illness and deaths are preventable and by how 
much? Lifestyle, the environment, biology, and health care services 
are identified as general factors which determine rate of illness. 
The fifteen priority determinants are all classified under one of 
these general determinants. 

- What are the direct and indirect costs if rates of illness increase, 
decrease, or continue at their present levels? 

- What are the barriers to changing and the degree of difficulty of changing 
these four general and fifteen priority determinants of illness and 
deaths which are preventable? 

- Barriers, which may block changes in any of the four factors which 
determine rates of illness, are the lack of: 

- education, 
- regulation, 
- economic incentives, 
- technology, 
- or health care services. 

The difficulty of changing these factors is a function of the values 
and attitudes of Iowans as reflected in national and state programs 
and policies, as well as the magnitude and scope of the barrier itself. 

Overview of Preventable Health Status Problems 

For Iowa, unfortunately, no central clearing house exists to disseminate mor­
bidity data. So without uniform or complete morbidity data for many illness 
rates the initial analysis here of health status is based solely on mortality 
data. However, within many of the fifteen sections of this chapter Iowa mor­
bidity data is detailed. Through analysis of Iowa mortality data (See Table 1) 
this chapter establishes the significance of the four factors, lifestyle, the 
environment, biological, and health care services which determine preventable 
death. 

On page 51.., Table 1 shows the years of life lost from the ten leading causes of 
premature death in Iowa and in the U.S. to six of the seven SHCC priority health 
problems. Table I also describes for the nation, by cause of premature death,how 
much each of four factors---biolo~y, the health care system, lifestyle, and the 
environment-·contributes to the years of life lost from premature death. 



TABLE 1 

PERCENTAGES OF TOTAL YEARS OF LIFE LOST AMONG PERSONS 
LESS IHAN 75 WHICH ARE ATTRIBUTABLE TO THE LEADING CAUSES OF DEATHS 

ANO PERCENTAGE OF PREMATU~E DEATHS 1N U.S. BY CAUSE WHICH 
COULD BE PREVENTED BY OPTil~AL CHANGES IN CONTRIBUTING FACTORS 

** YEARS OF LIFE LOST GPTIMAL CHANGES IN CONTRIBUTING FACTORS 

Cause Iowa U.S. Health L.ife Envir- Human Total 
Of Death System Style onment Biology 

Cancer 25.8% 21% 10% 37% 24% 29% 100% 

Circulatory 
Diseases 

Heart 
Disease 25.5% 24% 12% 54% 9% 28% 100% 

Cerebro-
vascular 
Disease 3.5% 4.6% 7% 50% 22% 21% 100% 

Accidents 

Motor 
Vehicle 9.8% 12% 69% 18% 6% 100% 

28.2% 
Al l Other 8.4% 14% 51% 31% 4% 100% 

Mental 
Disorders 

Suicide 5.7% 4.4% 3% 60% 35% 2% 100% 

Homicide 1.4% 4.4% 0% 66% 41% 5% 100% 

Substance 
Abuse 

Cirrhosis 
of Liver 2.0% 3.1% 3% 70% 9% 18% 100% 

Co111T1unicable 
Diseases 

Influenza & 
Pneumonia 1. 5% 2.0% 18% 23% 20% 39% 100% 

***Diabetes 1.8% 1.4% 6% 26% 0% 68% 100% -
Total 10% 51% 20% 20% 100% 

Source : Public Health Services, Center For Disease Control , Ten Leading Causes of 
Death in the United States, 1975 

**Iowa dat~ are from ca1end~r year 1977, United States data from calendar year 1975; 
only the ten leading causes of years of life l ost among the population <75 of each 
ent i ty are listed , by percentage of total years of life lost among population <75. 

***Although diabetes was not chosen as a Statewide Health Coordinating Council priority 
heal th status problem , diabetes contributes significantly to deaths from such 
circul atory conditions as heart disease, arteriosclerosis, and cerebrovascular 
disease . Of the over 140,000 Iowans who are estimated to have diabetes, 50,000 
persons do not know that they have it. 
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Lifestyle factors are personal behaviors of the individual, and include eating, 
drinking, exercising, usinq and abusing substances and coping with stress. 
Environmental factors are social, economic and physical variables, such as 
family livinq situations, safety of dwellings, safety of consumer products, 
income and environmental quality. Human biological factors are genetic vari­
ables. Health care system variables include all aspects of heatlh care. 

Table one indicates that: 

- Lifestyles contribute to about 50 percent of years of life lost from the 
ten leading causes of premature deaths. 

- The environment contributes to about 20 percent of such years lost from 
premature deaths. 

- Human biology also contributes to about 20 percent of years lost from the 
ten leading causes of premature deaths. 

- The health care system could contribute only to a reduction of about ten 
percent of these premature deaths. 

Clearly, changing lifestyles would have the greatest impact on preventing 
premature deaths. However, no single strategy to impact any one of these four 
factors is sufficient. Lifestyle changes in an obese, hypertensive, low-skilled 
worker will not come about without accompanying changes in his or her social and 
economic environments. Declines in the rates of premature mortality of Iowans 
will come about as a result of understanding the complex interplay of lifestyle, 
environmental, biological, and heal~h care system, and of implementing a policy 
of preventive programs which reflects this complex interplay. 

The Costs of Not Preventing Illnesses 

Table 2 shows the national costs of the seven priority health status problems pro­
jected for treyear 2000. Indirect morbidity costs include the value of lost 
productivity in school, employment, or housework. Indirect mortality costs 
include the value of lost future earnings had people not died before their 
participation in the labor force ended. Direct costs are those dollars spent 
for services within the health care system. 

In preventing premature deaths and unnecessary illness, that is, in implementing 
well thffught-out policies on preventive services, we will avert in part, Iowa's 
share of the predicted $2,095,000,000,000 costs associated with mortality and 
morbidity nationally in Table 2. 
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TABLE 2 

COSTS OF ILLNESS IN BILLIONS OF OOLLAqs IN YEAR 2,000 
ANO PERCENTAGE DISTRIBUTION OF THE COSTS 

DIRECT INDIRECT 
TOTAL COSTS COSTS COSTS 

Disease Category (%) $(In Billions) ( %) Total (%) Morbidity(%) Morta1ity (%) 

Circul atory 
Disease 17.5% $366 13.4% 21.2% 13.9% 25.3% 

Accidents 14.6% 306 6. 1% 22.5% 11.0% 28.5% 

Cancer 8.1% 171 4.9% 11.2% 2.0% 15.9% 

Mental Health 6.8% 143 8.5% 5.2% 13.0% 1.2% 

Complications of 
Pregnancy & 

104 6.6% 8.1% 15.7% 4.2% Childbirth 4.9% 

Communicable 
Diseases 2.0% 41 1.7% 2.2% 3.2% 1.6% 

All Others 51.0% 1131 58.8% 29.6% 4.3% 23.3% 

Total 100.0% 2095 100.0% 100.0% 100.0% 100.0% 

Source: The Current Burden of Illness in the U.S., National Academy of 
Science. Cost of Disease of Illness in the U.S. in the Year 
2,000, Public Health Report, Vol. 93, N. 5, Sept. Oct. 1978. 

System Strategies 

Prevention strategies can be classified in two ways; by the time at which the 
strategy is supposed to intercept the progression of an illness, and by the 
method which the strategy aims to change the problem. In the first classifi­
cation, preventive strategies may be: 

- Primary - to prevent occurrence of disease; or 
- Secondary - to intervene after occurrence, but before the disease 

is symptomatic; or 
- Tertiary - to stem the progression of symptomatic disease. 

In the second classification, preventive strategies may: 

- Promote health in population groups - through changing lifestyles by 
encouraging smoking reduction, improved nutrition, fitness, stress 
control, etc., and through impacting social, physical, political and 
economic environments to make them more conducive to health. 

- Protect health in population groups - through regulating the environment 
by accident control, occupational and environmental health regulation, 
and community f l uor idation; and 

- Offer preventive health care for individuals - through direct care ser­
vices such as family planning, immunizations, hypertension screening 
and follow-up, etc. 

Health promotion and protection strategies are primary prevention. That is, they 
generally intervene before illness occurs. However, inevitably strategies to 
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promote and to protect health also intervene to improve the health of those 
parts of the population which are ill. HEW defines health promotion as any 
combination of health education and related policital, economic, and social 
strategies used to facilitate people choosing a change in their behavior and 
their environments conducive to health. Health protection includes mainly 
regulation and surveillance to control the environment and personal behavior. 
As defined here health promotion strategies encompass people's participating in 
creating policies, programs, and lifestyles which affect their health, as well 
as being educated about influences on their health. 

Health promotion and protection involve not what is typically thought of as 
health care. Instead, health promotion includes health education, exercise 
programs, income transfer programs, such as food stamps, and the supplemental 
food programs, such as WIC. These promotion programs psychologically, socially 
and economically allow or motivate persons to change illness producing behavior. 

Health protection includes environmental regulatory programs, occupational 
regulatory programs, vector control programs, and community water fluoridation 
programs, among others. 

In the main, prEventive health care for individuals results in secondary and 
teritary prevention - intervention after illness occurs, and is provided by 
physicians, nurses, and public health care workers. Preventive health care 
detects and treats presymptomatic or early symptomatic illness. However, as 
some health protection and promotion services protect the sick as well as the 
healthy, so do some health care prevention services go beyond detecting and 
creating symptoms. Genetic counseling, family planning, and immunization 
services are preventive health care which prevents the occurrence of illness. 
The preventive health care services may include health education to promote 
health lifestyles. 

Preventive health care also includes venereal disease detection programs, 
well-child and well-elderly clinics and hypertension screening clinics, as well 
as checkups in physicians' offices and physician treatment of early symptomatic 
illness. Physician care as secondary and tertiary prevention is discussed in 
detail in the Primary Care Chapter, rather than in this Chapter. 

Table 1, on page ~1 showed how premature mortality is brought about by four 
factors: the environment, biology, the health care system, and lifestyle. The 
following four paragraphs explain specifically the link between the three 
preventive strategies which we just defined and the four factors which contri­
bute to premature mortality. 

Lifestyle: Influenced by Promotion Strategies 

According to Table 1, lifestyle factors account for 50% of the years of life 
lost from premature mortality related to the ten leading causes of death in the 
nation. People change their lifestyles through health promotion strategies that 
allow or provide incentive for changes in behavior. Health education is one 
such strategy. 

Environment: Influenced by Promotion and Protection Strategies 

All environmental factors account for about 20% of the years of life lost from 
premature mortality in the nation. The economic and social environments, as is 
lifestyle, are changed through health promotion strategies such as direct and 
indirect income transfer programs. Food Stamps, and the Women, Infants and 



Children Project enable people to choose to eat more nuitritional foods, (change 
their life-styles), as well as to increase their food buying (change in the 
socioeconomic environment). Physical environmental factors are changed through 
health protection strategies, the enforcement of automobile speed limits and air 
pollution standards. The interplay of health promotion/portection strategies as 
they impact lifestyle and the environment (which factors toqether account for 
70% of the years of life lost from premature deaths) is sig~ificant. No health 
education program can hope to appreciabley change personal behavior without 
being accompanied by changes in the socioeconomic and physical environment which 
lead to that behavior. For the poor and near poor in Iowa, about 14% of our 
population, income boosting programs affect the socioeconomic environment so to 
allow health education to yield changes in behavior. For persons who smoke, or 
who drive too fast, sales taxes, traffic fines, higher insurance premiums, and 
disincentives for companies to produce unhealthy products are health protective 
strategies which change the socioeconomic/physical environment and behavior. 

Biology and Health Care Services: Early Treatment and Diagnosis Strategies 

In Table 1 biological factors accounted for 20% of the years of life lost from 
premature deaths. Preventive health care strategies such as family planning and 
genetic counseling services aid individuals in making decisions about having 
children when risks of congenital disorders are high. But in many instances, 
biology is simply not able to be chaned through any prevention strategy. 

Health care services are factored out in Table 1 as being able to prevent around 
10% of the years of life lost from premature mortality. Preventive health care 
services also are defined in this chapter as a prevention strategy. 

Screening clinics and immunization are health care preventive services. While 
able to deter only 10% of the preventable years of life lost, preventive health 
care strategies are often given much weight in the schema of prevention services. 
This is the case, in part, because the health outcomes of direct health care are 
more easily measured than are the health outcomes of an income transfer program 
such as the food stamp program. While health care services are vital to any 
plan to effect the interplay of factors which cause preventable mortality, 
over-reliance on the strategy health care services to prevent illness can result 
in an ineffective plan. 

Summary 

From the analysis in this section we can conclude: 

For maximum effectiveness state policies and programs for preventing 
illness and death should be multi-strategied, but should concentrate on 
health promotion and protection strateqies to impact lifestyles and the 
environment. These two factors account for 70% of preventable years of 
life lost, which health care services account for only 10% of preventable 
years of life lost. 

Promotion strategies to impact lifestyle factors should seek foremost to 
impact the SHCC's priority health problems of mental disorders, substance 
abuse, circulatory diseases, and accidents, as lifestyle most influences 
these causes of premature mortality when compared to other causes of the 
same. 

Protection as promotion strateqies to impact the environment should seek 
foremost to impact the SHCC's priority health problems of mental dis-
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orders, accidents, cancer, and communicable diseases, as the environment 
highly influences these causes of premature mortality when compared to 
other leading causes. 

STATE POLICIES ON THE OVERALL ORGANIZATION AND FUNCTION OF PREVENTION: A LOOK 
AT LOCAL PUBLIC HEALTH DEPARTMENTS AND SCHOOL AND COMMUNITY HEALTH EDUCATION 

State "umbrella policies" on the organization and function of prevention are 
contained in many parts of the Code of Iowa which create: 

- state department of health 
- local departments of health 
- state department of public instruction 
- community education 
- various other code sections 

The organization and function of prevention as found in local public health 
departments and health education/programs are detailed here because their 
organization and functioning emerge as problems in the analyses of many of the 
fifteen preventable determinants of health which follow in this chapter. The 
organizational function of health education and local public health departments 
impact almost all of the fifteen priority determinants of preventable illness 
and death. 

Local Public Health Departments 

District Health Departments ... Why and How, which the State Health Department 
adopted in 1974, identifes eight basic health services which every local health 
department should offer; 

. program planning 

. communicable disease control 

. community health education 

. public health nursing - including maternal and child health, school 
health and home health, and chronic disease control 

. dental health 

. laboratory services 

. accident prevention/occupational health 

. environmental control 

District Health Departments ... Why and How recognizes that, in most instances, to 
provide these eight basic services local health departments need to group them­
selves into district health departments, in much the same way that local school 
districts were consolidated, and Area Education Agencies were formed through 
legislation passed in the 65th General Assembly. Economic and human resources 
are scarce for public health. Maximum benefit to local residents from these 
scarce resources demands that local health departments have a population base 
larger than a county to support these eight services. 

The 1974 Plan contains an inventory of local public health services in 1973. 
Although somewhat outdated, this inventory shows that: 48 counties had no 
regulation to protect their citizens against environmental hazards; only 86 
counties provided public health nursing services (98 counties now provide 
nursing services); and no county provided all eight of the basic public health 
services. Seventy-two counties spent less than $2.00 per capita on public 
health services. 

G2 
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To date, only one district health department has formed in Iowa, in Woodbury 
County. 

The 1974 Plan identifies four major barriers to the estalishment of cost effective 
district health departments. These barriers are the: 

Lack of understanding regarding the importance of public health services. 
- County qovernment tradition and turf protection. 
- Lack of coordination among state agencies providing public health service 

which confuses and further fragments public health services at the 
local level. Many state agencies write regulations which local health 
departments are to follow. 

- Deficiencies in Ch. 137 of the Code which does not provide for financial 
and state administrative support for district department s through 
state funds. (A recent opinon from the State Attorney General's 
Office interprets Ch. 346A (See page,¥ of this Plan) of the State 
Code such that local district health departments may levy their own 
taxes . However, this revenue generating ability which district health 
departments have is not well known about the State.) 

Optional strategies which are suggested in District Health Departments ... Why and 
How to overcome the first two of these four bariers include the formation of 
either of: 

- an informal areawide health consortium, 
- a district health ssociation, or 
- a legally recognized district health department. 

In the formation of an informal consortium, regular meetings take place between 
member counties to exchange information, discuss common public health problems, 
plan and provide continuing education for public health personnel, and plan and 
provide a program of public health education for all cooperating jurisdictions. 

In the second strategy, establishing a district health association, at least 
four counties are involved with a coordinating board and a single director. The 
association provides public health services to the entire area. The association 
does not have legal certification from the state, and individual county or city 
elements can easily separate if dissatisfied with the association. 

The district health association is a multi-county organization (it should involve 
at least four counties and no less population than that of the smallest of the 
Governor's 16 planning regions) with a coordinating board and a single director. 
It is responsible for providin9 public health services to the entire area the 
counties jointly comprise. It does not have legal certification from the state 
as a direct health department and individual county or city elements may easily 
separate from the association if they become dissatisfied with the mutual 
agreements. 

The legally recognized district health department has a multi-county base with 
a single board of health, a single director, and responsibility for providing 
public health services to the entire organized area. It has applied for and 
received official recognition as a direct health department under the laws of 
Iowa. A county or city component affiliated with a legally recognized district 
health department cannot withdraw from it without the approval of the district 
and state boards. 

• 

! 

• 



Which alternative is most suitable for a particular area is a decision that 
must be made locally after attitudes have been carefully assessed. 

While it might seem that the district health association has a possible advantage 
in being easily dissolved if it proves unworkable, the legally recognized depart­
ment has the more positive advantage of inducing its affiliates to work out their 
problems instead of disbanding in frustration. 

The consortium is easiest to organize, since it presents no threat to the juris­
distion of local governments. A legally recognized district health department 
is the most difficult to organize because it is the most difficult to dissolve 
should the affiliates become dissatisfied with the department's achievements. 

Of these three alternatives, District Health Departments .•• Why and How recommends 
that an association be the first organizational step that be taken to gain more 
coordinated local public health services. 

With regard to the third and fourth barriers to establishing district health 
departments, possible strategies to increase coordination between local and 
state public health programs, and to gain additional financing for local public 
health services include: 

- seting up of regular meetings between a committee of state and local 
officials in which solutions to fragmented direction from the state 
level are established; 

- forming of district health departments as associations which, themselves, 
may facilitate communication with the regional and state offices of 
the State Department of Health's Health Engineering and Public Health 
Nursing Section, and of the State Department of Environmental Quality; 

- amending the Iowa Code, Chapter 137, such that direct state financial and 
administrative support of district health departments is provided; 

- disseminating information of the tax levy capability allowed district 
health departments through recent State Attorney General interpreta­
tion of Chapter 346A, Code of Iowa, 1979. 

Health Education 

What is health education? Health education promotes, in a noncoercive manner, 
personal behaviors that contribute to health. Health education avert~ sickness 
producing behavior. Health education reduces costs associated with illness by 
reducing hospital admissions, by reducing the number of work days lost, and by 
reducing premature mortality associated with illness. 

A general awareness exists among health care providers, including public health 
providers, physicians and third party reimbursers, that the benefits resulting 
from medical technologies have almost reached their maximum. Further reductions 
in the nature and extent of health problems will largely be the result of changes 
in lifestyle and the physical and socioeconomic environment. 

Health education may take place in many settings: the school, the work place, 
the home, the physician's office, the community, and the hospital. To be most 
effective as a health promotion strategy, health education should be received 
from the time a person first makes choices about his or her behaviors contribu-
ting to health. 

Because of time and staff limitation, this year's State Health Plan looks in 
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detail only at health education in the school setting, and in general at health 
education in the community setting. 

The present state of school health education in Iowa was summarized in the 1979 
Comprehensive School Education Final Report to Dr. Benton, State Superintendent 
of Public Schools and State Board of Public Instruction. 

The Task Force surveyed the local school districts to determine the present 
status of health education in Iowa. The survey instrument was sent to 447 
school district superintendents in the State. Three hundred-ninety returned the 
survey for a return rate of 87.2. Results are reported in terms of percentages 
of school districts. For some questions in the survey, respondents could check 
more than one answer; therefore, percentages, in some cases, total more than 
100%. 

A. Hea 1th education • taught • a variety of settings • Iowa schools: lS ,n in 

Percentage • 
l n: 

1. Health Course 
2. Physical Education Program 
3. Science Program 

B. The following teachers have responsibilities • in 

Percentage • ,n: 

1. Health Teacher 
2. Classroom teachers who basically 

have other responsibilities 
3. Home Economics Teacher 
4. Schoo 1 Nurse 
5. Phys ical Education Teacher 
6. Guidance Counselor 

C. Iowa schoo l health curriculum is: 

1. Developed by individual teachers 
2. Commerciall y developed 
3. Deve loped by local schoo l 
4. Deve l oped by school district 

K-3 4-6 7-9 

44 47 41 
42 45 62 
59 66 71 

teaching hea 1th 

K-3 

3 

91 

37 
32 
1 

4-6 7-9 

4 16 

89 54 
35 

43 32 
37 61 
3 7 

Percentage 

47 
44 
20 
20 

D. The frequency that students study health in Iowa schools is: 

10-12 

33 
67 
22 

education: 

10-12 

12 

42 
51 
27 
67 

6 

Percentage in: K-3 4-6 7-9 10-12 

1. 2+ hours/week 
2. 2 hours/week 
3. 1 hour/week 
4. 2 hours/month 
5. 1 hour/month 
6. Irregularly 
7. Not at a 11 

• 

3 
8 

39 
17 

3 
28 

8 
14 
39 
11 

3 
24 

14 
11 
26 
12 

4 
32 

9 
6 

21 
10 

5 
45 
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E. The emphasis in health education in Iowa school districts is on: 

1. Personal health 
2. Nutrition 
3. Safety and first aid 
4. Family life and sex education 
5. Substance abuse 

Percentage 

64 
45 
33 
22 
20 

F. A wide variety of curriculum mateials is used for health education in most 
school districts (textbooks, filmstrips, films, wall charts and posters, 
models, brochures, pamphlets and materials from public and private health 
agencies). 

G. The decision regarding which specific curriculum materials will be used in 
the teaching of health education is made by: 

1. Classroom teacher 
2. Principal 
3. Nurse 

Percentage 

93 
81 
49 

In summary, health edcuation in grades K-12 is most often taught in the science 
and physical education curriculums. In grades K-6, health education is usually 
taught by the self-contained classroom teacher who basically has other respons­
ibilities. The physical education teacher is the one who most often teaches 
health education in grades 7-12. 

In Iowa schools, students usually study health education one hour per week or on 
an irregualr basis. The emphasis in health education in Iowa school districts 
is in the areas of personal health and nutrition. The classroom teacher and 
building prinicipal usually decide which specific curriculum and materials will 
be used in the teaching of health education. The results of this survey indicate 
the need for carefully planned and coordinated comprehensive health education 
programs in Iowa schools. 

In the community setting, health education is a part of adult education programs, 
of the nursing services of local public health departments, and of voluntary 
health organizations' work. The heart Association, the Iowa Chapter of the 
American Cancer Society, the Diabetes Association are among the voluntary health 
organizations conduct ing community health education. However, no comprehensive 
inventory of the location and kinds of comunity health education programs in the 
state has been developed. The development of a community health education inven­
tory would be one of the first steps to take in bringing about greater coordina­
tion between agencies which provide community health education in Iowa. 

In FY 1980, the State Department of Health applied for a $71,000 grant; the 
Community Health Division of the Iowa State Department of Health will establish 
a program which will: focus community health education activities in the State; 
inventory current health education-risk reduction activities in the State; plan 
additional coordinated health education-risk reduction activities; and conduct 
several spec ific pilot health education-risk reduction activities during FY 1980 
with State employees who are based in Des Moines. 

In Iowa, certain barriers exist to effective health education. These barriers 
are the: scarcity of funds; the shortage of trained personnel; piecemeal 

• GG 
-



approaches to health education by schools and by health agencies; the lack of 
coordination between health education providers; the lack of evaluation and 
program objectives to measure changes in behavior, rather than solely informa­
tion dissemenation; and the lack of awareness of the role which health education 
can play in chanqing behavior and in producing healthier lifestyles. 

Of these four barriers to more comprehensive and coordinated health education in 
Iowa, one of the most primary is the bind for tax dollars in which local school 
districts and local health departments find themselves. When strapped for 
dollars to provide currently mandated services, local schools are reluctant to 
add health education to their curricula. Also, county boards of health rely 
mainly on county tax revenue, and health education is seldom a priority. 

One possible source of funding for local public health staff, including commun­
ity health educators, is the Bangs Disease and Bovine Tuberculosis Fund. In 1971, 
a survey conducted by the Environmental Health Committee of the Comprehensive 
Health Planning Council found that these funds are often idle in county treauries. 
The 1971 survey revealed that disbursements vs. total to be accounted for (fund 
balance at the beginning of the year plus any receipts for that year) showed 
little being spent, usually less than $400.00, and in 34 counties no monies in 
the funds were spent. In contrast to insignificant expenditures, nearly all 
eighty-five counties showed considerable fund balances at the end of the year, 
usually $10,000-$20,000. 

The State Department of Agriculture has the power to instruct each county how 
much will be levied each year. This is done on the basis of anticipated or 
projected expenses in a particular county. As Bangs Disease and Bovine TB near 
eradication, the use of these taxes has diminished. These zoonotic related tax 
levying capabilities and other possible sources of funding will be further 
examined over the next year and subsequent recommentdations included in the 1981 
State Health Plan. 

In looking at the costs of health care and health education, health care policy 
makers do not understand, or are not aware that health education can be effective. 
The legislature and local boards of health have differences in deciding how much 
of their resources, at least their health dollar resources, should be allocated 
to prevention. The question most frequently asked of the health education 
profession is how much should be invested in health education without being 
absolutely sure that it will pay off? There is increasing evidence that health 
education succeeds in many circumstances. Health education programs are not, of 
course, the only way to develop and sustain positive health behaviors. Multiple 
interventions, improvements in environmental conditions, such as adequate 
income, and the provision of societal incentives are needed in addition to 
health education. 

BPsides the dollar bind of the tax payer, lack of parental and community aware­
ness as to the benefits of school and community health education has kept local 
school districts and local boards of health from hearing many voices asking for 
more health education. One probable conclusion of the State Department of 
Public Instruction Task Force on Comprehensive School Health Education is that, 
if more comprehensive school education is to be available in Iowa, it needs to 
come as a result of the call from the constituents of local school districts. 

Another major barrier to school and community health education is the lack of 
trained personnel. Nationally, there is only one health educator trained for 
every 16,800 persons, and probably even fewer personnel so trained in the 
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Midwest. Currently, several training programs for physical education/health 
education exist in Iowa, at Drake, the University of Northern Iowa and at Luther 
College. Two of the three proqrans have special physical/health education 
tracks. One has a masters progra~ in physical education. At least one college 
in Iowa should offer a ma sters in health education separate from physical 
education instruction. 

Health care professionals, including school public health nurses, unless certi­
fied by state law cannot teach in a school room unless a certified teacher is 
present. While this state requirement has advantages - only qualified teachers, 
the temporary certification of such health professionals as school health nurses 
to each certain health education topics also has advantages. The dearth of 
certified teachers qualified to teach health education and the possibility of 
allowing other health professionals to teach in the classroom was considered by 
the Task Force on Comprehensive School Health Education. The Task Force recom­
mended on this issue that the current law remain intact, while adding the 
qualifier that any persons teaching a course in health education outside of 
self-contained classrooms be approved specifically in health education. This 
recommendation makes further certification and training in health education all 
the more necessary if health education is to be futhered. 

The role of Area Education Agencies (AEAs) in providing continuing education to 
teachers wishing to become certified to teach health education was also considered 
by the Task Force for Comprehensive School Health Education. The Task Force con­
cluded that the AEAs "should provide a professionally trained health education 
coordinator/consultant" to assist local districts in planning inservice programs 
in order to implement comprehensive health education. 

Other Task Force for Comprehensive School Health Education in Iowa proposals 
centered on needed legislative and Iowa Administrative Code changes, implementa­
tion of a model curriculum, and the assumption of new roles by governmental 
agencies. Proposed legislative and Administrative Code changes center around 
minor wording changes to separate reference to physical and health education and 
to add reference to comprehensive health education. 

With regard to health teachers, the Task Force's report encouraged colleges and 
universities to include components on health education in approved elementary 
teacher programs, and ask the State Advisory Committee on Teacher Education and 
Certification to adopt a health education componenet in approved elementary 
teacher education programs in Iowa. 

Related to a model curriculum implementation grades K-12, and to the new roles 
to be assumed by state agencies, the report states that: 

- Funds will be sought through Title IV-C and other sources to maintain 
six models of school health education in Iowa for a minimum of three 
years by the Department of Public Instruction; 

- Local schools will be provided with a local needs assessment instrument, 
curriculum guidelines, implementation procedures, and evaluation plans; 

- Additional sources of monies will be sought to implement innovative 
health education programs at the state, intermediate, and local levels; 

- Resource material will be available as needed from the Department of 
Public Instruction. 

The Task Force's Comprehensive School Health Education Final Report is available 
through the State Department of Public Instruction, Grimes State Office Building, 
Des Moines, Iowa 50319. 
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STATUS GOAL 1: DECREASED RATES OF PREVENTABLE MORTALITY ASSOCIATED THROUGH LIFE­
STYLE, ENVIRONMENTAL AND PREVENTIVE HEALTH SERVICE CHANGES. 

STATUS GOAL 2: DECREASED RATES OF PREVENTABLE MORTALITY AND MORBIDITY ESPECIALLY 
ASSOCIATED HIGH SOCIAL DIRECT AND INDIRECT COSTS. 

Health Education 

School Health Education 

SERVICE GOAL 1: INCREASED AVAILABILITY OF HEALTH EDUCATION PROGRAMS IN THE 
~CHOO[, COMMUNITY, AND HEALTH CARE SERVICES SETTINGS, THAT: 

- IMPROVE COMPREHENSION OF HEALTH INFORMATION INCLUDING 
HEALTH ECONOMI S: 

- EMPHASIZE INDIVIDUAL RESPONSIBILITY FOR SOCIAL AND 
PERSONAL CHANGE IN ORDER TO LIVE HEALTHFULLY 

Objective 1: By 1985, the development and utilization of Comprehensive 
School Health Education curricula for grades K-12 in at least 
50% of the 400-500 local public school districts. 

LRRA 1: The implementation of recommendations of the Task Force on 
Comprehensive School Health Education: 

- seek Title IV-C funding to implement six model 
school health education programs in Iowa 

- provide schools with needs assessment models 
- seek additional funding for comprehensive health 

education at the local, area, and state levels 
- serve as health education clearinghouse for resource 

material to the schools and school personnel and 
the AEAs 

LRRA la: The State Advisory Committee on Teacher Education and Certifi­
cation consider adoption of a health education component in 
approved elementary teacher education programs. 

SRRA 1: The Department of Public Instruction implement recommendations 
in the Comprehensive School Health Education Final Report to 
health education consultants. 

SRRA la: Three minor changes in the Iowa Code, Chapter 257.25 as 
recommended in the Comprehensive School Health Education Final 
Report. 

Objective 2: By 1983, creation of at least one program at the baccalaureate 
and masters level in health education (apart from a physical 
education/health education program) to provide personnel to 
carry out the function of school and community health education. 

LRRA 2: Office for Health Planning and Deveolpment work with Health 
Systems Agencies and State agencies to recognize objective 2 
as a priority for next planning cycle. 

• G9 



Objective 4: By 1985, establishment of at least 5 ongoing continuing 
education programs in health education practice for health 
care professionals and teachers. 

LRRA 3: Each AEA provide a professionally trained health education 
coordinator and/or designated consultant for school health 
education as recommended in the Comprehensive School Health 
Education Final Report. 

Community Health Education 

Objective 4: By 1983, through a statewide committee and/or state staff, 
coordination of all statewide governmental and voluntary 
public health promotion activities. 

LRRA 4: By 1981, the State Department of Health will fund a community 
health educator position to help staff the State Department 
of Health community health education responsibilities. 

LRRA 4a: The Iowa Prevention Network or a similar state group will 
contact governmental and voluntary agencies conducting 
community health education to: 

- inventory present community health education efforts 
- encourage agencies' participation in the network 
- define gaps and overlaps in statewide health promotion 

efforts 

LRRA 4b: The State Department of Health during 1979-80 will spearhead 
state planning efforts and apply for a "Health Education­
Risk Reduction Project Grant" on behalf of community health 
education. 

Local Public Health Departments 

SERVICE GOAL 2: INCREASED REGIONALIZATION OF LOCAL PUBLIC HEALTH SERVICES TO 
MAXIMIZE ECONOMICS OF SCALE, QUALITY, AND ACCESSIBILITY TO 
LOCAL PUBLIC HEALTH SERVICE IN IOWA. 

Objective 1: By 1985, more district health departments in Iowa. 

LRRA 1: By 1982, the State Health Department, Community Health 
Division, and the Office for Health Planning, with local 
health departments revise the plan, District Health Depart­
ments ... Why and How. 

The fifteen determinants of preventable health problems which are examined in 
the remainder of this prevention chapter are organized by the general strategies 
which are the most salient ways to change them. These are: 

Promotion 

Smoking 
Substance Abuse 
Nutrition 
Exercise 
Stress 

Protection 

Hazardous Agents 
Occupational Health 
Accidents 
Infectious Agents 
Fluoridation 

Preventive Health Care 

Pregnancy and Infant Care 
Family Planning 
Sexually Transmissible Disease 
Immunization 
Hypertension 



Smoking Cessation 

STATUS 

Indicators 

- smoking by related disease and death 
- cancer rates by smoking related cancer 
- % of Iowans smoking by sex by age 
- reasons for smoking by age 

Smoking related diseases 

The Health Consequences of Smoking, DHEW, 1975, identifies smoking as the first 
ranking public health problem 1n the United States. Of all the determinants of 
premature death (Table 1 on page S?classifies the determinations of premature 
death into four general categories), the lifestyle factor of cigarette smoking 
is the single most significant determinant. (1) 

Nationally, the rate of death of the population of smokers for all age groups 
is 70% greater than the rate of death of the population of nonsmokers . (2) 

The causal links between: smoking and lung cancer--90% of lung cancer is linked 
to smoking; smoking and other cancers--breast, mouth, throat, kidney, and 
bladder; smoking and other lung disease--emphysema, chronic bronchitis and acute 
respiratory infections; smoking and heart disease--smokers have a 70% greater 
chance of coronary heart disease than nonsmokers; and smoking and fetal abnor­
malities--low birth weight, still births, and premature births, are clearly 
established. Each year in Iowa 30%, or 8,000 of the 27,000 lives lost to heart 
disease would be saved if all Iowans quit smoking. (3) 

Health outcomes associated with reductions in smoking include lessened risk of: 

- heart disease; 
- artery disease among women taking oral contraception; 

lung cancer, especially for workers already at risk in uranium, asbestos, 
and cement manufacturing; 

- eye irritations to nonsmokers; and 
- disability and death from smoking related fires. 

Smoking related cancers 

In Iowa in 197J~l~incidence rates of cancers which are related to smoking were: 

5 year Survival Rate in 1969 
Per 10,000 Population % of New Incidences Indigent Private 

Lung 377 14.2 8% 14% 
Breast </5.3 2.5 37 54 
Bladder lf.3 - 7.3 23 42 
Oral Cavity bi/ 13.7 27-58 40-75 

Iowans who smoke 

Conducted in December of 1978, a survey of Iowans shows that 700,000 adults or 
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34% of Iowa's population 18 and over smoke. Thirty-two percent of adult men and 
28% of adult women smoke cigarettes. Another 1% of women and another 10% of men 
in Iowa smoke cigars or pipes. In Iowa during 1975, 49% of men and 31% of women 
smoked. The reduction in smoking among men since 1975 is attributable to elec-
tronic media advertising bans, as well as increase dissemination of information ! 
on the hazards of smoking. The increase in smoking among women is a result of 
at least three factors: changing roles for women; increased advertising aimed 
at women; and, educational efforts being aimed largely at the male population. 

Although recent data of Iowa youth is not available, a national study published 
at Berkeley, California in 1979 shows that more teenagers, especially teenage 
~irls in the United States are smoking, and at younger ages than just 10 years 
ago. An estimated 15-20% of girls 15-18 years of age smoke, while in 1970 
probably less than 10% of girls of that age group smoked. The percentage of 
boys 12-18 years of age in the United States who smoke has remained more con-
stant over recent years and is slightly higher than the 15-20% of girls of that 
same age group who smoke. The rate of smoking among youth is very significant as qbo.1f 

60 % of persons who smoke begin before the age of twenty-one. 

Reasons for smoking 

A Study of Health-Related Awareness and Concerns Amonq 4th, 5th and 6th Graders 
was published in April of 1979 and was undertaken in order to develop effective 
health education programs for youngsters 8-12 years old. In this study, as 
opposed to youth who said they probably will not smoke, those youth who said 
that they probably will smoke were more likely to: 

- have poor self image; 
- focus on outward signs of approval; 
- have positive attitude about smoking; 
- have tried smoking; 
- be of low income families; and 
- rationalize the dangers of smoking. 

Youth may initially choose to smoke to feel a part of their peer groups, to 
emulate an admired "leader", to rebel against adult authority, or simply to 
experiment with an adult habit which advertising makes look attractive. 

Another 1979 study conducted by the American Cancer Society shows that adults 
smoke because of: (4) 

- nervous tension - 69% of all smokers 
- perceived difficulty of giving up - 77% of all smokers 
- disinterest in giving up - 76% of all smokers. 

Most adult smokers in Iowa inhale between 1 and 2 packages of cigarettes each 
day. 

SYSTEM 

Indicators 

- federal policies by enabling legislation by programs by strageies 
- state policies by enabling legislation by strategies 

• 
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Federal Policies 

"Public Health Cigarette Act of 1969" - bans electronic advertising, requires 
labeling and HEW, FTC to report on the effectiveness of these measures to 
Congress. 

Regulatory, economic, and educational strategies 

During 1978, federal government initiatives lead by then secretary of DHEW 
Joseph Califano, created a $23 million Office of Smoking and Health. Strategies 
which the Office is to consider include: 

- encouraging Federal Trade Commission to set maximum levels of tar, 
nicotene, and carbon dioxide in cigarettes 

- increasing to 8 cents per package federal excise tax on high tar/ 
nicotine cigarettes while exempting low tar/nicotene cigarettes 

- banning smoking on airplanes 
- strengthening warnings on cigarette packages. 

In federally owned buildings, smoking areas are expressly limited by federal 
rules: 

The Office of Smokinq and Health and other divisions of the Center for Disease 
Control will, through competitive grants, release about $10 million for the 
prevention, through education, of tobacco and substance abuse in FY 1981. 

Currently federal policies are inconsistent, discouraging smoking on the one 
hand, and encouraging tobacco farminq {as seen in DOA's subsidies to tobacco 
growers) on the other. 

While health care costs related to smoking induced illness are about $30 billion 
per year, the federal government spends only $20-30 million on various smoking 
prevention proqrams. At the same time, through the Department of Agriculture, 
the federal government subsidizes farmers to qrow tobacco at a rate of $70-80 
million each year. Federal policy which would give farmers the $70-80 million 
to not grow tobacco or to grow another crop would not only result in a more 
consistent policy on tobacco use, but would save some of the $30 billion in 
costs that result from smoking. 

Objectives for the Nation, (DHEW, 1979), keys on educational, economic and 
regulatory methods to reduce smoking, including: 

- education of youth on psychological factors which promote the onset 
of smoking 

- education of physicians, other health professionals and teachers 
- more informative labeling and advertising requirements, increased 

taxation to provide incentives not to smoke or to smoke lower tar 
and nicotene cigarettes 

- replacement of high tar cigarettes with low tar cigarettes. 

Objectives for the Nation specifically suggests the following objectives be 
accomplished by 1990: 

- all cigarette health warning labels improved, tar and nicotene levels 
and levels of gases to be required 

- reduce to below 10 mg. the sales weighted average "tar" content of 
cigarettes 
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- reduce concentration of known carcenogens, carbon monoxide, hydrogen 
cyanide, nitrogen oxide, and actroteen gases in proportion to the 
reduction in tar content. 

State Policies and Programs 

Legislation 

Chapter 98, "Cigarettes and Tobacco", and 98A, "Smoking Prohibitions", Code of 
Iowa, 1979, regulate the sale and use of tobacco. These Chapters provide: for 
penalties for the sale of cigarettes to minors, for the intra-state sale of 
cigarettes without permits, for placard/billboard advertisement within 400 feet 
of public schools, and for smoking in certain prohibited public areas among 
other things. Chapter 98, Code of Iowa, 1979, also sets a 6-7.5 sales tax 
millage per cigarette sold; depending upon the cigarette's weight this tax 
amounts to about 1.2-1.5 cents per package. 

Chapter 157.25, Code of Iowa, 1979, - requires that physical and health educa­
tion, "including the effects of alcohol, tobacco, drugs and poisons on the human 
body, 11 be taught in grades K-12. 

Smoking prevention strategies in the state are preventive services, educational, 
regulatory and economic in nature. 

Programs and their strategies preventive service strategies 

Preventive services in the form of smoking cessation clinics are numerous, but 
no statewide inventory of them has been taken. Hospitals, the American Lung 
Association, the American Cancer Society, community mental health providers, and 
some employers offer smoking cessation workshops for their employees. Generally 
such workshops are free, except when offered by a private health worker. More 
smoking cessation clinics for high risk groups, pregnant women and youth, are 
needed. Clinics for youth are offered in the state, but an inventory of youth 
clinics has not been undertaken. 

Educational strategies 

Educational strategies used in Iowa are: school health education; public 
service announcements; pamphlet dissemination by public and voluntary health 
organizations. 

A survey conducted by the Department of Public Instruction in 1979 of Grades 
K-12 allowed that somewhere between 48 and 60% offer school health education two 
hours a month or less, and that substance abuse education is emphasized in only 
20% of the 447 school districts. Although Chapter 257 of the Code of Iowa, 
1979, requires substance abuse, including tobacco, health education in Iowa 
schools, the quality of that education apparently varies widely. (Other health 
topics emphasized by the 447 school districts are: 64% - personal health; 45% -
nutrition; 33% - safety and first aid; and 22% - family life/sex education.) 

With the vast majority of smokers choosing to begin to smoke before age 21, 
teaching and learning which effects youth to choose not to smoke are of primary 
importance, and beg for more emphasis in Iowa schools. 

While curricula are readily available to these school districts (the Iowa 
Division of the American Cancer Society has made available to 80% of the local 



school districts in Iowa a curriculum, "An Early Start to Good Health", for K-3 
which emphasizes positive health habits, ar1d has offered through the Area 
Education Agencies a curriculum, "Health Network", for grades 4-6; other states 
and volunteer agencies have health curricula also available to local districts), 
the problems related to the lack of health education appear to be ones of 
community support, staff training, and time. 

In recent years, public information campaigns, smoking cessation clinics, and 
bans on air wave advertising have decreased smoking amonq adult men. However, 
more youth are choosing to smoke than in 1970, especially teenage girls (who, 
if they are pregnant place their infants at risk). Evaluation of school health 
education efforts show that alone information dissemination about smoking and 
other abused substance will not discourage abuse, and in fact, may lead to 
increased experimentation. However, classes that emphasize values clarifica­
tion, positive self images, and decision making skills lead to fewer youth 
abusing substances. 

Regulatory and economic strategies 

Regulatory strategies in Iowa (and elsewhere) such as banning the sale of 
cigarettes to minors appears to be an inadequate strategy in and of itself. 
While it does have some deterent influence, whether it can be made more effec­
tive throuqh stricter enforcement is unknown . The stricter enforcement and 
State Department rule making authority to enforce Chapter 98A, Code of Iowa, 
1979, which bans smoking in certain public areas is proposed in a f,/e before 
the 68th General Assembly. Evaluation of the effective enforcement of Chapter 
98A which was made law in early 1979 has not been made. However, general 
support (66% of Iowans, Iowa Poll, January 1979) for Chapter 98A exists, and 
most public places appear to be complying with the law. Chapter 98A seeks 
mainly to protect the rights of nonnsmokers. 

Other state regulatory and economic strategies with some state or federal 
support to prevent smoking include: 

- banning at the national and state levels all cigarette advertising, 
especially of high tar/nicotene cigarettes; 

- disallowance as a legitimate business expense for income taxes, 
cigarette advertising; 

- appeals to the federal government to change agricultural subsidies 
to tobacco farmers to subsidies to not grow tobacco or to grow 
other agricultural products; 

- increment of the present sales tax millage from .06-.075 per cigarette 
to some higher amount. (Since low income groups, including youth, 
are more likely to smoke, higher taxes could reduce use among these 
populations.) 
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STATUS GOAL 3: DECREASED CIGARETTE SMOKING AMONG IOWA'S POPULATION. 

SERVICE GOAL 3: INCREASED REGULATORY, ECONOMIC, PREVENTIVE SERVICE AND EDUCA­
TIONAL PROGRAMS/STRATEGIES IN ORDER TO DECREASE SMOKING. 

Objective 1: By 1985, at least 25% or 110 of the 447 local school dis­
tricts offering comprehensive school health education, as 
defined in the 1979 Comprehensive School Health Education 
Final Report. See actions on page ~'I. 

Objective 2: By 1985, change in Federal/State income tax laws such that 
cigarette advertising is no longer a tax deductible expense. 

Objective 3: By 1985, state program to coordinate inventory of current 
smoking prevention programs in the state. 

Objective 4: By 1985, increase to an average of at least one smoking 
cessation workshop in each high school in Iowa annually. 

Objective 5: By 1985, increase present sales tax on high tar/nicotene 
ciqarettes from 6-7.5 mills to f-'/.~ . _, 

Objective 6: By 1985, local law enforcement agencies more severely en­
forcing Chapter 98 and 98A, Code of Iowa, 1979. 

References for Smoking 

1. Healthy People, DHEW, PHS, 1979, p. 121. 

2. Objectives for the Nation, DHEW, PHS, p. 77. 

3. Healthy People, DHEW, PHS, p. 122. 

4. A Basic Study of Public Attitudes Toward Cancer and Cancer Tests, Leberman 
Research Inc., 1979, p. 18. 

Other References 

Audience Goals and Program Priorities Public Education 1979-80, American Cancer 
Society. 

A Survey of Iowa Opinions and Attitudes, 1975, American Lung Association of 
Iowa, Des Moines, 1975, pp. 30-52. 
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Substance Abuse 

STATUS 

Indicators 

- substances by kind by most abused/used substance by effects 
- alcohol abuse by age by amount abused 
- alcohol abuse by reasons for abuse 
- substance abused by related morbidity and mortality 

Alcohol, prescription drugs, and marijuana are the most used substances in Iowa. 
While mind altering substance use in moderation may present no hazard to our 
health, substance abuse does. Substance abu se is the use of any substance for 
other than its intended purpose or in quantities greater than the established 
therapeutic level. All drugs can produce devastating effects if used impro­
perly. The extent of these effects will vary from drug to drug and from person 
to person. (Of growing concern is the poly-drug abuser, a person who concur­
rently uses more than one substance.) Drugs which are most often abused gener­
ally fall into one of four categories: 

Drug Most Used 

Central nervous system stimulants 
(amphetemines, nicotene, caffeine) 

Central nervous system depressants 
(alcohol, barbituates) 

Analgesics 
(narcotics) 

Hallucinogens 
(LSD, angel dust) 

Alcohol abuse 

Characteristics/Physical Effects/Symptoms 

Weight loss, hypertension, diarrhea, 
pinpoint pupils, dependency 

Coma, calming, dependency, addiction 

Dependency, addiction 

Addiction, altered psychological 
perceptions 

Alcocol is the most abused mind altering substance, regardless of age. For 
Iowans, accidents, arrests, substance dependence among clients in the four 
mental health institutes, and deaths related to alcohol exceed those of any 
other mind altering drug. (1) 

Interpolated from a national Harris Opinion Poll (1972-74), an estimated 68% 
(1,423,000 in 1980) of Iowans 18 and over drink alcohol occasionally. About 8% 
or 77,400 Iowans of that same adult population abuse alcohol (drink on an 
average at least 1 ounce of absolute alcohol per day) or are alcoholics (drink 
to the extent alcohol interferes with fulfillment of work or other personal 
responsibilities). (2) 

In 1978, a Department of Public Instruction (DPI) survey of Iowa youth in 
qrades 6-12 found that 28% or 79,500 of these 284,000 youth drink regularly 
(once a week) or heavily (three times a week or more). National estimates are 
that 20-25% of youth 14-17 years of age abuse alcohol.(3) (As defined in the 
particular national study, abuse means being intoxicated at leas t once a month.) 
Iowa projections, based on this national study are that between 40-50,000 Iowa 
youth 14-15 years of age are intoxicated at least once a month. 
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While the comparison of OPI to national data does not show young Iowans' drinking 
habits much different from other young Americans, overall, Iowans have the sixth 
lowest consumption per capita when compared to the other 50 states. 

Abuser characteristics 

The alcohol abuser is more likely to be male(_%); low income(_%) and white 
(_%). 

When asked why they abuse alcohol,people are likely to give the following 
reasons: (information not yet detailed) 

Fetal alcohol syndrome 

Women are responsible for much of the 30% increase in the United States in 
alcohol use over the past 15 years among adults 18 and over. In the past 
several years, researchers have conducted a number of studies of infants born 
to women who drink heavily (3 or more ounces of absolute alcohol daily). A 
significant number of infants studied are born with physical, mental, and 
behavioral abnormalities, which researchers named "fetal alcohol syndrome". 
These babies are shorter, liqhter and do not catch up even after special post­
natal care. They have abnormally small heads, severe facial irregularities, 
joint and limb abnormalitis, heart defects and poor coordination (5) The 
number of babies born each year in Iowa with fetal alcohol syndrome is estimated 
to be nine, or one in every five thousand births. For every 100 women who drink 
more than one ounce of alcohol daily during pregnancy, one child is born with an 
alcohol-induced birth defect. (6) In one study of fetal alcohol syndrome, 
thirty two percent of the infants of heavy drinkers had birth defects while only 
9% of the infants of nondrinking mothers had such defects. 

Alcohol related deaths and illness 

An HEW departmental report, Disease Prevention and Health Promotion, describes 
the consequences of alcohol abuse as profound. In Iowa and nationally, alcohol 
is the principal factor associated with two of ten leading causes of premature 
(before age 75 death)--cirrhosis of the liver and accidents. Alcohol abuse is 
associated with cancer of the liver, esophagus and mouth. Primary liver cancer 
is almost exclusively attributable to alcohol abuse. Persons who smoke cigar­
ettes and drink are particularly susceptive to esophagal cancer. Gastroenter­
itis, vitamin and other nutrient malabsorption problems are common among alcohol 
abusers . ( 7) 

Durinq 1977 in Iowa, 266 Iowans, (about 9.7 per 100,000 Iowans) died of cir­
rhosis of the liver, due mainly to chronic alcoholism . Two hundred and twenty­
three of those who died were less than 75 years of age. The Iowa Department of 
Substance Abuse estimated for that same year that of the 330 persons whose 
primary cause of death was acute/chronic substance abuse 191 of these deaths 
were attributable to alcohol abuse. 

By law, a driver involved in an accident is not required to submit to an alcohol 
test unless intoxication is thought to be the ''probable cause'' by the investi­
gating officer. Therefore, yearly reporting of alcohol related to accidents 
fluctuates and comparison to states where a driver is required to take an 
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alcohol test is difficult. In 1978, 36% of the 570 motor vehicle caused deaths 
in Iowa were alcohol related--down from a reported 39% in 1977. Of the 21,651 
motor vehicle injuries in 1978 15% or 3,266 at minimum were alcohol related. 
Both DOT and Highway Safety Program Staff agree that this 15% represents gross 
underreporting. 

Young drivers have disproportionally high involvement in alcohol-related acci­
dents when compared to the general population of all licensed drivers. During 
1978, 9% of drivers involved in fatal accidents were 20 or younger, while this 
same age group comprised 13% of all licensed drivers. Twenty-one to twenty­
four-year olds accounted for 24% of all fatal accidents in 1978 and only 11% of 
all licensed drivers. (8) 

Other substance abuse 

Prescription drugs follow alcohol as the next most widely used mind altering 
substance. Thirty-one percent of Iowans use prescription drugs. Iowans 65 
years of age and over purchase 75% of all prescription drugs, and are ther·efore 
a population at high risk of misusing drugs. Amphetamines, which are used for 
weight loss and which aggravate tendency toward hypertension and are physically 
addictive, are the prescription drugs most abused. National studies indicate 
that un~mployed women, the low income, and less educated are at highest risk 
of abusing prescription drugs. (9) 

In addition to alcohol and amphetamines, the Iowa Comprehensive Plan for 
Substance Abuse, 1978-79, identifies marijuana as a high use drug in Iowa, 
especially among the young. Psychological rather than physical addiction 
results from marijuana abuse. 

Abuser characteristics 

A profile of the substance abuser in Iowa shows that 68% are male, 88% are 
between 18 and 34 years of age, 80% are white, and 64% are single. 

Healthy People, the Surgeon General's Report on Health Promotion and Disease 
shows that anxiety and low self esteem increase the likelihood of one's using 
mind altering drugs. The young, unemployed, and the low income are at risk to 
the extent that they perceive themselves as responsible for their low social 
status. Other factors which tender the relationship between low socioeconomic 
status and substance abuse include familial support, parental relationships 
(children tend to model parents if they like them, and if they feel alienated 
will adopt contrary habits) and peer modeling. (10) 

SYSTEMS 

Indicators 

- Federal polices by enabling programs by barriers addressed 
- State policies by enabling legislation by barriers addressed 

Federal Policies 

Regulatory strategies have been the primary national tool of drug abuse preven­
tion this century. While not being sufficient in and of themselves, drug laws 
and their enforcement have had an impact on drug use to the extent that they 
limit availability. (11) 
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National Highway Safety Program, Department of Transportation, and the National 
Alcoholism Treatment Network, DHEW, Alcoholism, Drug Abuse and Mental Health 
Administration - these programs support various substance abuse prevention and 
treatment programs for states. 

Bureau of Alcohol, Tobacco and Firearms - Teasury Department - requires content 
labeling of products containing alcohol. 

Regulatory and educational strategies 

Objectives for the Nation sets only health status, not health service, objec­
tives for substance abuse. However, measures recommended to overcome barriers 
to better health include: 

- Regulatory strategies, which have proved effective and, therefore, 
ought to continue 

- Mass media and awareness campaigns, especially counter--advertising, 
since they offer powerful prevention tools 

- The learning of coping and values clarification skills 
- Continuation of Oram Shop laws which make persons who sell liquor to 

an intoxicated person responsible for injury done by that intoxi-
cated person 

Disease Prevention and Health Promotion - recommends labeling of alcoholic 
beverages to notify users, in addition to alcoholic content, of: 

- dependency 
- risk if used while operating machinery 
- health hazards for women during pregnancy 

In regard to the effectiveness of education and service strategies "the best 
approaches to given management (of drug abuse to) provide flexible philosophies 
to help a person endure unrewarding circumstances ... For maximum social adjust­
ment a person may need opportunities to develop competence ... But opportunities 
must be real and should lead eventually toward access to material benefits and 
experiences that free a person from a sense of deprivation that make mind 
altering drugs attractive." (12) 

State Policies and Programs 

Legislation 

Chapter 257.25, Code of Iowa, 1979, requires that physical and health education, 
"including the effects of alcohol, tobacco, drugs and poisons be taught in 
grades K-12. 11 

Chapter 123, Code of Iowa, 1979, the Iowa Beer and Liquor Control Act, among 
other things: 

- Gives state monopoly to alcoholic liquor imported into Iowa 
- Prohibits private sale or distillation of liquor without a permit or 

1 i cense 
- Forbids Sunday liquor sales in establishments whose revenues are not 

at least 50% non liquor 
- Makes illegal qiving alcoholic drinks to minors except in private house 

with parental consent 
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- Bans alcoholi c ad verti sement except as permi tted by federal l aw and 
state regul at ions 

- Places special tax of 15% on holders of retai l liquor l icenses 
- Gives inj ured persons the right to sue 
- Sets t he l i abi lity for any l icensee who se ll s li quor to an intox icated 

person who injures anot her person while intoxicated 

Chapter 125, Code of Iowa, 1979, "Chemical Substance Abuse" - sets up a Com­
mission and State Department of Substance Abuse. This Chapter declares the 
three policies related to Substance Abuse. One of these policies is "To encour­
age substance abuse education and prevention efforts and to ensure that such 
efforts are coordinated to provide a high quality of services without unneces­
sary duplication". The Chapter requires the Department of Substance Abuse to 
set up regional treatment facilities whose programs "shall include .•. prevention 
and education". 

Chapter 321.285, Code of Iowa, 1979, "Motor Vehicles and Law or Road" - allows 
courts to sentence persons convicted of operating a motor vehicle while under 
the influence, in addition to or in lieu of another punishment, to attend a 
course for drinking drivers. 

Programs and their strategies 

Educational 

While state policy is that substance abuse preventive services exist throughout 
the state, the scope of prevention and intervention programs varies widely. 
Currently, statewide coverage is not complete, al though nonsubstance abuse 
specific programs (i.e., youth services bureaus, mental health centers, youth 
groups, reliqious service providers and special delinquency prevention programs) · 
are available to some degree in all regions. Identification of prevention and 
intervention programs operating throughout the state has taken a step forward 
through the format ion of the " Iowa Prevention Network". 

The IDSA state prevention coordinaion project, which formed the Iowa Prevention 
Network, was implemented in fiscal year 1979 to address technical assistance 
coordination and development of certification standards, evaluation mechanism 
and a data information system to enhance future prevention planning. Continued 
emphasis on statewide prevention activities in the areas of substance abuse 
curricu l um, teacher training and peer helper training school teams will be 
carried out through the Department of Public Instruction's Substance Abuse 
Prevention Education Project. 

Both the Department of Public Instruction and the Department of Substance Abuse 
have the authority to provide substance abuse education. While the two agencies 
are working together on the SAPE Project, in general, a stronger working l ink 
between the two a~encies can result in Iowans receiving more comprehensive and 
effective substance abuse prevention programs. As stated in the smoking section 
(page 11) only 48-68% of local school districts offer health education more than 
two hours a month; substance abuse education is emphasized in on ly 20% of those 
school districts offering health education. With the high rate of alcohol abuse 
and motor vehicle accidents attributable to alcohol among teenagers, effective 
preventive programs for youth and interagency coordination are vital. 

Regu l at ion 

Federal studies show that regulatory strategies to contain substance abuse, such 
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as those that limit the hours of sales, sales to minors and the dram shop laws, 
but especially those that impact the cost, are effective. The fact that per 
capita of alcohol consumption in Iowa is the sixth lowest when compared to other 
states is probably attributable in some large measure to the state monopoly and 
regulation of liquor and beer. 

Legislators of the 68th General Assembly have on file somewhere between 20 and 
36 proposals which affect the Beer and Liquor Control Act and the Criminal Code 
of Iowa with regard to intoxication. Many files increase the intent to deter 
substance abuse (increased sales tax on alcohol, elimination of deferred sen­
tences and judgments for OMVUI, creation of minimum fines for OMVUI convictions), 
while others weaken regulation and, therefore, the Code's intent to deter (doing 
away with 15% sales tax of liquor licenses, the repealing of the ban to adver­
tise near schools). Since the cost of liquor has been substantiated to be a 
deterrent to abuse, legislation which decreases costs will probably result in 
increased abuse. 

Another regulatory strategy which the Commission on Substance Abuse has endorsed 
is the creation of a special Substance Abuse Rehabilitation or Prevention Fund 
through the enactment of an additional 2% retail sales tax on liquor sold in 
Iowa stores. 

In addition to increased sales tax, effective economic strategies to present 
substance abuse in the state are the ban of income tax deductions for alcohol 
advertising as a legitimate business expense, and the adjusting of insurance 
premiums to reflect drinking and other drug use. 

STATUS GOALS 4: DECREASED MIND-ALTERING SUBSTANCE ABUSE AMONG IOWANS, PARTICU­
LARLY ALCOHOL ABUSE, AND PARTICULARLY AMONG THOSE POPULATIONS -
YOUTH, LOW INCOME AND UNEMPLOYED - AT RISK. 

SERVICE GOALS 4: INCREASED AVAILABIILITY OF SUBSTANCE ABUSE PREVENTION (EDUCA­
TIONAL, ECONOMIC, REGULATION AND PROGRAMMATIC) STRATEGIES IN 
ORDER TO DECREASE SUBSTANCE ABUSE AMONG AT RISK POPULATIONS. 

Objective 1: By 1985, increased availability of services for drug abuse 
prevention through an increased sales tax on liquor sold in 
Iowa liquor stores from 3% to 5%, and a special dollar barrel 
tax on beer. 

LRRA 1: State legislature enact SF 156 which increases sales tax for 
the purchase of alcoholic beverages and barrel beer as 
specified in Objective 1. 

Objective 2: By 1985, elimination of ability to allow deferred sentences 
for OMVUI. 

LRRA 1: State legislature to enact HF 49 which eliminates deferred 
sentences for OMVUI. Section 321.281 states that OVMUI's 
first offense requires a two day prison sentence. But this 
requirement may be deferred by Chapter 907. SF 2061 would 
allow deferred sentences, but add fines to the required 
prison sentences for OMVUI. 

Objective 3: By 1985, a better system of counting the number of drivers 
who, while under the influence of alcohol, are involved in 
accidents of personal injury. 
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Objective 3: By 1985, a better system of counting the number of drivers 
who, while under the influence of alcohol, are involved in 
accidents of personal injury. 

LRRA 1: Iowa Department of Substance Abuse and Health, and the 
Highway Safety Program study and seek necessary Code changes 
to attain better count of such alcohol related injuries. 

Objective 4: By 1985, state and federal income tax deductions for alcohol 
advertising be disallowed. 

LRRA 1: Iowa Departments of Substance Abuse and Health will contact 
state and federal revenue officials to discover necessary 
steps to carry out objective. 

Objective 5: By 1985, special health and life insurance rates required for 
group policies whose memebers practice substantially healthy 
habits. 

LRRA 1: Iowa State Department of Health will contact Insurance Commis­
sion officials to determine extent such rates are now avail­
able in Iov-1a. 

Objective 6: By 1985, at least 25%, or 110, of the 447 local school dis­
tricts offering comprehensive school health education, as 
defined in the 1979 Comprehensive School Health Education 
Final Report to the Department of Public Instruction. 

LRRA 1: Enactment of the seven recommendations of the Task Force 
Report. 
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STATUS 

Indicators 

Nutrition 

- overnourishment by kind, by sex, by age eating behaviors 
- overnourishment by kind, by health outcome 

For most Iowans, overnutrition rather than undernutrition is the major diet 
related health problem. 

The first Health and Nutrition Survey (1971-72) of the National Center for 
Health Statistics reveals that less than 1% of Americans are undernourished. 

Exceptions to this generalization of adequate nutrition are iron deficiencies 
among pregnant women and young children, and a trend toward low calorie intake 
in women 60 years of age and over. (1) 

Of Iowans, a broad based nutrition survey has not been undertaken, (although 
for specific nutrients and subpopulations information has been collected) so 
general inferences about Iowans must be drawn from national data. 

Calorie intake high 

Many Americans ingest too many calories. Thirty-five percent of women 45-64 
years of age with low incomes and 29% of those with middle or upper incomes are 
obese. (Obesity is defined as being greater than 10% of ideal body weight for 
their size and sex). American men of low income (5%) and of middle to upper 
income (15%) are also obese. Obesity in adults is asociated with diabetes, gall 
bladder disease, high blood pressure, heart disease, arthritis and social stig­
matization. A majority of hypertensive adults are obese. (2) Obese children 
are three times more likely to be obese audlts, and so are at risk of developing 
obesity related illnesses as adults. 

Fat and salt ingestion excessive 

In overnourishing themselves, Americans ingest too much saturated fat, choles­
terol, and salt. Fat rich, high sodium diets are associated with arterioscle­
rosis, heart disease and hypertension. Americans who do eat less saturated fats 
have been demonstrated to have less heart disease than the general popuTation. (3) 

Other studies of Americans suggest that high animal, low fiber consumption is 
linked to colon cancer. (4) 

Teens: high fat, and sugar, and milk consumption 

A 1965 study(4)of teenagers in Iowa concluded that: 

- the average teenager is well nourished 
- a significant minority had physical lesions (gum disease, selorrhea) 

and biochemical abnormality (high cholesterol and triglicerides, 
and riboflavin ercretion) 

- dairy product consumption was very high 
- consumption of sugar was very high 



A 1968 (5) study of children seen at rural amublatory health clinics in Iowa 
found that: 

- 22% were shorter than expected height; 33% were above expected height 
or their age groups 

- 20% were below expected weight; 13% were above expected weight for 
their age group and height; and 

- 10% had low hemoglobin levels 

Healthy People states that given what is already known or stongly suspected 
about the relationship between diet and disease, Americans would probably be 
healthier ... if they consumed: 

- calories sufficient only to maintain desirable weight; 
- less salt; 
- less sugar; 
- more complex carbohydrates -- whole grains, cereals, fruits; and 
- more fish, poultry and legumes and less red meat 

Over half of the average American diet is of processed foods in which trace 
elements of cetain essential nutrients are lost in preparation. 

Deficiencies among pregnant women and children 

Nutrient deficient diets are most common among pregnant and lactating women 
and young children low income children and pregnant and lactating women are 
expecially likely to have inadequate diets. The children of low income and 
teenage mothers are 2.5 times more likely than the children born to mothers 
who are between 20 and 35 years of age to hve brain and nervous defects. 
"Research during pregnanay may result in the baby being mentally retarded. 
Other problems attributable to inadequate nutrition (during pregnancy) are: 
low birth weight, retarded fetal growth, obesity, iron deficiency and dental 
caries." (6) 

Fifty percent of all nervous and brain defects are preventable. Adequate 
nutrition for these at risk children, through an increase in the percentage 
of women who breast feed and an increase in the access to nutritious food of 
low income, can eliminate much of this preventable mental retardation. 

SYSTEM 

Indicators 

- federal policies by statements of policy by program barriers 
addressed 

- state policies by enabling legislation by barriers addressed 

Federal Policies 

Federal policies which affect nutrition are many and contradictory. Dietary 
Goals for the United States was published in 1977 by the Senate Select Committee 
on Nutrition a~d Human Need. These goals were not adopted in legi s lation or 
endorsed by the President, mainly because of the widespread controversy sur­
rounding them. Achievement of these goals requires major changes in Americans' 
diets -- and so the food industry. Opposition to the goals center on the lack 

• 
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of research to substantiate that the predicted degree of improved health would 
in fact result if the dietary goals were achieved. 

The goals are: (1) Increased carbohydrate consumption to account for 55-60% of 
caloric intake; (2) Reduce overall fat consumption from approximately 40 to 10% 
of caloric intake; (3) Reduce saturated fat consmption to about 10% of caloric 
intake; (4) Reduce cholesterol to about 300 mg a day; (5) Reduce sugar consump­
tion by about 40%; and (6) Reduce salt consumption by 50-80% to 3 gms a day. 

In place of these goals, in early 1980, the Departments of Agriculture and Health, 
Education and Welfare introduced a seven point consumer guide, "Nutrition and 
Your Health", to encourage Americans to eat a greater variety of foods including 
less fat, sugar, salt and alcohol, and sufficient starch and fiber. The Depart­
ment of Agriculture has begun to use these guidelines to buy and prepare food 
which is lower in salt, saturated fat and sugar for the school lunch program. 
The Departments of Agriculture and Health, Education and Welfare can apply these 
guidelines to change other food production and supply programs to decrease the 
level of salt, sugar, and saturated fat in foods available to the general 
population. Doing so begins to eliminate some of the inconsistencies between 
current federal policies, some of which seek to improve the well-being of people 
through improved nutrition while others purpose to boost food production and 
protect the agricultural production with only minimal regard for the impact on 
the diet of Americans. These guidelines are: 

- eat a variety of foods 
- maintain ideal weight 
- avoid too much fat, saturated fat, and cholesterol 
- eat food with adequate starch and fiber 
- avoid too much sugar 
- avoid too much sodium 
- if you drink, do so in moderation 

The Department of Health, Education and Welfare clearly recognizes that nutri­
tion is one of the factors determining health status. The Department has 
adopted the following goals to be accomplished over the next five years for 
Maternal and Child Health: 

- reduce by 25% infants with birth weights of less than 2,500 grams 
- reduce level of MR and physical growth retardation in the low income 

groups 
- reduce to 5% or less prevalence of obesity among children 
- decrease iron deficiencies by 25% 
- decrease by 3% coronary death rate 
- reduce dental carries 
- reduce obesity and so risk of diabetes 
- maintain and improve the general nutritional quality of food 
- increase to 50% the proportion of infants who are breastfed the first 

three months of life 

Federally funded nutrition programs and education efforts include the: 

- Center for Disease Control's model School Health Curriculum; 
- Health Services Administation's Maternal and Child Health Program, 

including the Women's, Infant's and Children's supplemental food 
program; 
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- Center for Disease Control Diabetes Project 
- Head Start's and Title XX Day Care nutrition education program; 
- Administration on Aging's congregate meal programs; 
- Federal Food Stamp Proqram and 
- various diet related research 

Published by the Department of Health, Education and Welfare, Disease Prevention 
and Health Promotion, and Objectives for the Nation identifies the need to 
accomplish by 1990: 

- increased public awareness of relationship between diet and health by 
50% and use of reliable nutrition information in making food choices 
by 25% to accomplish reduction in: obesity, heart disease, dental 
caries, cancer and poor health among pregnant women and infants 

- an increase of 100% in programs to prevent obesity in primary schools 
- eliminate one of restricted access to food which results in infant and 

child growth retardation 
- labelinq of foods so that consumers can select a diet with their preferred 

intake of salt per day 

Strategies to accomplish these objectives suggested in Objectives for the Nation 
include: 

Educational Measures: 
- larger role for health professionals in providing nutrition 

education 
- comprehensive school health education 
- expansion of public and private efforts to make public more 

aware about diet and chronic disease 

Technological Measures: 
- leaner meat production, 
- fortifying certain food stuffs, 
- producing products lower in fat, salt, saturated fat and cholesterol, 
- adequate labeling and positioning stocked food so that nutritional 

content is readily apparent 
- national nutritional surveillance and monitoring system 
- increased reseach into the role of chronic disease and diet 

Legislative and Economic Measures: 
- HEW recommendations on diet based on a set of dietary quidelines 
- food labeling legislation with regard to salt 
- adjusting insurance premiums to reflect relative risks of group 
- government food purchasing support programs continued 

Objectives for the Nation identifies education and economic strategies as being 
most effective. 

State Policies and Programs 

Legislation 

Chapters of the Code of Iowa related to diet and nutrition include: 

Chapter 178, State Dairy Assoication 
the dairy industry. 

• 

sets up staff and commission to promote 



Chapter 179, Dairy Industry Commission -- sets up staff and commission to 
disseminate information on (among other things): 

- the importance of dairy products in improving public health 
- the harmful effects on public health which would result if dairy 

industry were broken down 
- the possibilities of increasing consumption of dairy products 

Chapter 181, Beef Cattle Producers Association -- sets up employees and com­
mission to aid in the promotion of beef. 

Chapter 183, Swine Producers Association -- sets up commission and staff to 
promote the welfare of the swine industry. 

Chapter 184, Poultry Association -- sets up funds for poultry associations 
throughout the state. 

Chapter 185, Soybean Promotion Board; Chapter 185A, Iowa Soybean Association; 
Chapter 185B, Corn Growers Association; Chapter 185C, Corn Promotion Board -­
also establish state support for their representative industries. 

Chapter 190A, Frozen Desserts -- sets content, labeling and false advertising 
requirements for artificial ice cream products. 

Title X, Regulation and Inspection of Foods, Drugs and Other Articles 

Chapter 191, Labeling Foods and Chapter 189, General Provisions -- establish 
minimum label requirements for wrapped and packaged food. 

Chapter 191A, Food and Beverage Vending Machines -- Provides for licensing of 
vending machine operators if perishable foods are sold. 

Chapter 196A and 184A -- establish excise taxes on turkey and egg sales, if 
producers so vote to fund industrial promotion commission. 

Chapter 257, Department of Public Instruction -- requires that health education 
be taught in grades 1-12. 

State aqencies with nutrition and diet related responsibilities include: 

Programs and their strateqies 

Department of Public Instruction directs the school lunch program for the state 
and provides guidance on layout and equipment for new and remodeled food prepar­
ation facilities in the schools. They also provide some training and quidance 
for those day care centers that receive commodities. I believe some schools 
provide meals for the Title VII (Congregate Meals) Program. 

In November, 1977, Conqress amended the Child Nutrition Act of 1966 to encourage 
effective nutrition education to children participating in the federally assisted 
child nutrition programs. In passing this amendment, Conqress established grants 
to States to develop comprehensive nutrition education and training programs. 

Specific groups to be included in the NETP are: 

1. All children in schools and institutions eligible to participate in the 
Child Nutrition Programs. 



2. Teachers who will be giving nutrition education. 
3. School food service personnel in nutrition education and management 

training. 
4. Development of media for use with children in schools and institutions 

in teachinq nutrition. 

In Iowa the funds of the grant were made available to all schools and institu­
tions in the state for the development of nutrition education pilot projects. 
The centers were given an opportunity to submit a plan and a budget for the 
project for approval by the State office. Fifty-six public schools, four non­
public schools and thirty-four child care centers submitted projects for the 
1978-79 school year. This means that special nutrition projects took place in 
about two hundred sites in the state, reaching approximately 38,000 children. 

Department of Social Services directs and provides consultation to the food 
service departments in mental health and penal institutions in Iowa. They have 
been involved with providing educational programs for some county homes. 

' Commission on Aging implementsthe Title VII (Congregrate Meals) Program . 

Extension Service provide nutrition education to the general public, to some 
Congregrate Meals Programs and to some day care centers. 

Department of Health provides information on nutrition to public health and 
school nurses. Some guidance is provided to Mobile Meal program leaders, and 
a small number of day care centers. Some training is provided to a few Home­
maker Home-Health Aides in Iowa. 

The Nutrition Component of Maternal and Child Health Section provides nutrition 
education for the M & I project at Ottumwa, and are starting to provide the 
C & Y project in Davenport. 

The Nutrition Section provides nutrition education and training to food service 
employees in health care and residential care facilities; consultation to 
dietary consultants and administrators, architects and contractors. Staff works 
with Iowa State University and the Department of Social Services to implement 
three one-week-long short courses each year, for food service employees in 
health care facilities. 

Department of Agriculture 

No one state department provides nutrition education and training for food 
service employees who work with day care centers, Mobile Meals programs, or 
nutrition education for Homemaker Home-Health Aides. 

Staff of the Health Facilities Division suqgested several years ago: The 
establishment of an Inter-Agency Council on nutrition in order to; determine 
exact need, set of objectives; determine groups which could have stronger input 
toward meeting these needs; and oversee implementation of identified needs . 

STATUS GOAL 5: INCREASED NUMBER OF IOWAN S WHO ARE OF THE IDEAL WEIGHT AND WHO 
ACHIEVE IDEAL BLOOD CHOLE STEROL LEVELS. 

SERVICE GOAL 5: THROUGH EDUCATION, FOOD SUPPLEMENTS AND TECHNOLOGICAL MEASURES, 
LOWER THE NUMBER OF IOWANS WHO ARE OVERNOURI SHED, AND DECREASE 
THE NUMBER OF IOWANS WHO ARE UNDERNOURISHED. 

I 



Objective 1: By 1985, food labeling legislation for the nation and for 
Iowa that requires the amount of salt, sugar, fat and satur­
ated fat and calories on all packaged and processed food. 

LRRA 1: ISDH support federal and state legislation to require such 
labeling on such processed food. 

Objective 2: By 1985, assessment of proposal charges in state policies 
toward food production and processing in order to and con­
sumers in choosing diets with less salts, saturated fats 
and sugars. 

LRRA 1: Establishment of a nutrition inter-agency coordinating 
council to oversee and improve effectiveness of state 
level activities related to nutrition and develop an 
assessment of state nutrition policies. 

Objective 3: By 1985, same as other comprehensive health education 
objectives. 

See page _i2 for act ions. 

Objective 4: By 1985, all government funded meal programs in Iowa using 
the nutrition guidelines in "Nutrition and Your Health". 

SRRA 1: Disseminate guidelines to all programs in Iowa. 

LRRA 1: Each state agency sponsor with funded meal programs pro­
viding consultation to those programs to expl ain how to use 
guideline. 
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Exercise 

STATUS 

Indicators 

- exerc ise by reduced health risks 
- exerc i se rates by populations 

Health effects of exercising 

When compared to non-exercisers, people who regularly exercise 15-30 minutes 
at least 3 times a week have: a two and one-half times lower risk of having 
canliovascular disease, which is the leading cause of premature death. In Iowa 
in 1977, about half of all people who died had circulat ry disease as their 
primary cause of death and, a 2-2.25 lower risk of sudden death. Exercisers 
report they have more energy and require less sleep; greater muscle strength and 
flexibility; decreased anxiety, and greater self-esteem. Regular exercise also 
has the psychological benefits of relief from mild depression. 

Many persons who begin to exercise regularly also adopt other healthy behaviors 
such as eating more nutritiously, abandoning smoking and alcohol abuse. Exercise 
is asociated with lower blood cholesterol, higher level of high density lipopro­
teins (associated with lower risk of heart attacks) and lowered blood pressure. 
( 1 ) 

Populations which exercisers 

Iowa specific estimates on the number of people who exercise are not known. 
However, less than 50% of the adu l t population of the United States say they 
regularly exercise (Gallup Poll-1977). Five percent of Americans over 20 years 
of age run. (2) Groups which exercise even less than the rest of the population 
are girls, women, elderly, low-income, rural, and inner city residents. 

For the most part, people in the United States have become increasingly seden­
tary through the century, both youth and adults. 

Over 80% of people in the United States who visit their physicians can't remem­
ber when they last exercised. (3) 

Results of an employee health program 

Data from companies which offer health and exercise programs for their employees 
report declining absenteeism, especially on Mondays. This is thought to be due 
to a generally healthier lifestyle adopted by these people. A health program 
initiated in 1968 by NASA for its employees resulted in participants stating 
that they enjoyed their work more and that they could work harder both physi­
cally and mentally. NASA employees who volunteered to participate in the 
"Health Evaluation and Enhancement Program". The results of a treadmill test 
were first evaluated and on medical history, dietary history, chest x-ray, blood 
work, or and urinalalysis were recorded. An attitudinal survey or perceived 
health status, health concerns and health behaviors was taken of the partici­
pants. Based on the above evaluation prescriptions were written as behavior to 
be changed. Group exercise and individual exercise facilities were available. 



Changed health behaviors were noted at the following rates: 

decreased eating 

good adherers 

47% 

fair adherers poor adherers 

13% 
more selective eating 
increased physical 

43% 
36% 
27% 15% 

active 
more sleep/rest 
smoking less 

43% 
30% 
15% 

24% 
17% 
11% 

12% 
4% 
3% 

Beneficial health effects for good, fair and poor adherers were as follows: 
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- federal policies by program or legislation by barriers addressed 
- state policies by legislation by barriers addressed 

Federal Policies 

The President's Council on Physical Fitness and Sports, with about twenty staff 
people is the primary resource of physical fitness information and program 
consultation at the federal government level. Research is also supported by 
the Public Health Service of OHEW. Head Start, and Title XX Day Care Programs 
both recognize exercise as essential components of child care. 

Federal legislation has been proposed, but not enacted, which would give states 
federal matching money to initiate physical fitness programs. 

Prioritized methods of increasing physical fitness and exercise in Objectives 
for the Nation entail the accomplishment by 1990 a marked increased 1n: 

- exercise programs in the school, workplace and community through greater 
coordination of local, state and federal and voluntary programs for 
all age groups were first evaluated on medical history, dietary 
history, the results of a chest x-ray, treadmill test, blood work, 
and urinalysis were recorded. An attitudinal survey of perceived 
health status health concerns and health behaviors was taken of the 
participants. Based on the above health evaluation prescriptions 



were written as behaviors to be changed. Group exercise and indi­
viduals exercise facilities were available. 

- public education/information and encouragement through mass media, 
school, health care system and community service agencies 

- availability of facilities - public, private, corporate, through 
sharinq existing facilities, public awareness and new construction 

- tax incentives for private sector to maintain physical facilities, and 
reduced health/life insurance premiums for those who regularly 
exercise 

- legislation which encourages national parks, requires school physical 
education, and established state and local councils on physical 
fitness 

- evaluation/research into efficacy of exercise programs (how they moti-
vate, reduce costs in health care system, etc), and survey avail-
ability of exercise program 

State Policies and Programs 

Legislation 

Chapter 257, Code of Iowa (1979) - the teaching of •.• physical education is 
a requirement for grades 1-8 in public schools. Kindergarten programs are re­
quired to offer experiences in the " .. protection and development of physical 
being." In grades 9-12, students are required to participate in physical 
education activities each semester they are enrolled, with a minimum of one-
eight unit per semester. 

Pro9rams and their strategies 

The Highway Patrol of the Department of Public Safety participate in the only 
health program in Iowa for state employees. This program is funded through a 
federal law enforcement grant and is similar in its evaluation and prescriptive 
components to the NASA "Health Evaluation and Enhancement Program." The cost 
per empoloyee per year runs about $80. Regional coordinators provide follow-up 
to assure that patrols are following their prescriptions. While the program is 
effective in producing healthy behaviors, the same program for other state or 
company employees in the immediate future would require funds beyond which are 
available at present. However, a study of the dollars saved through such a 
program may justify more employers initiating such a program. 

Through an ongoing federal High Risk Reduction Grant beginning in FY 1981 the 
State Department of Health, will coordinate a health program for state employees 
in the capitol complex. This grant, which was extended to replace block 314(d) 
grants to states, is part of the few federal 1nitiative to increase preventive 
health services. During the first fiscal year the program will cover only 
health department employees, but the program will be expanded in subsequent to 
cover all employees in the capitol complex. In the first year finds for the 
program will be somewhere between $5,000and $10,000. 

Because of the lack to date of any statewide, private or public, agency to 
coordinate employer, community and state physical education and exercise pro­
qrams, the the extent of local and employer health programs throughout the state 
is not known. However, several larger companies in Iowa cities - such as Blue 
Cross/ Blue Shield, Rockwell International (Cedar Rapids), Townsend Engineering 
(Des Moines), or Rollscreen Company (Pella) offer comprehensive health programs 
for their employees. 



Institutionalized Population ... (haven't finished data collection) 

Other than those proqrams required of persons in licensed health care institu­
tions, state qovernmental programs for physical fitness are limited to those 
sponsored by the Governor's Council on Physical Fitness. The Governor's Coun­
cil, which is composed of 15 governor appointed volunteers, and has no paid 
staff, sponsors an awards program each year in which companies, schools and 
communities which have excelled during the previous year in developing physical 
fitness pro~rams are recognized. The council also sponsors an annual run in 
Des Moines. The governor is requesting of the legislature in FY 1981 a $24,000 
appropriation to staff the Physical Fitness Council. 

Looking at economic incentives for exercise, few, if any, health or life insur­
ance programs offer groups incentives for adoptinq exercise/health programs. 
Insurance companies need the evidence to show them that health programs in fact 
reduce the risk of ill health or death before offering lower and group policy 
rates for the physically fit. 

Outside of the school system and those few larger communities and employers 
which offer physical health education and exercise programs, public information 
about physical fitness is limited. 

Scattered state, local and federal progams, if coordinated, can lead to the 
development of new and better use of existing facilities and resources (parks, 
bikeways, fitness trails). The funding of a state program to coordinate such 
federal and state resources is neededo 

STATUS GOAL 6: INCREASE THE PERCENTAGE OF AT RISK POPULATIONS, THE ELDERLY, 
WOMEN, AND LOW INCOME WHO REGULARLY EXERCISE. 

SERVICE GOAL 6: THE COORDINATION AND GREATER AVAILABILITY OF STATEWIDE 
PHYSICAL ACTIVITY PROGRAMS AND IMPLEMENTATION OF OTHER STRA­
TEGIES, (EDUCATIONAL AND ECONOMIC) IN ORDER TO INCREASE THE 
PERCENTAGE OF IOWA'S POPULATION WHO REGULARLY EXERCISE. (NOW 
ESTIMATED TO BE LESS THAN 50%) 

Objective 1: By 1985, a staffed program available in state government to 
coordinate and provide consultation to local health/exercise 
proqrams. 

SRRA 1: During FY 1981, SDOH implement health program for its 
employees. 

Objective 2: By 1985, at least two health or life insurance companies 
offering employers and employees with effective health 
programs discounted premiums reflective of those groups' 
increased health. 

Objective 3: By 1985, four more major companies having health/education 
exercise programs. 

LRRA 1: SDOH or Governor's Council on Physical Fitness will inven­
tory in Iowa health programs in workplace. 

LRRA 2: Passage by legislative of governor sponsored appropriations 
for funding staff position for the Council on Physical 
Fitness. 

.... ,-
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Stress Control 

STATUS 

Indicators 

- precipitators of stress by kind 
- stress by kind, by behavioral response or illness 

A 1978 study of the Presidents Commission on Mental Health estimates that, at 
any point in time, up to 25% of the population is under stress sufficient to 
produce mild to moderate anxiety, depression, or more severe and long term 
affective disorders. The Commission also estimates that at any one point of 
time, at least 15% of the population could benefit from mental health preven­
tive or treatment services. The effect of stress on individuals is a factor 
not only of the intensity of the stress itself, but, of the coping skills 
(ability to respond) of the individuals, and of the other social environment/ 
situations/ relationships which individuals experience . 

Factors precipitating stress 

Situations of the social environment which contribute to stress and people's 
inability to cope with stress include poverty, unemployment, and institution­
alized discrimination. Poverty, unemployment and institutional discrimination 
are inturn related to: race (minorities), sex (females), social class (un­
skilled laborers), age (the young and very old), and mental capability and 
previous psychological treatment. 

Other social environments - those of accelerated social change are related to 
high stress, and so require special coping skills or changes in the social 
situation so that their dama9ing effects are diminshed. These accelerated 
social change situations include: uprooting - displacement of the old and 
young, migration from rural areas and resettlement in urban areas; dehuman­
ization of instititions - fewer personal contacts with other people; and, the 
spread of innovation - mechanization and technology applied haphazardly alien­
ates workers from their work and co-workers. (1) 

Teachers follow only air traffic controllers in the magnitude of job related 
stress which they experience. 

Behavioral response to stress 

Epidemiological studies of health status indicate that accelerated economic 
social chanqe is tied to increased (2): 

. - crime 
- mental hospital admissions 
- mortality from suicide, and homicide 
- morbidity from cirrhosis of the liver, cardiovascular diseases, and 
- renal disease 

Suicide is the ten 
causes of years of 
TABLE 1 on p.5'7). 
years of life lost 

leadinq causes of death in Iowa. Of the nine 
life lost among persons less than 75 years of 
Suicide ranks fourth highest, accounting for 

among persons under 75 years of age. 

• 97 

leading 
age (See 
5.7% of all 
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Iowa's rate of suicide (in 1977 it was 11.4 per 100,000 population) is less 
than the national rate. However, for young Iowans, the rate of suicide from 
drug overdose exceeds the national rate. 

Three hundred forty three Iowans killed themselves in 1978. In general, 
suicides rates nationally and in Iowa increase as do many of the ten leading 
causes of death, with age. There was one suicide among the 5-9 year olds 
and 48 suicides among persons 40 and older in 1977 in Iowa. However 20-24 
year olds have rates higher than 25-30 years olds in Iowa. Among persons 
less than 75 years of aqe the suicide death rate is 11.3/100,000 population. 

Suicide is the second leading cause of death 
age 15-24 in Iowa, second only to accidents. 
than 25 account for 20% of all suicides. 

among teenagers and young adults 
Teenagers and young adults less 

Nationally, firearms, the most frequent weapon used in suicide, are used four 
times as often as poisons, the second leading means of suicide. (4) 

Homicide, while among the ten leading causes of years of life lost nationally, 
was not among the leadinq cause of years of life lost before age 75 in Iowa in 
1977. Sixty-five Iowans were murdered in 1977, for a death rate of 13/100,000 
population. Homicide reflects not only an individuals emotional illness, but 
his or her social, economic, and physical environment which contribute to an 
individual's choosing to murder. 

Nationally, murder accounts for 10% of all deaths among adolescents and young 
adults. Over 20% of the murders in this country are between relatives or 
friends, and another 40% are between acquaintances. 

Healthy People the Suregeon's Report on Health Promotion and Disease Prevention 
says: 

"Many factors undoubtedly are involved in our high homicide rate. 
Economic deprivation, family break-up, the glamorizing of violence 
in the media and the availability of hand-guns all are important. 
Firearms, the most frequently used homicide weapon in the United 
States, were involved in 63% of murders occurring in 1977, with 
handguns used in half and cutting or stabbing weapons employed in 
18 percent 11

• 

Homicide is more common among the poor, and is associated with substance abuse. 

During 1978, 6,565 cases of child abuse were reported in Iowa. Of this reported 
number 30% were determined to be actual abuse. 

While some stress may be healthy, making social change more human as well 
as increasing the coping skills of individuals holds the greatest promise of 
decreasing morbidity and mortality associated with stress. 

SYSTEM 

Indicators 

- federal policies by programs, by barriers addressed 
- state policies by legislation by barriers addressed 

• 
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Federal Policies 

The Department of HEW sponsors a large number of projects directed at one or 
another of the components of stress manaqement. Some of the current efforts 
involve such hioh-risk situations as suicidal behavior among vulnerable groups 
(e.g., college youth), but most of the activity seems to relate to specific 
practices (e.g., symptom recognition, compliance with health regimens, appro­
priate care seek ing, and personal, self-detection). 

Several Public Health Service health promotion programs have attempted to 
incorporate stress management, coping/adaptation, and self-esteem as target 
areas. National Institute of Drug Abuse in particular, has attempted to 
develop these approaches for youthful drug users. Fostering innovative ap­
proaches, such as self-care, would be one means to increase PHS activities 
in these related behavioral areas. 

National Institute of Mental Health (NIMH) has supported numerous projects 
in different situations of stress of unusual difficulty among vulnerab le popu­
lation groups (e.g., decision-making in high-risk situations). 

The goal of facilitating and strengthening coping skills and positive mental 
health abilities has been implemented in NIMH projects through a focus on 
self-esteem variables (e.g., sense of efficacy, competence, ego strength). 

Various Office of Human Developement programs are designed to help people 
under stress manage their problems and cope with their environment. The 
programs attempt to prevent physical and mental illness and to promote posi-
tive lifestyles. Head Start and Tilet XX services encourages the development 
of sound health habits that can help the individual cope with problems of 
qrowing and developing. Title XX services also help with such problems as 
delinquency, teenage pregnancy, drug and alcohol use, droppinq out of school 
and the disintegration of the family. To help families cope and adapt under 
modern conditions of stress, ACYF funds research and demonstrations related to 
the cause and prevention of child abuse and neglect. Administration and Aging 
provides services to help solve the problems of elderly persons under stress. (3) 

Earlier in this chapter, primary, secondary and tertiary prevention are defin­
ed. Primary mental health prevention "encompasses those activities directed 
to specifically identified high risk groups within the community who have not 
been labeled as psychiatrically ill and for whom measures can be undertaken to 
avoid the onset of emotional disturbance and to enhance their level of positive 
mental health. Programs for the promotion of mental health are primarily edu­
cational rather than clinical in conception and operation. Their ultimate goal 
is to increase people's capacities for dealing with crises and for taking steps 
to improve their own lives". 

Leon Eisenberg and Delores Painon in "Strategy for the Prevention of Mental 
Disorder", state: 

Primary prevention of psychiatric disorders has been called an unrealis­
tic goal even in recent years. It has been viewed pessimistically because 
of the belief that social overhaul is necessary to achieve successful 
prevention of these disorders, that prevention is not cost-effective, that 
prevention is impossible without substantial knowled~e of disease etiology 
of mental disorders or even that the causes are not subject to intervention. 
However, the public health record amply demonstrates that complete under-
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standing of the etiology is not necessarily requisite to successful pre­
vention. (9) As for cost-effectiveness, one quarter of all hospital beds 
are occupied by patients diagnosed as schizophrenics. The cost of long­
term inpatient care far exceeds the cost required to implement secondary 
prevention programs by providinq prompt and effective outpaitent treatment, 
as will be noted later. 

In Objectives for the Nation, federal measures to be accomplished by 1990 are: 

- an enlarged knowledge base through rigous scientific inquiry about 
stress and stress management 

- determine level of stress knowledge and control technique used in 
U.S. population set objective to increase knowledge and use of 
effective techniques 

- double number of employees reached through work based educational 
programs in largest 100 firms 

- a minimum of 6 hours instruction in medical schools at understanding 
pathophysioloqy of stress and its management 

- increase of 20% the patients in organized health care programs to 
who educational programs in stress control are offered. 

State Policies and Programs 

Legislation 

- Chapter 257.25 (Code of Iowa 1979) requires health education "including 
an awareness of physical and mental health needs" for grades 9-12. 

- Chapter 225 B, Unified State Mental Health Agency, Chapter 226, State 
Mental Health Institute, Chapter 227, County and Private Hospitals 
for Mentally Ill, Chapter 229, Hospitalization of Mentally Ill Per­
sons, Chapter 230, Support of the Mentally Ill, and Chapter 230A. 
"Community Mental Health Centers" contain state policies on mental 
health services. However, these policies on mental health have few 
references to preventive programs. Chapter 230A, Community Mental 
Health Centers list "collaborative and cooperative programs and 
services with public health and other groups for prevention of mental 
illness, emotional disorders and other deliberating psychological 
disorders" as one of the services a center must provide if it wishes 
to provide a "comprehensive community mental health program". However, 
no center need provide comprehensive services unless it so chooses. 

The extent and analysis of the problem of mental health preventive services in 
the state is contained in the Primary Care Chapter of this State Health Plan. 

Programs and their strategies 

State programs with regard to stress control in the work place, and other social 
situations which are of high stress are not known, and should be researched as 
part of assessing work-based health programs. 

Menta 1 . . s, s , n 
Pub 1 i c 
1979) . 

health education and stress control was not found to be an area of empha­
the schools offering health education, as summarized in the Department of 
Instruction's Comprehensive School Health Education Final Report'' (October 
The Task Force Report recommends that comprehensive school health educa-



tion outcomes measures include student's ability to "analyze values which con­
tribute to the development of personal and social maturity and successful inter­
personal relationships. 

Instead, personal health, nutrition, safety and first aid, family life and 
sex education and substance abuse were most emphasized. 

STATUS GOAL 7: INCREASED ABILITY AMONG IOWANS, PARTICULARLY THE UNEMPLOYED, 
YOUNG, AND OLD TO COPE WITH HIGH STRESS SOCIAL SITUATIONS AND 
DECREASED INCIDENCE OF HIGH STRESS SOCIO-ECONOMIC SITUATIONS. 

SERVICE GOAL 7: THE AVAILABILITY OF PROGRAMS THAT ENABLE IOWANS TO LEARN 
COPING SKILLS AND THE IMPLEMENTATION OF TECHNOLOGICAL AND 
ECONOMIC STRATEGIES IN ORDER TO DECREASE IOWANS STRESS DUE 
TO ACCELERATED SOCIAL-CHANGE. 

Objective 1: By 1985, 5 major employers in Iowa implementing stress 
management programs as part of a work based health program. 

LRRA 1: See action steps under objective 3 on page CfS. 

Objective 2: By 1985, for one occupation of high stress in Iowa, creation 
of an employer, worker and government volunteer committee to 
identify or implement strategies to make work more reqarding 
and less stress producing. 

LRRA 1: SDOH staff will contact worker organization and employers to 
determine interest in particular profession. 

Objective 3: By 1985, at least 25% or 110 of the 447 local school dis­
tricts offering comprehensive school health education, as 
defined in the 1979 Comprehensive School Health Education 
Final Report. 

See actions on page -':ff_. 

Objective 4: Maintain a level of four community education workshops per 
month at each MHI. 

SRRA 1: Staff at MHI's continue current outreach for community 
education. 

Objective 5: By 1985, fifteen Community Mental Health Centers providing 
federally definded comprehensive services, including preven­
tive education services. 

LRRA 1: The three HSAs and the State Health Department will work 
with the Iowa Mental Health Authority and the Regional 
planning Groups to bring about more comprehensive services. 

LRRA 2a: Statewide substance abuse/mental health planning bodies work 
with AEAsto determine the types of mental health prevention 
programs needed by school children and adolescents . 

• 
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Hazardous Agents 

STATUS 

Indicators 

- hazardous agents by amounts, by kind, by 
- hazardous agents by morbidity, by place of exposure 
- hazardous agents by barriers to identifying them 

Generally, the Code of Iowa, (1979) Chapter 4558.110, and the Environmental 
Protection Agency define hazardous agents as substances which cause or signi­
ficantly contribute to an increase in death or in illness, or which pose a 
substantial danger to human health or to the environment. A hazardous agent 
may be: toxic (such as metals, salts, acids, radioactive materials), which 
by contact with or accumulation in the body produce anatomical, physiological, 
or biochemical changes in people; corrosive, which by contact cause visible 
and destructive changes in human skin or in other materials through chemical 
processes; flammable or explosive, which produce irritation fumes and burns; 
or, infectious, (bioloqical agents from sewage, laboratories, health care 
facilities, etc., are discussed in another section,beginning on page/Jj). 
Many hazardous agents which are corrosive, flammable, or infectious are also 
tox·ic. (1) 

The amounts of hazardous agents 

The quantities of hazardous agents which industry in Iowa, including the health 
care industry, manufacture, use and dispose of are staggerin . In Iowa, from 
industry, liquid and solid hazardous wastes alone (not untr hazardous agents 
manufactured and used) amount to 35 million gallons of liquid and 600,000 tons 
of solids or 531 pounds per person per year. (2) 

Little is known about the amount and kind of toxic agents which are produced and 
used each year. Although, the information will be counted as part of the inven­
tory of toxic wastes stored and produced in Iowa now required of the Department 
of Environmental Quality. 

Each year about 63,000 chemicals are commercially produced in the United States, 
and well over 1,000 new chemicals are begun to be commercially produced each 
year. People can now synthesize over 4,000,000 chemicals. (3) 

While not all of these chemicals are hazardous, many are and many enter the 
market before their effects on health are known. 

Health effects 

Hazardous agents and possible hazardous agents are a growing concern to Iowans. 
But researchers draw conclusions about how hazardous substances---human made 
and natural---with difficulty. Conclusions are difficult to reach, particu­
larly for toxic substances, because of: the long time between exposure and 
onset of il]oess_{the ~ffeJts of exposure to such toxic agents or radioactive 
materials and polychorinated biphenyls are generally delayed and chronic rather 
than acute); financial and political barriers to testing prioi to marketing; 
and, poor methods of tracking persons exposed to hazardous substances. (4) 



.. owever, definitive evidence links cancer to at least 20 hazardous substances, 
and strongly associates at least 2,300 others. (5) 

Places of exposure 

Iowans are most likely to be exposed to known and suspected hazardous agents in 
the workplace, in their drinking water, in their food, in the air they breathe, 
or as part of health care treatment and diagnosis (mainly radiation). Work 
related injury and illness represent a major distinguishable Rlace of exposure 
and so are contained in a separate section beginning on page lib. -

In the water and land 
~ , 

\\ Hazardous agents in our drinking water come from such "non-point 
II 

sources as 
.M run-off from and percolation through land after application of certain agri­
y• cultural chemicals and run-off and percolation from waste disposal sites; and i from such "point sauces" as discharge from solid waste treatment facilities and 

~~ industrial discharge. Although certain aqricultural chemicals which are now 
"(\ used or which have been used in Iowa are proven or suspected hazardous agents 

(chlorinated hydrocarbons such as DDT are now banned but their residues remain), 
documented links to health problems in the general population of Iowa through 
drinking water contamination are scarce. One study in the Journal of Iowa 
Medic · Dr. DeKracy (1979) shows that Iowans in the communities of 

'-,~lw.w.~~--~a...:O~t~t~u~m~w~a_,,which take their drinking water largely from the Des 
01nes River or o er owa rivers that have elevated parts of dieldrin (a chlor-

inated hydrocarbon) have unexpectedly high rates of lymphoma when compared to 
Iowans in the communities of Keosauqua and Oskaloosa which take their drinking 
water from deep wells or rivers with low dieldrin levels. Lymphoma rates in 
Ottumwa and in other communities which drink from the Des Moines River rose 
during the 1960s when dieldrin was widely used. (6) 

The Department of Environmental Quality (DEQ) estimates that depending upon soil 
conditions up to 20% of the pesticides applied to Iowa fields is delivered to 
surface waters. (7) Pesticides used in the United States contain up to 1,500 
different chemicals. Pesticide run off then becomes significant since about 
75% of Iowa's land is cropland. 

Percolation and run-off from stored hazardous wastes to drinking water poses 
a health problem not only in their kinds of but in the task of containing the 
huge amount of hazardous waste Iowans produce each year. The solid and liquid 
hazardous agents which are produced each year, could if placed in fifty-five 
qallon drums side by side line the entire boundary and the northern edge of 
Iowa twice. Of the 531 pounds of hazardous waste produced per person each 
year: 

11% is shipped out of state 
- 9% is dumped into sewer systems 

14% is recycled; and 
- 65% is stored at dump sites, and 
- 1% goes to sanitary land fills. (8) 

The National Wildlife Federation ranked Iowa (prior to enactment of H.F. 719, 
Chapter 455) 18th from the bottom in states with regard to effective management 
of hazardous wastes. (9) A 1976 study commissioned by DEQ found that 14% of 
these wastes were flammable, 76% corrosive, 5% unclassified, and 2% toxic. This 
2% toxic wastes amounts to 13 pounds per Iowan per year. (10) 



No one knows the all of the kinds and quantities of hazardous wastes at dumps 
in Iowa, or the extent to which these wastes have contaminated drinking water. 
However, arsenic, lead, zinc, mercury have been detected downstream from dump 
sites at Charles City and Orange City. DEQ has prioritized 10 sites needing 
further attention as they pose potential health problems. (11) Rates of cancer 
and other chronic conditions in communities downstream from these hazardous 
dumps, compared to the general population is not known. (9) However, lead 
poisoninq, mercury poisoninq (through the food chain), arsenic poisoning 
(arsenic is also a known carcinogen), cadmium poisoning, and chromium poisoning 
are known results of ingesting food or water highly contaminated with these 
che1nicals. (13) 

In the air 

The most prevalent air born hazardous agents of health concern which the 
Environmental Protection Agency requires the State to monitor are: 

- sulfur dioxide-from industrial waste and coal burning; 
- nitrogen dioxide-from industrial waste, 
- carbon monoxide-from internal combustion engine exhaust; 
- ozone monoxide-from internal combustion engine exhaust; burning 

and other pollutants; 
- particulates-from internal combustion engine exhaust; road dust, 

and industrial waste; 
- lead-from internal combustion engine exhaust; 
- hydrocarbons-from internal combustion exhaust; and industrial 

burning. 

The illnesses with which these pollutants are associated. 

Pollutant 

sulfur dioxide 

nitrogen dioxide 

carbon monoxide 

ozone 

particulates 

lead 

hydrocarbons 

Disorder 

aggravates empheysema, bronchitis; asthma, irri­
tates senses 

same, impairment of lung defenses, such as most 
cells .,.. 

impairs exercise tolerance for p~ons with cardio­
vascular disease, impairment of central nervous 
system 

impairs lung functions, possible acceleration of 
• aging 

em~ysema, bronchitis, possibly contributable 
<-J' to ~gy of lung cancer &ti oln~ I 

anemia, impairs ~~~in and po'ih~rin synthesis 

sensory irritation h hf 

The 1977-78 Annual Report of the Department of Environmental Quality states: 
"The air above 90% of our State's land will not harm people and property. 
However, aprroximately 45% of our population lives and works in the remaining 
10% - the urban areas - where our air does not meet \ quality standards". 

CA_,\ ( 
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The seven air pollutants monitored by DEQ are judged by two sets of standards: 
primar which sets levels of pollution above which human health is threatened; 
a res rengen secondary standards, which set levels of pollution above 
which plants, animals and property are threatened. 

In 1978, places wfiere primary or secondary standards were violated include: 
for sulfur dioxide - Dubuque and Des Moines; for ozone - Cedar Rapids, Council 
Bluffs, Davenport and Des Moines; for particulate - 12 cities; and, for carbon 
monoxide - Des Moines. Levels of these pollutants has remained relatively 
constant over the past three years. 

No known studies relating these seven pollutants to incidences of specific 
diseases and deaths in Iowa are known. 

Radiation - natural background and human-made 

Repeated exposure to ionizing radiation (depending upon the dosage, QnP---'""---­
biology, and environmental factors) is linked to cancer of th0Paranasal and 
mastoid sinuses; pancreas; brain; stomach; breast; salivary glands; thyroid; 
GI tract; bronchus; lymph tissue; and to leukemia. Exposure to high levels of 
ionizing radiation can cause not only cancer, but genetic abnormalities in 

---;;;--- proqe~y, as well as other somatic illnesses. The very young and fetuses are 
particularly vulnerable to the effects of high level radiation. Generally, 
researchers agree that the commensurate increase in the risk of injury. Unne­
cessary exposure to ionizing radiation increased peoples risks of chronic 
rather than acute conditions. 

To keep human made exposures to ionizing radiation as low as possible is essen­
tial and of top priority. 

About 50% (80-270 millirens) of the 160-450 millirems of ionizing radiation to 
which Iowans expose themselves each year is from human-made equipment. Human­
made sources are more easy to modify and to reduce then are natural sources of 
ionizing radiation. The natural ionizing radiation to which Iowans expose 
themselves is from direct exposure to environmental radioactive elements, diet 
and cosmic radiation. 

Of the 80-270 millirems of human made ionizing radiation to which Iowans expose 
themselves approximately 90% is estimated to come from medical x-ray equipment, 
and 10% is estimated to come from nuclear fallout, discharge and waste from 
nuclear power plants, emanations from television receivers and luminous dials. 
Approximately 90% of the total exposure from human made ionizing radiation 
comes from medical x-ray equipment. A siqnificant fraction of the x-ray dose 
attributable to medical and dental procedures could be reduced through the use 
of hiqh speed films, shadow shields, and collimators; and through limiting the 
use of the x-ray n1achine operation to qualified personnel. With an estimated 
6,000 medical and dental x-ray sources in Iowa, a reduction of unnecessary 
exposure in the healing arts is a prime concern. While the risk of exposure to 
ionizing radiation is offset by the benefits people qain, and the probability 
that such effects will occur, unnecessary exposures place both health care 
workers and clients at uncalled for risks. 

Another, sort of radiation, nonionizing which primarily interacts with matter in 
a mode other than ionizion is also a health concern. Conjunctivitis, keratitis 
and skin cancer can result from high exposure. Nonionizing radiation may be 
produced by microwave ovens, lasers, ultrasonic cleaners, ultra violet light 

· lOG 
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(natural~ human made) and medical diathermy. Regulation of human rnade sources 
and health education regarding both natural and human made(Z~J sources and how 
to avoid the ill effects 114', can prevent the sickness precipitated by chronic 
exposure to non ionizing radi at ton-. - ( _ 
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SYSTEM 

Indicators 

- federal policies by enabling legislation by programs by strategies 
- state policies by enabling legislation by barriers addressed 

Federal Policies 

General water quality and drinking water 

Clean Water Act of 1977 - The Environmental Protection Agency is to set up 
standards for four discharges and issues permits to achieve fi shable and 
swimmable water. For hazardous spills, EPS is to develop national cont ingency 
plan to coordinate spill response, level penalties and recover costs. 

Safe Drinking Water Act of 1974 - Creates national standards for safe drinking 
water and controls injection of hazardous substances underground which could 
contaminate aquifers used for drinking water. 

Food, medical equipment 

Food, Drug and Cosmetic Act of 197 (P.L. 75-717) 
Sets standard for contarr1inant is food for interstate commerce; bans unsafe 
foods. The Food and Drug Administration's National Center for Toxicological 
Research test substance for carcengogenicity and mutagenicity. The FDA houses 
a Nuclear Medicine Laboratory and Bureau of Radiologic Health which investi­
gates hazardous of nuclear medicine, and investigates the health effects of 
microwaves, light, and sonic radiation. Other Bureaus include Food (FDAs 
lagest), of Drugs, and of Medical Devices. 

Pesticide 

Federal Insecticide Fungicide and Rodenticide Act (amended in 1975) - requires 
registration and classification of all pesticides. 

Chemicals 

Toxic Substances Control Act of 1976 - Gives the EPA power to prevent chemical ~~ 
substances from entering the environment before these substances tjreatened 
human health. Requires: EPA to inventory commerical chemicals to identify and 
test potential hazards; all chemical companies to report certain information 
and to give prior notice before using commercially new chemicals; EPA to control 
chemical substances found to pose an unreasonable risk. 

Waste disposal ____ ,_ --- Of 
Resource Conservation and Recovery Act of 1 76 - Establishes standards for l 
producers, transports, and disposal sites of hazardous wastes. 

I 



Air quality 

Clean Air Act of 1970 - Mandates EPA to set emission standards for seven air 
pollutants. 

Nuclear waste 

Atomic Energy Act - Licenses and sets standards for nuclear energy waste 
and waste disposal. 

The Department of Health and Welfare (DHW) funds lead based poison control 
programs; and sanitation and pesticide control program through the Health 
Services Adminsitration Community Health Center and migrant health centers. 

The National Cancer Institute of OHW surveys cancer rates in geographic areas 
in searching for possible new sources of cancer. The National Institute of 
Environmental Health and Safety works on prediction, detection and assessment 
of environmentally caused diseases and disorders. 

Regulatory, educational and economic strategies 

Most of the policies of the nation for hazardous agents are regulatory. 

A draft of Objectives for the Nation (DHEW 1979) identifies the following 
barriers to effective regulation at the national level: 

- reactive rather than anticipatory control of rapidly changing 
industrial production 

- regulatory agencies promoting the industry which they regulate 
- lack of reconciliation between the increased consumption with the 

social goal of health protection, court legislative and adminis­
trative decisions regarding regulation are unpredictable 

- inadequate funding 
- agency delays on establishing regulations and compliance schedules 

Objectives for the Nation suggest that by 1990: 

- Toxic agent emergency response teams be established 
- central national clearinghouse for surveying agent/illness relation-

ships, and a registry for all national data on hazardous agents is 
air, food, and water 

- the state of the art for identifying hazardous agents in epidemiology, 
animal testing, in-vitro tests, and chemical structure, biological 
activity relatipJJ..ships be improved greatly 

- with regard to edua~ion: health care providers, industrial managers, 
consumers and workers should be fully informed of the toxic sub­
stances to which they are exposed, the health hazards, and how to 
control their exposure to these toxic agents 

- with regard to regulatory efforts: standards for all groups of toxic 
agents should be enforced; all regulatory efforts should be coor­
dinated; the Toxic Substances Control Act should be fully enforced; 
content use and disposal labeling complete on commercial hazardous 
agents; past hazardous disposal sites should be detoxified; opera­
tional standards for health care exposures to toxic agents; replace­
ment of high acute toxicity pesticides with safety substances prior­
ity 10% most hazardous in use each year; OSHA field regulation of 
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pesticides (Aqriculture now has authority); mobile monitoring of 
qasoline and diesel vehicles; beginninq with HMO's clinical leader­
ship set up monitoring standards for environmental disease; and FDA 
continue to ban (or with some discretion ban) carcinogenic food 
additives. --. 

with regard to economics: sufficient penalties to [inc~n~ people to 
. ---abate polluting; tax incentives for industry to reduce pollution; 

tort suits and injunctives relief for exposing consumers, workers 
and public to toxic agents; and strict liability for industrial 
waste disposal 

- with regard to services and adequate screening treatment and, 
- with regard to technology; continued development of new method of 

reducing pollution. 

State Policies and Programs 

Legislation 

Water quality and drinking water 

Chapter 4558.30 - 74, Code of Iowa (1979)- Authorizes the Depadrnent of Envi­
ronmental Quality to prevent abate or control water pollution and to conduct 
a public water supply program including establishing standards for effluent. 
DEQ is also authorized to classify water treatment plants and water distribu­
tion systems and certify operations and distribute sewage works construction 
fund monies. 

Food 

See Nutrition Section Page~ Chapter 189 - Food, Drugs and Other Articles 

Pesticides 

"Pesticides", Chapter 106, Code of Iowa (1979) - Gives the Department of 
Agriculture job of certifying commercial applicators, dealers, and registra­
tion of pesticides sold in Iowa, filing of pesticide related injury complaints 
confiscation of misbranded or adul1erated pesticides, and provides for penal­
ties of misdlmeanor for violations.l______t 

Chapter 4558.130-137 - Establishes Chemical Technology Commission hether DEQ 
which is: to collect and analyze information relating to toxicity qf use of 
and alternatives to agricultural chemicals, and to coordinate for agricultural 
chemical various state agency responsibilities; including the sale, transport 
and disposal; to restrict as necessary sale and use of agricultural chemicals; 
and to requiring reporting of suspected livestock poisoning. 

Chemicals 

See pesticides above. State agency responsibility with regard to the federal 
Toxic Substance Control Act are not known. 

Waste disposal 

Chapter 4555.76 - 83, Code of Iowa (1979) - Requires cities and counties to 
establish and operate program for solid wastes; sets up Solid Waste Disposal 
Commission within DEQ for hazardous wastes. 

I 
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Air quality 

Chapter 4558.10 - 29 - Gives DEQ regulatory responsibility for air contami­
nation. 

Nuclear wastes 

Chapter 455B.85 -94 - Establishes within DEQ authority: to regulate transpor­
tation, storage, handling and of radioactive material, except medically used 
radioactive materials; to license nuclear waste disposal sites. 

Chapter 136C, Code of Iowa (1979) - Regulates per the State Department of Health __ W'I) 

radiation producing medical equipment and materials used in Iowa. ___ - - ' - ---- -----
Chapter 136B, Code of Iowa (1979) - Creates ( Inter-Agency Coordinating Council 
to develop a state radiation safety plan and evaluate and coordinate the radia­
tion safety rules proposed or promulgated by member agencies. 

Hazardous conditions 

Chapter 4558.110 - 120 - Gives DEQ responsibility to advise local and state 
agencies on hazardous conditions, to develop a hazardous conditions contingency 
plan, to provide for removal of hazardous conditions. In the case of spills, 
agricultural pesticides and fertilizer are exempt as are air water quality 
conditions, over which other state agencies move responsibility. 

Programs: regulatory, educational and technological strategies 

Water quality and drinking water 

· To date, OEQs work to remediate and maintain the general quality of Iowas 
streams and lakes centers foremost aft municipal and industrial pollution sources. 

~ lt>'l" 
( Although, DEQ recognizes non-point pollution from agricultural lands as a major 

problem. The agency has set minimuim waste control standards for animal wastes 
from feedlots, and publi~shed suggestion for the 208 Program for "Best Manage-
ment Pr act ice". 4 
Between 1974 and 1978, 115 of the municipalities in Iowa built sewage treatment 
plants: Three hundred and forty-five of the approximately 950 other cities are 
developing or planning to develop waste water treatment facilities. Only about 
79% of Iowa's industries provide proper waste water treatment. During FY 1978, 
twenty-one re\ferrals were made to the State Attorney General for effluent 
violations from waste water treatment facilities. But only three industries 
were fined at total of $112,500 for water pollution violations. 

A draft of priority environmental concerns on which citizens are to input and 
on which DEQ is to reach agreement with EPA as a method of negotiating federal 
grants awarded the state names the following continued problems. 

- contamination of streams and lakes from non point source pollution 
- lack of state and EPA established criteria for sediments 
- failure to construct municipal waste water treatment in a timely fashion 

results in continued water degradation 
- major municipal and industrial discharges are not being properly operated 

causing water quality problems 

ilO 



- discharges from feedlots are contributing to considerable quantities of 
chemical and bacteriological contamination to the waters of the state 
(Only 12% of the discharges requiring state permits have applied and 
received permits) 

- information in the Discharge Monitoring Reports is of questionable 
quality which creates the possibility of environmentally unacceptable 
discharges 

- incompatabile industrial discharge into municipal treatment works may 
be causing water quality problems .J..~,, 

- certain areas of the state have high nitrate in groundwater~es~nts a 
health and economic hazard 

- nitrate levels in groundwater exceed drinking water health standard , 
- groundwater is being or has the potential of being contaminated by 

agricultural and other sources of pollution 
- a number of public water supplies having levels of radion~clides that 

exceed the public health standard ------U 
\:,-___ -_f_l_ouride concentrations are~acceptabl~in some supplies 

DEQ began i plementing the Safe Drinking Water Act in September of 1977. Under 
this Act local water supplies must inform the public when violations of water 
standards occur and assist people in taking precautions during violations of 
quality standards. A Model State Information System is being_de3j_g_ned to _____ __._ 
monitor compliance of the 1nore th an 825 ( serv((i ng 72% of Iowas population) 
municipal water supplies. In the state there are more than 3000 community and 
non-community water supplies. Specific problems regarding the Safe Drinking 
Water Act's implementation are not known. 

Hazardous wastes 

Only in 1979 did the state pass legislation, HF 719, to control hazardous waste 
dumpin9 on privately owned land through the granting of permits. HF 719 has 
only begun to be implemented. 

Hofwfevet~ severalflotohpho
1
les exThist in

1 
theh 1

1
egislattiohn whicht~ouldfless~n t

1
the 

1 
-~ 

e ec 1veness o e aw. ese oop o es are e exemp ,on o agr1cu ura --- ·L 
wastes from the act, and the exemption of dump sites which are~ contain only 
"non-hazardous" wastes. Of the two loopholes, the exemption of agricultural 
wastes poses the most significant health threat. 

Apart from these loopholes, the effective implementation of hazardous waste 
control afforded through HF 719 should be apparent within the next five years 
in the lessened contamination of waste downstream from particularly hazardous 
dumps. 

EPA has yet to publish all regulations pursuant to the Resources Conservation 
and Recover Act by which DEQ is to implement HF 719. Initially, 70,000 public 
and private agencies in Iowa will be notified of the Hazardous Waste law and 
5,000 to 10,000 potential generators will be contacted. However, 2/3 of these 
will be exempted from regulation by the various provision of the Resources 
Conservation and Revovery Act. (12) 

The states role in the implementation of the Toxic Substance Control Act is 

Possible priority health problem in Iowa which DEQ and EPA are considering 
including: 

• 

••• 
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- access of hazardous waste pro ucers 

Air quality 

In those 12 communities which have non attainment of some of the seven standards 
for particular pollutants, the federal Clear Air Act requires potential polluters 
to follow an "emissions offset policy." This policy requires that the new pollu­
ters see that existinq polluters in the area reduce their emission by the amount 
which the new polluter will emit if they are to come into a non attainment area. 
Cities which have yet to meet the air quality standards are now making choices 7 
about traffic, mass transportation, motor vehicle inspec~ion in order to compl,V • 
with DEQs standards. State legislation requiring moreCsteringenf)pollut,on con­
tracts on motor vehicles is needed. In communities which now meet all standards, 
new industries must demonstrate how they comply with the communities growth plan 
for manitaining air quality before they build in those attainment communities . 

• 
\ ' f 

DEQ data show (1978) that 90% of all industries in Iowa are,compliance with 
emission standards set for their particular pollutants. Since 1972, DEQ certi­
fied $116 million dollars worth of pollution equipment as tax exempt. 

Problem statements which may be chosen by EPA and DEQ as priority areas for air 
pollution in Iowa are: 

- deterioration of pollution control equipment that has not been properly 
maintained or that is faulty 

- the effects of acid rain was increased coal combustion is unknown 
- asbestos in schools presents a potential health hazard 

Two possible priority problems for noise are also posed by DEQ and EPA: 

- high levels of noise from stationary objects 
) - high levels of vehicle noise in many communities 

Radiation safety 

H.F. 82, which passed in the 66th General Assembly in 1977 and went into effect 
in January 1979, requires the State Health Department to develop a statewide 
proqram for regulating all uses of radiation emitting equipment. H.F. 82 will 
result in the identification of radiation users, the development of operation 
and training criteria, the establishment of minimum equipment safety require­
ments, and limita\n of radiation emitting operation to qualified personnel. 

High energy partic)e accelerators '~e used in physical and chemical _rAsearch 
activities and various industri~t processes. Such accelerators pro~~ hiqh 
energy particles and ionizing electromagnetic radiation. High energy electrons 
are used for future sterilization and for curing of plastics, among other things. 
Accelerators employing hiqh energy heavy particles such as netr,\ons, protons, 
element nuclei,fc., also produce radioactive material by bombarding stable 
nuclides . Q:..,. 
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Regulations pursuant to H.F. 82 have been developed and are expected to be 
promulqated early in 1980. These regulations include provisions for the inspec­
tion of radiation emitting equipment, radiation facilities and operating person­
nel and the development of operating procedures and training criteria for users. 
The scope of these regulations include x-ray machines, accelerators and radio­
active material not under the jurisdiction of the Nuclear Regulatory Commission 
(NRC). Drugs, however, are excluded from H.F. 82 jurisdiction including any 
radio-ph~aceuticals composed of natural or accelerator radioactive material 
which is not regulated by N.R.C. 

It should be noted that the Federal "Radiation Control for Health and Safety 7 
Act of 1968" sets peformance standards for electronic products which, emit the -- .,._ 
life of the equipment, and requirements regarding defects, recall and replace-
ment procedures are stipulated. Equipment manufactured prior to the effective 
date of a standard would be excluded from being required to meet that standard. 
In these cases state control would be necessary to assure equipment safety. 

Eventually as the older equipment is phased out the Federal standards will 
become increasingly applicable. This standard does not, however, prevent 
operator misuse, ina~equate safety precautions, or improper maintenance from 
causing unnecessary exposure to patients or employees. These factors will 
continue to require state control. 

STATUS GOALS 8: DECREASE EXPOSURE TO TOXICANTS IN THE DRINKING WATER, FOOD, 
AIR WHICH IOWANS BREATH FROM HAZARDOUS AGENTS PRODUCED, USED, 
AND DISPOSED~~ _x.--

SERVICE GOALS 8: REGULATORY ECONOMIC, AND TECHNOLOGICAL STRATEGIES SUFFICIENT 
TO EFFECTIVELY REMOVE THE HEALTH THREAT FROM THE ENVIRONMENTAL 
TOXICANTS. 

WATER QUALITY/HAZARDOUS WASTES 

Objective 1: By 1985, a Hazardous Waste Control program fully implemented. 

LRRA 1: DEQ will take steps to educate the general public about 
proper hazardous waste management techniques. 

LRRA 2: OEQ will gather information on the types, quantities, and 
hazards of wastes produced in Iowa. 

LRRA 3: DEQ wi 11 obtain 'i";at i.Qn.>to ~minister RCRA hazardous 
waste program in Iowa. 

LRRA 4: Obtain legislation to close loopholes in HF 719, and develop 
rules for an effective hazardous waste management program. 

By 1985, a state program pursuant to the Toxic Substance 1 Objectiv)y: 
Control Act implemented. ---------- " 

LRRA 1: DEQ will take steps to oH~in delegation to administer TSCA ? 
in Iowa. v"(_ • 

LRRA 2: DEQ will obtain legislation and development for an effective 
hazardous.__ ___ , 

, \ 
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AIR QUALITY 

By 1985, all air quality control programs regionsAat 
the primary national ambient air quality standard. 

Objective 3: least 

LRRA 1: DEQ will continue to work with local governments and indus-
tries to assure compliance by 1985. 

RADIATION 

Objective 4: By 1985, 50% of all radiation emitting equipment ► i'nl compliance 
with state rules. ri 

LRRA 1: By 1981, SDOH will register all radiation emitting equipment 
located in the state. 

LRRA 2: By 1983, SDOH will register all, except practitioners, the 
operators of all diagnostic x-ray machines used in the 
practice of medicine)osteoathy, dentistry, chiropractic and 
podiatry. 

LRRA 3: The SDOH will continue to provide expertise for emergency 
and radiation accident response and participate in emergency 
planning and exercise activities. 
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Occupational Safety and Health 

STATUS 

Indicators 

- injury and illness rates in U.S. 
- toxicants by kind, by source, by disease, by population at risk 
- population at risk by related disease rates 

The Hazardous Agents Section of this chapter contains an analysis of health 
status as affected by hazardous a~ents in our water, food, and health care. 
Here, is an analysis of exposure to hazardous agents in the workplace. 

In "Improving the Quality of Work Environment", P. Lehmann and V. Kalman say 
this about toxicants in the workplace: "Environmental exposures are extremely 
varied, and in many cases their impact is hard to measure ... because most 
chronic diseases develop over a prolonged period. Yet, for one category of 
environmental exposure--those that occur in the workplace--the situation is 
somewhat easier to define and potentially to control. 

"Perhaps the most important characteristic of occupational related diseases 
is that they are almost wholly preventable ... the hazards to which workers are 
exposed are or could be enumerated and measured ... the occupational environment 
can be a laboratory for assessing the potential effects of hazards in the 
population at large." 

Occupational illness vs injuries 

Job related injuries, job related illness (disease) and job related deaths 
are measures of occupational health. Job related injuries are relatively easy 
to count. But, problems arise in the identification of occupational illness. 
These problems are similar to those for other environmental exposures to haz­
ardous materials. Workers move often which makes tracking difficult. Mutible 
exposures in and outside the work environment, such as exposures to tobacco 
smoke coupled both work exposure to asbestos, contribute to illness from hazar­
dous substances. And, many workplace hazardous agents are inadequately tested 
and controlled. 

Injuries 

In the United States each year, about 13,000 workers die, and 9,000,000 workers 
lose work time due to job related injuries. Nationally miners, agricultural 
workers, and construction workers are 3-6 times more likely than other workers 
to die of job related injury. 

Illnesses 

From job related illness, 100,000 American die each year. Detected new cases of 
occupational illness number 400,000 each year. Hazards to health vary with 
particular jobs. Some pesticides workers have infertility rates 2-3 times that 
of the national average. On the job, American Workers use about 34,000 chemicals. 
Of that number, 2,000 are potential human carcenogens. Objectives for the Nation 
(DHEW 1979) estimates that 9 of 10 American industrial workers are not adequately 
protected from at least one of the 163 most hazardous chemicals, and that 20% of 
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all cancer in the United States is job related. In the workplace, some of the 
most common hazardous agents include: 

Toxicants by Related Illnesses and by Sources 

Acrylonitrile Lung cancer, colon cancer 

4-aminobiphenyl Bladder cancer 

Arsenic Poorly differentiated 
epidermoid bronchogenic 
carcinoma, skin cancer, 
scrotal cancer, cancer 
of the lymphatic system, 
hemangiosarcoma of the 
liver. 

Asbestos Asbestosis (pneumoconiosis), 
cancer of lung, GI tract, 
larynx, mesothelioma. 

Auramine Bladder cancer 

Benzene Aplastic or hypoplastic 
anemia, leukemia 

Cadmium Lung cancer, prostatic 
cancer 

Carbon monoxide Neurological and behavioral 
disturbances 

Carbon tetrachloride Liver and Kidney damage 

Chloromethyl methyl 
ether (CMME) 

Lunq cancer 

t 

Manufacturers of apparel, 
carpeting, blankets, 
draperies, synethic furs, 
and hair wigs. 

Chemical workers. 

Workers in the metallurgical 
industries, sheep-dip 
workers, pesticide produc­
tion, copper smelters 
workers, children living 
near copper smelters, 
people living where 
arsenical insecticide was 
sprayed, vineyard workers, 
insecticide makers and 
sprayers, tanners, miners 
(gold miners). 

Asbestos factory workers, 
textile workers, relatives 
of asbestos workers, people 
who live near asbestos fac­
tories, rubber-tire manufac­
turing industry workers, 
miners, insulation workers, 
shipyard workers. 

Dyestuffs manufacturers, 
rubber workers, textile 
dyers, paint manufacturers. 

Rubber-tire manufacturing in­
dustry workers, painters, 
shoe manufacturing workers, 
rubber cement workers, glue 
and varnish workers, dis­
tillers, shoemakers. 

Cadmium production workers, 
metallurgical workers, 
electroplating industry 
workers, chemical workers. 

Miners, workers in the iron 
and steel industry, and in 
gas plants. 

Plastic workers. 

Chemical 
plants 
change 

workers, workers in 
producing ion ex-
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Chloroprene 

Coal tar pitch 
vo 1 at i les 

Coke oven emissons 

Hair spray 

Heat 

Kepone 

Lead 

Leptophos 

Mercury 

2-n apthy 1 amine 

Noise 

Radiation 

Central nervous system 
depression, 1 ung, 1 i ver, 
kidney injuries, lung and 
skin cancer, miscarriages. 

Lung cancer, scrotal cancer 

Lung cancer, kidney cancer 

Chronic lung disease 

Decreased alertness, decreased 
psychomotor coordination. 

Weakness, tremors, numbness, 
tingling, blurred vision, 
tempoary memory loss, loss 
of balance. 

Miscarriage, birth defects, 
defects in hearing, eye-hand 
coordination, anemia, acute 
encepha 1 apathy, "Lead co 1 i c 11 

(abdominal pain), decreased 
male fertility decreased 
muscular strength and endur­
ance, end stage renal disease, 
wrist drop, hostility, depres­
sion, anxiety. 

Weakness, tremors, numbness, 
tingling, blurred vision, 
temporary memory loss, loss 
of balance. 

Nephrosis, pneumonitis, bronchi­
tis, chest pain, shortness of 
breath, coughing, neurological 
and behavioral disturbances. 

Bladder cancer, pancreatic 
cancer. 

Headaches 

Cancer of pa~ansal and mastoid 
sinuses, cancer of the: skin, 
pancreas, brain, stomach, 
breast, salivary glands, 
thyroid, GI organs, bronchus, 
lymphoid tissue; leukemia, 
multiple myeloma!. · l 0 J.. , ) 

Workers in rubber-producing 
plants. 

Steel industry workers, 
alumninum potroom workers. 

Steel industry workers, 
coke plant workers, chil­
dren born of female steel 
industry workers. 

Hairdressers. 

Kepone (insecticide) plant 
workers, agricultural 
workers. 

Lead production workers, 
lead battery plant workers, 
smelther workers. 

Insecticide production 
workers, agricultural 
workers. 

Dental assistants, dental 
hygienists. 

Dyeworkers, rubber-tire manu­
facturing industry workers, 
chemical workers, manufac­
turers of coal, gas, nickel 
refiners, copper smelters, 
electrolysis workers. 

Factory workers, construction 
workers, textile workers. 

Uranium miners, radiologists, 
radiographers, luminous 
dial painters. 
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PERCENT DISTRIBUTION OF OCCUPATIONAL ILLNESSES 
BY CATEGORY OF IL~NESS, 1977 

Category of 
Illness 

Dust diseases 
of the lungs ••••••••••••••• 

P 
• • 01.soning .••••••••••••••••• · 

Respiratory conditions 
due to toxic agents •••••••• 

Disorders due to 
physical agents •••••••••••• 

Skin diseases 
or disorders ••••••••••••••• 

Disorders due to 

Percent 

0 10% 20% 

I c1%> 

II c 2 % > 

IIJJIJIJIIII Ill c12%) :~ 

30% 

, 

40% 50% 

• 
>, repeated trauma .••••••••••• 

111111111111 1111111111111 111111111111111111 < 34%) 

I 
1111!1111111 1111111111111111111111111 1111111 (35%) 

1u-

• 
All other 
occupational illnesses •••.• 111111111111 (9%) 

NOTE: Combined data for the private sector and state and local government. 

TREND OF OCCUPATIONAL INJURY AND ILLNESS 
INCIDENCE RATE, PRIVATE SECTOR, IOWA, 1972-1977 

Incidence Rate 

13.0 

12.0 

11.0 
rs, • 

I 

ion 
• 

ts, 

I 

10.0 I 

1972 1973 1974 1975 1976 1977 

NOTE: Rates exclude mining and railroad activities in 1972 and 1973, railroads 
in 1974, and farms with fewer than 11 workers in 1976 and 1977. 
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Iowans injuries and illnesses - occupations at-risk 

Iowa occupational injury and illness data (1977) show that the hiqhest incidence 
rates for occupational illness and injury per 100 workers are in: (1) 

Manufacturing 
Construction 
Transportation and Utilities 
Wholesale Trade 
Agriculture 

Annual incidence of illness and injury 
per 100 workers 

17.2 per 100 workers 
14.1 per 100 workers 
14.1 per 100 workers 
8.1 per 100 workers 
7.4 per 100 workers 

Separated from occupational injuries, occupational illness is highest in: 

Manufacturing 
Agricultural services and hunting 
Construction 

1 per 100 workers 
.8 per 100 workers 
.4 per 100 workers 

The incidence rate of lost workdays is a measure of loss of time and represents 
the number of lost workdays per 100 full-time workers. (2) While the average 
of lost workdays per lost workday case tends not to reflect minor differences 
in lost worktime, the incidence rate of lost workday does register wider varia­
tions. The incidence rate for total lost workdays in Iowa in 1977 was 55.7 days 
per 100 full-time workers in the private sector and 31.4 days per 100 workers 
in state and local government another measure used to gauge the severity of job­
related injuries and illnesses is the average lost workdays per lost workday case. 
This provides the average length of time an employee was away from work or could 
not perform all regularly assigned duties because of an occupational injury or 
illness. 

Private and public sectors - a comparison 

The average number of lost workdays per lost workday case was 14 in the private 
economy and 11 in the public sector in Iowa in 1977. These averages are each 
down one day from the corresponding figures of 15 and 12 in 1976. (3) 

For reasons mentioned in the first few paragraphs of this Section, chronic 
illness related to work is underreported nationwide and statewide. Data on 
the amounts and kinds of specific hazaardous agents to which workers in Iowa 
are exposed is not published. However, the following chart, released by the 
Occupational Safety and Health Program in Iowa, shows the kinds of illnesses 
in 1977 by exposures to some general classes of occupational hazards. 

In Iowa since 1972, the proportion of injuries to illness of the total record­
able cases of occupational sickness (71,600 in 1976) has remained constant: 
96 injuries and 4% illnesses in the private sector and 97% injuries and 3% 
illnesses in the public sector. 

Private Sector 

During 1977, work injuries and illnesses in Iowa's private sector industries 
caused the loss of a reported 408,663 workdays, or the equivalent of a full 
year's work over 1,600 workers. Over half of all the lost worktime occurred 
in the manufacturing industries. 
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Public Sector 

In the public sector in 1977, a reported 42,213 lost workdays occurred as a 
result of job-related injuries or illnesses. 

Injury and illness rates: Iowa compared to the United States 

In 1977, the incidence rate for occupational injuries and illnesses in the 
private sector in Iowa was 10.0 per 100 full-time workers as compared to a 
rate of 9.2 in the United States. Whereas the national rate increased slightly 
between 1976 and 1977 (9.2 to 9.3), the Iowa rate decreased by 2 percent (10.2 
to 10.0) during the same period. The national rate has registered a slight 
increase in each of the last two years while the Iowa rate has declinded in 
each of the last three years. 

The Iowa rates for 1977 are lower than those recorded nationally in all indus­
try divisions except for manufacturing. National data for the public sector are 
not available. 

The incidence rate for lost workday cases increased between 1976 and 1977 in 
both Iowa (from 3.8 to 4.1) and in the United States (from 3.5 to 3.8). 

Caution is necessary, in comparing the rates for Iowa with corresponding rates 
for other states or for the nation because of variations in the size of firms 
and industries. The proportion of the work force in hazardous industries has 
a direct effect upon the overall rates. Therefore, in making comparisions of 
aggregated data, differences in industry mix must also be considered. 

In 1978 in Iowa 30 of the 76 accidental deaths were of agricultural workers. 
Thirteen and ten of these 76 deaths were attributable to construction and 
transportation workers. (4) 

Farmers at-risk 

Certain cancers - leukemia, prostate, stomach, lymphatic, bone marrow, brain, 
and bone and connective tissue are substantially higher among Iowa farmers 
than the general population. Hazardous agents to which farmers are exposed 
include: 

- certain insecticides, herbicides, fungicide and fertilizers 
- nitrous oxide from silage 
- sulfide from hog confinement units 
- zoonotic diseases transmitted from animal to man including leukemia. (5) 

SYSTEMS 

Indicators 

- federal policies by enabling legislation by strategies 
- state policies by enabling legislation by strategies 

Federal Policies 

See federal policies section of hazardous substances section for descrip­
tion of other related legislation~ 



Occupational Safety and Health Act of 1970 - Requires employers to keep records 
of job related injuries and illnesses; employers to comply with standards pro­
mulgated by the Occupational Safety and Health Administration (OSHA) within 
the Department of Labor. Criteria for standards are developed by the National 
Institute for Occupational Safety and Health (NIOSH) within the Department of 
Labor. The Department of Health and Welfare provides researchers technical 
support and quality control, manpower development for OSHA/NIOSH. 

Federal Mine Safety and Health Act of 1977 - Created within the Department of 
Labor the Mine Safety and Health Administration to establish and enforce 
standards. 

An effective system to protect and promote workers health is one which not only 
improves health and reduces the costs of job related illness, but one which also 
has the support of labor industry, service providers and the larger community. 
Such a system encompasses these elements: 

- Re9ulation - workplace monitoring, safety consultation standards develop­
ment and enforcement 

- Clinical Services - emergency, diagnostic and rehabilitation 
- Health Education - for workers, employers as well as regulators and 

consultants (industrial safety engineers and hygienists) 
- Surveillance and Research - disease reporting, record keeping and research 
- Economic incentives - for employers and employee to implement technology 

and practices which make for healthier environment 

The element of Regulation is legislated in the Toxic Substances Control Act, the 
Occupational Health and Safety Act and the Federal Mine and Safety Act. 

OSHA - strategies for regulation and education 

OSHA is required by law to regulate more than 400 
existing since 1971, by the end of 1978, OSHA and 
for only ten of the 23 most hazardous substances. 
finally implement over 100 sets of standards. 

substances. However despite 
NIOSH promulgated standards 

OSHA has written but not 

To date, problems which result in OSHA being mainly ineffective encompass: 

- Underfundinq - only 2,500 inspectors are employed in the federal and 
state programs. Larger workplaces are reached every four years, 
smaller workplaces, theoretically, once every 215 years. With 25% of 
labor force in small businesses which use 20% of hazardous chemical 
produced each year, OSHA is understaffed 

- Regulatory delays - Due to industry's lobbying and to OSHA administrative 
oversights, only ten major health hazard standards have been filed 
covering 23 substances 

- Insufficient legal and financial incentives to industry. Many businesses, 
except the very large ones with organized labor, do not prioritize the 
health and safety of employees 

- Lack of worker understanding of the hazards to health 
- Dearth of knowledgeable occupational health professionals - industrial 

safety has been left out of health professionals training; ideally 
would be intergrated into health care system 

- Poor research data - substances are manufactured before adequately tested 

Federal economic incentives to increase safe technology and practices in the 
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workplace are minimal. While OSHA (one) authorizes small business loans, only 
200 such loans have been granted since 1971. Tax incentives are needed to 
encourage implemented on safe technologies. 

In the area of health education, NIOSH has identified 74,000 workers who have 
been exposed to carcinogens, but lacks the resources to inform these people of 
the risks they faced or now face. While legally workers have a right to know 
what hazardous agents they handle many agents are not labeled as ingredients 
are considered a trade secret. 

Monitoring and surveillance, a joint responsible of OSHA, researchers, local 
public health agencies, employers and labor is incoordinated. After the fact 
research and discover of the causes and manifestation of occupational disease -
emergency surveillance has been the rule. 

Preventive health care and other straegies 

Clinical services, and safety 
offered at larger industries. 
short supply. 

services, nationally and in Iowa tend to be 
In general, trained of health personnel are in 

To overcome the problems of occupational health and safety which have been 
proposed, Objectives for the Nation suggest the following (among many others): 
be accomplished by 1990. 

Surveillance system which: 

- has ongoing surgey capability to follow-up and health hazard evaluation 
to determine the etilogy, distribution, and mechanism of cancer and , 
other occupational illness (NIOSH is limited) 

- is lied to other health surveys so that usual lifetime occupation is a 
datum collected 

- includes more industrywide evaluation and epidemiological applicable to 
occupational injuries 

Workers informed of health risk so that: 

- they receive result of routine and special tests exposures to which are 
subject 

- employers detail preemployment and during employment risk to then 

Requlation of safety and health hazard through: 

- pre-evaluation use and approval of hazard control plans 
- incentives to use safer technology 
- expended federal and state inspection force 
- when useful standards for federal illnesses such as pain, head and neck 

injuries 

State Policies and Programs 

Legislation 

The legislature enacted Chapter 88, Occupational Safety and Health in 1972. 
The Code lists 13 statements of policy "to assure as far as possible every 
working man and woman in the state safe and healthful working conditions." 
These policies are to: 

, 



- encourage employers and employees to reduce hazards and to institute 
new and perfect existing safety and health programs 

- provide employer and employee rights and responsibilities 
- authorize safety and health standards and create a review commission 

for adjudicatory funtion 
- build upon current employer-employee initiative 
- provide research 
- explore causal connection between degenerative occupational diseases 

and exposures to harmful substances 
- establish medical criteria to ensure employee health 
- provide training program 
- provide for standards development 
- provide enforcement of standards 
- provide for reporting of health problems 
- encourage labor management efforts 
- devote adequate funds for administration of the Iowa OSHA program 

Programs and their straegies 

OSHA-State regulation 

The problems and progress of the regulatory/consultative federal OSHA program 
directly affects Iowa's Occupational Safety and Health program. Iowa's OSHA 
program for occupational safety and health must be consistent with and approved 
by the federal government's. However, as seen in the relatively stable to 
declining rate of occupational injury, Iowa's program has apparently been 
effective, gives the obstacles which it faces. 

Occupational illness, as opposed to injury as at the federal and state level, 
remains underreported and underdetected. Circumstances which for the Department 
of Labor of the federal government produce problems, parallel circumstances for 
the Bureau of Labor in Iowa. Included in these problems are: 

- underfunding (Iowa staff is responsible for over 4,000 industries) 
- inadequate research and personnel training (industrial hygienist) 
- lack of worker education about health hazards 
- lack of economic incentives for industry to produce more safe and 

healthy environments 
- industry's lobbying to weaken OSHAs regulations 

Preventive service strategies-screenings and follow-up 

Iowa's surveillance system is minimal. Apart from the monitoring of OSHA, 
which does not include follow-up after employees termination of employment, the 
involvement of local public health agencies, employers labor and health provides 
is sporadic. In Des Moines at Armstrong Rubber Company and United Rubber Worker 
have initiated an employee education/surveillance project. Existence of other 
such projects in the state is unknown. Employee - Employers job based health 
programs are inte~mittent and uncounted statewide, and tend to be located in 
larger companies. 

Economic strategies 

Economic incentives to encourage and assure that employers implement safe 
practices and very safe equipment is as it is insufficient at the national is 
also insufficient at the state level. 
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The availability of clinical services to services and 
in Iowa is unknown. 

occupational disease 

STATUS GOAL 9: DECREASED INCIDENCE OF JOB RELATED ILLNESS ESPECIALLY CANCER 
AND OTHER CHRONIC DEGENERATIVE DISEASES AND OF JOB RELATED 
INJURIES. 

SERVICE GOAL 9: THROUGH REGULATORY, ECONOMIC, EDUCATIONAL AND SURVEILLANCE, 
AND TECHNOLOGICAL STRATEGIES MORE SAFE AND HEALTH WORKPLACE 
ENVIRONMENT. 

Objective 1: By 1985, state and federal OSHA develop a system for effec­
tive monitoring and regulation of toxic substances before 
they enter into workplace environment. 

LRRA 1: By 1982, DEQ and State OSHA responsibilities defined with 
regard to Toxic Substance Control Act. 

Action Step: 

Objective 2: By 1990, 509'0 [employees informed of potential health 
hazards through publication of a statement of significant 
correlation between occupation exposure, premature mortality 
and disability in Iowa. 

LRRA 1: State and Federal OSHA staff will work with researcher at 
state university and with state and local Health Department 
of Health to gather information. 

Objective 3: By 1985, the characteristics: of the work environment; of 
monitoring and screening practices; of the adequacy of 
professionals trained in occupational safety and health 
determined in Iowa. 

LRRA 1: By 1981, state and federal OSHA progams, working with local 
and state health officials and educational institutions 
determine data now ava i lable. 

LRRA 2: By 1981, OSHA determine resources necessary to complete 
such a inventory of industry, educational institutions 
and occupational to health services. 

Objective 4: By 1985, strengthened occupational health nurse training. 

LRRA 1: By 1982, SDOH will inventory nurse training programs in Iowa 
to determine classes and training offered in occupational 
health. 

LRRA 2: By 1983, recommendation developed by SDOH on specific classes 
and training experiences required. 

Objective 5: By 1985, OSHA, labor unions, employers and employees in high­
risk workplaces develop and implement an employee education 
and risk reduction program. 



LRRA 1: During 1981, the ISDH will inventory state for existing 
employee health programs. 

Objective 6: By 1985, federal and state tax incentives to encourage 
implementation of technology which reduces risks to workers 
in high risk occupations. 

LRRA 1: By 1983, state and fedeal proposals to allow tax exemption 
and deduct for safety equipment. 

References for Occupational Safety and Health 

1. Iowa Bureau of Labor, News Release, December 21, 1977 

2. Occupational Injuries and Illnesses - 1975, Iowa Bureau of Labor, Des Moines, 
Iowa, May, 1977, p. 47 

3. "Results of the 1977 Occupational Injuries and Illnesses Survey in Iowa", 
Iowa Bureau of labor, Des Moines, Iowa, p. 45 

4. Ibid., p. 6 

5. "Poisons Cast Pall on "Good" Country Life", Gene Erb, Des Moines Tribune, 
July 27, 1979 
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Accidents 

STATUS 

Indicators 

- accidental mortality rate by age group by kind of accident 
- accidents by precipitating factors 

Accidents are the fourth leading cause of death in Iowa. They result in about 
1375 or 5% of the approximately 27,500 deaths each year. However, for persons 
1-45 years of age accidents are the leading cause of death. Accidents account 
for 43% of all deaths among Iowans between 1 and 45 years of age. To assume 
that Iowans should have a life expectancy of 75 years of age, means that 80% of 
all fatal accidents cause premature death, as 80% of Iowans killed in accidents 
are less than 75 years of age. 

Mortality from auto accidents 

Motor vehicle accidents account for about one-half of all accidental deaths. 
Over 30,000 Iowans are injured and 600-700 killed each year from motor vehicle 
accidents. During 1978, there were 3.1 deaths (up 1% from 1977) per 100,000 
vehicle miles driven. The national rate was 3.41 that year. Alcohol use 
contributes to 50% of all fatal accidents in Iowa. 

In 1978, Iowa youth 19 years of age were drivers in 40.5% of all fatal acci­
dents. In fatal accidents involving drivers less than 19 years of age, 55% were 
alcohol-related. 

Since the initiation of improved automobile safety designs and lower speed limits 
in the early 1970's, Iowa motor vehicle death rates fell from 320/100,000 persons 
in 1971 to 281/100,000 in 1976. 

In 1978, 12.6% of fatal accidents involved motorcycles. Between 1975 and 1977 
when the motorcycle helmet law was briefly in effect, motorcycles were involved 
in only 9.5% of fatal accidents. Department of Transportation data on cyclists 
show that: 

- 61% are 
- 55% are 
- 45% are 

22% are 

inclined 
inclined 
inclined 
inclined 

to wear 
to wear 
to wear 
to wear 

helmets 
helmets 
helmets 
helmets 

on interstates; 
on secondary roads; 
on primary roads; and 
in cities. 

Mortality from accidents at other locations 

Other leading locations of accidental deaths in Iowa (1978) are: 

Location 

Home Accidents 
Public Nonmotor 
Work Accidents 

Source: Iowa State 
(For more detail on 
Health Section.) 

% of Total Accidental Deaths 

16% - Mainly from falls and fires 
27% - Mainly from falls and unspecified causes 

7% - Mainly from agriculture and construction 

Department of Health, Vital Statistics 
work related deaths and injuries see Occupational 
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Fatal accidents by kind of injury 

While motor vehicles are the leading cause of accidental deaths for all age 
groups less than 64 years of age, for persons 65 and older, public nonmotor 
vehicle accidents (primarily from falls) are the leading cause of accidental 
deaths. Over 50% of the accidental deaths from falls are of persons 75 years 
of age or older. 

Falls accounted for 191 (17%) of the 1,157 accidental deaths in 1978, and was 
exceeded only by motor vehicle collisions as a cause of accidental deaths. 

Fires were another leading cause of accidental death in 1978, 50 (9%) of 1,157 
deaths. Drowning at home and in public accounted for 49 (4%) of the 1,157 
accidental deaths in 1978. 

In Iowa each year 30-40 persons die (about 3% of all accidental deaths) from 
poisoning. During 1977, 713 poisonings of persons less than 11 years of age 
were reported by twelve Iowa Hospitals. Aspirin, cough medicine, and children's 
vitamins were most often the substances of poison. 

Firearm accidents accounted for only a very small percentage (1% of 1,157) of 
accidental deaths in 1978. Although nationally, the majority of all suicides 
and homocides were throuqh the use of firearms. The number of firearm acci­
dental i nj ur i es\$ tmlc"cw~ for 1978. 

Iowans: 14 years of age accounted for 10% of accidental deaths; 15-24 years 
of age accounted for 24% of accidental deaths; 25-44 years of age accounted for 
20% of accidental deaths; 45-64 years of age accounted for 14% of accidental 
deaths; and 65+ years of age accounted for 29% of accidental deaths. 

Factors contributing to accidents 

The Center for Disease Control estimates that lifestyle factors such as alcohol 
consumption, smoking, and not wearing seatbelts, and such environmental factors 
as poor equipment and project design, nationally contribute to between 82 and 
87 percent of all accidental deaths. 

SYSTEMS 

Indicators 

- federal policies by program by strategies 
- state policies by enabling legislation by barriers addressed 

Federal Policies 

Consumer Product Safety Act of 1972 - Established commission to regulate risks 
to consumers, promote research, and educate consumers to evaluate relative 
safety of products. 

National Safety Council 

Department of Transportation 

National Highway Safety Administration - Requires states to create a High­
way Safety Program and Plan, administers motor vehicle standards, consumer 
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information, traff ic safety, drunk dr i ving, and traffic l aw enforcement 
pro gr ams. 

Federal Highway Administration - Conducts research and development for safe 
highway design, methods of control l ing noise, vibration, pollution and 

Department of Commerce 

National Fire Prevention and Control Administration - Functions as catalyst 
and coordinator of data, education and research. 

Strategies 

Measures suggested by Objectives for the Nation to reduce accidental deaths and 
injuries at the National level are detailed on the following chart. 

RICH PRIORITY PR.EV!MTlOlf Kl!ASUUS 

Education Technology Regulation Econo11ica 

HOTO& Include in ec:hool Improved craah-worthioese; Aut011atic reetraiota; Differential ioeuraoc:e 
VEHICLI! curriculum Impact attenuators on roade; Motorcycle helmet law rate,. 

(K-12). Bikepaths. Better enforcement of 
apeeding, driving \/bile 
under the influence, 
and seat belt lawa. 

FALLS Home safety programa; Building and materials Building and housing Reduce liability; 
Seek prompt medical design criteria; codes; Differential ioauraoce 

attention. Cua rd rails. Floor covering standards. rates. 

DROWNINGS Water safety and Design of svimming pool Standards for personal Differential insurance 
swimming training, and environs, flotation devices; rate•. 

Municipal standards for 
pools. 

BURNS Public education; n-e retardant material•; Building and housing Differential insuraoce 
Education of arc:hitecta Self-e~tioguishiog matches c:odea; ratea. 

and related and cigarettes Smoke de tee: tors. 
profess iooals, 

GUHSBOTS Bunter education; Effective trigger * Firearms handling safety locka; 
education. Non-lethal bulleta for 

target guns. 

*A minority of the Work GToup 11e,abera, in recognition of tha sraat O\Dber of injurie■ i ntentionally inflicted · 
by the uae of haodguna, rec01111end, as health profeasional■ , • uniform lav to licenee and control the purchaee and 
poa■eaeioo of bandguna, aaauming that such regulation vill reduce the incidence of theee bjuriee. 

State Polic ies and Programs 

Legislation 

"Executive Department", Chapter 7.15, Code of Iowa, 1979 - Authorizes the 
governor to contract for benefits to the State under any Act of Congress for 
highway safety. 

Chapter 80.26, Code of Iowa, 1979 - Authorizes the Commissioner of Public Safety 
l to accept and ad,administer funds, by any Act of Congress for highway safety. 

(See Substance Abuse Section, page 1L for details of drunk driving statutes.) 

Housing Law, Chapter 413, Code of Iowa, 1979 - Mandates for cities of 15,000 or 
more and allows smal ler cit i es to enforce provisions for existing "dwellings" 
which are classified by one fami ly and mult i -family dwellings. Provisions for 
sanitat ion, safety and health are inc l uded. 

Related to the housing code, and only indirectly to accidents is Title VII, 
Public Health, Chapter 135.12, Code of Iowa, 1979 - Sets up a Plumbing Code 
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Committee to promulqate,rules governing, the installation of plumbing pursuant 
to other responsibilities designated to the State Department of Health. 

State Building Code, Chapter 103A, Code of Iowa, 1979, - Sets up a State Build­
ing Code Commission to include provisions for standards or equipment, materials, 
health and safety protection, energy conservation, and handicapped accessibility 
for buildlings. Political subdivision may choose to enforce or not enforce the 
State Building Code. 

Programs and their strategies 

Highway Safety - Educational and Regulatory Strategies 

The Governor's Office for Highway Safety is located in the Office for Planning 
and Programming. This office oversees and plans for highway safety: in Fiscal 
Year 1980 $4,543,000 in federal, and $3,359,000 in state monies. These monies 
are expended in accordance with 18 federal standards established by the National 
Highway Safety Administration in accordance with the State Highway Safety Plan. 
Priorities established in the Highway Safety Plan for FY 1980 are: 

- continued support for alcohol related accident prevention programs 
- strengthening of drunk driving statutes from presumptive drunkenness 

(if blood alcohol is above .1 of one percent) to define as per se .1 
of one percent of alcohol in the blood as drunkeness. 

- reenactment of the motor vehicle helmet law (as many as 20 additional 
lives could be saved annually through such an enactment.) 

While many driver education programs for teens exist (and are required if one 
is to receive a license before age 18) their effectiveness is not specifically 
known. Regulatory and education strategies to control drunk driving among youth 
need to be more effective. 

The extent and effectiveness of adult drunk driving programs is also not known. 

Housing and building code enforcement 

To prevent falls, and fires, the second leading cause of fatal accidents: 
enforcement of local building and housing codes, consumer home safety education, 
(especially for the elderly), and differential liability and fire protection 
insurance rates for more safe construction are required. While cities of over 
15,000 are required to have housing codes consistent with the State Housing Code 
enforcement is sporadic. The State Building Code is optional for any political 
subdivision, but is more widely enforced than the required State Housing Code. 

For drownings, differential insurance rates for public pools with fewer drown­
ings and water safety and standards for personal flotation devices are recommen­
dations in Objectives for the Nation. 

The State Department of Health's concern with housing is mainly with residential 
and rental property and the exterior of owner occupied residences. For the most 
part, the State Housing Code, Chapter 314, Code of Iowa,979, is enforcedy local 
public health departments. The law provides for local departments, should they 
choose to enforce them, statutes on public health sanitation and safety require­
ments for already existing residential and rental property. 

Within the State Department of Health, the Health Engineering Section of the 



Disease Prevention Division administers the State's responsibilities detailed 
in the State Housing Code, Chapter 314, and in Chapter 135.11(8), Code of Iowa, 
1979. These responsibilities are: to routinely inspect and certify for compli­
ance local health department housing programs; to provide legal interpretation 
of the housing code to these local departments; and, under special circumstances, 
to investigate housing code violations. Currently, the Department of Health has 
no program to routinely inspect and certify for compliance the housing programs 
of local health departments. And, the Department of Health rarely conducts 
housing code violations. Although the Department is generally responsible for 
public health and hygiene, Chapter 135.11, Code of Iowa, responsibility for 
enforcement of the Chapter 314, Code of Iowa, rests with local departments of 
health. 

The State Building Code, also enforced at the local level, complements the State 
Housing Code. The former applies only to the construction of new buildings. 

The effective implementation by local health departments of the State Housing 
Code is hindered by the fact that the code is outdated. 

Currently the Code applies only to the communities of over 15,000 and these 
communities can enforce the Code only one mile beyond their boundaries. For 
County and District Health Departments and for small communities the "applica­
bility" provision of Chapter 314 makes enforcement difficult. For example, the 
Des Moines Polk County Health Department can enforce the Housing Code in Des 
Moines, and in part of Urbandale within one mile of Des Moines. But, the Polk 
County Board of Health cannot enforce the Code in any community of less than 
15,000 population which is greater than one mile from the Des Moines city 
boundary. Small county health departments with civil divisions of only less 
than 15,000 have no authority to enforce the State Housing Code at all. 

Several years ago the State Health Department and local health departments 
worked on some revision to Chapter14 and its administrative rules, only to 
have the legislature rescind an earlier law requiring the Department to update 
the chapter. While the chapter remains in need of amendment, the legislature 
is now considering legislation to require an update to the Code. 

In conjunction with updating the Iowa Housing Code, an update in the State's 
Plumbing Code, and Rules, and additional provisions for integrating building 
codes and housing code responsibilities at the State level ought to be a part 
of legislative action. 

STATUS GOAL 10: REDUCE ACCIDENTAL FATALITIES AND INJURIES TO IOWANS. 

SERVICE GOAL 10: REDUCE THE NUMBER OF FATAL MOTOR VEHICLE CRASHES EACH YEAR 
BY FOUR PERCENT; REDUCE THE INJURIES DUE TO MOTOR VEHICLE 
CRASHES BY FOUR PERCENT,THROUGH 1983. (STATE HIGHWAY SAFETY 
PLAN) 

Objective 1: By 1985, reenactment of the state motorcycle helmet law. 

(See additional objectives under substance abuse.) 

Objective 2: By 1985, all mothers leaving hospitals with newborns aware 
of the advantages and given follow-up education to encourage 
use of infant car restraints . 
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Objective 3: By 1982, recommendations developed and implemented to prevent 
fire, falls and drowning in the state. 

SERVICE GOAL 11: INCREASED AVAILABILITY OF RENTAL HOUSING WHICH IS NOT DETRI­
MENTAL TO THE HEALTH OF IOWANS. 

Objective 1: By 1984, a revised Chapter 413, the State Housing Code, and 
regulations passed and approved by the State Legislature. 

LRRA 1: The State Department of Health, Health Engineering Section, 
with other State agencies and local health departments' 
help will submit suggested revisions of the State Housing 
Code to the State Legislature by 1981. 

SRRA 1: The State Department of Health will contact local health 
departments to gain suggestions and support for code revi­
sions by 1980. 

LRRA 2: The State Department of Health will develop with the Building 
Code Commission, in conjunction with revising the housing 
code, a proposal to better integrate housing and building 
code enforcement. 

Objective 2: By 1985, all local health departments in SMSAs enforcing the 
revised State Housing Code. 

LRRA 2: The State Department of Health will set up a task force 
of local citizens and public health officials to study the 
problems of substandard rental housing in Iowa, and the 
enforcement of the housing code by local departments of 
health. 

(For objective on the plumbing code see page /31.) 
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Infectious Agent Control 

STATUS 

Indicators 

- morbidity rates per 10,000 persons 

Infectious agents are bacterial, viral or other microbial agents which pass 
from food, animals or people to, people, and cause "communicable" disease. 
Communicable diseases which are immunizable and commonly treated through 
immunization before exposure are analyzed beginning on page in a separate 
section. This section discusses only nonimmunizable communicable diseases 
(with the exception of rabies, an immunizable disease). Non-immunizable 
communicable diseases are prevented through public health efforts such as by 
clinical health care services. Sexually transmitted diseases are separated 
and discussed in a separate section, beginning on page . 

Nonimmunizable communicable diseases important to Iowans are: 

Chicken Pox 
Common Cold 
Encephalitis 
Gastrointestinal Virus 
Mononucleosis 

Morbidity rates 

Rheumatic Fever 
Scar 1 et Fever 
Salmonella 
Streptoccal 
Tuberculosis 

Incidence Rates of Nonimmunizable Communicable Diseases, Cases Per 10,000 

1975 

Disease No. Rate 

GIV 25,457 80 
Streptococcal 10,354 35.9 
Chicken Pox 9,507 33 
Hepatitis 295 1.02 
TB 213 . 74 
Mononucleosis 
Rheumatic Fever 
Salmonellosis 
Encephalitis 
Scarlet Fever 
Rabies 
Shigellosis 
Reyes Syndrome 

1977 

No. Rate 

24,640 
12,300 
8,261 

239 
174 

1,122 
33 

293 
4 

134 
81 

Rate/10,000 

86 
43 
29 

.83 

.34 

1978 

No. Rate/10,000 

6,978 
300 
283 

1,157 
26 

210 
37 

147 
85 
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"Some 291 million illnesses from infectious disease occurred in the United 
States in 1975, more than one for every person. Because of them at least 156 
million workdays are lost and the cost for treatment and lost productivity is 
estimated at $24 billion annually. (1) 

The State Department of Heal th has identified the following priority problems 
in the area of surveillance of infectious disease. 
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All zoonotic (transmissable from other animals to people) diseases including 
salmonellosis, trichinosis, rockmountain spotted fever, Q fever, tularemia, 
histoplasmosis, psittacosis, encephalomyelitis, ringworm, rabies and tubercu­
losis. Emergency outbreaks of such diseases as Reyes Syndrome and Guillain­
Barre syndrome are also of priority concern to the State Department of Health. 

Private wells which are poorly constructed may lead to infectious agent con­
tamination, and milrate contamination. Typhoid, cholera, sheallosis, and other 
gatrointestinal disorders, as well as hepatitis and methemoglobinemia can result 
from drinking water contaminated with bacteria or viruses. 

SYSTEM 

Indicators 

- federal policies by enabling legislation by program strategies 
- state policies by enabling legislation by barrier addresses 

Federal Policies 

All monies spent on infectious diseases which are addressed in this section 
come from state rather than federal appropriations. Specific federal programs 
for control of the infectious diseases are unknown. 

State Policies and Programs 

Legislation 

Chapter 135.11, State Department of Health - Code of Iowa, 1979 - Gives the 
Commissioner of Health supervision over public health, responsibility to make 
investigation of causes of diseases and epidemics. 

Chapter 135, State Board of Health, Code of Iowa, 1979 - Creates State Board 
of Health as Policy making body to State Department of Health; is to advise the 
Department on its responsibilities relative to zoonotic and communicable disease, 
housing surveillance, vital statistics ... 

Chapter 137.6, Local Boards of Health, Code of Iowa, 1979 - Gives to local boards 
of health authority to enforce state health laws and lawful orders of the State 
Department. 

Chapter 139, Contagious and Infectious Disease, Code of Iowa, 1979 - Requires: 
physician reporting of certain diseases; local boards of health to set orders 
when an infected person poses threat to public health; immunization of school 
age children; counties to pay for services when residents are unable to pay for 
the same. 

Chapter 163, Infectious and Contagious Diseases Among Animals, Code of Iowa, 
1979 - Gives to the Department of Agriculture power to make rules to suppress 
infectious and contagious diseases among animals. 

Chapter 164, Eradication of Bovine Brucellosis 

Chapter 165, Eradication of Bovine Tuberculosis 

Chapter 166 and 166B, Hog Cholera Virus and Serum, Eradication of Hog Cholera 



Chapter 166C, Aujeszky's Disease - enables Department of Agriculture to control 
spread of certain animal diseases. 

In reference to infectious and toxic agents, the Department of Health is also 
to: 

- inspect sanitary conditions in any locality in the state; 
- enforce and establish plumbing code for Iowa cities; 
- supervise and enforce State Housing Law (Ch. 413, Code of Iowa, 1979); 
- exercise jurisdiction over the disposal of dead bodies; 
- assure eyeglasses for retail sale are impact resistant (Ch. 135, Code 

of Iowa, 1979); 
- inspect, and license mobile home parks (Ch. 1350, Code of Iowa, 1979); 
- survey and certify all Grade A milk supplies (Ch. 192, Code of Iowa, 

1979); 
- oversee the removal of abandoned refrigerators (Ch. 192, Code of Iowa, 

1979); 
- issue operation permits and inspect migratory labor camps (Ch. 138, 

Code of Iowa, 1979); 
- issue permits for operation and inspect construction of municipal and 

school swimming pools (Ch. 15, Iowa Administrative Code); 
- license and inspect burial preparation sites (Ch. 156.10, Code of Iowa, 

1979); 
- inspect grave sites (Ch. 156.10, Iowa Administrative Code); 
- issue permits for and inspect mass gatherings (Ch. 19, Iowa Adminis-

trative Code); 
- approve application and develop sanitation rules for the Iowa Depart­

ment of Social Services for children's boarding and foster homes 
(Ch. 237, Code of Iowa, 1979); 

- develop sanitation rules for the Iowa Department of Social Services 
for day care centers (Ch. 237A, Code of Iowa, 1979); 

- approve individual sewage treatment systems (Ch. 12, Iowa Administra­
tive Code); 

- represent State Department of Health: for radiological and other dis­
asters along with Department of Environmental Quality, on the Great 
Lake Upper Mississippi River Board and the National Conference of 
Interstate Milk Shipments; 

- provide consultation on insect and rodent control; 
- inspect private water supplies. 

Programs and their strategies 

Preventive services and technological strategies 

Surveillance and control activities of the state departments of agriculture and 
health generally include 

- case finding or findings of significant exposures 
reporting of cases by school, industry, pysicians 

- analysis of data 
- control of sauce of problem 

Within the Disease Prevention Division of the State Department of Health, the 
Veterinary Public Health Section, the Tuberculosis Control Section, and the 
Infectious Disease Control section carry out infectious disease surveillance. 
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Zoonotic disease control 

The Veterinary Public Health Section of the State Department of Health keeps 
track of more than one hundred diseases of animals that are transmissible to man 
(zoonoses). Some of these diseases are constantly present in Iowa and others 
occur less commonly. Various species of domestic, wild and pet animals serve as 
reservoirs for these diseases. With the large domestic livestock population in 
the state there is a degree of occupational exposure to the diseases by farmers 
who raise the livestock and by workers who process them. Zoonotic diseases that 
occur in Iowa include salmonellosis, psittacosis, rocky mountain spotted fever, 
Q fever, tularemia, histoplasmosis, trichinosis, encephalomyelitis, ringworm, 
brucelloses, toxoplasmosis, actinomycosis and others. As the communicable dis­
eases affecting only man are brought under control, the zoonoses become rela­
tively more significant to human health. Many of these diseases in man resemble 
other disease and delays in diagnoses have been observed in cases of brucellosis, 
oculoglandular tularemia, psittacosis, and sarcoptic scabies. Delays in diag­
nosis often cause increased severity and prolonged duration of the diseases and 
delay initiation of measures to prevent other cases. 

A continuous surveillance system of zoonotic disease is maintained. For certain 
of the zoonoses such as rabies and encephalitis the surveillance is primarily 
on the animal cases of the disease reported to the Department. For others such 
as salmonellosis or trichinosis the system applies to human cases. For others 
such as brucellosis both human cases and animal infections are included. During 
Fiscal Year 1978, $34,973 was appropriated by the State Legislature for zoo­
notic disease control through the State Department of Health. 

Epidemiologic investigations are conducted where the surveillance procedures 
indicate this is necessary. The extent of the investigation varies greatly 
depending upon several factors such as the disease itself, reservoir, animal 
species, extent of the problem and others. The investigation may be limited 
to data collection by telephone or correspondence on an individual case or to 
full scale epidemiological investigations lasting years in some instances. 

Tuberculosis control 

The Tuberculosis Section of the State Department of Health efforts are aimed 
at three important aspects of prevention and control, i.e., surveillance, 
containment, and assessment. Staff includes the thirteen health representa­
tives which serve the entire Division. Surveillance and a register of T.B. 
cases in all 99 counties is maintained. Anti T.B. drugs were supplied to 
200 patients during 1977. 

In fiscal year 1978 the Division of Disease Prevention spent $59,000 in T.B. 
surveillance, control and prevention, $48,000 in the area of veterinary public 
health, $132,000 for its immunization program and $164,000 in administration 
and epidemiology, in addition to the monies spent on venereal disease program. 

Private water supplies and well construction 

According to the 1970 census there were approximately 250,000 private or indi­
vidual wells in the state at the time, which represented approximately one­
third of Iowa's population. Since 1970 the number of private wells probably 
has increased by at least ten percent. Private well owners may request an 
analysis of their water, although the potability of water from a private water 
supply should never be estimated on the basis of a single water sample as this 
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can only give an estimate of the problem. There are estimated to be about 
4,000 community water supplies in the state. Seven hundred are municipal and 
3,000 are in such places as schools, gas stations and mobile home parks. These 
community water supplies serve about two-thirds o·f the state's population. 

In 1975, 10,343 water samples from private wells were submitted to the state 
hygienic laboratory for examination. While 41,373 samples were submitted 
from community water supplies for examination in 1975, community water serve 
about two-thirds of the state's population. Private water supplies about 
one-third of Iowa's residents. 

TABLE 3 

WATER SAMPLES SUBMITTED TO THE STATE HYGIENIC LABORATORY, FY 1975 (3) 

Source of Water Samples 
Analyzed for Coliform Bacteria 

...... ---

~--I\ 68% Community Water Supplies 

f-·. --1 25% Private Water Supplies 

I '. . . .· ·] 4 % U of I Water Suppl y 

3% Swimming Pool 

41,373 Samples 
28,134 - Community 
10,343 - Private 

Distribution of Water Samples 
Containing Unacceptable Levels 

of Coliform Bacteria 

,.. . . • .. , . .. J 
. .. 

----- ----
. ·- · .. --·•-1..--• ~-·--- ------

·---------.. 
-· --

. 

-··· - . , 

-· I 

I 

~ 75% Private Water Supplies 

23% Community Water Supplies 

2% Other Supplies 

5,793 of 41,373 Total Samples 
1,332 - Community 
4,345 - Private 

Table 3 indicates that in 1975, while private water supplies were only 25% of 
the water samples tested for coliform bacteria, private supplies represented 
75% of the water samples with unacceptable levels of coliform bacteria. Of the 
10,343 private water supply samples which were examined, approximately 35% were 
unacceptable from the standpoint of bacterial or nitrate contamination. The 
percentage of samples with unacceptable levels of nitrates and bacteria varies 
county to county, and ranges from 15% to 75%. Primarily, contamination is tied 
to the type of constrution, although nitrate contamination is also linked with 
shallow ground water sources. 
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And these test results do not necessarily paint the whole picture, as many wells 
can be contaminated with bacteria during periods of high runoff, but if the 
samples are taken in the summer, bacterial contamination would not be indicated 
by a lab test at that time. Additionally, poorly constructed wells may allow 
toxic substances to seep into the well, contaminating the water supply not only 
of users of the well, but potentially of all people who tap into the same 
aquifer. 

STATUS GOAL 12: REDUCTION OR ERADICATION OF INCIDENCES AND EPIDEMICS OF ALL 
NON-IMMUNIZABLE INFECTIOUS DISEASES AND ZOONOTIC DISEASES. 

SERVICE GOAL 12: CONTROL OF INFECTIOUS NON-IMMUNIZABLE AND ZOONOTIC DISEASES 
THROUGH EPIDEMIOLOGIC SURVEILLANCE. 

Objective 1: By 1985, prevent cases of zoonotic diseases in humans 
through continuance of surveillance programs at state and 
local health departments. 

Objective 2: By 1985, an improved disease reporting system for certain 
non-immunizable infectious and zoonotic diseases through 
local and state public health officials. 

SERVICE GOAL 13: BACTERIALLY AND CHEMICALLY SAFE SURFACE AND GROUND WATERS, 
AND DRINKING WATER AVAILABLE TO ALL RESIDENTIAL SITES. 

Objective 1: By 1985, 95 percent of the estimated 240,365 households 
which have private water supplies: 

- informed of the dangers and signs of chemically and 
bacterially unsafe water, and 

- aware of the appropriate sources to analyze and solve 
complaints and conditions relative to water quality 
and safety. 

SRRA 1: By July 1, 1981, have proposed legislation that clarifies 
that the Department has responsibility for establishing 
minimum construction standards for on-site waste treatment 
systems and small water supplies. 

SRRA 2: By January 1, 1980, have resubmitted proposed legislation 
for state-wide certification of water well contractors. 

SRRA 3: By 1982, a media campaign directed at well and septic tank 
users. 

Objective 2: By July 1, 1981, have established a consultation program 
relative to hazardous or toxic chemicals as they relate 
to the environment and public health. 

SRRA 1: Consumer Product Safety transferred from the State Depart­
ment of Agriculture to Health Engineering. 

SRRA 2: By July 1, 1981, have permanent budget and new l2gislation 
allowing routine, surveillance and monitoring of public 
swimming pools. 
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SRRA 3: By 1982, have completely revised the 
develop a single code for the state. 
Code Office has a separate code used 
monies used in construction. 

Sources 

Healthy People, PHS, DHEW, p. 117 
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State Plumbing Code to 
The State Building 

for approving federal 
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Fluoridation of Water 

STATUS 

Indicators 

- Etiology of cavities by factors contributing to cavities 

About 98% of the U.S. population has had at least one cavity. By the time chil­
dren in the U.S. are 17 years of age, each, on the average, has nine permanent 
teeth with cavities. More than 11% of the U.S. population lose all of their 
teeth, mainly from denatl caries and gum disease. (1) 

Caries Formation 

"Dental caries develop beneath dense bacterial masses that are tightly adherent 
to the tooth surface and are termed dental plaque ••. Plaque forms as bacteria 
attach to the pellicle (a salivary in orgin layer of material on teeth) .•. evi­
dence to date suggests caries in fissures on teeth, caries on the root surfaces 
or periodontal (gum) diseases may all be associated with plaques (formed by) 
different (kinds of) bacteria ..• (and) a plaque PH of 5.5 or lower." (2) 

Factors which influence plaque acidity are: 

- amount of carbohydrates consumed 
- amount and composition of bacteria 
- saliva production 
- fluoride 
- availability of other trace elements in water (3) 

In general, studies have shown that carbohydrates consumed during regular meals 
do not produce as many caries as does that same amount of carbohydrates consumed 
between meals. This is thought to be the case in part at least to increased 
salivation during meal eating. 

Studies of armed service recruits during World War II lead to the discovery that 
naturally fluoridated drinking water (of .7-1.2 ppm of f~ons) yielded lower 
rates of dental caries. Drinking water fluoridation reduces dental caries by 
50-70%. (4) 

Methods of Fluoridation/Caries Reduction 

- adding fluoride to drinking water 50-70% 
- topical tooth application 25-80% 
- fluoride mouth rinses 25-33% 
- fluoride tablets 20-30% 
- fluoride dentifrices 17-38% (in areas with fluoridated water and without) 

School based water fluoridation in areas where community water supply fluorida­
tion is not practical has reduced caries up to 40% among school children. 

Of all the methods of achieving caries resistance through fluoride, community 
water fluoridation is the most cost effective. 

However, about 40% of the United States citizens drinking from public water 
supplies do not have fluoridated water In Iown the rate is . 

• 
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SYSTEM 

Indicators 

- Federal policies by program by barrier addressed 
- State policies by program by barrier addressed 

Federal Policies 

The following is taken from Disease Prevention and Health Promotion (1978). 

Departmental (DHEW) activities to prevent dental problems ($32 million) 
include research into the development of new agents, sealants, and vac­
cines to prevent dental caries; prevention of periodontal di~ease, includ­
ing professional prophylactic services; and prevention of oral cancer, 
including studies to facilitate early detection. Health Service Adminis­
tration (HSA) and Center for Disease Control (CDC) provide or encourage 
delivery of dental disease prevention services and information. Community 
water fluoridation, school water fluoridation, and other fluoride supple­
ments are supported through federal grants to states. Alternative programs 
could be provided through families and schools. Preventive dental services 
could be required under medicaid, and certain preventive services could be 
provided in schools. 

Objectives for the Nation identifies the following barriers to serving that 40% 
of the U.S. population or 72 million persons who have less than optimal levels 
of fluoridation. 

- community inaction - stemming from the lack of knowledge on effectiveness 
and safety 

- financial inability 
- improper surveillance - many communities with fluoridated systems are 

maintained at less than optimal levels 
- antifluoridationists - who through unsubstantiated claims and political 

actions have created an atmosphere of doubt 
- cuts in federal support for fluoridation, the Public Health Services 

Program included public education, promotion and technical assistance. 

State Policies and Program 

Legislation 

Chapter 153, "Practice of Dentistry", Code of Iowa, 1979 - limits practice of 
dentistry to licensed dentists. The services to be performed by dental hygien­
ists are limited in this chapter to " ... educational, therapeutic, and preventive 
(services) which attain or maintain optimal oral health as determined by the 
board of dentistry." 

Programs and their strategies 

Dental Health Program (5) 

The Dental Health Section of the Division of Personal and Family Health provides 
a variety of preventive dental health services which assist the Maternal and 
Child Health Section in its comprehensive health care efforts. Programs carried 
on by the Dental Health Section include the Community Water Fluoridation Program 
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and School Dental Health Program, which incorporates the Topical Fluoride 
Demonstration Project. In addition to these activities, the Director of the 
Dental Health Section directs and monitors the Dental Health Project of the 
Program of Projects. 

In an effort to improve the quality and quantity of dental care available to 
mothers and children, the Dental Health Section provides technical assistance, 
monitoring, and consultation to the dental components of the Children and Youth 
Project, Maternity and Infant Care Project, Mason City Maternal and Child Health 
Center, and other maternal and child health centers throughout the State. 

The School Dental Health Program provides basic dental health education to 
children at the elementary school level and also includes the topical fluoride 
rinse program as a dental caries preventive. School Dental Health Programs are 
available as either team programs or small scale programs, and differ only in 
their method of delivery. Team programs utilize three dental hygiene students 
from the University of Iowa, assisted by the school nurse or classroom teacher, 
who are supervised by a public health dental hygienist from the Dental Health 
Section of the Division of Personal and Family Health. Content of the programs 
consists of the presentation of basic dental health facts on the causation and 
prevention of dental disease, instructions on tooth brushing and use of dental 
floss, and the initiation of a fluoride mouthrinse procedure, which requires 
parental permission. Flossing is taught to children in the upper grates only, 
due to inadequate manual dexterity in the lower grades. Some children may 
receive dental screening, although not a complete dental examination. 

After screening, the school nurse receives names of children for follow-up with 
the parents and family dentists. A total of 27,720 youngsters received the 
fluoride rinse during 1978-79 school year. This year's objective is to provide 
the fluoride mouthrinse program to 33,000 children. 

The small scale programs are recommended for smaller elementary schools or for 
a few grades in any school. Although less structured than the team program, 
conten~ of the program is the same and differs only in that the program explan­
ation and teacher/nurse instruction is conducted by the Dental Health Section's 
public health dental hygienist. Both programs are designed for first and second 
grades and either fourth, fifth, or sixth grades. Brushing and flossing are 
followed up in the classroom for a period of six weeks to allow for reinforce­
ment of the instruction given by the dental hygienist. The fluoride rinse pro­
cedure is carried out weekly the remainder of the year. Dental health education 
was provided to 32,885 children during the 1978-79 school year. . 

Since a limited number of schools can be reached in a school year by the State 
staff , the programs can be carried on in succeeding years by the school nurse 
and/or classroom techer. Most of the materials and supplies are provided at no 
cost to the schools upon request. 

For Fiscal Year 1980, there will be a continued effort to promote community 
water fluoridation, the most effective method for preventing dental caries. At 
present, 86% of the population served by public water supplies in Iowa drink 
water from supplies using natural or adjusted fluoridation. However, 276,000 
people in 422 communities are served by public water supplies with deficient 
levels of fluoride. 

The Community Water Fluoridation Program has as its goal the adjustment of the 
fluoride-deficient public water suppl ·ies to reduce the prevalence of dental 
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caries ,n the population. In October 1979, the Dental Health Section was 
awarded a Community Water Fluoridation Grant from the Center for Disease Con­
trol, Public Health Service. This grant will provide funds to assist those 
communities of 1,000 or more population in implementing and maintaining water 
fluoridation systems. The grant will pay all reasonable costs involved in the 
design, purchase, installation of fluoridation equipment, and the first year's 
chemical costs. Currently 68 cities are eligible for this grant program. 

The Dental Health Section continues its monitoring program to insure that cities 
with fluoridated water systems maintain the optimum level of fluoride at all 
times. 

A "Dental Health Center Project" in Linn County in Fiscal Year 1976 established 
a dental health center at St. Luke's Methodist Hospital in Cedar Rapids, where 
a child health conference and family planning project are also situated. The 
project's goal is to provide high quality, comprehensive dental care to children 
from birth to age 18 of low income families who cannot afford the services of a 
private dentist and who would otherwise not receive adequate dental care. 
Approximately 1,100 children will be served by this project in FY1980. 

Major funding is provided by the U.S. Department of Health, Education, and Wel­
fare, through Title V of the Social Security Act for Maternal and Child Health 
Services. 

Children's Dental Health Project, Des Moines Health Center 

A Program of Projects 

The goal of the Children's Dental Health Project is to provide quality dental 
care and prevention for the children of low income families in Polk, Warren, 
Madison, and Dallas Counties. Dental screening, diagnostic and preventive 
services are provided to all children of preschool and school-age, 0-18. 
Treatment, correction of defects, and aftercare are available only to children 
who would otherwise not receive such services because they are from low income 
families or for reasons beyond their control. 

During FY1980 it is anticipated that 2,900 children will receive services 
through the Children's Dental Health Project. 

Dental health services are also available through two Child Health Centers and 
two Maternal Health Centers in Iowa. 

The Children and Youth Project of Iowa provides comprehensive health maintenance 
services to low-income children from birth through age six and their siblings to 
age eighteen, residing in the project's target area of Scott County. Diagnostic, 
preventive, and remedial dental care was provided 360 eligible children served 
by the project during this past year. 

Community Opportunities, Inc., conducts child health centers in nine counties 
in west central Iowa which offer dental care as part of their health maintenance 
services to indigent children through age sixteen. Dental care is provided in 
the private offices of participating dentists who are reimbursed by the project. 

The Maternity and Infant Care Project serves pregnant women and infants up to 
12 months who reside in Appanoose, Davis, Jefferson, Keokuk, Lucas, Mahaska, 
Monroe, Van Buren, Wapello, and Wayne Counties. Dental care is provided by 
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local dentists as part of the comprehensive prenatal and postpartum care. 
Approximately 240 women will be provided dental care through this project. 

The North Iowa Community Action Orqanization Maternal Health Center provides a 
limited amount of dental care to low-income pregnant women served by the project 
throuqh local dentists. This project serves nine counties in north central Iowa. 

The Pedodontic Services for Indigent Handicapped Children Project is located at 
the University of Iowa. This projnct offers dental care to children throughout 
Iowa up to the age of 16 who are developmentally handicapped or children with 
handicapping dental problems. It is estimated that 100 children will be served. 

STATUS GOAL 14: ALL IOWANS WITH GOOD ORAL HEALTH 

SERVICE GOAL 14: ECONOMIC ANO EDUCATIONAL BARRIERS TO FLUORIDATION OF COMMUNITY 
WATER SUPPLIES AND TOPICAL SCHOOL BASED APPLICATION ELIMINATED. 

Objective 1: By 1985, Dental health education and dental health services 
increased by 25% to children and low income, pregnant women. 

Objective 2: By 1982, Community water-fluoridation available to 93% of 
Iowans served by public water supplies. 

SRRA 1: SDOH will identify funding sources. 

Objective 3: By 1982, Fluoride rinse programs for all children using 
private water supplies. 

LRRA 1: Iowa State Department of Health will develop a plan which 
includes agreements with the State Department of Public 
Instruction to provide for curriculum, staff requirements 
and costs. 

SRRA 1: Iowa State Department of Health will evaluate participation 
and effectiveness of current programs. 

SRRA 2: Iowa State Department of Health will identify priority areas 
based on need. 

References 
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Preqnancy and Infant Care 

STATUS 

Indicators 

- maternal, infant, neonatal, perinatal and fetal mortality per 
1000 live births 

- risk factors for mortality by kind 
- congenital malformation role per 1000 1·ive births 

Infant mortality 

In the United States in the past few years, the rate of infant mortality has 
stabilized at (14 per 1000 births), after steadily declining through most of 
this century. 

In Iowa, the rate of infant mortality declined between 1971 and 1978 from 17.5 
per 1000 live births to 12.5 per 1000 live births. Other indicators, perinatal, 
neonatal, and fetal deaths declined at these rates between 1971 and 1978: 

Maternal mortality 

Deaths 
Per1nata l 
Neonatal 
Fetal 

1978 
17/1000 
8.8/1000 
8.1/1000 

1971 

13.7/1000 
10.6/1000 

During the 1930's, one in every 210 women in Iowa died in childbirth; whereas 
during the 1970's one in every 11,250 women died (1978 rate= .2 per 1000 live 
births). 

These declines in infant and maternal mortality are attributable to increased 
availability of regionalized prenatal and postnatal maternal and child health 
services; supplemental food programs; direct income transfer programs which 
boost family incomes; and family planning services, as well as a stabilized 
birth rate. 

Mortality risk factors 

Despite declining rates of infant and maternal of mortality, many high risk 
pregnancies still need to be identified early so that appropriate care and 
support can be given. 

Early identification increases the likelihood of a positive health outcome for 
those prospective mothers and infants who are at risk. Factors of high risk 
for mortality or morbidity of pregnant women and infants include: 

- race (minorities) 
- previous perinatal morbidity or mortality (4th parity or higher) 
- age of mother (under 20 - over 35) 
- eucational level of mother (less than high school) 
- income level of mother (low income) 
- presence of previous maternal chronic conditions (diabetes, hypertension , 

kidney disease) 
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- trimester in which care was begun (second or third) 
- prematurity or birthweight (less than 2,500 grams or ___ weeks gestation) 
- substances used (hi~h alcohol ingestion or heavy smoking) 

Low birth weight 

Low birth weight, 2500 grams or less (5 lbs. 8 oz.) is highly related to infant 
mortality and morbidity. The risk of death in the first year of life is 17 times 
greater among infants weighing 2500 grams or less than the risk among infants 
weighing more. Infants of low birth weight are 20 times more likely to die 
before their first birthday than are other infants. Congenital anomalies, mental 
retardiation, growth and development problems, blindness, autism, cerebral palsy, 
and epilsey occur at higher rates in low birth weight than in normal birth weight 
infants. Healthy People the Surgeons Generals Report on Health Promotion a Disease 
Prevention Background Papers identifies the factors of inadequate prenatal care, 
soc1oeconom1c status, poor nutrition, and alcoholism as predictors of low birth 
weight. 

Recently, perinatologists have been even more concerned about perinates labeled 
as being very low weight, which is 1,500 grams (about 3lbs. 4 ozs.) or less at 
birth. More than half of the infants that die during the first 28 days of life 
weigh less than 1,500 grams at birth. 1 Structural birth defects occur in more 
than 30 percent of the infants weighing less than 2,000 grams at birth. Such 
defects occur in only six percent of the normal weight babies (over 2,500 
grams). (2) 

In 1978, in Iowa, 2356 or 5.3% of newborns, weighed 2,500 grams or less: 460 
or 1% of these newborns weighed 1,500 grams or less. Nationally, about 7% of all 
infants are of low birth weight. Significantly, about 20% of the infants weigh­
ing 2,500 grams or less in Iowa are born to mothers under the age of 20. Infants 
born to teenage mothers are four times more likely than other infants to be of 
low birth weight. In Iowa in 1978, while only 13% of all births were attributable 
to teenagers. But over 17% of the 362 fetal deaths that year in Iowa occurred 
in the 15-19 year old age cohort. (3) 

Age of mother 

Mothers at the other end of the childbearing span, those over the age of 34, are 
also high risk. In 1978, over seven percent of all fetal deaths in Iowa were to 
mothers in this age group. When combined with the 30-34 age group, this percent­
age increased to over 20 percent: While women over 30 accounted for only 16.7 
of all live births in 1978. 

As the table below this paragraph shows, the risk of having a child with Down's 
Syndrome is low for young women, but increases greatly for women over the age of 
35. The risk similarly increases for other chromosome abnormalities as well. (4) 
If all pregnant women over age 35 were tested by amniocentesis (between the four­
teenth and sixteenth week of pregnancy), the incidence of Down's Syndrome could 
be reduced by 57 percent. If all women over age 30 were tested, the incidence 
would be reduced by 73 percent. (5) As more women are choosing to wait until 
they are over thirty to have their first child, the percentage of births in Iowa 
to women 35 and over has increased from to . 
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Risk of Having Child 
Age of Mother With Down's Syndrome 

Below 24 years 1 • 2,000 births ,n 
30-34 years 1 • 800 births ,n 
35-39 years 1 

. 300 births ,n 
40-44 years 1 ,n 80 births 
Over 45 years 1 

. 20 births ,n 

Source: Regional Genetic Counseling Service, University of Iowa 

During the 1970's, the rate of congenital malformation per 1000 live births fluc­
tuated from a high of 19.9 per 1000 live births in 1973 to a low of 15.3 in 1977. 
Each year in Iowa over 1,800 or 4% of all infants are born with a birth defect or 
genetic disorder. 

Income 

Low income is recognized as an important factor affecting health status. It may 
be of particular importance to the pregnant woman who needs prenatal care and who 
has additional nutritional needs. It is estimated that about 6,500 or about, 14.5% 
of women giving birth each year have incomes below the poverty level {$6,506 in 
1976). About 20% or 8,900 women giving birth each year have incomes at or below 
150% of the poverty level. 

Nutrition 

Nutrition is a major component of preventive health and is especially important 
for women during the childbearing years. The expectant mother's nutrition affects· 
her unborn child since the growth needs for the fetus are drawn from the mother's 
own tissue reserves and food intake. Research now has generally confirmed that 
manutrition in the mother either before and/or during pregnancy may result in the 
baby being mentally retarded.(6) Other problems which can be attributed to inade­
quate nutritional intake are: fetal low birth weight, fetal growth retardation, 
obesity, iron deficiency and dental caries. 

About 13.5% or 96,847 families have incomes at or below 125% of the poverty level. 
In Iowa, about 150,300 children or 15.5% of all children are of families with 
incomes at or below 125% of the poverty level. These children of low income fami­
lies are at risk of having high rates of nutrition related morbidity and mortality. 

Sudden infant death syndrome (SIDS) is associated with a combination of factors -
including maternal age, blood group, urinary infection, birth order, duration of 
labor, and smoking. Monitoring of at risk infants may be one method of decreasing 
SIDS, which is leadinq cause of death among infants. Of infants dying in 1979, 
15% or 78 infants died of SIDS in Iowa. 

Trimester inwhich care begins 

In 1976 in Iowa, complication of pregnancy were recorded for nine percent of the 
births, and complications of labor and delivery were recorded for 23 percent of 
the births. 7 For that year, 19% or 7246 pregnant women began receiving prenatal 
care after the first trimester of pregnancy or received no prenatal care at all. 
In the case of unmarried women care began after the first trimester for over 47% 
of all pregnant women. 



SYSTEM 

Indicators 

- federal policies by enabling legislation by program by strategies 
- state policies by enabling leqislation by program by strategies 

Federal Policies 

Social Security Act Title XIX - establishes guidelines and federal matching 
monies for states to establish medicaid programs for low income persons. 

Social Security Act Title XX - establish guidelines and federal matching monies 
for non institutional social services; requires states to develop annual plans 
for distribution of monies. 

Social Secuirty Act Title V - gives to states monies to establish program for 
special screening and clinical services for visual, hearing, skeletal or chronic 
diseases, impairments or deformities in persons 21 years of age and younger. 

Child Nutrition Act of 1966 was amended 1978 - gives to states monies to assess 
health needs and give special supplemental food tickets to pregnant women and 
children. 

Services and estimated expenditures by 0HW branch agencies are outlined below. (8) 

Health Services Administration 

Preventive services were estimated to total •....•.... $570,000,000 or 36% of the 
Administration's total 1977 budget. 

- In the Bureau of Community Health Services (BCHS) grant programs 
provide outreach, screening and health counseling {Community and 
Migrant Health Centers; Maternity and Infant Care and Children and 
Youth projects; National Health Service Corps sites; Health Under-
served Rural Area projects). 

- In the Indian Health Service (IHS) is the primary health resource for 
approximately 700,000 American Indians and Alaska Native people. 

Center for Disease Control 

Preventive services were estimated to total ·•0••··$86,000,00 48% of the total 
centers total budget for 1977: 

Services funded include: 

- epidemiological and some clinical research, dissemination of information; 
diagnostic aid 

- pilot community programs in diabetes control 
- grant programs providing disease prevention services for specific problems--

e.g., immunization; veneral disease 
- programs for disease surveillance and technical support 
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National Institutes of Health 

Preventive services are estimated to total •........... $270,000,000 or 11% of 
the NIH total budget in 1977. 

- research and demonstration activities related to primary and secondary 
prevention of disease and disorders by 11 Institutes and seven 
supporting divisions, organized to type of condition 

In prenatal and perinatal care ($158 million), NIH research is aimed at preven­
tion of complications of pregnancy, particularly in adolescents. 

Health Care Financing Administration 

Preventive services in 1977 were estimated to .•....... $170,000,000 or total 
less than 1% of the agency total budget in 1977. 

Programs include: 

- medicaid covers well-child and well-adult care, family planning, and 
some other preventive services in the course of matching State ex­
penditures for reimbursing providers of health services to the poor 

- the EPSDT program for Medicaid eligibles under 21 pays for outreach, 
child health screening and follow-up. 

Office of Human Development Services 

Preventive services in 1977 were estimated to total .... $1,166,802,677 or 23% 
of the office total budget. 

- Administration for Children, Youth, and Families. ACYF supports Head 
Start programs to provide developmental services, research and 
development, information and referral, career development, techni­
cal assistance, and training; Research Demonstration projects to 
support the family; provides grants and contracts to improve family 
activities for prevention, identification, and treatment of child 
abuse. 

Suggested Strategies 
Objectives for the Nation include the following priorities: 

~ education and community based services available without regard to 
social, ethnic, or geographic barriers 

- maternal and child health programs including family planning services 
- nutrition education and food supplement from first trimester 
- curtailed smoking during pregnancy 
- regionalized care system 

Objectives included in the Objectives for the Nation are by 1990: 

- a infant mortality rate of no more than 9 per 1000 live births 
- a perinatal mortality of no more than 5.5 1000 live births 
- a maternal mortality of no more than 5 per 100,000 births 
- 90% of pregnant women receiving care during the first trimester 
- rates of low birth weight babies for low socioeconomic groups within 

6% of national average 
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- assurance of safe intrapartum care, and screening and acceptable treat­
ment of all neonates 

State Policies and Programs 

Legis l ation 

Chapter 136A "Birth Defects Institute," Code of Iowa, 1979: sets up an institute 
to conduct research and support clinical counseling services related to the 
prevention and care of birth defects. 

Chapter 255, Medical and Surgical Treatment of Indigent Patients, Code of Iowa 
1979 - allows counties to refer indigent patients to the university hosp i tal 
for care commesurate to their needs. 

CDapter 140.11, Veneral Disease Control, Code of Iowa, 1979 - requires syphl lis 
blood test for all pregnant women. 

Programs and their strateg ies 

Preventive services 

The State Department of Health, Division of Personal and Family Hea lth, Maternal 
and Child Health Section supervises and plans for programs which effect the 
outcomes of pregnancy. These programs include: 

Obstetric Clinics - Des Moines, Broadlawns: 720 pregnant women served in 
1978 

Prenatal Clinics - Cedar Rapids, St. Luke's Methodist: 550 women served 
in FY 1978 

Well Child Clinics - public health nurses screening and follow-up take 
place at four sites Hardin, Polk, Johnson and Linn Counties; over 
3,000 children seen in FY 1978 

Child Health Centers - 14 Centers served 9,508 or 6.2% of the 153,000 
children of low income in FY 1978 these children received physical 
assessments, immunizations and anticipatory guidance in nutrition, 
dental care, physical and mental development 

Children and Youth Project of Iowa, A Program of Projects - at Scott 
County comprehensive, continuous health services to children 6-18 
years of age; focuses on health promotion in low income families 

Child Health Screening Centers - 34 center sites in conjunction with 
the Department of Social Services provide Early Periodic Screening, 
Diagnosis and Treatment (EPSDT) examination for medicaid eligibile 
persons under 21 years of age. EPSDT clinics screened 21,009 (33%) 
of the 62,000 eligible youth in 1978. Private physicains screened 
another 16,567 (27%) of the 62,000 eligible youth. 4,440 (7%) of 
the 21,000 EPSDT eligible youth were screened by public health 
nurses or at child health centers 

The Department of Health, under proposed State Legislation Child Health Assur­
ance Program (C.H.A.P.) is seeking increased funding so that each child health 
screening center could become child health centers, which offer treatment and 
consultation as well as screening. 

Maternal Health Centers - Five centers serve 14 counties, and seek to provide, 
through good preventive prenatal care, beginning early in pregnancy, the birth ing 
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of healthy babies. Of the 73,714 low income women in Iowa, only 2,465 received 
care in FY 1979 at Maternal Health Centers. 

Iowa Maternity and Infant Care Project, A Program of Projects - a demonstration 
program for all pregnant women and infants up to 12 months of age who reside 
in the 14 counties of the Governor's planning region XV - based in Ottumwa are 
eligible for services offered. The project assures appropriate hospitaliza­
tion, dental care, nutrition counseling, social counseling and follow-up. 

Statewide Family Planning Program - through the state offers cancer screening 
infommation, counseling and supplies for birth control, pregnancy testing, 
sterilization and educational programs. 

Suddent Infant Death Program - through the state provides information and 
counseling for persons involving with the loss of an infant due to SIDS. 

Special Supplemental Food Program for Women, Infants, Children (WIC) - of the 
41,025 low income women and young (0-5 years of age) children eligible only 
15,790 or 38% received services in FY 1979. Foods to be received are deter­
mined through consultation with a nutritionist; education and small group 
counseling is provided. (WIC is discussed in greater detail on page~: ). 

Most of the above programs are funded through Title V, Social Security Act. 
However, the Statewide Family Planning Program is funded largely through Title 
X of the Public Health Service Act, and the WIC Program is funded through the 
Child Nutrition Act of 1966, as amended in 1978. 

The WIC program sprang from the recognition that good nutrition begins at con­
ception. The State Health Plan for Women and Children gives special emphasis 
to adequate nutrition for the low income. While those in poverty may be able 
to counter their hunger with food, it is established that unless they have suf­
ficient health education to make the proper selections, their final outcome is 
malnutrition. Those programs listed above, the WIC Program, Maternal Health 
Center, Child Health Centers and Children and Youth Project which offer nutri­
tion counseling and health education need to be continued and, in some cases, 
expanded so that more of the persons eligible receive the prevention services 
which will improve the health of the present and succeedinq generations. 

In FY 1979, Iowas WIC Program returned-% of its monies to the federal govern­
ment because of a state staff shortage, which did not allow the state to admini­
ster the monies. Monies were returned despite the fact that only 38% of the 
41,000 eligible pregnant women and children were served. The Health Department 
needs several more administrative staff (it now has--) to handle the$ 
million WIC Program. 

State Services for Crippled Children (SSCC) - are funded through Title V of the 
-s-o-c~ia_l....._S~e-c_u_r~it~y-A-c~t-,-s~p~e-c-i~a-1-c~li-·n-i_c_s__,_a_r_e_h~eld periodically throughout the state. 
No income level is set by the SSCC. Over 6,340 children were screened in FY 1978. 

Iowa Council on Adolescent Health - funded through a national initiative to pre­
vent unwanted teenage pregnancy, the council has sponsored several conferences 
and workshops for teens and adults; advocates for education for the causes of 
unwanted pregnancies; and serves as a resource to the Iowa State Department of 
Health's Maternal and Child Health Section. 

The States Regional Genetic Consultation Service, created through Chapter 136A, 
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Code of Iowa, 1979, helped over 700 families and 1,703 individuals during 1977. 
This service is now available throughout the state. 

Genetic counseling services appraise and inform couples (prior to conception) 
of the risk of a genetic disorder occuring in their children. This appraising 
involves the development of a family pedigree (what types of disorders have 
occurred in family members in the past) and a chromosomal analysis (done on 
a blood sample from the potential mother and father to determine any possible 
chromosomal abnormalities). 

The State Maternal and Child Health section plan to reach an additional 300 
persons a year by 1984 through the Regional Genetic Consultation Service 
RGCS). In FY 1980, RGCS reveived $150,000 in federal grants and ----in state appropriations. 

Unlike the Genetic Consultation Service, which is funded in part through state 
appropriations, non of the materna 1 and ch ·i 1 d hea 1th programs 1 i sted on page 
receive state appropriations . With only 33 counties and only 6.2% of the 
153,000 eligible low income children receiving the Early Periodic Screening 
Diagnosis Treatment of Child Health Screening Centers, state appropriations 
dre needed to serve more of these at risk children. State appropriations and 
changes to allow medicaid coverage from the first trimester of pregnancy are 
also needed to serve the estimated 6,500-9,000 Iowa women of low income (150% 
of poverty level/who become pregnant each year) through Maternal Health Centers. 
Only 2,465 women were served by Maternal Health Centers in FY 1979. 

One state policy on health care for low income women changed in 1979. A woman 
may now be eligible for the Aid to Families with Dependent Children (AFDC) dur­
ing her third trimester of pregnancy, and hence eligible for medicaid benefits. 
However, medicaid eligibility should begin the first trimester of pregnancy. 
The earlier care begins, the les s is the risk to the mother and and child, hence 
the fewer costs to society over the childs life. 

Hill Burton hospitals are required to provide some free care to persons whose 
income is not more than the current poverty income guideline each year. 

Another problem for the low income is that many pregnancy and infant care pro­
gram guidelines preclude the near poor (income of 150% of poverty level) from 
participation. For many ''medically indigent'' families paying for services is 
often just as difficult as for those persons with incomes below the poverty 
1 eve 1 • 

STATUS GOAL 15: A DECREASE IN THE NUMBER OF RISK FACTORS WHICH RESULT IN 
MORBIDITY AND MORTALITY IN PREGNANT WOMEN AND INFANTS. 

SERVICE GOAL 15: THROUGH EDUCATIONAL, LEGISLATIVE, ECONOMIC AND SERVICE 
STRATEGIES INCREASE AVAILABILITY AND UTILIZATION OF STATEWIDE 
COMPREHENSIVE HEALTH SERVICES FOR WOMEN AND CHILDREN. 

Objective 1: By 1985, antepartum and postpartum health care given to women 
in maternal health centers will be increased from 2% (2,465) 
to 10% (7,371) of the low income women in the State. 

SRRA 1: State Department of Health will identify and seek funding 
sources needed to expand maternal health center services . 
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Objective 2: By 1985, supplemental foods and nutrition education will be 
increased from 30% to 65% of the low income children 0-5, 
pregnant women, and postpartum women who are nutritionally 
at-risk. 

SRRA 1: State Department of Health will gain legislative approval 
for additional administrative staff. 

Objective 3: By 1985, indepth counseling and follow-up will be provided to 
an additional 300 Iowa families involved with a birth defect 
or genetic disease by 1984. 

SRRA 1: Regional Genetic Consultation service will continue to 
operate at current levels. 

LRRA 1: Registry of epidemiology program added for genetic/birth 
defects to current program. 

Objective 4: By 1985, dental health education and dental health services 
will be increased by 25% to children and low income, pregnant 
women in the State by 1984. 

See Fluoridation for actions 

Objective 5: By 1985, Medicaid program expanded to cover women from the 
first trimester of pregnancy, so that no more than 3000 women 
enter care later than first trimester. 

LRRA 1: State agencies concerned with maternal and child health 
will seek support of State legislative changes in Medicaid 
program. 

SRRA 1: ISDOH will develop public information campaign to be jointly 
sponsored with other statewide agencies. 

Objective 6: By 1985, at least 25% or 110 of the 447 local school districts 
offering comprehensive school health education as defined in 
the 1979 Comprehensive School Health Education Final Report. 

See page .ffl. for act ions. 

Objective 7: Yet to be added on services for teens. 

Objective 8: By 1985, 25% of EDSDT eligible children screened annually (6% 
are now screened) by public health nurses or at child health 
screening centers. 

LRRA 1: State Department of Health and Department of Social Services 
will expand center sites from 34 to ___ . 

Objective 9: By 1985, expansion of child health centers from 33 counties 
to Statewide. 
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, 

LRRA 1: State Department of Health will contact with local public 
officials to identify resources avai l able and need to expand. 

Objective 10: By 1985, preventive education for parents on accident preven­
tion, nutrition, health care services available at hospitals 
for all new parents, with public health nursing home fol l ow­
up for at-risk mothers and infants. 

LRRA 1: State Department of Health will contact the Iowa Hospital 
Association, and at least five hospitals in the State to 
provide information on and encourage accident prevention 
education. 
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Family Planning 

STATUS 

Indicators 

- pregnancies as a% of wanted pregnancies by mother's marital/socio­
economic characteristics 

- contraceptive use/nonuse by man's/woman's socioeconomic character-
istics 

Many pregnancies unwanted 

In Healthy People, the Surgeon General makes the following comment, "Any child 
whose birth is planned,is far more likely to get off to a healthy start in life 
and to receive the continuing parental love and support needed for health 
development. 

"Yet of the more than four million pregnancies a year in this country, over one 
million are terminated legal abortion. And, of the slightly more than 3 million 
births, an estimated 1.3 million are unplanned. It appears then that half of 
all pregnancies are mistimed, and many are unwanted." (1) 

Iowa data on the proportion of pregnancies that are wanted and unwanted and the 
proportion of women using contraceptives has not been collected. Here estimates 
of Iowans for these indicators are based on national studies. 

In Iowa, in 1978 about 91% (40,443) of the 44,559 births were to married women. 
Based on national data of these 40,443 babies: 

- 10% (4,000) were born to married women who had not wanted to conceive 
- 25% (10,000) were born to married women who had wanted to conceive, 

but not at soon as they had 

In 1978 in Iowa, the 9% (4,116) of the 44,559 births were to single women. 
Of these 4,116 births: 

- % ( 
time 

) were born to women who had not wanted to conceive at that 

While one in in 10 births were unintended for married women, one in four were 
unintended for blackwomen, and one in five were unintended for women with 
incomes below the poverty level. Users of contraceptives include 80% of married 
couples, and 75% of the sexually active single women. However, 45% of single 
women use contraceptives only occassionally. (2) Nationally, only about 50% of 
sexually active teenagers use contraception. 

Teenage Parents 

In Iowa of the women giving birth in 1978, 5,919 (15%) were teenagers. Of the 
single women giving birth that year about 50% (3,822) were teens. While nation­
ally teens represent only 17% of women giving birth and 21% of all women of 
child bearing age, teens account for about one-third of all abortions. One in 
ten teenage women in the United States become pregnant each year. One in twenty 
teenage women is a mother before her eighteenth birthday • 
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In a study cited in Healthy People, sexually active teenage women gave the 
following reasons for not using contraceptives: 

- ability to predict the time of month when they are fertile 
- belief that chances of pregnancy are low, and 
- services were unavailable (3) 

For teenage mothers, the consequences of choosing to raise their children are 
likely to be severe and long lasting. Teenage mothers are likely to interrupt 
or terminate their formal education, to give up or curtail social interaction 
with peers, and to have low incomes for the rest of their lives. 

Data in the Iowa Health Plan for Women and Children, 1979-80 sites Iowa vital 
statistics for 1977 in which 2,201 infants were born to women 17 years of age 
and younger. (49 of every 1,000 live births and 5% of all births that year) 

In the United States between 1971 and 1976, the percentage of single 15-17 year 
old women who have had sexual intercourse at least once increased from 20.5% 
to 28%. ( 4) 

If the same percentage of Iowa teenage women 15-17 years of age have also had 
sexual intercourse, then potentially 23,670 (28%) women in this age group need 
family planning or counseling services. 

SUMMARY OF MAJOR FACTORS APPARENTLY ASSOCIATED WITH 
PREMARITAL INTERCOURSE AMONG ADOLESCENTS 

Factors 

Social Situation 
Father having less than a college education 
Low level of religiousness 
Norms favoring equality between the sexes 
Permissive sexual norms of the larger society 
Racism and poverty 
Migration from rural to urban area 
Peer-group pressure 
Lower social class 
Sexually permissive friends 
Single-parent (proably low-income) family 

Pschyological 
Use of drugs and alcohol 
Low self-esteem 
Desire for affection 
Low educational goals and poor 

educational achievement 
Alienation 
Deviant attitudes 
Hiqh social criticism 
Permissive attitudes of parents 
Strained parent-child relationships and 

little parent-child communication 
Risk-taking attitudes 
Passivity and dependence 
Aggression; high levels of activity 

Males 

unknown 
yes 
probably 
yes 
yes 
unknown 
yes 
yes (probably) 
unknown 
unknown 

yes 
no 
no 

yes 
no 
yes 
no 
yes 

yes 
yes 
no 
yes 
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Females 

yes, for blacks 
yes 
yes 
yes 
yes 
yes 
not clear 
yes (probably) 
yes 
yes 

yes 
yes 
yes 

yes 
yes 
yes 
yes 
yes 

yes 
yes 
yes 
no 



Hiqh degree of interpersonal skills 
Lack of self-assessment of 

psychological residents 

Biological 
Older than 16 
Early puberty 

yes 

yes 
yes 

no 

yes 
yes (probably 

for blacks) 

Variables supported by only one or two small studies. Other variables are 
supported by a number of investigations. 

From: Social Work, "Teenage Pregnancy: A Research Review", p. 193, November 
1979. 

Family Planning Services: Focus for State Initiative Iowa published by Alan 
Guttmacher Institute in 1975 identified 73,740 women of child bearing age 
(15-44 year of age) who had incomes below 150% of the poverty level, and would 
therefore be in need of family planning services. The Guttmacher Study also 
estimated that about 16% of these women of low income receive services from 
their private physicians. In 1979, 26,700 women at low income were served by 
the family planning programs funded through the Iowa Statewide Family Planning 
Program. This would leave about 48% or 34,242 of the women-in-need identified 
in the Guttmacher Study without family planning services. 

The grant application of the Iowa Statewide Family Planning Program, however, 
disputes the number of 20,500 or 16% of low income women who are estimated to 
be served by private physicians now served by private physician, stating that 
it is impossible to identify the percent of women of low income being served by 
private physicians. 

Besides the "quality of life" issue of people being able to choose from when 
and of what size to make their families, family planning is vital in order to 
limit world population growth. World population now grows exponentially, at a 
rate of 1.64% a year (only 5 years ago this rate was 1.98%), doubling every~{-~ 
years. At this current annual growth rate of 1.64% in 48 years, excluding 
Anartica, there will be one human for every square meter of dry land on the 
earth (one square meter equals about 39 square inches). 

SYSTEM 

Indicators 

- federal policies by enabling legislation by barriers addressed 
- state policies by enabling legislation by barriers addressed 

Federal Policies 

Social Security Act, Title IV-A, Family Planning Provisions - requires state 
to offer to serve current and potential AFDC recipients with family planning, 
and encourage services for sexually active minors. Federal matching monies 
are provided on a basis of nine federal dollars for every one state dollar. 

Social Security Act, Title XIX - requires state to reimburse family planning 
as part of medicaid program, encourages contractual provision of services, 
provides nine federal dollars for every one state dollar. 
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Social Security Act, Title XX - gives to states monies for community base 
social services based on population, income and staff matching monie: $150,000 
in Title XX monies were contracted to the Statewide Family Planning Programs in 
FY 1980. 

Public Health Services Act, Title X - requires states to develop family planning 
programs and allocates monies to states for such. 

Nationally, barriers to preventing unwanted pregnancies center around the avail­
ability and quality of family planning, and include the lack of: 

- the lack of information dissemination of family planning, human sexuality 
and family education life at early ages by parents and teachers rather 
than peers, especially for low income men and women, and outside 

- more wide distribution of non-prescription contraceptives 
- skills of social workers and other individuals in health care who serve 

adolescents 
- client time required for social educational and medical as assessments 

in family planning clinics (3) 

Goals contained in Objectives for the Nation are the: 

- reduced unintended pregnancies among teenagers and other medically and 
socially at risk populations 

- increased availability of infertility diagnosis and treatment 
- increased safety of surgical sterilization and temporary contraceptives 

(reduced percentage of sale of oral contraceptive high in estrogen) 

Current federal expenditures in family planning are about $294,000,000 a year 
for contraceptive research, public information and genetic counseling. Most 
federal family planning monies are allocated through Title X of the Public 
Health Service Act. However, the Health Care Financing Administration encour­
ages family planning in state medicaid programs by paying for services at a 
90% federal - 10% state rather than the usually 50-78% federal. 

In FY 1979, the federal government began a preventive teenage pregnancy initi­
ative. For this initiative in FY 1979 $60,000,000 was budgeted. 

State Policies and Programs 

Legislation 

Chapter 234.21 - 234.28 (Code of Iowa, (1979), set Iowa's policies for family 
planning services. These policies direct that: 

- services may be offered for any department of social services eligible 
client and include interviews, literature distribution, physician 
referral, examination, tests 

- all clients have the right to refuse services for religious or other 
convictions and to receive services in a language which they can 
understand 

Programs 

Family planning services 

The Iowa State Department of Health administers the Iowa Statewide Family 

1 

I 



Planninq Program. The Family Planning Program encompasses 17 private agencies 
that provide services to all of Iowa's 99 counties. 

In 1979, 47,069 received services through these agencies 7,896 of those persons 
were less than 18 years of age. (An estimated 23,000 women of this age have had 
intercourse at least once). Pregnancy testing, patient education, sterilization, 
and infertility counseling are services available upon request. In some of the 
local Family Planning agencies, through physician referral network, individual 
physicians are reimbursed for providing examinations, while agency staff provide 
onsite education and counseling. In other agencies, independent clinics provide 
all services inhouse. 

In 1975, while 65% of the women of child bearing age with income 150% of poverty 
level or less were in non-metropolitan counties, only 35% of those persons 
served were in non-metropolitan areas. (5) 

The availability of family planning through subsidized clinic has grown steadily 
since 1968 when only 5,600 Iowans were served. However, it appears that large 
percentage of women of child bearing aqe particularly teens are non-metropolitan 
residents who remain in need of some family planning services - medical services, 
contraception, education, counseling, etc. 

Education and information strategies 

Considering the rising percentage of teens who are sexually experimenting or 
active, the need for information about and geographic accessibility to contra­
ception becomes important. Also, family life education in the communities and 
schools is vital for teens. Deciding whether or not to use drugs, deciding 
whether or not to have sex requires decision making skills, such as those 
learned in values clarification classes. Information dissimination alone will 
probably do little to change the incidence of teenage pregnancy. All 17 family 
planning agencies offer community and patient education along with clinical 
services. But the number of persons reached through outreach and in-house 
education is unknown. Limited access to classrooms, particularly in the lower 
grades, impacts the effectiveness of these services. 

The accessibility of these services to teenagers in non-metropolitan rural areas 
has been identified also by the Maternal and Child Health Section of the State 
Department of Health as a problem. In a recent special school survey conducted 
by the Maternal and Child Health Section, 50% of individuals who responded to 
the survey in non-metropolitan schools were unaware that family planning ser­
vices are available statewide, and 39% were unaware of the availability of 
mental health services. 

Consumers interested in the issues of geographic accessibility to, information 
dissemination, and community education about family planning have several 
channels through which to act. Mandated health planning agencies and reviews 
of family planning grants which the Department of Health gives to local agencies 
are to begin in 1980. The Health Systems Agencies and the State's Office for 
Health Planning and Development will conduct these reviews. As a result of the 
initiation of these reviews, the State Family Planning Consumer and Provider 
Advisory Council was discontinued in 1979. At the community level, state 
funded family planning agencies rely on advisory Boards composed of consumers 
and providers in the agencies service aeas. 

A Preventive Service task force of the Office for Health Planning and Development 



preventive services identified the following areas of needed change in Iowa's 
family planning service system. 

- integration of family planning clinics with other maternal, infant, and 
child health 

- heightened family planning counseling skills for providers of other I 
preventive social and health services 

- wider availability of education on family planning and service avail­
ability for teenagers 

- family life/sex education for kids in primary and secondary schools 
- inclusion of menopause education as part of family planning/sex education 

and counseling, especially for teens 
- in rural areas of Iowa, greater access to available family planning and 

counseling, especially for teens 
- services to minorities in urban areas 
- more commitment of state funds to supplement dwendling Title XX monies 

for family planning 
- more consumer advocacy and education and outreach at the local and state 

levels for services which prevent unwanted pregnancy 

STATUS GOAL 16: ALL CHILDREN BORN WANTED. 

SERVICE GOAL 16: FAMILY PLANNING SERVICE SHALL BE AVAILABLE TO ALL IOWA RESI­
DENTS IN NEED OF THESE NECESSARY HEALTH CARE SERVICES REGARD­
LESS OF AGE, SEX, RELIGION, RACE, MARITAL OR SOCIAL STATUS, 
WITH SPECIAL EMPHASIS DIRECT TOWARD LOW INCOME POPULATIONS. 

Objective 1: By 1985, family planning services to low income women includ­
ing teenagers, at risk of having unwanted pregnancies increase 
by 25% from 47,000 to 58,000 

LRRA 1: SDOH will identify additional resources need to reach Iowans 
in need. 

Objective 2: By 1985, increased school community education on ways to 
prevent, and to choose not to have unwanted pregnancies. 

LRRA 1: Inventory current community and school family planning 
education efforts. 

Objective 3: Referral services linkages stronger between State Department 
of Health Maternal and Child Health projects and Family 
Planning services. 

LRRA 1: State Department of Health staff establish procedures which 
define how and when cross referrals are appropriate. 

Objective 4: All local family planning agency's assume greater outreach 
into rural areas. 

LRRA 1: 
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Sexually Transmitted Disease 

STATUS 

Indicators 

- incidence by age groups 
- disease by complications by rate per 100,000 persons 

Incidence rates 

In 1977, 86% of the 10 million cases of sexually transmitted diseases in the 
United States occurred in 15 to 29-year-olds. 

Common sexually transmitted diseases include: (1) 

Trichomoniasis - 3 million cases or 1360 cases/100,000 U.S. population 
Gonorrhea - 2.5 million cases or 1130 cases/100,000 U.S. population 
Non-gonococcal urethritis (NGU) - 2.5 million cases 
Genital herpes - 500,000-1,000,000 cases 
Syphilis - 80,000 new cases 

In addition, at least two forms of hepatitis are sexually transmissable. 
While trichomonoiasis occurs frequently, its consequences are not known 
to be severe. 

Syphillis and gonorrhea 

Federal education and treatment efforts in the early 1960's to control sexually 
transmissable diseases, particularly gonorrhea and syphilis, resulted in gonor­
rhea incidence, which had quadrupled between 1960 and 1975, plateauing in 1975. 
In the United States in 1976, hospitalizations for pelvic inflammatory disease 
were down 50% from 1971. (2) 

In 1978, there were 193 reported gonorrhea cases/100,000 population, and 1.2 
reported syphilis cases per 100,000 persons. Though these conditions are 
treatable with antibiotics, they are not currently prevented by immunization. 
Over one-third of the cases of gonorrhea in Iowa each year occur among teen­
agers. Almost nine of ten gonorrhea cases occur in persons less than thirty. 

If an individual with gonorrhea is not diagnosed and treated, complications 
may begin. Sterility may result in both men and women. The most common com­
plication in the female is pelvic inflammatory disease (P.I.D.). P.I.D. is an 
inflammation of the tissues of the reproductive organs such as the fallopian 
tubes or the uterus. 

Because gonorrhea first attacks the urinary tract in the male, the first compli­
cations are usually associated with the urethra and the blander. The scarring 
that results from the gonorrhea germs attacking the urethra may leave this tube 
partially or completely closd by scar tissue. Such a stricture may make it 
difficult or impossible for the male to urinate. 

There are other possible complications. Occasionally, the organism of gonor­
rhea is carried by the blood stream from the reproductive parts and organs to 
other areas of the body. One common place for the organism to settle is in the 
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joints, causing a very painful form of arthritis or heart disease. None of the 
complications of qonorrhea need occur if the infected individual consults a 
doctor for diagnosis and treatment. 

One other complication of gonorrhea which should be mentioned is eye infection. 
If a pregnant woman has gonorrhea at the time she delivers her child, the dis­
ease organisms may infect the child's eyes as it passes through the mother's 
birth canal. Blindness could result. Because of this danger, most states, 
including Iowa. require that preventive drops of silver nitrate medication or 
an antibiotic be placed in the eyes of every newborn child. Also, an adult 
could infect his or her own eyes by hand-to-eye transmissions of gonorrhea 
germs. 

Syphilis is a systemic disease, which means that the causative organism gets in 
the circulator system--both the blood stream and the lymphatic (disease defense) 
system. Compared with gonorrhea, syphilis occurs infrequently in Iowa. Groups 
with higher rates than the national average include homosexuals, migrant workers, 
and the poor. 

Genital herpes 

"Genital herpes--which is manifested by very painful lesions similar to cold 
sores or fever blisters can cause severe neurological damage in an infant 
infected while passing through the birth canal. Such infection occurs in 50% of 
infants delivered vaginally by infected mothers. Active lesions in a pregnant 
woman are an indication for a Caesarean section." (3) The annual incidence rate 
of herpes simplex based on national rates is probably around 350 cases per 
100,000 population. 

SYSTEMS 

Indicators 

- Federal Policies by programs by strategies 
- State Policies by programs by strategies 

Federal Policies 

"The main thrust of the HEW effort is ... CDC's VD control program through which 
CDC provides funds and manpower to states for casefinding, screening and diag­
nostic services for syphilis and gonorrhea. The Bureau of Community Health 
Services ... provide(s) for sexually transmitted disease prevention in their 
constituencies. A relatively small emphasis is placed on other diseases that 
can be sexually transmitted, (25 million cases annually), and genital herpes, 
for which there is no effective treatment and which may be a precursor to 
cervical cancer." (4) 

Priority methods to reduce the incidence of sexually transmitted disease included 
Objectives for the Nation are: 

- Education and information dissemination to encourage at risk groups to 
take precautions 

- Increased use of condoms 
- Introduction of vaccines as soon as are developed 
- Ready access to early diagnosis and treatment which do not stigmatize 

persons receiving services 
- Education and health professional education 



Specific objectives identified in that same publication include; by 1990: 

- all providers capable of diagnosing genital herpes 
- al 1 providers capable of diagnosing of hepatitis B 
- data collected to determine herpes simplex, NGU, and other STD incidence 

rates in each state 
- all HSAs prioritizing STD services for their service areas 
- medical students receiving at least 20 hours of clinical experience 

in an STD facility 
- one-half of all industries and businesses including STD education and 

tests within health and wellness programs. 

State Policies Programs 

Legislation 

Iowa's State Department of Health administers and enforces 
Chapter 140, Venereal Disease Control, Code of Iowa, 1979. 
the: 

the provisions of 
Chapter 140 mandate 

- confidentiality of all names, which are never accessible to the public, 
of persons reported to have VD 

- sanctions for physicians who fail to report cases 
- diagnosis and treatment of all persons reasonably expected to have 

venereal disease (syphilis, gonorrhea, granuloma, inguinale, and 
lymphogranuloma venereum) 

- blood test of pregnant women 
- eye treatment of newborns 

Programs and their strategies 

Preventive services 

The Iowa State Department of Health - Venereal Disease Control Section is the 
control and coordination agency in the state for all venereal disease programs. 

The Venereal Disease Control Section fulfills requests for venereal disease in­
formation received from schools. Local volunteers including civic groups, phy­
sicians, local public health nurses and other organizations give presentations 
when schools request. Staff from the Venereal Disease Section visit physicians 
and laboratories to encourage their prompt and complete reporting of cases and 
positive test results, respectively, and to provide literature and information 
to them. If funds permit, drugs used by physicians for the treatment of gonor­
rhea and syphilis are replaced to the physician, upon his request when reporting 
the case. 

To identify persons infected with gonorrhea it is necessary that the Venereal 
Disease Control Section help supervise 13 public health representatives. This 
staff of public health representatives engage in a wide variety of activities 
that help to identify areas other than venereal disease, including zoonotic, 
nosocomial, and immunizable disease morbidity. 

The publi c health representatives are assigned to specific geographical loca­
tions. The primary responsibilities of the epidemiologic staff are as follows: 

1. To interview all reported cases of gonorrhea in males and females for 
their sexual contacts that had occurred during a 30 day period prior 
to the onset of their disease. 



2. To refer these contacts for medical evaluation. 
3. To arrange for preventive treatment when indicated. 
4. To visit all private physicians in priority specialties. 
5. To visit all laboratories that do testing for venereal disease. 

The Iowa State Department of Health Venereal Disease Control Section spends each 
year about $182,000 in federal, and $144,000 in state monies on venereal disease 
control. But these monies allow for little more than keeping the number of 
cases from expanding. 

STATUS GOAL 17: THE PRESENT RATES OF SEXUALLY TRANSMISSABLE DISEASES LESSENED 
IN ORDER TO KEEP DAMAGE TO HEALTH, INCLUDING BLINDNESS, STER­
ILITY, SYSTEMIC AND LOCAL INFECTIONS AT A MINIMUM. 

Objective 1: By 1982, no more than 6,000 cases of gonorrhea per year 
(1978 = 7,260 cases; 1976 = 6,500 cases) 

SERVICE GOAL 17: EDUCATION ON AND PREVENTIVE HEALTH SERVICES FOR SEXUALLY 
TRANSMISSIBLE DISEASES IN ORDER TO MAINTAIN OR LESSEN THE 
PRESENT RATES OF SEXUALLY TRANSMISSIBLE DISEASES. 

Objective 1: By 1988, 95% of exposed gonorrhea cases given preventive 
treatment each year. 

SRRA 1: State Department of Health will continue surveillance 
activities of contacts. 

Objective 2: By 1985, update Iowa Code to reflect recent changes in use 
of term "sexually transmissible disease" instead of venereal 
disease. 

LRRA 1: State Department of Health will draft need changes in Chapter 
139 and submit to the Board of Health. 

Objective 3: By 1985, stronger referral links and follow-up between family 
planning clinics doing STD screening and STD clinics. 

LRRA 1: State Department of Health will develop standards for family 
planning agencies regarding follow-up on positive cases. 

Objective 4: By 1985, STD information and education as part of comprehen­
sive school health education in at least 25% of local school 
districts. 

(See action steps on page Jefi). 
Objective 5: By 1985, all medical students going into primary care special­

ties having at least 20 hours of diagnosis and treatment exper­
ience in sexually transmissable diseases. 

SRRA 1: State Department of Health will inventory U of 
determine STD clinical experience primary care 
specialties. 

I and COMS to 
• primary care 

Objective 6: By 1985, adult education classes for parents on family life, 
sex education and sexually transmissible disease prevention 

• 



within the boundaries of each area education agency and 
family planning service area. 

LRRA 1: State Department of Health will inventory AEAs and family 
planning agencies to determine number of persons served 
classes available in family life adult education classes. 
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STATUS 

Indicators 

Immunization 

- childhood immunizable diseases by incidence rates 
- other immunizable diseases by incidence by related mortality 

A communicable disease is a disease which can be transmitted from one person to 
another or from another animal to a person. An immunizable communicable disease 
is one for which vaccines can be adminstered to produce immunity. At one time, 
immunizable communicable diseases were a major cause of death in the United 
States. Today, thanks to public health and immunization efforts, this threat 
has been greatly decreased. The 11 immunizable communicable diseases are: 

Diseases for which effective 
immunization exists: 

Seven childhood immunizable disease 

Diphtheria 
Hepatitis 
Influenza 
Measles 
Mumps 
Pneumonia 
Polio 
Rabies (see infectious agent section) 
Rubella 
Tetanus 
Whooping Cough 

These immunizable diseases, diphtheria, measles, mumps, polio, rubella, tetanus 
and whooping cough still pose a potential problem within the state. But since 
the enactment the child care and school entrance immunization law in 1978, the 
incidence of the seven childhood immunizable diseases has declined dramatically. 
In 1979, there were only 16 cases of measles, 53 cases of rubella, one case of 
pertussis, 246 cases of mumps (not required by the law but rates are declining 
as most physicians use a measles-mumps-rubella combination vaccine), and no 
cases of tetanus or diphtheria. There were three cases identified as poliomye­
litis but these occurred only within a group opposed to immunizations. The 
figures are among the lowest in the state's history. This decline is contingent 
upon the continued high percentage of vaccinated individuals and the continued 
vigorous enforcement of the states school and child care center immunization law. 

Other immunizable diseases 

Influenza occurred in 1977 at a much higher incidence rate than any other 
reported communicable disease, (1,870 cases/ 100,000 persons). It was followed 
by reported cases of gastrointestinal viral infections with a rate of 860 cases/ 
100,000 persons and the incidence rate of hepatitis, 81/100,000 persons. Since 
1970, pneumonia and influenza combined have been the fifth leading cause of 
death in Iowa, accounting for about four percent of all deaths each year. Infants 
and that group of persons over 65 years of age are at risk of dying from pneumonia 
and influenza. These age groups have death rates from these diseases higher than 
the rest of the population of Iowa. In general, infants, persons over 65 years 
of age and any one which has a chronic diseasee such as diabetes, heart dise ase , 
bronchitis, empheysema, or end stage renal disease are more likel y to die or 
develop pneumonia as a result of contacting influenza. 



Within the past year or two, for certain strains of pneumonia, an effective 
immunization has been made available. The Center for Disease Control of DHEW 
recommends that states consider the distribution of this vaccine to high risk 
individuals. If a choice were to be made between immunizing at-risk individuals 
for pneumonia or influenza, State Department Of Health officials recommend that 
the pneumonia vaccine be administered first. Most persons who die from influenza, 
die not from the viral infection, but from pneumonia which they develop as a 
result of their weakened resistance. 

SYSTEMS 

Indicators 

federal policies by strategies 
- state policies by enabling legislation by strategies 

Federal policies by barriers addressed state policies by enabling legislation 
by barriers addressed. 

Federal Policies 

"Immunization ($91 million) represents the major thrust of HEW's prevention 
efforts in the area of communicable disease. In addition to epidemiological 
studies, research into the pathogenesis (bacterial and viral), and the develop­
ment and testing of vaccines, the National Institute of Health and the Center for 
Disease Control disseminate information of the results of their investigations. 
The Center for Disease Control also pays for and distributes vaccines and 
provides grants to states for immunization programs ... Maternal and Child Health, 
Children and Youth and Family Planning (of the Health Services Administration) 
also provide immunizations." 

"In 1977, HEW launched the Childhood Immunization Initiative to correct a situa­
tion in which (about 40%) of children under 15 years of age were not adequately 
immunized". (1) 

HEW initiated in 1978 a grant program to increase influenza vaccines among 
high-risk groups. However, federal committment to continue this program is not 
assured. 

Objectives for the Nation (DHEW, 1979) suggests tha following be accomplished by 
1990: 

- Influenza vaccine immunization exist in at least 60% of high risk 
populations 

- Pneumococcal vaccine immunization levels at least 60% in designated 
high-risk populations 

- Surveillance system such that 90% of those hospitalized, and 50% of 
those not hospitalized with vaccine preventable disease of childhood 
are reported, and that uniform case definitions are used nationwide 

- Within 5 years of licensure of new vaccines, attain immunization levels 
of at least 50% in defined target population (by 1985) 

- Capacity to mount mass immunization programs in the face of possible 
epidemics of influenza or other epidemic diseases for which vaccines 
may exist 

- Ensure that all health insurance carriers cover routine immunization 

I 
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State Policies and Programs 

Legislation 

Chapter 139, Contagious and Infectious Disease, Code of Iowa, (1979) - requires 
the State Department of Healtt1 to: 

- investigate and survey the causes of diseases and epidemics 
- establish stations throughout the state for the distribution of anti-

toxins and vaccines to physicians, and 
- enforce Chapter 139.9 (Code of Iowa, (1979), which prohibits enrollment 

in licensed child care centers, elementary or secondary schools unless 
the child is adequately immunized. 

(For more on state policies iterated in the Code of Iowa on communicable disease, 
reference Infectious Agent Section, page /3f.) 

Programs and their strategies 

School Immunizations 

The compulsory day-care and school immunization law, which became effective 
January 1, 1978, covers all children enrolled in an elementary or secondary 
school or licensed child-care center. (approximately 685,000) 

Because of the immunization law, close to 97 percent of all school-age and day 
care center-enrolled children are up-to-date in their immunization schedules 
against rubella, rubeola, polio, diptheria, tetanus and pertussis. Children are 
not required by the legislation to be immunized for mumps. However, 85 percent of 
these children are immunized. Also important, in order to prevent birth defects, 
including mental retardation, is to have all women of childbearing age immune to 
rubella. Screening of teenage women and the provision of rubella vaccination to 
those who are not immune, and who are not pregnant or who do not plan to be preg­
nant within three months of the time of the vaccination is desirable if rubella 
related birth defects are to be eliminated. 

Children less than school and day care age in Iowa have not reached the desired 
herd immunity 90 percent immunization level. However, the level of immunizations 
found in this group is high. In a survey conducted by the State Health Department 
in 1977, 78.l percent of all tow year old, 92% of all kindergartners, 91.4% of all 
day care and 90.2% of all children in Head Start were fully immunized at levels 
recommended for their age groups. 

Currently, 59 counties provide regular free immunization services to their residents. 
Twenty-two counties provide free immunizations when the pati ents are referred to a 
public health nurse by physician. Most of the larger communities are providing 
immunization service. The Iowa State Department of Health routinely conducts free 
school based immunization programs where needed. 

The Immunization Program of the Iowa State Department of Health conducts a yearly 
2-year old survey and a K-12 audit. The 2 year-old survey is a random sample done 
primarily by mail with telephone follow-up on non-responders. The K-12 audit is 
conducted by local boards of health. The program conducts outbreak contro l pro­
grams whenever the need arises. Cases of measles are investigated. Susceptibles 
are determined and an appropriate course of action such as free clinics are 
initiated immediately. 

, 



The Iowa State Department of Health Immunization Program provides vaccines free l 
to Iowa Physicians on request. The Iowa Medical Society conducts training_ 
sessions on immunization matters in conjuntion with the Iowa State Department 
of Health. Immunization program personnel regularly attend Iowa Medical Society 
meetinqs whenever immunizations are to be discussed. I 
An Iowa Immunization Action Advisory Committee provides outside expertise and 
guidance to the Immunization Program. The Committee has representatives from 
volunteer organizations such as the PTA and the Women's Auxiliary of the Iowa 
Medical Society who assist in the coordination of volunteers during Immuniza-
tion Action Month. Volunteers also frequently participate in clinic activities 
as clerical and medical support personnel. 

Iowa hospitals have on occasion assisted the efforts of the Immunization Program 
by distributing supplies and vaccine through their pharmacies. Personnel from 
the Iowa Medical School Hospital often lend their expertise and influence toward 
the efforts of the program. The program provides vaccine to Maternal and Child 
Health clinics, to Early Periodic Screening, Diagnosis and Treatment Program 
clinics and to neighborhood health centers. 

The schools of Iowa remain as valuable resources to the Immunization Program. 
Much of the work of the program centers around the schools. The schools are 
active in their support of the program. 

For individuals who can afford to pay, and for individuals covered by Medicaid, 
immunizations and veneral disease treatment at a private physician's office 
present no financial problems. But for individuals who fall into the "near 
poor" category, (100 to 125 percent of poverty level) about 5.0 percent of all 
residents in Iowa, the cost of vaccinations in private physicians' offices may 
be prohibitive. Throughout the state, children in low income families tend not 
to receive the recommended immunizations before school age. Thus, financial 
accessibility may possibly become a barrier to service unless public clinics or 
school imunization services and reimbursement for veneral disease treatment and 
screening are available and accessible. 

The cost of a complete regimen of vaccinations against the seven immunizable 
communicable diseases (diptheria, measles, mumps, polio, rubella, tetanus and 
whooping cough) for one individual is $7.54. Although charges in physicians 
offices will be greater than costs, while in many public clinics vaccines are 
free. 

Influenza vaccine initiative 

Influenza vaccine is available at a cost of approximately one dollar per injec­
tion at many mass clinics around the state and at higher cost in pysicians 
offices each year. In 1976 300,000 dosages of influenza vaccine were released 
by the Iowa Department of Health, through resources provided by the federal 
government under a flu vaccine initiative. The efficacy of flu vaccine is low 
and does not justify an annual state expenditure of 100,200 to immunize more of 
the "at risk" population at this time. However, the Department will continue to 
apply for and receive additional federal monies under new flu vaccine initiative. 
The federal dollars for flu vaccinations are expected to increase. 

The Infectious Disease Control Section of the Disease Prevention Division of the 
State Department of Health maintains its function by means of surveillance, 
investigation and education. Reports of disease are received and processed by 
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the epidemiology secretary. Cases that require follow-up are given special 
attention and are investigated either by Public Health Nurses, Public Health 
Field Representatives or other State Health Department officials. 

STATUS GOAL 18: NEAR ERADICATION OF THE SEVEN COMMUNICABLE DISEASES RECOMMENDED 
FOR IMMUNIZATION IN PERSONS LESS THAN 18 IN ORDER TO LESSEN 
COSTLY AND PREVENTABLE MORBIDITY. 

Objective 1: By 1982, limit the annual incidence rate of these seven immu­
nizable communicable diseases to no more than the following: 

Measles and Rubella - .33 cases/10,000 population 
Polio - 0 cases/10,000 population 
Diptheria and Tetanus - no more than .01 cases/10,000 

population (one case each per year) 
Mumps - no more than 1.67 cases.10,000 population 

(500 cases per year) 
Pertussis - no more than .04 cases/10,000 population 

(10 cases per year) 

STATUS GOAL 18: REDUCED INCIDENCE OF MORTALITY FROM INFLUENZA AND INFLUENZA 
RELATED PNEUMONIA AMONG THE ELDERLY, INFANTS AND CHRONICALLY 
ILL SUCH THAT OPTIMAL HEALTH AND LONGEVITY IS MAINTAINED AMONG 
THESE POPULATIONS. 

Objective 1: By 1982, no more than three deaths/10,000 population from 
influenza. (90 deaths) 

In 1974 the rate was 3.8/10,000 persons and 108 deaths 
occurred. 

Objective 2: By 1982, reduced incidence of reported cases of influenza 
from 175 cases/10,000 persons to 140 cases/10,000 persons 
(42,054 cases in the population). 

SERVICE GOAL 19: IMMUNIZATION LEVELS IN THE POPULATION AGAINST DIPHTHERIA, 
RUBELLA, RUBEOLA, POLIO, TETANUS, MUMPS AND PERTUSSIS (WHOOP­
ING COUGH) IN ORDER TO PREVENT THE SICKNESSES DISABILITIES 
RESULTING FROM INDIVIDUALS CONTACTING THESE DISEASES. 

Objective 1: By 1982, 90 percent of the population immunized against the 
seven recommended immunizable communicable diseases. 

LRRA 1: Continue to enforce Iowas immunization law. 

Objective 2: By 1985, teenagers and women in Iowa have adequate immunity 
to rubella. 

LRRA 1: The SDOH will through enforcement of the immunization law to 
seek that schools keep records of immunization of all high 
school women and offer referring for immunization. 

SERVICE GOAL 20: AN INCREASED NUMBER OF CHRONICALLY ILL AND OTHER HIGH RISK 
RESIDENTS IMMUNIZED AGAINST INFLUENZA AND INFLUENZA-LIKE 
DISEASES AND PNEUMONIA IN ORDER TO PREVENT UN NECESSARY MORBIDITY 
AMONG THESE POPULATIONS. 



Objective 1: By 1982, 70 percent of chronically ill or high risk individ­
uals (approximately 400,000 residents) immunized each year 
against the more prevalent virulent drift of influenza virus 
with the vaccine recommended for use during that year. 

LRRA 1: SDOH will develop a plan for statewide eradication of immun­
izable communicable diseases in cooperation with physicians 
in Iowa (see 314(d) grant application). 

Objective 2: By 1982, a program for pniumonia vaccinations in Iowa. 

References - Immunization 

1. Disease Preventions Health Promotion: Federal Pro rams and Prospects, PHS, 
OHEW, 978, p. 27 
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Hypertension 

STATUS 

Indi caters 

- hypertension by prevalence rates by related deaths 
- hypertension by related diseases 
- hypertension by precipating factors 

Hypertension is generally defined as high blood pressure. High blood pressure 
is a systolic (contracting pressure of at least 160 mmHg or a diastolic (dilation) 
pressure of 95 mmHg. These guidelines will vary somewhat with the age of the 
patient. In the State of Iowa, about 18 percent, or about 500,000 adults 
between 18-74 years of age are hypertensive and another 22 percent, or about 
611,000 adults, are assumed to be borderline hypertensives. 

In 1977, only eight Iowans, or 3.3/100,000 persons, had hypertens ion listed as 
the primary cause of death. 

While hypertension is not a primary cause of death, it is a major secondary 
cause. Hypertension is the primary risk factor for strokes, which are the third 
leading cause of death in Iowa. 

Related diseases 

Hypertension precipitates other disease states such as congestive heart failure 
renal insufficiency, cerebrovascular disease and arteriosclerosis. Heart 
disease is the leading cause of death in Iowa, killing about 11,000 Iowans each 
year. Arteriosclerosis is the sixth leading cause of death in Iowa, killing 
between 500 and 600 Iowans each year. Strokes, arteriosclerosis and heart 
disease caused 53% of all deaths in 1978. 

Hypertension damages the heart by increasing its workload. 
arteries and veins by increasing pressure upon them. Since 
usually asymptomatic, its damage is usually not immediately 

Hypertension stresses 
hypertension is 
perceived. 

Prevention of circulatory disorders and premature deaths is related to certain 
lifestyle, genetic, environmental and medical factors. Specific elements of 
these four factors which increase the risks of developing circulatory diseases 
are noted in Table if. -
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Hypertension is genera l ly defined as high blood pressure . The paramet e 
qualify this condition include a systolic (contracting) press ure of at l east 
160 mmHg or a diastolic (dialation) pressure of 95 mmHg. These guidel ines will 
vary somewhat with the age of the patient. In the State of Iowa, 18 percent, 
about 500,000 adults 18-74 years of age are estimated to be hypertensive and 
another 22 percent are assumed to be borderline hypertensives. See Appendix II 
for table further describing the incidence of hypertension in Iowa. 

Prevention of circulatory disorders and premature deaths is re l ated to certain 
lifestyle, genetic, environmental , medical factors, as pointed out i n ANALYSIS 
OF STATEWIDE POLICIES AFFECTING PREVENTATIVE SERVICES. Spec i fic el ements of 
these four factors which increase the r i sks of developi ng circu l at ory di seases 
are noted in Table 4. · 
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::irculatory 
Diseases X X X X X X X X X X 

Diseases of 
Psychosocial Tension the Heart X X X X X X X X X X Atherosclerosis 

Hypertension X X X X X X X X X X Same as Above 
Arteriosclerosis X X X X X X Serum Lipids 
Cerebrovascular 

Diseases X X X X X X 
Other Diseases 

of Arteries 
and Arterioles 

It must be stressed that havi ng one of t hese r i sk f actors does not necessaril y 
indicate circulatory disease, or, guarantee it wi l l devel op. However, persons 
with these factors are more l ike ly to deve l op circu latory di sease t han t hose 
without. There is al so a compounding effect invo lved. The more indi cating 
factors a person has the better the chances for deve loping ci rcu l at ory disease. 

While prevention through exercise, diet, and stress contro l is t he f irst way 
to avoid hypertension. However, evidence exists that drug therapy can prevent 
adverse outcomes of hypertension once it occurs. The great major i ty of persons 
in the U.S. with high blood pressure are not under satisfactory long term treat­
ment: many are not identified as hypertensive, many who are ident if ied are not 
treated, and many who are treated are not treated effective ly. (Diagnosis and 
Management of Hypertension, p.1) The onset of hypertension normal ly beg i ns at 
an early age. 

Healthy People (HEW, 1979) estimates the proportion of United States citizens 
who have hypertension and are aware of their disease at 70%. 



As a result of federal government and voluntary efforts between 1972 and 1974 
the percentage of hypertensive adults who received treatment went from 15% in 
1972 to 30% in 1974. The increased percentage of persons on medication for 
hypertension was probably largely responsible for a 25% decrease in the mor-

1 tality rate due to strokes between 1972 and 1976. 

l 
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Populations at risk for having hypertension or having hypertension and not being 
on medication are: 

- Blacks -- said to be at epidemic proportions, the hypertension rate 
for black adult women is 29%. Blacks are three times as likely as 
whites to have severe hypertension (11% vs. 4%) 

- Women -- two times as likely to be hypertensive 
- Rural residents -- recent blood pressure control efforts have been 

concentrated in urban settings 
- The obese -- also at risk for diabetes and heart disease; reduced 

weight is associated with lowered blood pressure 
- Persons who ingest excessive salt (1) 

In general, hypertension is precipitated by a combination of environmental, 
lifestyle and biological factors, so no major, single breakthrough will eli­
minate hypertension, at least in the immediate future. 

SYSTEMS 

Indicators 

- Federal policies by enabling legislation by programs, by Strategies 
- State policies by enabling legislation by barriers 

Federal Policies 

Public Health Services Act, Title 
control programs (since 197_). 

- gives funds to the State for hypertension 

The Administration on Aging, through the funds for well elderly screening, also 
supports hypertension control. 

Objectives for the Nation prioritizes these measures: 

- Education/Information - low technology metnods which have shown to 
be highly cost effective 

- Services - assessing sodium content in food and water, doing away 
with co-payment on Medicaid and Medicare for anti-hypertensive 
drugs - effective but of modest impact 

- Technology - changing food content, especially for school children, 
and planning tied to in depth problem analysis for systems change 

- Economics - reduce barrier to full use of allied health personnel, 
provide tax incentive to produce lower fat, calorie and salt 
containing food -- effective but difficult to achieve 

Specific national objectives to be accomplished by 1990 in Objectives for the 
Nation are: 

- Sodium and caloric content labeling of 90% of processed foods sold 
in grocery stores 
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Develop ongoing data on incidence of hypertension, coronary heart 
disease. hemorrhaqic and occulsive strokes, and by 1985, a system 
for measuring incidence of these diseases 

- 90% of adults able to state whether their blood pressure is normal 
or elevated 

- Not less than 60% of hypertensives on successful long term control 
- Reduce by 50% every five years (1972 is base year) percent of persons 

with diastolic pressure greater than 104 mmHg 
- By 1985, a methodology for assessing categories of hypertension control 

and a national baseline study. 

State Policies and Programs 

Legislation 

Since 1975, the legislature has appropriated state monies for well elderly 
clinic demonstration projects. 

Since 1976, through federal grants, the Iowa State Department of Health has 
funded hypertension control programs throughout the State. 

In fiscal year 1980, the State Department of Health applied for and received 
$187,793 for hypertension prevention, referral and treatment, and public and 
professional education, from monies allocated through the Public Health Service 
Act. 

Programs and their Strategies 

Educational strategies 

Hypertension is the most debilitating circulatory disease for which specific 
health care preventive services--early detection and treatment--exist. However, 
the most effective way to prevent premature death from circulatory diseases is 
to promote health, not to treat the symptomatic disease. According to Table/ 
on page 57, about 60% of the years of life lost due to heart disease, the -
leading cause of premature deaths in Iowa, is due to lifestyle and environmental 
factors. 

Promotion strategies to affect eating, smoking, and exercising habits, and to 
change our social and physical environment--that intercede early in life to 
delay the onset of chronic circulatory diseases--are the most effective ways to 
prevent hypertension. 

Preventive service-strategies 

Once hypertension is symptomatic, screening of at-risk persons, and follow-up 
and treatment of those persons with elevated readings prevent those other 
chronic conditions associated with hypertension. 

Follow-up services must tie special screening programs to the physicians who 
provide treatment. 

Programs and their Strategies 

Well elderly clinics 

Well-elderly clinics serve, like child health clinics, as a point of entry to 



health care services for those elderly persons who, for financial or other 
reasons, do not seek physical "check-ups" or screening from a family physician. 

Well-elderly clinics screen, educate, and refer as needed to other services. 
Health problems for which well-elderly clinics screen persons include hyperten­
sion, anemia, visual problems, hearing impairments, cancer, and chronic condi­
tions. Hearing impairments pose a health problem of which elderly are often 
unaware. Loss of hearing is common as one ages and hearing impairment screening 
should be a part of every well-elderly clinic unless such screening is already 
available in the service area. Experienced public health nurses or nurse 
practitioners, who have back-up physician consultation as needed, head the 
clinics. Fees are usually on a sliding scale. Ideally, each county should 
consider the need for well-elderly clinics within its boundaries. 

Well-elderly clinic screening services are widely available throughout Iowa 
Presently, thirteen State Department of health funded well-elderly demonstration 
projects serve Iowans in Audubon, Black Hawk, Calhoun, Pocahontas, Dallas, 
Warren, Des Moines (county), Dubuque (city), Hamilton, Ida, Jefferson, Poweshiek, 
Hardin, Marshall, Tama, Polk, Scott, Worth, and Winnebago Counties. Other 
well-elderly screening programs similar to those funded with state monies are 
operated on county or other funds in Story (city program), Cherokee, Jones, and 
Dubuque counties. Additionally the University of Iowa, Iowa Wesleyan, and the 
Area Agencies on Aging sponsor well-elderly programs. There are also a few 
counties, Clinton, Appanoose and Story (county program) among them, which offer 
elderly screening programs which are less extensive than those previously 
mentioned. Church groups around the state also offer, sporadically, short-term 
elderly assessment clinics. Many elderly who can afford regular physician 
visits are screened by private physicians. 

Through the 
uals seen. 
appendix. 

end of 1976, there were almost 300 clinics held with 3,176 individ­
The age and sex of those served is shown in more detail in the 

Start-up costs for a well-elderly clinic will vary among counties depending on a 
number of factors, including the number of public health nurses in the clinic 
and the experience they have had in this type of detection activitly. In 
general, basic equipment costs have been around $1,SOOto $2,000 per clinic. In 
some instances, additional personnel training costs have amounted to $1,000. 
Well-elderly clinics are now funded through the Iowa State Department of Health, 
the Commission on Aging, private sources and county and city funds. 

An analysis has been made of the ongoing costs of the well-elderly clinics. The 
analysis focused on costs regardless of whether they were paid from project 
funds. The costs included nurses' time, clerical time, fringe benefits, travel, 
consumable supplies, identifiable rent, telephone, postage or miscellaneous 
costs, and when applicable, nurse practitioner consultant costs. The analysis 
usually did not include the cost of follow-up. It also did not include the time 
of personnel from other agencies, such as Social Services. The average per visit 
applicable, nurse practitioner consultant costs. The analysis usually did not 
include the cost of follow-up. It also did not include the time of personnel 
from other agencies, such as Social Services. The average per visit cost was 
around $38 in 1979. Consistently throughout the projects, one-half the cost was 
for nursing salaries (not including fringe benefits). The remainder was distri­
buted among the other items mentioned above. Costs of this kind of service, 
however, should be balanced against costs for institutionalization which might 

, be avoided through increased utilization of detection services. 

L 



Based on the activity in the demonstration clinics, the following estimate could 
be made regarding expanded well-elderly clinic activities in Iowa. If there 
were sufficient projects to serve 30,000 Iowans over age 60, the cost of clinic 
activities would be about $1,140,000 per year. (This does not include start-up 
costs, follow-up costs, or nurse practitioner consultant costs.) 

Iowa Hypertension Services Program 

Mainly administered through county health departments, funds of the Iowa Hyper­
tension Services Program during fiscal year 1977 identified 4,169 or less than 
1% of the estimated 500,000 Iowans who are hypertensive. Of the 41,445 persons 
screened that fiscal year, 10.1% were hypertensive. Follow-up of persons with 
high blood pressure conducted in conjunction with the screening programs resulted 
in 63.5% or 2,626 persons seeing their physicians. In fiscal year 1980, $187,793, 
all of which were federal monies, made up the budget of the Iowa Hypertension 
Services Program. 

Preventive health education and information dissemination about hypertension are 
also carried out through local hypertension screening programs funded through 
the state. 

How many of the 98-99% or 495,000 hypertensives who are not reached through the 
well-elderly clinics or the Iowa Hypertension Services Program receive treatment 
services through private physicians or volunteer screening clinics is not known. 
National estimates place only 30% of all hypertensives under medical control, 
but an estimated 70% of all hypertensives aware of their disease. 

More effective follow-up, referral and education are needed, if those estimated 
70% or 300,000 adults in Iowa with hypertension which is not under control are 
to be free from the debilitating chronic conditions (and associated health care 
costs) which hypertension precipitates. 

However, to lessen the high prevalence rate of hypertension among Iowa's adults 
in the future, education which changes the behavior (eating, smoking, exercise 
habits) and the environment (stress, pollution) of Iowa youngsters is the most 
needed strategy. 

' 



STATUS GOAL 21: REDUCED PREVALENCE OF HYPERTENSION AND OTHER CHRONIC CIRCULATORY 
DISORDERS AMONG IOWANS, ESPECIALLY AMONG AT-RISK POPULATIONS-­
BLACKS AND RURAL RESIDENTS. 

Objective 1: By 1985, sodium consumption reduced by 10% among the Iowa 
population. 

Objective 2: By 1985, obesity reduced by 10% among the Iowa population. 

SYSTEMS GOAL 21: INCREASE THE NUMBER OF "AT-RISK" RESIDENTS USING EDUCATIONAL, 
EARLY DETECTION AND FOLLOW-UP SERVICES FOR HYPERTENSION AND 
OTHER CHRONIC CIRCULATORY DISEASES 

Objective 1: By 1981, at least 60,000 Iowans screened annually through 
screening programs funded by the State Department of Health. 

LRRA 1: See State Project Grant Proposal for Iowa Hypertension 
Services Programs. 

Objective 2: By 1982, 35% of all blacks 21 years of age and over, or 
approximately 6,000 persons, screened for hypertension 
annually through screening programs funded by the State 
Department of Health. 

LRRA 1: The Renal Disease and Hypertension Section will provide 
blood pressure education and training to specialty nursing/ 
community groups in 5 or 10 Iowa counties which have a black 
population of over 400 persons. 

Sources 

1. Healthy People, PHS, OHEW, pp. 97-98 
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ANALYSIS OF STATEWIDE POLICIES AFFECTING PRIMARY CARE 

- Description of System -

Quality health care in the United States has been largely taken for granted by 
the general public. People do not appear to think about the issues surrounding 
the delivery of that care but instead rely on the fact that it will be accessible 
in the event of a personal health crisis. Matters surrounding the availability 
of health professionals, emergency delivery systems, new drugs, advanced techno­
logy, and immediate access to a continuum of services are given little considera­
tion until the need for those services has a personal impact. 

Primary Care is the phrase used to describe the entry point at which individuals 
initially seek health services. It is defined as an individual's initial con­
tact with the health system for limited care and services concerning a particular 
health incident. Primary care includes the coordination of any service pertain­
ing to the treatment of that illness. When looking at health care as a continuum 
of services, it can be seen by this definition that primary care affects or is a 
part of every type of health care. What does this mean to the people that are 
utilizing these services and particularly what does this mean for Iowa residents? 

The availability and accessibility of health care services are affected by the 
predominantly rural nature of Iowa's population. The demand for these services 
must be in part balanced with their feasibility in terms of cost to the individ­
ual and to the delivery system. Recently this issue of health care costs has 
been a priority news item. It has been demonstrated (see Acute Care Chapter, 
(Table o~ page ztfl) that health care costs are rising at an increased infla­
tionary pace as opposed to other items. These inflationary rises in health care 
costs have particular impact on the rural population. This, in conjunction with 
the fact that Iowa has one of the highest percentages of elderly in the United 
States, (third in the nation), affects many decisions relating to health care 
and its delivery. 

Present 1981 population projections obtained from the Iowa State Office for Plan­
ning and Programming (Series, May, 1979) cite the Iowa 60+ population as 519,064. 
The projection figure represents 17.7 percent of the total Iowa population of 
2,931,558 in 1981. The geographic distribution of these elderly individuals 
impacts on the decision of available health services. As can be seen by the map 
(Source: State of Iowa Commission on Aging) in Appendix lA, 62% of Iowa elderly 
live in rural areas of 10,000 people or less. Since the elderly have a higher 
incidence of illness as well as more frequent need for intensive and longer stay 
care, the issue of considering the elderly in studies of the financial feasi­
bility of supporting health care professionals in these areas becomes a signifi­
cant factor. With a lower financial base due to a sparseness of population in 
rural areas along with a high proportion of elderly, certain specialized ser­
vices, particularly those that are youth related, may not be as available as the 
residents of an area would want and expect. 

As indicated above, Iowa does have unique characteristics which need to be 
examined and dealt with when providing primary care and health care in general. 
The definition of primary care cited brought out the fact that it is the initial 
contact for health service for any particular health incident. Thus, "primary 
care 11 includes a full range of services - prevention and detection, problem 
diagnosis, community-based treatment, counseling, and referral - and is connected 
to all levels of care. The area of prevention and detection includes services 
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of all health education, preventive medicine, and other routine care. Problem 
diagnosis includes medical and physical diagnosis, laboratory testing, diagnostic 
radiology, psychological testing, and social histories. Community based treat­
ment includes emergency stabilization, medical intervention, outpatient surgery, 
general minor acute problem treatment, as well as other general treatment on an 
outpatient basis. Counseling also is a part of primary care and includes ser­
vices to individuals, families, and groups. 

The referral component of primary care is seen as essential to the coordination 
of all other health services. It is the link between primary care or initial 
contact and acute care, long-term care, and prevention and detection. Since 
most referrals at the primary care level are made by the general or family prac­
titioner, their involvement in the coordination of a comprehensive health service 
is essential. Recognized is the fact that the general or family practitioner 
(which is a physician specialty) is able to diagnose and treat the majority of 
cases seen by them and referral of those other cases is just an extension of the 
service they offer. 

Primary services are provided in a variety of settings: physician, dental, and 
other health professional offices; health maintenance organizations; health 
clinics; community mental health centers; mental health institutes; county care 
facilities; substance abuse treatment centers; maternal and child health centers; 
hospitals; pharmacies; mobile clinics; emergency service units; homes; schools; 
workplaces; as well as other community settings. 

The number and type of health professionals included in primary care is also 
extensive. Professionals who provide primary care are: general and family 
practice physicians (internist, obstetricians/gynecologists and pediatricians 
do provide some primary care in the course of their practice), physician's 
assistants, nurse practitioners, pediatric associates, registered nurses, nurses 
aides, home health aides, medical and social workers, public health nurses, 
community health aides, patient advocates, dentists (recognizing that there are 
dental specialities which do not regularly provide primary care), mental and 
substance abuse counselors, chiropractors, nutritionists, health educators, 
emergency medical technicians, pharmacists, as well as many others. Also 
included with the category of health professioanls are those ancillary personnel 
needed for the provision of complete health care. Examples of such ancillary 
personnel are: administrators, health planners, laboratory assistants, etc. 

Given a rural, elderly population, available personnel needs to be considered 
in the determining of goals for the health care delivery system with regards to 
the health status of the population. At the present time the population both in 
urban and rural areas is basically stable. Due to the sparseness of population 
in rural areas, less funds and consumers of health care are available to support 
many health professionals and services. Historically these areas were served 
by solo practices. Through the retiring of the physicians in these practices, 
the need for the physician specialty of general or family practitioner is in­
creasing. There is a shift away from the small town solo practice to partner­
ships or nonsolo arrangements with the convenience of shared facilities and 
support personnel. This provides increasing difficulty for the small community 
seeking a family practitioner rather than an expanded clinic or partnership 
arrangement. Again, the factor involved most is the economic feasibility of 
hiring the number of health professionals that the community can support. Many 
small rural communities could not support the additional manpower of a nonsolo 
practice, so development of group practices in rural areas tends to be in towns 
of county seat-size or larger. To further encourage such development, areas 



are beg i nning to look at expandi ng transportation systems to bring consumers to 
these group practices. 

Beyond the availability of consumers to support a practice, factors of peer 
interaction and of cultural opportunity enhance the development of these prac­
tices when available in an area. Peer interaction refers to the accessibility 
of other medical personne l and facilities (i.e., other practitioners, hospitals, 
etc.) while cultural opportunities refers to accessibility of the arts (i.e., 
music, theatre, etc.) and educational experiences. 

The main pool of primary health personnel are physicians. Primary care physi­
cian is defined by the grouping of the medical practice specialties of general 
or family practitioners, internists, obstetricians/gynecologists and pediatri­
cians. As reported in the 1979 Annual Legislative Report and Bienniel Appropri­
ations Request of the Statewide Family Practice Training Program there were 
3,104 active doctors in the State of Iowa as of October, 1978. This represented 
a net increase since January 1977 of 149 doctors. The following table shows the 
State's experience for the last two years. 

Table 1 

New Iowa Practices in 1977 

Practice cl osings in 1977 

Net Gain in Doctors 

: Active Doctors 1/77 

, New Iowa Pr act ices in 1978 
I 

Practice closings in 1978 

I Net Gain in Doctors 
I 

Active Doctors 1/78 

I Active Doctors 10/78 

-

-

242 

170 

72 

2,955 
i 
I 

158 I 
I 

81 I 
I 

77 I 
I 

3,027 

3,104 I 
It can be seen by the table that Iowa, during the last two years, has been able 
to more than replace those physicians lost due to death, retirement, or relo­
cation. As cited in the above mentioned report, during "each of the last two 
years 50 percent (50%) of the doctors entering Iowa practices have been primary 
physicians in the specialties of family practice, pediatrics and internal 
medicine." 

The following Table shows the current physician location statistics by county 
and specialty. (1) These figures differ from the total of 3,104 active doctors 
shown above, because they include all licensed physicians some of whom may no 
longer practice or are in an advisory capacity. 

In Chapter 38C of the Code of Iowa there is a provision for the training of 
physicians to replace and reduce physician shortages. For further information 
concerning this program, see the description of the Statewide Family Practice 
Training Program in this chapter under "Programs Aimed at Implementing State 

, Health Policies . 11 
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POLICIES RELATING TO PRIMARY CARE 

Health Personnel Resources 

A. Primary medical care manpower shortage area designation (for example see end of 
chapter for IHSA Primary Medical Care Personnel Shortage Areas) is defined 
in the Public Health Service Act by three criteria: 

1. The area is a rational (logical) area for the delivery of primary 
medical care services 

2. One of the following conditions prevails within the area: 

a) The area has a population-to-primary care physician ratio of at 
least 3500:1, or 

b) The area has a population-to-primary care physician ratio of less 
than 3500:1 but greater than 3000:1, and has either unusually high 
needs for primary medical care services or insufficient capacity 
of existing primary care provided. 

3. Primary medical care manpower in contiguous areas are overutilized, 
excessively distant, or inaccessible to the population of the area 
under consideration. (Federal Register, Vol. 43, No. 6, 1978) 

B. An identified national priority is the training and increased utilization 
of physician assistants, especially nurse clinicians. (National Health 
Priority, 1974) 

C. Physician assistants and nurse practitioners who work in defined rural 
health clinics in designated manpower shortage areas will receive Medicaid 
reimbursement through the same rural health clinics for services provided. 
(Federal Register, Vol. 43, No. 63, 1978) 

D. The State Department of Health shall issue certificates of approval for 
programs for the education and training of physician's assistants which 
meet board standards. (Chapter 148B, Code of Iowa) 

E. There is established a state-wide medical education system for the purpose 
of training resident physicians in family practice. The Dean of the College 
of Medicine shall be responsible for implementing the development and 
expansion of residency programs in cooperation with the medical profession, 
hospitals and clinics located throughout the state. 

F. The University of Iowa provides for the training of personnel for the prac­
tice of dentistry. 

G. "A county or affiliated counties having a total or combined population of 
thirty-five thousand or more may by action of the board or board of super­
visors, with aproval of the Iowa Mental Health Authority, establish a com­
munity mental health center to serve the county or counties." 

Financing Mechanisms 

Comprehensive health services should be readily accessible to all citizens of 
the state. (1978 Iowa State Health Plan) 

• 

• 



All facilities shall serve aid-recipient and indigent patients irrespective of 
their ability to pay. (Social Security Act and Hill-Burton Act) 

Physicians should be encouraged to treat patients in the least costly mode of 
treatment consistent with safety (e.g., day surgery, preadmission testing, 
ambulatory care) standards, and hospitals should be encouraged to provide 
alternative settings. 

(Public Law 93-641, Til\e XI, Part B of the Social Security Act) 

At the present time third-party reimbursement is generally provided for inpa­
tient treatment rather than for same treatment in an outpatient setting. 
(Inherent in majority of insurance policy coverage). (Des ired change in this 
policy would be for prtority reimbursement to be given for outpatient setting 
whenever more appropriate than inpatient.) 

Alternatives 

As an alternative to present health delivery systems the investigation and 
development of health maintenance organizations (HMOs) is encouraged. (HMO 
Act of 1973, Public Law 93-222, and Title XIII of the Public Health Service 
Act.) 

PROGRAMS AIMED AT IMPLEMENTING STATE HEALTH POLICIES 

Health Personnel Resources 

A program aimed at the reduction of a family doctor shortage in Iowa is the 
Statewide Family Practice Training Program. The goals of the programs are as 
follows: 

1. To attract medical graduates, particularly Iowa graduates, into careers 
in family practice; 

2. To increase the number of Iowa-based training positions available to 
medical graduates interested in family practice; 

3. To utilize existing community medical resources for graduate medical 
education; 

4. To increase the number and improve the geographic distribution of 
family physicians selecting Iowa practice sites; 

5. To provide educational support through the College of Medicine to 
the faculty of community-based training programs; 

6. To enrich the educational environment of regions where graduate training 
programs are located--making such areas attractive as places for physi­
cians of all specialties to practice. 

The following table lists the current enrollment of each program parti c ipating 
in the Iowa Family Practice Program. As can be seen, 58 are in their fi rs t 
year of training, 54 are in their second year of training and 47 are in their 
third year of training. 



The rate of attrition of residents in their residency training is only four 
percent (4%). Compared to national statistics, Iowa's attrition rate is only 
half that experienced by other family practice programs for two of the last 
three years. 

RESIDENT SUMMARY Table 3 

IOWA FAMILY PRACTICE RESIDENCY PROGRAMS 
1978-1979 

Program Number 

Rl R2 R3 

Cedar Rapids 8 8 8 

Davenport 8 7 6 

Des Moines - Broadl awns 10 11 9 

Des Moines - Genera 1 2 2 0 

Des Moines - Iowa Lutheran 8 8 7 

Iowa City - Un iv. of Iowa 9 8 10 

Mason City . 4 4 2 

Sioux City 5 5 5 

Waterloo 4 1 0 

Total 58 54 47 

of Residents 

Total 

24 

21 

30 

4 

23 

27 

20 

15 

5 

159 

Experience has shown that approximately 25 percent (25%) of graduates of the 
University of Iowa College of Medicine select careers in family practice. This 
compares favorably with national figures of 14 percent (14%) in 1978. Since 
general and family physicians do provide extensive primary care services as 
compared to other physicians' specialties, this rate of graduating family 
physicians should have a particular impact on reducing primary care physician 
manpower shortages. This, coupled with the fact that since the 1976 graduating 
class, 56 percent (56%) of the graduates chose to practice in Iowa, will further 
help reduce primary care physician shortages. Also, Des Moines General Hosp­
ital, an osteopathic institution, has an internship and residency program which 
places osteopathic physicians in both urban and rural communities for the 
practice of medicine and surgery. 

Nationally, it was recognized by the government that each state had certain 
demographic, service connected characteristics which presented problems unique 
to that state. To try to develop programs which would specifically address 
themselves to each state's unique characteristics, health personnel shortage 
area designations were to be identified by each state. 

I 



Due to the ever changing qualities of personnel resources, these designated 
areas can be redefined through application. It is a job of the local health 
systems agency and the State Health Planning and Development Agency to assist 
in the application of new or altered designation areas. (See Health Personnel I Resources Policy cited earlier in this chapter). 

• 

This area designation is necessary for the area to qualify for certain federally 
sponsored programs aimed at the remediation of any health personnel service 
shortages. Federal grant programs such as Rural Health Initiative (RHI), Health 
in Underserved Rural Areas (HURA), and Urban Health Initiative are established 
to provide incentives to develop clinics in areas for the reduction of personnel 
shortages. Communities may also apply for National Health Service Corps person­
nel to work in these designated areas. When an area is so designated physicians 
extenders, as physician assistants or nurse practitioners, may be reimbursed 
through the clinic in that area for their services by Medicare and Medicaid if 
they practice in a certified rural health clinic. 

A state program aimed at the reduction of these health personnel shortages is 
the Iowa Physician's Assistant Program at the University of Iowa. The training 
and placement of these physician's assistants (PAs) will further reduce the 
shortage of medical personnel by extending the service capabilities of the 
supervising medical physicians. The 1978-79 Iowa Health Systems Plan described 
the usual duties of physician assistants as follows: 

"to elicit a comprehensive health history, perform a 
comprehensive physical exam, perform diagnostic laboratory 
determination, and make an appropriate clinical response 
to commonly encountered medical care situations." (Iowa 
Health Systems Plan, p. 151) 

For someone to practice as a physician's assistant, Iowa requires an individual 
to complete a P.A. training program and successfully pass the National Certify­
ing Examination for Physician's Assistants. Exceptions from this registration 
requirement are individuals that work in state or federal hospitals (e.g., 
Veterans Administration Hospitals). In addition, the P.A. is required to take 
continuing medical education each year as well as be re-examined every six years 
by the National Commission for Certification of Physician's Assistants. 

As an added incentive for the utilization of physician's assistants (and nurse 
practitioners) in shortage areas, the government has authorized their reimburse­
ment for services if they serve in a certified rural health clinic. 

Certification is done by the Iowa Department of Health. This is a major step 
toward the increased acceptance and utilization of these allied professions. A 
pitfall is the way in which the definition of rural health clinic (See Federal 
Register, Vol. 43, No. 27, 1978) drastically limits the setting in which these 
personnel can be utilized and still receive the reimbursement. In Iowa there 
are nine clinics that do qualify to allow for this reimbursement. 

Those clinics are as follows: 

Eastern Iowa Rural Health Services Clinics - Wheatland, Iowa 
Family Health Center - Albert City, Iowa 
Family Health Center - Toledo, Iowa 
Jesup Medical Clinic - Jesup, Iowa 
LaPorte City Medical Clinic - LaPorte City, Iowa 
Lowden Family Medical Clinic - Lowden, Iowa 
Panora Medical Clinic - Panora, Iowa 
Randolph Rural Health Clinic - Randolph, Iowa 
Winthrop Clinic - Winthrop, Iowa 



Currently there are 117 physician's assistants. 
graduates are employed in office-based settings 
practicing in a primary care specialty. 

Approximately 67% of these 
with approximately 83% of these t 

Another state program aimed at the reduction of health personnel shortages 
is the nurse practitioner program at the University of Iowa. This program is I 
involved with the training of RNs in the specialty of pediatric nurse practi­
tioner. This program is important for increasing the availability of this 
specialty in Iowa. The 1978-79 Iowa Health Systems Plan describes the usual 
duties of nurse practitioners as follows: 

"history taking, diagnosis and treatment under protocols 
established by physicians, interpretations of tests, and 
provision of supportive services to restore health." 

As with the before mentioned physician's assistant, the nurse practitioners 
extend the service capabilities of the supervising medical physician and are 
capable of receiving Title XIX reimbursement when working in a defined rural 
health clinic in a health personnel shortage area. Unlike the physician's 
assistant there are currently no special licensing requirements for nurse 
practitioners. The only prerequisite is that the person have a RN license to 
practice in the State of Iowa. 

Currently there are 21 family nurse practitioners of which approximately 13 
of these are also registered physician's assistants. 

The importance of developing progr~s which utilize physi~ian's assistants or 
nurse practitioners to the extent that they are qualified is twofold. First, 
as cited above, is the fact they can assist in the reduction of health personnel 
shortages. Their abilities enable the physician to expand the amount of service 
that can be offered in that service area. An additional factor is the effect 
the utilization of these types of personnel will have on the overall cost of 
health care Given that the P.A. will be working within a limited scope of 
service, the cost of that service should be less than the cost of the more 
extensive services offered by the physician. Since the P.A. is an extension 
of physician's services, appropriate referrals to the physician assures quality 
of care. 

- System Goals and Objectives -

GOAL 1: COST EFFECTIVE HEALTH CARE THROUGH AVAILABILITY OF ANO ACCESSIBILITY TO 
COMPREHENSIVE PRIMARY CARE SERVICES FOR ALL IOWA RESIDENTS. 

Objective 1: Increased employment of physician's assistants graduating 
from the University of Iowa's Physician's Program to ac­
comodate approximately 75% of each year's graduating class 
in Iowa. 

LRRA 1: Iowa Health Systems Agencies work with communities and the 
OHEW Regional Office in designated shortage areas to estab­
lish health centers supported by RHI, HVRA, or similar funds. 

LRRA la: The Department provide Iowa data necessary for the Health 
Systems Agencies for the designation of shortage areas. 
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LRRA lb : The Department shall work to identify shortaqe areas (as 

def i ned in Federa l Register, Vo l . 43, No. 6, 1978) in Iowa 
in cooperation with area Health Systems Agencies and make 
recommendation for designation to DHEW. 

LRRA le: The Physician's Assistants Program of t he University of 
Iowa will coord i nate efforts to assist and encourage physi­
cians to employ and utilize physician' s assi stants. 

Object i ve 2: 

LRRA 2: 

If by 1985, independently Licensed physician extenders are 
l egal ly practicing, they will be directly reimbursed by 
th ird-party payors in Iowa. 

By 1983, the Department will assist the Iowa Board of 
Nurs i ng in the implementation of ru les relating to the 
practice of nurse specialties which will encourage third­
party payment for those nursing specialties. 

In Iowa a "Busyness Index" was surveyed and then reported in the Iowa Dental 
Demograph ic Profile 1978. To the question "Not busy enough -- would like more 
pat1ents 11 , the percentage which answered "yes" increased from 11.7% in 1973 to 
18.5% in 1978. (2) This might be indicative if the demand would move clo~er to 
the actual need level dentists would be able to successfully treat the increased 
clientele. Factors as the rural nature of Iowa as well as increased elderly 
population might affect this accessibility but in general it would appear that 
Iowa's dentistry manpower is now and would be (due to increased clientele) 
responsive to the demand for services. 

"Primary care dentistry involves the prevention, diagnosis and treatment of 
dental disease, maintenance of dental health, and referral and coordination of 
episodic specialty care." (3) Services primarily provided by dentists and 
dental assistants. In Iowa, as reported by the Iowa Demographic Profile 1978, 
general practit ioners make up 86% of practicing dentists which is comparable to 
the national figure of 86% {1977 data, U.S. Department of Health Education and 
Welfare, Public Health Service, Dental Manpower Fact Book, March 1979). The 
amount of serv ices provided by dentists appears to be a function of the age of 
the dentists as well as the number of and use of dental auxiliaries {dental 
hygienists and dental assistants). Also note that availabi l ity and access ibi ­
lity would affect uti l ization of these services but presently only the prov i sion 
of services will be addressed. The average number of pat ient vis its per dentist 
per week is 72.5 . But in looking at the fo l lowing table we see the percentage 
of prov ided services i s very much affected by t he age of the dentist (Table 4 ). 
By look i ng at t he next table (Table 5) we can see dental uti l ization is a 
function of t he number of denta l auxiliaries the dentist employs. Approximately 
30% (of the dentists responding to the survey) emp loyed dental hygienists while 
78% emp loyed dental assistants. (4) {See later discuss ion regarding dental 
auxiliaries.) 

Tabl e 4 

% PAT IENT VISITS PER WEEK TO DENTIST BY AGE OF DENTIST 

AGE 

ver 
25-29 30- 34 '> 5-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75 

% Total Visits TOTAL 

8.6 15 12.6 11.4 13 10.9 J 1. 7 7.2 3.5 2.8 3.3 100 



Vis i ts/yr 

2205 
2940 
3528 
4067 
4655 
4655 

Tabl e 5 

Dent ists wit h 

No auxili ar ies 
1 
2 
3 
4+ 
4+ 

Source: ~ames Abe, Relat1onship Betwe~n Number of Aux i liaries per Dent i sts 
in General Practice and Certain Dental Practice Characteristics 
Unpublished Report DHEW, May 1975. (Iowa Health Systems Pl an ' 
1980-85, p.163) 

According to 1978 dentist licensure data (See Table 6) there appears to be some 
differences in availability of dentists dependi ng on the county in whi ch one 
resides. According to the January 10, 1978 Federal Register any area which has 
a population to practitioner rat io of greater than 5000 to 1 has a dental manpower 
shortage area. The licensure data tab l e only shows popu l ation to practit ioner 
ratios as they reflect in any one Iowa county. For purposes of federa l shortage 
area designation any area can be a rational area and not just restr icted to 
county boundar ies. 

Total IIUllbeP' of 
St/WEA Estimated Humbe,. of Oent1sts Pop. Pe,-

l 1978 Pon. Oenthts• Ane 65+ Dentist 

Allall\llkH ' 15,958 7 3 t,280 
81 eek llaw1t 139,794 55 4 2,542 
Bl'ff'oer 24,194 12 2 2,016 
Buchanan 22,750 5 0 4,550 
Butler 17,123 3 0 5,708 
Cerro Gordo 48.047 29 4 1,657 
Chickasaw 15,344 2 0 7,67t 
C14yton 20,464 8 2 2,5S8 
F-,,ette 2S,374 7 0 3,625 
Floyd 20,082 9 2 2,231 
fr1nk11n 13,256 s 2 2,6S1 
Grundy 13, 9S l 4 0 3,488 
~ncoc:k 13,639 s 3 2,728 
H.ll rd1n 21,153 9 0 2,350 
Howard 11. 156 4 l 2,789 
Kossuth 22,867 7 l 3,267 
Kl tchell 12,7~0 s l 2,548 
T,:i,.a 20,043 5 l 4,009 
\llnne1>190 13,573 7 0 1,939 
11\nr.est,ielt 21.607 ll 3 1,964 
IIOrt"t 9,071 2 0 4 .S36 
~1,..,..i;E.,\ l 522,186 701 29 TOTAL 

2,598 

SUSAACA 
2 

Buena vuta zo ,Z4t 9 0 2,24Y 
Cherol.ee 16 ,49? 6 0 2,749 
Chy 19,367 14 1 1,383 
Okk In son 14,478 8 1 1,810 
Eia:iet 13,854 8 l 1,732 
Id, 8.8-lS 3 0 2,948 
Lyon 13,177 2 1 6,5Q8 
Honona 12,1)6) 3 0 4,021 
0'8rler. 17,316 6 0 2,886 
O,ctoh 8,238 2 0 4,ll9 
Polo Altc 13,326 4 l 3,332 
Pl y,,,,uth 24,309 10 3 2,431 
Sioux 29,349 9 1 3,261 
llo~dburv 102,739 Sl 7 2 .014 

SUB.AAfA 2 313,795 135 16 lClAI. 2,324 

SOUllCE: Co~iled by the Iowa HS~ utilizing !978 dentist 
liccnsure data frorn t~e Iowa end Nebr1sk1 State 
Oep,rtinents of Health and i973 pooulation pro­
jections (Serles llay 1979) from the low• Sute 
Oe;>1rtment of Hta I th. 

• Dentists p,-ovlding office t>.sed patlt~t c1re acc:oP'dlng 
to 11c:ensure survey. 

Tabl e 6 

AYAILAllLJTY OF OFFICE-WED otllTAL SEIIYICts 
IOWA HSA, 1978 

Su~R~ • .. --:---·--
3 

AudubOn 9,235 4 0 2,309 
Calhoun )), 739 5 0 2,748 
Car,-ol 1 23,879 8 l 2,985 
Cass 17 ,Z45 . 8 1 2,156' 
Crawford 18,548 7 l 2,650 
Greene 12,116 4 0 3,029 
Guthr1t 11,982 2 1 ~ .901 
1<111111 ton 17,747 6 l 2,958 
Hianboldt 12,40) 4 1 3,101 
Poctllontas 11,784 4 0 2,946 
Sac: 14,764 4 0 3,691 
Webster 47,115 Zl 6 • 2,048 
\lrl<-'lt 16 .834 8 z 2 .104 
S IHI;. ii t.A J 227,396 87 14 2,614 TOTAL 

Total H~ber of 
SuaAREA Est1Nted Nuntier of Dentists Pop. Per 

4 1978 Poo. Dentists• Aoe 65+ Dentist 
AdaiP' 9,602 2 1 4,801 
APl)1nooH 15,263 5 1 3,053 
Boone 26,127 6 2 4 .3~4 
Clark.e 8,042 1 0 8,042 
Oal lu 28,111 8 l 3,514 
Otcatur 9,528 2 l 4,764 
·Jasper 36,213 14 1 2,587 
lucu 10,164 z 0 5,082 
Madison 12,409 ' 0 3,102 
Mall ask.a 22,520 7 0 3,217 
Har1on 28,485 12 1 2 ,37i 
"4rsha11 42,880 21 1 2,0¢2 
Polk 302,312 165 16 1,832 
Poweshiek 19,393 7 1 2,770 
Ringgold 6,262 2 0 3,131 
StQry 71,638 23 3 3,115 
Union 1),359 4 0 3,340 
Warren 35,031 7 0 5,004 
1/avnt 8 214 2 0 4 .107 
)UbAl(t}I 4 705,553 294 TOTAL 29 2,400 

· 130 

SUBAAEA 
s 

Benton 23,774 4 1 S,9U 
Cedar 17,700 6 0 2,950 
Cl 1nton 58,397 ZS 6 2 ,3)6 
Oavls 8,619 3 1 2,873 
Delaware 19,123 5 0 3,825 
Des Moines 4S,898 20 3 2,295 
Dubuque 93,425 S5 s 1,699 
Henry 17,811 8 2 2,226 
low• 15,188 6 l 2,531 
Jackson 22,934 s 1 4,587 
Jeffenon 14,833 ' 0 2,472 
Johnson 80,008 32 0 Z,500 
Jones 19,881 6 1 3,314 
Keokuk 13,24S I 1 13,245 
lee •2,)62 18 3 2,381 
Linn 164,657 87 10 1,89) 
Louisa 11.206 l 0 11,206 
Monroe 9,35S z 0 4,675 
Ven Buren 8,569 l 0 8,569 
Wapello 40,974 11 2 3,72S 
1/ashinaton 18.857 9 3 2 09S 

i-roW"EA5 747,416 311 40 2,403 TOTAL 

11 lo,,a 
Musc1ttne 39,343 14 l 2,810 
Scot l 155,753 51 4 3,054 

TOTAi. 195,095 65 5 3,00Z 

Hldhnds 
Ad;ims 6,17S z 0 3,oeB 
rrc.nc.nt 9,127 2 0 4,564 

, tlorrl ~on 16,426 3 0 5,475 
Htlls 12,632 3 0 4,211 
Hont;ioMery 12,918 6 1 2,153 
Page 18,735 10 2 1,874 
Pottawattmt, 85,641 30 ) 2,855 
Shelby 15,140 5 0 3,028 
Tavlor 8.208 ] 1 2,736 

TOTAL 1 l>C ~· • 2.891 

-
!Ctdlands 185,002 64 7 2,B91 

1110lf& 195,096 65 5 3,002 

,_ 2.516.346 1145 224 2-198 

TOTAL 2,896,444 1274 2)6 Z.274 
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As described in the January 10, 1978 Federal Register areas must meet t he 
following criteria to be designated dental manpower shortage areas (whi ch need 
to be so des ignated if the area is to qualify for particular f ederal gr ant 
programs to increase dental manpower in that area): 

1. The area is a rational area for the delivery of dental services . 
2. One of the following conditions prevails in the area: 

(a) The area has a population-to-denti st s r at io of at l eas t 5,000:l or 
(b) The area has a population-to-dentist ratio of less than 5,000 but 

greater than 4,000:l and has either usually high needs for dental 
services or insufficient capacity of existing dent al provi ders . 

3. Dental manpower in contiguous areas i s overutilized, excess ively di s-
tant, or inaccessible to the population of the area under consideration . 

There is some flexibility in this definition since the idea of a "rational" 
service area is not bound by county lines and is l eft to interpretation . Ex­
cessively distant or inaccessible is defined as within 30 mil es or 40 minutes 
travel time. 

A total of 15 areas in Iowa are des ignated at the present time as dental man­
power shortage areas. In addition to these fifteen areas the medi cally indigent 
populat ion in Des Moines i s designated as under served. The fo l lowing map shows 
these areas : 

Iowa HSA 

Il lowa HSA 

Health Planning 
Council of the 
Midlands 

[J Designated 
Shortage Areas 

OEIITi1L CARE PERSONNEL SHORTAGE /\REJ\S* 

April 1980 

O'IC;t nu, Utt• •"''°" t wwU 

.., ..... 

flOilll'f" 

c.,,....,. OA l,U., ,.,.. 
CS VTHIII( 

CO\tHTf D 
w;,-,r u; 

"' 
""""" WAOtlOfl ··""'" 

"~.41" 
CWNT't 

• --'---•I--- Cll;\"-.IT 

# 

............. 

Dt.t.1''Tll1t W1'111 f 
t OIJNT't C,OVN T'( 

,.. ,. , i.O 

• Designated by the Department of Health , E~ucatio~ 
• and \~el fare under Section 332 of the Publ 1c Serv1ce Act. 

(Source: Health Pl anni n9 Counci l of the Midlands, Illowa 
HSA, Iowa HSA . ) 
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Denta l auxi liar ies incl udes both dent al hyg ieni st s , and dent al ass i stants. The 
Midlands Health Systems Plan Third Edition 1980-1985 p. 4-144 descr ibes the role 
of dent al hygi eni st and dental assistants by the following: 
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"Dental hygienists, like the dentists, are required to be licensed in 
each state. Under the direction of a dentist the hygienist performs 
dental prophylaxes (scaling and polishing of the teeth), exposes and 
processes dental radiographs, applies preventive agents (fluorides) 
to children's teeth, and instructs individual patients in toothbrushing 
techniques and proper diet. The role of the hygienist is being expanded 
to include a wide range of services. The majority of hygienists work in 
private dental offices, but smaller numbers are employed by public and 
parochial schools, public and private clinics, hospitals and other 
institutions. 

The dental assistant primarily assists the dentist as he provides treat­
ment services to patients. The assistant's role includes preparation of 
the patient, maintaining a clear operating field, passing instruments and 
materials to the dentist, and the preparation of materials used in the 
treatment process. In some offices they assist in exposing and processing 
radiographs, placing and servicing rubber dams and removing sutures. The 
functions permitted vary from state to state." 

Program Financing Mechanisms 

A principle of the 1978 State Health Plan is that comprehensive health services 
should be readily accessible to all citizens of the State of Iowa. Because of 
the unique characteristics (i.e., population sparseness, elderly, etc.) of a 
rural state such as Iowa, it can be difficult to provide primary care that is 
comprehensive and accessible. Primary care needs to be accessible to people in 
both the hospital emergency room setting as well as the less costly physician's 
office or clinic. 

In connection with accessibility, both the Social Security Act and Hill-Burton 
Act (see Glossary for Hill-Burton Act) specify all facilities shall serve aid­
recipient and indigent patients irrespective of their ability to pay. While 
it is true Title XIX (Medicaid) cor1sumers can receive primary care through 
hospital emergency rooms and some physician's offices and clinics, there are 
limits on the out-of-hospital settings. This situation is even more widespread 
for the financially indigent individuals who do not qualify for Title XIX. 

For some of these consumers the absence of available transportation is a barrier 
to health care, especially preventive care. For the financially indigent, Title 
XIX consumer, and some low income individuals who lack transportation, the impor­
tance of accessibility on an as-needed basis to the nearest health delivery 
system for service is necessary. Some work needs to be done to expand the defin­
ition of the Medicaid eligibility limits so increased numbers of the borderline 
indigent can benefit. These medically indigent need to have additional incentives 
to seek preventive care prior to a required need for the more expensive inpatient 
care. To increase the likelihood the medically indigent will be accepted for 
preventive care, there needs to be increased incentive through Medicaid payment 
to physicians. (Primary medical care is seen here as a level of preventive care. 
See Chapter Three for a detailed discussion of the levels of preventive care.) 

It is generally accepted people in the State of Iowa do not go without having 
their acute medical needs served. Preventive medicine, however, is a part of 
primary care and vital to continued good health and reduction of overall 
health care costs. 

Health care delivery is affected by the costs of that care, costs that affect 
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all consumers. The Social Security Act and Hill-Burton Act address th is i ssue 
of rising health care costs and how less expensive treatment/care should be 
substituted for inpatient hospital care when appropriate. 

I Curtailing rising health care costs benefits not only the low income individuals 
(through decreased delivery system limitations) but also those that purchase 
health insurance by virtue of smaller increases in insurance premi ums. 

Many health insurance policies cover only those services which are treated in 
an inpatient setting in hospitals. The consumer is constantly paying higher 
and higher premiums for his health care because he is forced to accept treatment 
in an in-hospital setting which could have been done with less cost and same 
quality in an outpatient or physician's office setting. Since outpatient care 
is not covered by insurance policies, individuals may be deterred from seek ing 
less expensive preventive care. 

It is recognized some health insurance companies are changing this policy as an 
alternative insurance option. These efforts to promote outpatient care payments 
and preventive health care are positive, but increased efforts need to be made. 

It is urged insurance companies begin to provide incentives for less costly mode s 
of appropriate treatment by reimbursing outpatient treatment whenever possible as 
an alternative to treatment in an inpatient setting. It is important qual i ty 
does not suffer, but in those instances where treatment i s identical and i s done 
in an inpatient setting because of the financing mechanism, then the outpatient 
reimbursement by insurance companies might have an effect of slowing the rate of 
increase in the cost of insurance premiums as well as overall health care costs. 

Alternatives 

Cost containment in all areas of service delivery, including health, has become 
a national priority. As a result alternatives to the present health delivery 
system are being sought and tried. Several such alternatives are the prepaid 
health plans or health maintenance organizations (HMOs). The following narra­
tive was developed from the article "Fee-for-Service Health Maintenance Organi­
zations", RH, Egdahl, MD; J. Friedland, MRP; Anthony J. Mahl er , MBA; D. Chapman 
Walsh, MS., Journal of American Medical Association, Vol. 241, No. 6, February 
9, 1979. 

There are two basic forms of prepaid plans: 11 (1) the salaried group (SG); 
(2) the fee for service (FFS) HMO. Both are characterized by: (1) prepay­
ment with capitation for comprehensive health services; (2) guaranteed 
enrollee access to cover ambulatory and institutional care when medically 
necessary; (3) management structure that contracts with both the enrollees 
and the providers of services. 

The organizational characteristics of SG HMOs di ffer fr om FFS HMOs in two 
principal ways: the setting in whi ch ambulatory services are provi ded for 
HMO enrollees and the method by which the parti c ipating physi cians are 
compensated for their professional services. 

Salaried group HMOs come in two major models, staff and group pract i~e, and 
provide ambulatory care from a limited number of center s or clinics. They 
are staffed by physicians in multispecialty group practice arrangements and 
supported by a broader complement of equipment and staff than is nor1na l ly 
found in solo or small group-practice offices. In the staff mode l , partici ­
pating physicias are professional employees of t he HMO and are pa id salaries . 

.. -... C"-,4 
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Medical ~roup model physicians are not employees of the HMO but contract 
with it through a medical group that usually accepts a fixed dollar amount 
per enrollee from the HMO and has the responsibility of providing medically 
necessary services. Customarily paid by salary, members of SG HMOs may 
receive year-end adjustments based on performance. 

Fee-for-service HMOs contract with community physicians, either individually 
or through legal entities called Individual Practice Associations (IPAs), and 
continue to render ambulatory medical services in the offices of the partici­
pating physicians, who may be in solo practice, partnership, single-specialty 
group, or multispecialty group arrangements. Participating physicians are 
compensated on a FFS basis. For their part, enrollees are insured only for 
care received directly or indirectly through the plan. In many FFS HMOs, the 
enrollee is asked to select a single primary-care physician and to seek care 
only from that physician or through him, by referral to specialists." (5) 

It does appear SG HMOs can provide comparable care to people at a cost equal to 
or lower than conventional health insurance. This is in part due to increased 
utilization of ambulatory settings, management structure, and decreased hospiti­
lization. Studies also suggest some FFS HMOs have had success in reducing hos­
pitilization (see Table 7 ). To better evaluate the success of these plans 
there is a need to do a systematic evaluation over time to analyze factors which 
influence the performance of these HMOs as well as time to develop the needed 
data for the evaluation. 

Table 7 

. 

Fee•fOf•Sen,ice Heahh Maintenance Organizations• 

. 
lnpatl•nt u .. , ungth of Star 

Operational 
Appro•lmete No. 

No. of Daya, 1,000 Membera/ 
Program, location Year Enrollee• Phyalclan• av Daya/yr Year 

Kitsap Phyalciana Service, Bremerton, 
Wash 1946 65,000 175 4.6 468 1978 

Protecting Circle Plan, Gladatone, Ore 1970 7,700 350 <C .3 481 1978 

North Central Health Protection Plan. · 
Wausau, Wb 1972 16,200 116 4 .3 <C69 1976 

Rocky Mounlain Health Maintenance 
Organization, Grand Junction, Colo 197-4 11,000 82 3 .9 660 1977 

ChoiceCare, Fort Collins, Colo 1974 22,000 230 3 9t <C76t 1977 

Phy11c11tna Health Plan, Minneapolis 1975 22,000 1,200 6.9t 550* 1977 
. 

1977 Portland Mf>tro Health. Portland, Ore 1976 11,500 900 3.8 683 

Marion Health Foundation. Merion, Ohio 1976 7,000 66 4 .6 622 1976·1977 

Southshore Health Plan, Northfield, NJ 1977 1,600 107 5.3 509 1977-1978 

•From American Associations ol Foundations for Medical Care.'• Egdahl et el, .. Chrlstleneon.'• personal communications. and statements by program 
representatives. · 

tCommercial enrollees only. 
tNonmeternity, e,ccluding admissions for mental heatth or drug-dependent conditions. 

This decrease in hospitalization i s a significant factor in decreasing health 
care costs. It is true in HMOs and other similar alternative plans (i.e., IPA) 
there is an increase of utilization of other parts of the system which increases 
costs for that sector but the savings are still substantial. It is estimated 
that hospitalization accounts for 40% of health care costs nationwide. Table 8 
shows a comparison of hospitalization rates for HMOs compared to traditional 
plans. 
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HOSPITALIZATION: HMOs vs. TRADITIONAL PLANS 

Type of Plan 

TRADITIONAL Blue Cross/Blue Shield 
PLANS 

HMOs 

Indemnity Plan 
(private carrier plan) 

Group Practice HMO 

Individual Practice HMO 

Average Number of Hospita l 
Days per 1,000 p lan members 

743 

741 

315 58% less hospitalization than 
traditional plans 

356 52% less hospitalization than 
traditional plans 

SOURCE: A Primer on HMOs - What You Need To Know About Health Maintenance 
Organizations, Carnegie Press (Cooperation with American Institute 
of Professional Education) 1979, p.6. 

For comparisons to Table 8 look at Table 9 which shows selected utilization 
data on HMOs which presently exist in Minnesota. Every one of the hospital 
utilization rates are lower than the lowest traditional plan number of hospital 
days per 1,000 population. 

II M 0 . . . 

mJni ty Ilea 1th Center Con 

Gr 011p llealth Association 
0 f 1-iortheas tern ~UI 

ou1, I lea l lh Pl an, Inc. Gr 

Me 

Ml 

dCentcr lleal th Care, Inc. 

nnesota llealth f.lalnten-
cl nee tie bmrk P 1 an 

collet-Eite l Corporation Ni 

Rc1 

Sh 

Ph 

msey lleallh Plan 

arP., Inc. 

yslcians llealth Plan 

Av erage 

, 

Inpatient Cost 
Per ltospltal 

J ed Dav* 

1976 1978 

$119.22 $141.85 

132.14 205.86 

139. 18 206.89 

221.43 227.21 

170.02 328.24 

212.12 339.20 

187.63 286.17 

175.53 229.84 

224 .84 212.79 

$152.93 $230.70 

Table 9 
SELECTED HMO UTJLIZAT(0N OATA 

$ 

s 

Inpatient Cost 
Per llospital 
Discharne" 

1976 1978 

973.74 $ 942.14 

642,64 895.48 

750.69 1,142.25 

925.69 1,356.96 

953.60 1,818.60 

1,297.81 1,995.77 

1,082.39 1,843.93 

1,107.04 1,139.46 

1,245.79 1 , 153. 12 

819.29 $1,227.70 

llospl tal Discharges 
Per 1,000 Enrollees 

Per Year• 

1977 1978 

122.8 95.9 

150.6 137.2 

88.7 87.4 

78.9 72.4 

113.4 87.9 

87.9 75.9 

63.6 96.8 

61.0 05.3 

108.7 94. 3 

96.8 87.5 

Hospital Days 
Per 1,000 
Enrollees 
Per Year* 

1977 1978 

848.7 637.0 

712.5 596.9 

496.6 482.3 

417.9 354.6 

690.3 406.9 

453. 1 446.7 

709.9 623.4 

388.5 422.8 

639.6 511. 1 

542. l 465.5 

Average Length 
of Hospital 

St ay 

1977 1976 

6.9 6.3 

4. 7 4.3 

5.6 5.5 

5.3 4.0 

6.1 5.5 

5. 1 5.6 

7.3 6.0 

4.8 4.8 

5.9 5.3 

- -
5.6 5.2 

Source: Minnesota Deparbnent of llealth, 1970 Statistical Report on Minnesota Health Maintenance Organization Operations, 
taoles 11, 12, 14-16. 

"Exe 1 ud i n<J..11\?uborns 

Iowa has one prepaid health care program in the development process: Quad City 
Health Plan (QCHP). Start up funds for this program will be from John Deere and 
Company, Moline, Illinois. QCHP will be an IPA structure with phys icians form­
ing an organization which contracts with the HMO. Arca hospitals will 1lso 
contract with the HMO which means there will not be buildi ng cost3 ~ince the HMO 
will be utilizing existing facilities. The headquarters for QCHP will be in 
Bettendorf Iowa and a service area of Scott county i n Iowa; Henry, M~rcer and 
Rock Island counties in Illinois. Initially enrollment will ~e restricted to 
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employees of Deere and Company. After all enroll who want to enroll from Deere t 
and Company enrollment will open to employers in the service area of the United 
Auto Workers Union. Those last allowed to enroll will be those of the general 
public through other employers in the QCHP service area and only if openings 
are available. Membership will be restricted to a growth rate of 10,000 per l 
phase with a maximum of 100,000. 

Central Iowa Health Association, Des Moines Iowa, is presently doing a feasi­
bility study to determine the possibility of HMO development in the Des Moines 
area. It is anticipated a report of the results of the feasibility study will 
be made public sometime in June 1980. 

There is also an application for funds to do a feasibility study for development 
of an HMO in Pottawattamie County Iowa and Douglas County Nebraska by Health 
Central of Lincoln Nebraska. At the present time there is no confirmation from 
HEW regarding approval of funding for this project. 

GOAL 2: ALTERNATIVE DELIVERY SYSTEMS BE AVAILABLE IN IOWA. 

Objective 1: By 1985, at least three HMOs be serving consumers in Iowa, 
if they are found to be financially feasible. 

LRRA 1: By 1983, the Department will monitor the feasibility study 
for an HMO in Des Moines and, if feasible, will assist in 
developing plans for the HMO-IPA. 

LRRA la: The Department will monitor the feasibility study for an HMO 
in Pottawattamie County. 

Objective 2: If by 1985, independently licensed physician extenders are 
legally practicing, they will be directly reimbursed by 
third-party payors in Iowa. 

LRRA 2: By 1983, the Department will assist the Iowa Board of Nursing 
in the implementation of rules relating to the practice of 
nurse specialties which will encourage third-party payment 
for those nursing specialties. 

IOWA'S PRIORITY HEALTH PROBLEMS AFFECTED BY PRIMARY CARE SERVICES 

- Accidents -

For the health consumer who has had an accident the entry point into the health 
system, primary care, might typically be through a physician's office or clinic, 
hospital emergency outpatient setting, or an on-the-job first aid station. The 
type and severity of the condition caused by the accident would vary greatly as 
would the necessary treatment modality. As has been cited before, Iowa has a 
large elderly population. This in conjunction with the fact that their need 
for medical availability is high when compared to other age categories, places 
particular demands on the health delivery system in the area of accident treat­
ment. 

During the 1976-78 period the Vital Statistics for Iowa document reported the 
fourth leading cause of death was accidents. Using the 1978 occurrence data 
(latest data) found in Appendix II, certain facts concerning the 65+ age cate­
gory appear significant. Of the total deaths caused by accidents (1333), 384 
or 28.8 per cent were in the category of 65+. Within this 65+ category, the 
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highest incidence of accidents which were fatal proves to be falls. Falls in 
both the home and public settings accounted for 189 or 49.2 percent of all 
deaths in the 65+ category. Relating this to the total death-related accidents, 
this 189 - 65+ death rate resulting from falls represents 14.2 percent of the 
total death rate in Iowa for 1978. 

Since by definition accidents can be prevented, consumer education and utili­
zation of that information could have a significant impact on the accident and 
accident-death rate in Iowa. Relating this to the elderly and particularly 
falls, consumer tips might prove beneficial. Such programs might include ways 
of fall-proofing the home to reduce this area of accidents. Of the 189 total, 
39.7 percent of 75 fall-accident deaths occurred in the home. 

Prevention might be seen as vital to the reduction of accidents and 
to accidents. Key to prevention is education and public awareness. 
Prevention Chapter for further discussion.) 

- Cancer -

deaths due 
(See the 

The primary care system does not 
than in diagnosis and referral. 
six). 

as a rule deal with this health care area other 
(For further discussion, see chapters five and 

- Dental -

Dental Disease almost universally affects the population of the United States. 
The problem seems to be primarily with people failing to recognize the serious­
ness of the problem. "There are major differences between the approach to most 
medical disesase and to dental diseases ... Dental disease are seldom selfheal­
ing. Most dental dise ases are inreversible and become more severe without 
treatment. 11 

( 6) 

Many individuals seem to place a lower priority to dental health (See the fol­
lowing table) - than to other types of physical health. 

ANNUAL OEJCTAL v1s1n PER w1rA Tab 1 e 10 
SOCIODEMOGRAPHIC VARIABLE DENTAL VISITS/PERSON/YEAR 
~l) . 
~11 persons 1.6 

Under 17 1.6 
17-24 years 1.5 
25-44 ye~rs 1.7 
45-64 years 1.7 
65 and over 1.2 

Family lncome2) 
All incomes 1.6 
Un~er SS,000 1.1 
15,000-$9,999 1.3 
Sl0,000 and over 2.0 

s~x1> 
temale 1.7 

Hale 1.4 

Racel) 
---wfii te 

Hon-white . 
Education of Head of Fami]v3> 

Less than 5 years 
5-8 years 
9-12 years 
13 years or more 

Place of Residence3) 
Standard Metropolitan Statistical Area (SMSA) 
Hon-SMSA, Hon-fal'lll 
Hon-SMSA, Fann 

SOURCES: (Compiled by Iowa HSA) 

1.6 
0.7 

0.6 
0.9 
1.5 
2.2 

1.6 
1.2 
1.1 

l) U.S. Dept. HEW, Public Health Service, Current Estimates from the Health 
Interview Survey: United States - 1978, November 1979. -

2) Public Health Reports Vol. 89, No. 6 November-December 1974, p. 518. 

3) U.S. Dept. HEW, Public Health Service, Dental Visits: YolUIIII ind lntery1] 
Since Last Visit: Untted States - 1969, July 1972. 



Several inconsistencies are apparent in this table. If we accept the concept 
dental disease effects people almost universally then there should be a minimal 
difference between people as to their need for dental health care. A measure 
of dental demand or utilization is the number of patient visits to the practi­
tioner. 

In this table we notice that there are several differences which are occurring 
and yet little rationale for the difference. In the groups of race, education, 
and place of residence there is a great deal of variation of number of visits 
for the members of each of the sub-classes for these three groups. Since pre­
ventive and dental care services are not allocated according to race, education, 
or location (in a rural state such as Iowa accessibility to services may be a 
factor depending on location of practice and environmental conditions) there 
must be some other reasons for the differences. 

Table 11 shows in the years 1971-74 of the sample surveyed on ly 44.3 per cent 
of the people visited a dentist during the year prior to the interview. During 
1974-76 the average person made 1.6 visits per year and yet during that same 
time period 51.5 per cent of the population hadn't seen a dent ist for one year 
or 1 onger. ( 7) 

Table 11 

Persons 25-74 years of age who visited a dentist during the year prior to interview. according to reason for visit, age, and family Income: United Stat", 
1971-74 

(Dau, are based on interviews of a sample of the civilian noninstitutionalized population) 
, ·- = 

Percent of Reason for visit 
population 

Age and family income 25-74 All Regular Trouble Tooth pulled Repair of New dental 
Toothache Teeth filled years with checkup with gums or dental plate plate made 

dent al visit 
reasons 

or cleaning other surgery 

. 
Percent distribution 

Total' ••••••••.••• 44 3 100.0 49.4 3 .2 17.4 2.3 10.4 5.6 3.8 

=- ~.=-:.--=.;. =--:-=~ = = ..& . .c:::t~. = . 

Age 

25-34 years --- --·----- .. -- 47.4 100.0 50.0 3 .4 21.7 1.5 11 .4 1 7 1.9 
3f>-.44 years ----------·-·· 49.9 100.0 53.9 3.6 lS.O 22 11 .2 3.2 3.2 
45-54 years ·--·---·----- .. 47 9 100.0 49.1 3.1 17. 7 2 7 8.1 7.1 4.6 
55-64 years -·------·---- 37.6 100.0 47.1 1, 1 13.3 2.7 9.3 10.1 7.4 
65-74 years ··--·-·-·---· 31 .6 100.0 41 .5 4 .7 15 5 2 .5 12.0 12.7 4.7 

Family income . 

Less thJn $4,000 -···- ···· · 24.6 100.0 24 .0 4.5 14.2 7.7 25.6 8.1 8 .9 
S4.000-S6. 999 -----------· 32.5 100.0 30.2 4.6 20 6 2.2 15.1 13.2 6 .5 
$7.000-$9.999 .... ·--··----- 41 .2 100 0 49.0 3 .9 16.5 1.5 11 .2 58 4o 
$10,C00-$14,999 ••••••••.. 45.6 100 0 50.9 3 .5 18 6 2.4 10 1 4.6 3 .3 
S 15.000 or more --·--··-·- 61 .5 100.0 61 .3 1 5 15.6 1.5 5.0 3.7 2.4 

' Includes unknown family income. 

!.iOURCE . Division of Health Examina1,on Statistics. Natiunal Center for Health Statistics : Data from the Health and Nutrition Examination Survey. 

As pointed out by the Iowa Health Systems Plan 1980-85 p. 161 "dentist visits 
are a measure of demand not need, 11 "about 9 per cent of the population have 
never made a dental visit." (8) 

Increased utilization of services available as well as increased efforts in 
preventive strategies might lower incidence rates of dental diseases. (For 
discussion of preventive strategies see Preventive Services Chapter Three). 

Other 
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There have not been any recent studies regarding dental diseases in the State 
of Iowa but Iowa should closely compare with national statistics. "(Nationally ) 
half of the school-age population has some form of malocclusion (9) and gingival 
(10) disease. By middle age, 7 million adults have lost all of their teeth and 
another 10 million have lost half of theirs. (11) Each year more than 6,000 
babies are born with cleft lip or palate, and oral cancer strikes some 24,000 
Americans per year and kill about 9,000 annually. (12) 11 (13) 

The basic diiference between children and adults is children primarily have more 
tooth decay with adults more periodontal disease. The Iowa Health Systems Plan 
1980-1985 stated the National Health Interview Survey reported the following: 

" ... the most common childhood diseases, dental decay (caries), affects 
children early in life. Some children will experience tooth decay as 
early as age two or three. On entry to school at the age of five, the 
average child has three decayed teeth. The incidence of new cavities 
in children 6-11 years of age is one per year, and one and one-half per 
year in children 12-15. Gingivitis, the earliest stage of periodontal 
disease, occurs in a major portion of children by age 13. Sixty-eight 
percent of children age 12-17 have some form of periodontal disease; 
approximately 78% of all adults have some form of periodontal disease . " 

The end result of neglect of adequate dental care and treatment of disease 
(dental caries, periodontal) is loss of teeth (edention). Twenty-five million 
people in the United States are completely without natural teeth: 2.6 out of 
ten people (26%) past age 25; one out of every three (32%) past age 45; four 
out of ten people (41%) past age 55. (14) Table gives some indication the risk 
of tooth loss individuals encounter at a fairly early age (aged 17 years). 

Table 12 

TOOTH LOSS DUE TO DENTAL CARIES FOR 

PERSONS AGED 17 YEARS, 1971-74 

Number of Permanent Teeth 
Lost Due to Caries Percent of Persons Examined 

No Missing Teeth 

With Missing Teeth 

1 Tooth 

2 Teeth 

3 Teeth 

4 or More Teeth 

61.6 

38.4 

11.4 

6.3 

6.9 

13.8 

SOURCE: NATIONAL CENTER FOR HEALTH STATISTICS: 
Health and Nutrition Examination Survey 

As earlier stated there are strategies with proven success to combat the inci­
dence of dental disease (caries, periodontal). Preventive (see Preventive 
Chapter) methods include but are not restricted to fluoridation of public 
water systems, topical fluoridation, careful selection of nutrition, etc. and 
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primary care considerations as regular dental check-ups. Primary care is 
obviously tied very closely to the availability and accessibility of the primary 
care dental practitioner. 

GOAL 3: IMPROVED ORAL HEALTH AMONG ALL RESIDENTS OF IOWA. 

(Objectives and action steps will be included after May 5 meeting with a 
corrrnittee of the Dental Association.) 

- Heart Disease -

The primary care system does not as a rule deal with this health care area other 
than in diagnosis and referral. (For further discussion, see chapter five and 
six.) 

- Communicable Diseases -

Because of the nature of the disorders, the main emphasis for control of communi­
cable diseases is preventive. However, once the disease is contracted, measures 
must be taken to restore the health of the patient. The majority of communicable 
diseases can be categorized as acute conditions. This means that they exemplify 
a sudden onset, severe symptoms, but all for only a relatively short duration. 
In addition, the period in which a person is contagious, i.e., can transmit the 
disease to another, is limited. Therefore, prompt and accurate diagnosis of the 
condition at hand is the primary step in the care of these illnesses. Without 
such, a patient may unknowingly expose others. 

To realize the impact of these diseases on Iowans, it • necessary to determine lS 

how wide spread they are. Below is a chart depicting the number of cases of 
communicable diseases for the years 1974-1977. 

Disease 1977 1976 1975 1974 

Brucella 25 47 29 10 
Chicken Pox 8261 11726 9507 8748 
Flu-like Influenza 53857 55152 50790 107977 
GIV* 24640 31957 25457 20120 
Hepatitis A 118 121 202 269 
Hepatitis B 121 92 93 91 
Measles 4335 109 717 134 
Meningitis 10 10 8 9 
Mumps 1370 1634 1513 1985 
Pertussis 4 5 24 15 
Pneumonia 1354 1079 1122 1015 
Rubella 179 91 31 15 
Streptococca 1 Infections 12300 14756 10357 10562 
Tuberculosis 96 115 125 124 
Syphilis 263 359 331 372 
Gonorrhea 6016 6515 7261 6236 
Total 112949 123768 107567 156682 

*Gast r o - i n test in al Vi r al Infect i on • 

I 



j Cumulatively, these figures show a total of 112,949 reported cases of comm1Jn1 -
cable diseases. This is approximately equal to one case for every 25 person s 
in Iowa. The figure for 1977 is a 10 percent increase over the 1976 figure but 
shows a 28 percent decrease over the period high (1974). 

I Excluding venereal disease and streptococcal infections, the treatment for the se 
conditions is symptomatic. That is to say the underlying disease state must be 
allowed to run its course. Attention may be given to the symptoms of the disease 
and an attempt may be made to decrease their effects. Caution must be taken to 
prevent a worsening of the disease state of predisposing the patient to other 
diseases. Venereal diseases and streptococcal infections have specific tr eatment 
modalities which should be followed. The 1978 State Health Plan addressed a need 
for medication availability to increase to all syphilis and gonorrhea patients, 
regardless of the patient's ability to pay. 

- Complications of Pregnancy -

Primary care as related to maternity and childbirth is delivered primarily in 
the physician's office or clinic, the hospital emergency outpatient setting, or 
area health centers. The emphasis is on prevention of complications of both 
mother and child during childbirth as well as child rearing. 

The Iowa State Department of Health offers the Iowa Maternal and Child Health 
Programs to increase the availability of each maternal and child health services 
in an effort to reduce any complications of childbirth and rearing. The program's 
service goals are to: 

"assure comprehensive health services, especially preventive, for women 
(ages 15-44) and children (under age 21) in the 16 state planning areas. 
Comprehensive health care includes not only physical examination and 
medical care, but also dental, nursing, social work, nutrition, and 
other health care as appropriate. Comprehensive health services implies 
case-finding and ongoing health supervision which would include health 
education, assessment, counseling, referral to the appropriate health, 
social, or other providers, and appropriate follow-up." 

(For a listing of the maternal health centers, child health centers, and dental 
health centers, see Table 4, Appendix 2, in the supplemental appendices to this 
State Health Plan. 

There also exists in Iowa the voluntary effort of the Statewide Perinatal Care 
Program. This program was established in cooperation with the Iowa State 
Department of Health, University of Iowa, local physicians and hospitals. It 
provides a model for perinatal care nationwide. (For further discussion see the 
Acute Care Chapter). 

- Mental Disorders -

The statewide priority need for primary care services in relation to mental 
health is especially important because it encompasses wh at is defined as second­
ary prevention of mental illness. 

Secondary prevention can be thought of as activities th at l ead to identi f ic a­
tion, case-finding and treatment of situational difficu l ties; t hese act iv iti es 
include intervention at the time of early symptomati c warning , and should lead 
to immediate and effective treatment and follow-up . 



A mental health needs assessment for Southwest Iowa, conducted by the Crossroads l 
Mental Health Center, predictably indicated that most people prefer to go to 
their family physicians for treatment of emotional disorders. 

There have been many studies to assess the volume of mental health care delivered 
by family physicians. It is estimated 15 percent of general practice patients have l 
mental disorders. A study conducted in Monroe County, New York in a general medi-
cal outpatient clinic found 22 percent of the patients over 15 years old who came 
for physical reasons were diagnosed to have emotional disorders. Of those so 
diagnosed the clinic physicians provided treatment for 94 percent of neurotics, 85 
percent of personality disorders and 66 percent of those diagnosed psychotic. (15) 

The implications of such findings are clear for those planning mental health ser-
vices. General practitioners are more readily available, lower in cost, and do 
not hold the stigma associated with specialized mental health services. Thus, 
strengthening the effectiveness of primary care practitioners in detection and 
treatment of mental health disorders has potential for high yield in cost/benefit. 
The importance for education of the general practitioner in screening for and 
treatment of the mentally disordered is also clear. High quality demands contin-
uous education in mental health for primary care givers. 

Public Health Nurses are another source of secondary prevention of mental illness. 
They bring services to the home setting and as such, have contact with persons 
who need encouragement to accept treatment when needed. 

The public schools have an increasing role in mental health services for children. 
Public Law 94-142 mandates school districts provide education for handicapped 
children including the emotionally disturbed. Both state and federal interpre­
tations of the law require that pupils must intermingle with regular students to 
the fullest extent possible. It is a grave disservice to these children if there 
is not professional mental health consultation available to both students and 
teachers. 

What is national, state and local policy regarding primary care/mental health? 

The Federal Community Mental Health Centers Act, sought to provide incentives 
for communities to develop innovative programs to cover a complete range of 
mental health services, including specialized services for children and the 
elderly. New Federal Legislation is being introduced as a result of The Presi­
dent's Commission on Mental Health. This legislation is expected to emphasize 
the CMHC's role in seeing that a community is provided with all aspects of 
mental health care but not necessarily provided within the center. In other 
words, the CMHC might be the first contact, but the needed service might be by 
referral to another agency. The State Advisory Council for Mental Health in 
Iowa is supporting legislation to see that the federally recommended services 
are available and accessible to all Iowans. These services are: 

consultation and education 
outpatient care 
emergency mental health services 
substance abuse services 
aftercare 

services for the elderly 
services for children 
transitional living 
screening 

The Community Mental Health Centers, as well as mental health institutions such 
as Iowa's Mental Health Institutes and the county care facilities, are becoming 
increasingly aware of their role in primary mental health care. 
For further information see Mental Health/Substance Abuse Chapter. 



- Substance Abuse -

To strive towards a limitation of substance abuse, two areas of health care 
relating to primary care must be taken into account: 

I 1) prevention and detection, and 

2) treatment of those currently abusing. 

Prevention and detection involves not only the identification of abusers and 
users, but the education of all people within that state as to the implications 
and possible impact drug use and abuse may have on their lives as well as others 
in society. The identification of users and abusers is done in a variety of 
settings: schools, employment, hospitals, etc. Through identification and 
early treatment of the causes of the abuse or use, reduction in the present and 
future abuser population may be obtained. Prevention services include those 
programs aimed at educating the population as to the hazards of drug use and 
abuse. This can be expanded to include not only the general public but the 
professionals who are able to dispense drugs through licensure authority. 
Hopefully, the more aware the population is as a whole concerning drug abuse, 
the lower will be the incidence rate of that drug abuse. (See Prevention 
Chapter) For treatment of those currently abusing drugs, services need to be 
accessible 24 hours daily to both the abuser and the family and friends. 

According to the Iowa Comprehensive State Plan for Substance Abuse 1979-80, the 
treatment and program priorities are for affecting those groups with the highest 
incidence levels of abuse. Iowa programs focus on polydrug abuse, particularly 
the combination of alcohol and other drugs. 

As described in the 1979 Substance Abuse Plan, service delivery of all direct 
substance abuse treatment services is provided by private not-for-profit 
community programs. IDSA does not directly provide such services, but rather 
provides the federal and state funding, allocated via the grants and contracts 
mechanisms described in section VI, Grants Systems, to these programs for 
service provision. Drug and alcohol treatment services are provided via three 
types of community programs. These programs are (1) separate independent drug 
treatment or alcohol treatment programs, (2) independent combined drug and 
alcohol treatment programs which are administratively but may or may not be 
clinically merged, (3) drug and/or alcohol treatment components hou sed and 
administrated by a community mental health center. 

Continued emphasis is placed on services to youth 111 volved in the juvenile 
justice system, through the criminal justice coordination project. This empha­
sis on treatment for youth in the juvenile justice system can be related to the 
high incidence of youth substance abuse arrests. (See Table 13) 

It needs to be noted that treatment for individuals who are involved in sub­
stance abuse needs to be in proper settings. The criminal justice system 
should not be seen as a viable treatment arena for substance abusers when 
alternative settings are available and appropriate depending on the need for 
security and legality with particular clients. 

Substance-related deaths numbered 330 for 1977 according to figures released by 
the Iowa Department of Health, marking an 8.2 percent increase over the 1976 
(305 drug related deaths) figures. Of the 330 deaths, 223 were alcohol and drug 
toxic episodes, 30 were suicides, 39 were accidents and 38 were undetermined. 



Acute alcohol episodes requ1r1ng treatment appear to have doubled between 1976 
and 1977; and treatment for marijuana increased by 50 percent, while narcotic 
episodes decreased by more than 37 percent. Polydrug episodes remained stable. 

Admission for drug or alcohol dependency to Mental Health Institutes continue to 
increase with the majority being for alcohol dependency. The 1978 data acquired 
from Iowa's Mental Health Institutes report alcohol as the number one substance 
of choice with marijuana and amphetamines ranking second and third. 

The 1978 State Health Plan set as a goal the conception of statewide comprehen­
sive substance abuse services. Within the framework of this goal, an objective 
was designed to establish uniform and consistent guidelines for the development 
and operation of substance abuse programs. According to the most recent evalua­
tion, the Iowa Department of Substance Abuse developed combined license standards 
for alcohol and drug abuse programs which were promulgated February 1, 1979. 
The licensure process was immediately started and plans for completion are June 
30, 1980. Also, standards are being developed by the Iowa State Health Planning 
and Development Agency and the three Health Systems Agencies for project review 
of substance abuse programs. 

Another objective was designed to make available counseling services to families 
of substance abusers in crisis situations. Evaluation shows the majority of 
substance abuse programs do offer family counseling services and their objective 
is almost accomplished. 

For further information see Mental Health/Substance Abuse Chapter. 



SOURCE OF INFORMATION - PRIMARY CARE 

The analysis of Iowa primary care services and status was primarily developed 
from the planning efforts of five agencies: Health Planning Council of the 
Midlands, Health Systems Plan Third Edition; Illowa Health System's Agency, 
Health Systems Plan 1980-1984; Iowa Health System's Agency, Iowa Health 
Systems Plan 1980-1985; Iowa Mental Health Authority, State of Iowa Plan for 
Mental Health Services 1979-80 Progress Report; Iowa Department of Substance 
Abuse, Iowa Comprehensive State Plan for Substance Abuse 1979-1980. 

The 1979 Maternal and Child Health State Plan provided information for the 
status section on complications of childbirth. 

Information regarding the Statewide Family Practice Training Program was ob­
tained from their Annual Legislative Report and Biennial Appropriation Request, 
January 1979. 

Demographic and population data were obtained from the 1977 Health Manpower 
Plan as well as the 1978 Vital Statistics of Iowa publication . 

• 



PRIMARY MEDICAL CARE PERSONNEL SHORTAGE AREAS 
April 1980 
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FIGURE 3 
ADULT ANO JUVENILE SUBSTANCE ABUSE ARRESTS FOR 1976-77 

(Source : Iowa Department of Substance Abuse-Iowa Comprehensive State Plan for Substance Abuse 1979 - 1980) 

OMVUI ** Public I ntoxi cation 
Total Substanc e .-.bU9( 

Total Arrests Controlled Substances Related Arrest! 

DISTRICT 1976 1977 1976 1977 19/6 1977 l-g76 1977 1976 19 7 

I * # ,. # ,. # ,. I ,. # ,. # ,. • , . • , . 
. 

~uvenile 

Northeas t 3, 304 3,266 191 6\ 20E 6 . 3\ 28 1, 31 1, 89 3\ 124 3.8\ 308 9 \ 36311. l 

I 
Northwes t 3,923 3,511 283 1, 201 s.1, 44 1, 43 l\ 126 3\ 117 3 .3\ 453 12, 36~ 10. 3 

Central 6, 802 6,764 362 s, 44~ 6.6, 55 1, 93 1.4\ 455 7\ 400 5 .9\ 872 13\ 94, 13.9 
. . 

Southeast l 0 ,247 10,soo 474 s, 50$ 4.0, 60 .s, 72 .1, 377 4\ 296 2.8\ 911 9\ 877. 8 . 6 

. 
Southwes t 2,328 2,545 74 3\ 7C 2. a, 49 2, 62 2.4\ 73 3\ 113 4.4 198 9\ 24Si 9. 6 

. 

State-wide I 

Juvenil e 26,,604 26,586 1,384 S\ 1,437 5.4\ 236 l\ 301 1.1, 1,122 4\ 1,050 4\ 2,742 10.J~ 2, 1asI 10. s 

' . 

! 
~dult" I . 

Juvenile I Combined . . 
. . . . 

• 

Northeast 9,384 10,4:.; 603 6\ 516 s, 954 40\ 1,249 12, 1,693 18\ 1,763 17\ 3,250 35\ 3,528 34\ 
-

Northwest 10,866 . 11,599 746 .,, 47( 4\ 1,293 12, 1,412 12.2, l,827 11, 2,004 18.4\ 3,866 36\ 3,886 34\ 

Central 20,398 . 23,778 .. 1,029 s, 89S 3.8\ il.,792 9\ 3,473 l~.6\ 5,132 · 2s, 5,785 l24.3\ 7,953 39\ 10 ;1s· 42. 1 

. 

Southeast 23,935 25,633 1,360 6\ l,003 4\ 3,067 13\ 3,859 1s, 4,286 1.8\ 3,947 15.3\ 8,713 36\ 8, 809 34.3 

Southwest 6,435 8 ,283 291 4.s, 22~ 3\ 861 13\ 1,172 16\ 1,088 17\ 1,088 17\ 2,240 35\ 2 ,.484 34\ 

. 

State-wide 
Adult & 

Juvenile 71,018 78,708 4,029 6\ 3,114 4\ 7,967 ll\ 11, 16! 14\ tl.4,021 20, 114, S8~ 18.51 ~,02: 37\ ~,864 37\ 

*\~Percent of total j uvenile or adult arrests by district 
**OMVUI - Operating a Motor Vehicle Under the Influence of Alcohol or Other Drugs 
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- Description of Acute Care Delivery in Iowa -

General acute care services are provided in hospitals, clinics and physicians' 
offices and inpatient acute care services are generally provided in a short-term 
(30 days or less) hospital. These short-term hospitals also provide other kinds 
of medical care. For instance, primary care is administered in the emergency 
room and long-term care is provided in the skilled nursing beds. What, then, is 
acute care? 

Acute care is the treatment of acute disease. The disease is "characterized by 
a single episode of a fairly short duration" from which the affected consumer 
returns to a "normal or previous state and level of activity. While acute dis­
eases are frequently distinguished from chronic diseases, there is no standard 
definition or distinction." (1) 

Acute diseases are treated by physicians in their office or clinics or in hospi­
tals as an outpatient service. Severe episodes are treated in hospitals on an 
inpatient basis. 

In this chapter, unless otherwise designated, acute care services will refer to 
inpatient acute care and the acute care system will refer to the inpatient acute 
care facilities in Iowa. 

The acute care system involves hospitals, professional personnel, financial 
intermediaries, third-party payors, and, of course, the consumer. 

Because acute care costs are such a significant part of the health care dollar, 
and because so much public money finances the system, public scrutiny in this 
area has been substantial. 

In addition, the largest portion of the acute care system is not funded directly 
by fees collected from consumers. Ninety percent of the costs are paid by 
insurers or by government, and for that reason, market forces cannot be expected 
to regulate the industry. Consumers directly pay only about ten percent of the 
hospital bills and indirectly pay for the other ninety percent . In some cases 
consumers may not be aware that their selection of a hospital can be limited by 
their selection of a physician. In some cases physicians are limited in their 
selection of available hospitals by geography. Consumers are usually not 
equipped to question the quality or cost of services provided them. Therefore, 
in order to seek levels of quality and cost that best serve the citizens of 
Iowa, the legislature has adopted laws and the Statewide Health Coordinating 
Council (SHCC) has advised the legislature and has adopted rules and standards 
for implementing these laws, standards and policies aimed at bolstering the 
market forces in the health care field. The market forces affect quality, 
availability and cost of care. What follows is a brief description of those 
policies relating to acute care facilities and services. 

- Statewide Policies Affecting Acute Care Delivery -

Facility Licensing 

Hospital corporations are licensed and their facilities must meet physical plant 
standards for safety. (See Chapter 1358, Code of Iowa (1979) and !AC 470-Chapter 
51.) 



Usable beds, beds in specific service areas, and services offered, are licensed 
at their current level and subject to a Certificate-of-Need approval before 
changes may be undertaken. (See Chapter 135.61-83, Code of Iowa (1979), and 
Social Security Act, Section 1122.) 

Most Hospitals in Iowa are accredited by the Joint Commission on Accreditation 
of Hospitals (J.C.A.H.) and similar accrediting bodies. 

Capital Equipment and Construction 

Any change in the number of beds available or capital equipment purchased (over 
$100,000 cost for Medicare reimbursement and $150,000 for Certificate-of-Need 
review) must be approved by the Health Facilities Council in accordance with 
standards and criteria for a Certificate-of-Need. (See Chapter 135.61-83, Code 
of Iowa (1979) and Social Security Act, Section 1122.) 

The capacity of beds or equipment within a service area in excess of need levels 
determined by the Iowa SHCC must be considered before new beds are built or new 
equipment is purchased. (See Chapter 135.61-83, Code of Iowa (1979) and specific 
standards.) 

System-wide long-range facilities planning is encouraged in order to reduce dup­
licative and costly underutilized capacity. (Recommended in Public Law 93-641 
and cited by the Health System Agencies in Iowa.) 

Utilization of Hospitals 

Hospital utilization of existing capacity should be monitored annually by the 
Department of Health. Trends and patterns will be studied to project future 
needs. (See Chapter 135A, 135.75 and 135.78, Code of Iowa (1979) and Public Law 
93-641.) 

In addition to considering mortality and morbidity levels in an area, hospital 
usage should be analyzed as to whether the population's acute care needs are 
being met, and as to whether hospital use rates are unnecessarily high in some 
areas and too low in others. (See mandates in Public Law 93-641 also cited by 
Health Systems Agencies in Iowa.) 

Peer review committees should continue monitoring consumer lengths of stay and 
begin to monitor consumer records to identify the appropriateness of hospital­
izations. (See Title XI Part B of the Social Security Act.) 

Acute care use rates in Iowa communities should be expected to vary in accord­
ance with the increased needs of some age groups and geographic factors. Sub­
stantial variation among county use rates that are not justified by differences · 
in need should be reduced. (See Acute Care Standards for Certificate-of-Need 
Law, Chapter 135.61-83, Code of Iowa (1979).) 

Alternatives to Acute Care 

Acute care hospitals should be encouraged to provide alternative treatment modes 
so that physicians may be encouraged to treat consumers in the least costly mode 
of treatment, consistent with medical safety (e.g., day-surgery, pre-admission 
testing, ambulatory care). Physicians should seek for their consumers the least 
costly means of care. (See Public Law 93-641, Title XI, Part B of the Social 
Security Act, and cited by Health Systems Agencies of Iowa.) 

1 
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Prepaid medical delivery plans, such as Health Maintenance Organizations (HMOs), 
Independent Practice Associations (IPAs) and other alternatives should be en­
couraged as a means of reducing acute care usage and costs. (See Public Law 
93-641 and cited by Health System Agencies in Iowa.) 

I Making the Acute Care System More Efficient 

While allowing for accessibility to acute care services for all Iowans, acute 
care beds should be eliminated and staff reduced in areas where acute care 
inpatient needs no longer justify the capacity. Bed levels and staff should be 
increased only in those areas where future needs cannot be met by the available 
capacity. (See Acute Care Standard for Certificate-of-Need, Chapter 135.61-83, 
Code of Iowa (1979), and cited by Health System Agencies in Iowa . ) 

The number of non-federal acute care beds needed by Iowans is projected to be no 
greater than 4.4 beds per 1000 people in 1985. A greater per capita rate will 
exist in the rural areas to acknowledge greater accessibility needs. (See Acute 
Care Standard, cited above.) Some counties will have need for more than 4.4 
beds per 1000 persons and some counties will have need for fewer. 

For consumers requiring less specialized and intensive service, primary level 
rural hospitals are less costly than metropolitan secondary and tertiary level 
facilities and consumers living in those rural areas should be encouraged t o 
seek treatment close to home whenever possible. Additional consideration should 
be given in all programs and regulations for the need to support the access­
ibility to small rural hospitals. (See Acute Care Standard , cited above . ) 

In metropolitan areas with more than one acute care hospital and in rural areas 
where several facilities are reasonably close geographi cally, sharing should be 
encouraged in planning, purchasing, scheduling , staffing and shared services. 
(See Public Law 93-641, Chapter 135.61-83, Code of Iowa (1979), and cited by 
Health System Agencies in Iowa.) 

Making the System Less Costly 

Inflationary increases in hospital charges should be reduced as much as poss ible. 
Thus, the hospital's share of Iowa's consumer dollar would be expected to remain 
constant, and not ever-increasing . (Cited by the Health System Agencies in Iowa 
and consistent with the President's guidelines for reducing inflati on and the 
goal of the Iowa Voluntary Cost Containment Committee.) 

To monitor those cost increases and to determine for the Legislature whether 
rate regulation will be needed to bring about the cost reductions, a uniform 
cost reporting mechanism should be developed by the Department of Health. 
Hospitals will then submit cost and utilization data to the Department for a 

· report to the Legislature. (See Chapter 135.74, Code of Iowa (19 79) . ) 

Making the System More Responsive to Consumer Needs 

All facilities shall serve aid-recipient and indigent consumers i r respective 
of their ability to pay. (See Social Security Act and Hill-Burton Act.) 

In addition to locally-selected and publically-elected hos pital trustees and 
county elected officials, the interests of consumer accessibility and repre­
sentation will be the concern of federal, state and local health planning 

, agencies. (See P.L. 93-641.) 
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All consumers should be entitled to an involvement in the decisions relative 
to their treatment. (See "principle 7", 1978 Iowa State Health Plan.) 

In order to implement most of these policies, specific legislation is in place 
and programs have been established. What follows is an analysis of the success 
of those programs and a discussion of what remains to be done. 

- Programs Aimed At Implementing Acute Care Policies -

Facility Licensing and Certification 

Under Chapter 51, Administrative Code, hospital licensing rules prescribe the 
governance, record-keeping, minimum construction standards, minimum equipment 
and maintenance standards. These standards are general and apply to all acute 
care facilities. The Certificate-of-Need Law adds an additional dimension to 
the state's licensing authority by holding facilities to a current level of 
beds, services and capital equipment until those facilities petition for and 
receive approval to expand the beds, services and equipment (when the costs 
exceed predetermined amounts). The Certificate-of-Need program, thus, author­
izes facilities at their current levels of beds, services and equipment. The 
Certificate-of-Need Law specifies the responsibilities of hospital administra­
tors regarding capital expenditures, services and bed capacity in order to be 
licensed. However, there appears to be misunderstandings of the Certificate-of­
Need Law. There have been instances where hospitals have varied their bed 
capacity by remodeling without following the review process. Additionally, some 
misunderstanding exists as to the specific definition of "usable beds" as it 
applies to current capacity. 

"Usable beds" are defined in the Iowa Code as "the number of beds available for 
patient care excluding that portion of the designed capacity which cannot be 
used as an inpatient bed area adding staff and/or movea_ble equipment." (2) 

In some instances facilities have potentially usable bed capacity greater than 
their scheduled policies or their certification permit them to use in order to 
maintain the best mix of single and multiple-occupancy rooms. Because a multiple­
occupancy may be converted to a single-occupancy room as needed, the mix may be 
maintained. The definition in the Code presumes that all rooms will be used for 
multiple-occupancy. A clarification of the definition will help correct this 
confusion. 

As hospital administrators become more accustomed to the regulations, inadvertent 
failure to properly file for a certificate should prove to be less of a problem. 
Within the process of licensing and certification some costly and duplicative re­
gulations may exist. Wherever possible these should be identified and eliminated. 

Capital Equipment and Construction 

Capital equipment for hospitals and bed construction is enormously expensive and 
even more so if it will be used below its intended capacity. To build a metropo­
litan hospital bed in Iowa today costs about $75,000 (in 1978), excluding the cost 
of the borrowed capital. These overhead costs are distributed through the charges. 
For ninety percent of the consumers, the charges are covered by insurance companies 
or public reimbursement. Thus, ninety percent of the cost associated with under­
used capacity and equipment is borne by the general public, ten percent is borne 
by the self-paying consumers. 



The problem seems to be one of individual facility planning versus system-wide 
planning. To a hospital administrator, the physician is the primary customer. 
The physician decides what services will be performed in the facility, and for 
the most part a third-party will be paying the bill. 

Historically, hospital administrators have had to respond to physician requests 
for new capital equipment with little system-wide planning to assure that the 
same equipment was not already being underutilized in the system. Some equip­
ment would be necessary to provide for specialty services and some equipment 
would provide the state-of-the-art for services already offered. The cost of 
the equipment would be added to the consumer charges. 

Beginning in 1974, capital equipment purchases that were greater then $100,000 
and any bed capacity change could not receive cost reimbursement through the 
Medicare program without having on file an approved Section 1122 Certificate. 
Section 1122 of the Social Security Act is a means by which the federal govern­
ment contracts with the states to examine and control the costs of inappropriate 
capital purchases by health facilities. 

In 1977, the State of Iowa added a Certificate of Need program to provide addi­
tional guidelines and sanctions for facility capital expansion. The decisions 
will thus be scrutinized by the facility administrators and planners, their 
trustees, the planners and board of the local HSA and ultimately by the staff 
and members of the Health Facilities Council. Still there are underutilized 
resources in the system and demands for more and better. 

Perhaps the underuse of resources and the separation of payor from the recipient 
of the services have created a different set of priorities. These different set 
of priorities can partially explain why the cost of hospital services over the 
past ten years has increased by about twice as much as have physician fees and 
about six times as much as prescription drugs. Of course, part of the increase 
in costs is the result of technological advances in medicine that were not 
available ten years ago. 

For the hospital administrator the planning perspective is built on the facility's 
goals to expand and improve its services. A facility remodels its capacity to 
serve a specific population and in doing so may seek to change physician referral 
patterns and the hospitals potential market. 

State-wide planning for acute care involves continually evaluating the population 
aggregate needs and determining what equipment, technology and bed capacity will 
satisfy that need on an on-going basis. The cornerstones of state-wide or system­
wide planning are 1) an analysis of system needs and 2) an inventory of what is 
available to satisfy those needs. A system-wide planning approach is the prin­
ciple behind the Certificate-of-Need Law and local area health planning. 

GOAL 1: MINIMIZE THE ADDITION OF DUPLICATIVE AND UNDER-UTILIZED ACUTE CARE 
CAPACITY AND EQUIPMENT. 

Objective 1: By 1985, future system-wide need levels will be projected for 
hospital capacity and equipment. 

In order to implement this objective several action 
steps were considered in an effort to overcome barriers which 
were identified as: inadequate base-line data on service­
specific needs, and unverified inventories of the current 
acute care system. 



LRRA 1: By 1983, the Department of Health will project population 
needs for specific acute care services as a part of the 
Department's responsibilities to conduct an appropriateness 
review of the health care system. 

By 1985, the Department will draft Certificate-of-Need 
Standards for specific acute care bed units and services 
that will be consistent with the outcomes recommended by 
the research undertaken during the appropriateness reviews. 

Objective 2: By 1983, imprecise terms used in facility regulations, such 
as "usable beds" will be defined in greater detail. 

The specific barriers to the achievement of this 
objective are the ambiguities built into the statutory 
definitions and the understanding of those definitions 
by the provider and planner communities. In order to 
overcome those barriers a rule-making process will 
begin. During that process an open exchange between 
providers and planners will determine a concensus 
definition of terms. 

LRRA 2: By 1983, the Department will develop and seek promulgation of 
expanded definitions that more precisely describe the compo­
nents being regulated under the Certificate-of-Need law. 

Objective 3: By 1985, all hospital administrators will have an acknowledged 
understanding of their facility's approved bed capacity, ser-
vices and capital equipment. 

This objective aims at determining an unambigious 
inventory of the acute care system so that changes could 
be channeled through the Certificate-of-Need process. 
It also aims at informing hospital administrators of the 
permanent levels against which future changes will 
necessitate a Certificate. By so doing it is intended 
to reduce the occurrance of inadvertent violation of the 
Certificate-of-Need law. 

LRRA 3: By 1985, the Department will complete an on-site inventory of 
all hospitals, and will notify each hospital administrator of 
their facility's approved bed capacity, services and capital 
equipment. 

Objective 4: By 1983, all projects that require a Certificate-of-Need be 
undertaken only with such a certificate. 

It is assumed that hospital bed capacity changes and 
capital equipment purchases (in excess of $150,000), 
and changes in services offered that occur without 
having been reviewed by the Certificate-of-Need process 
are either inadvertent or intent ion a 1. If inadvertent, 
then the problem may be minimized by more thoroughly 
informing affected parties as to their precise respons­
ibilities. If intentional, then the problem may be mini­
mized by increasing the risks and penalties for violation. 

• 1w 1. 4 
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Currently, the sanctions for failure to comply are 
either injunctive relief or denial of licensure. The 
first sanction is a time consuming process which could 
permit the service or construction to be completed 
before the legal issues are ever decided. Once the 
project is a fait accompli the cost-saving advantages 
may no longer be significant. The sanction of deli­
censure or denial of licensure is a severe penalty, 
allowing no intermediate-level penalty. In order to 
overcome these barriers, the following actions are 
provided. 

SRRA 4: By 1982, the Department will publish a guide for hospital 
administrators, informing them of their specific obligations 
under the Certificate-of-Need law. 

LRRA 4: By 1983, the Department will draft legislation establishing 
a range of sanctions for hospitals that fail to obtain a 
Certificate-of-Need prior to changing bed capacity, facility 
square footage, services offered, or purchasing capital 
equipment above the $150,000 limit specified in the law. 

Utilization of Hospitals 

Acute care general hospitals in Iowa have experienced patterns of use similar to 
hospitals systems in other states. In the 1950's the hospital system grew in 
number and quality with the infusion of federal dollars from the Hill-Burton 
Program. In the 1970's, the emphasi s was on tightening up the system and econo­
mizing. During those years there was a substantial increase in the use of hos­
pitals by previously undertreated populations. With the passage of the Medicare 
Amendments to the Social Security Act, prev iously underserved populations began 
receiving Medical care. In Iowa these changes can be seen from the stati stics 
in Tab 1 e 1. 

See Table 1 on the neY~ page. 



1950 

1955 

1960 

1965 

1970 

1971 

1972 

1973 

1974 •· 
1975 

1976 

~ · 
1977 

~ 1978 

a:, 
SOURCE: 

No. of 
Hospitals 

141 

156 

156 

146 

141 

141 

141 

141 

140 

138 

135 

133 

132 

No. of 
Designed 

Beds 

10,607 

11,072 

12,400 

13,881 

14,520 

14,682 

16,665 

16,752 

16,893 

16,961 

16,062 

16,041 

16,373 

No. of 
Usable 
Beds 

15,652 

15,941 

TABLE l 
GENERAL HOSPITAL UTILIZATION IN IOWA 

Admissions 

301,062 

347,901 

402,623 

462,938 

476,929 

483,176 

487,104 

492,281 

499,402 

520,227 

556,317 

541,474 

551,289 

Patient- Occupancy 
Days Rate S 

Design Usabl e 

2,684,459 69.3 

2,481,671 61.4 

2,831,217 62.6 

3,368,379 66.5 

3,699,260 69.8 

3,635,000 67.8 

3,569,067 58. 7 

3,529,392 57.7 

3,462,359 56.2 

3,578,064 57 .8 

3,821,740 65.Z 

3,675,974 62.8 64.3 

3,671,166 61.4 63.1 

Average 
Length of 

Stay 

8.92 

7.13 

7.03 

7.28 

7.76 

7.52 

7.33 

7.17 

6.93 

6.88 

6.87 

6.79 

6.66 

Annual Reports for Hospital s, Iowa State Departlllent of Health. 

State 
Population 
Estimate 

2,621,073 

2,689,305 

2,757,537 

2,791,289 

2,825,041 

2,833,473 

2,841,907 

2,850,336 

2,858,768 

2,867,200 

Z,876,953 

2,886,726 

2,896.444 

Beds/ Admissions/ Patient 
1,000 1,000 Days/1,0 

Design Usable 

4.05 114.86 1,024.2 

4.12 129.36 922.8 

4.50 146.01 1,026.7 

4.97 165.85 1,206.7 

5.14 168.82 1,309.5 

5.18 170.52 1,282.9 

5.86 171.40 1,255.9 

5.88 172.71 1,238.2 

5.91 174.69 1,211.1 

5.92 181.44 1,247.9 

5.58 193.37 1,328.4 

5.56 5.42 187.57 1,273.4 

S.6S S.50 190,33 1,267.5 
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From 1950, the ear l y year,,s of the Hi l l-Burton Program, until th •: mi~-- 1971) ' ·., 
the number of hosp ital beds in Iowa increased and so did the ratio of beds to 
the population.Hospital occupancy rates continued to increase, despite the 
growing avai l abi l ity of beds, until the early 1970's. From the 1950's until 
the present, the rate of hospital admissions has continued to climb, while the 
length of an average hospita l stay has become shorter. While all of th is was 
happening, the population was gradually growing and was also, on the average, 
growing older. 

Hospital inpatient usage has not been equal among all age groups. In a 1977 
study, the hospital usage rates for Iowans were found comparable to the U.S. 
rates in 1977 for hosp i tal usage. In Table 2 it can be seen that Iowa rates 
for persons over age 44 were lower than U.S. rates for those age groups, but 
Iowa rates were higher than U.S. rates for persons under age 45. 

AGES 

0-14 

15-44 

45-64 

65+ 

Average 

TABLE 2 

Acute Care Hospital Inpatient Usage, 1977 

(Patient-Days Per 1,000 Persons Per Year} 

U.S. IOWA* % IOIIA EXCEEDS U.S. 
---

308 353 15 

849 943 II 

1688 1629 -3 

4156 3828 -8 

1237 1273 5 

RAT f:S ·- -

*Specific ages based upon an annualized four-week sample survey. Average is 
based upon annual . ~/ 

Source: Jo1,a1a State Department of Health and DHE~l, Utilization of Short Stay 
Hospitals, Series 13, No. 41. 

Among Iowa's counties, there were wide differences in age-specific hospital 
usage rates. It can be seen in Tab le 3 that the pediatric-age hospital use 
rate, for examp le, varied from a low county with 48 patient-days per 1000 
persons. Identifying this difference is the first step in seeking the reasons 
for such patterns. Studies are currently underway by the staff at th e Iowa 
H.S.A. and in the Department of Health to provide a better understanding of the 
reasons for use -rate variation among geographic areas in Iowa . 

• 



TABLE 3 

Hospital Usage Rates in Iowa Counties, 1977 
{Hospital Patient Days per 1,000 Persons per Year for Residents of Each County) 

Aae Cohorts 

State Average Rate 
Average of County Rates 
Standard Deviation of 

County Rates 
Highest County Rate 
Lowest County Rate 
20% of the Counties Had 

Rates Above 
20% of the Counties Had 

Rates Below 

0-14 

353 
311 
156 

982 
48 

393 

229 

15-44 

943 
894 
234 

1,702 
448 

·1,017 

771 

45-64 

1,629 
1,518 

408 

2,580 
679 

1,732 

1,304 

65+ 

3,828 
3,766 

847 

6,402 
2,081 
4,211 

3,322 

Source: Iowa State Department of Health, Compiled from data collected in the 
1979 P.I.H.S.A Study. 

The National Health Planning Guidelines for inpatient care set a national goal 
of 4 hospital beds for every 1000 persons, occupied at an average rate of 80 
percent. If this goal is to be accomplished, the hospital usage rate would need 
to be no greater than 1168 patient-days per 1000 persons per year. This figure 
was arrived at by assuming that 4 beds would be occupied 80 percent of the time, 
or an average of 3.2 occupied beds per day (4 x 80% = 3.2). With an average of 
3.2 patients per day per 1000 persons times 365 days in a year, the expected 
hospital usage rate would be 1168 (3.2 x 365 = 1168). 

In 1977, there were 1237 patient-days per 1000 persons in the U.S. spent in 
non-federal short-stay hospitals. (3) Thus the hospital usage patterns identi­
fied in the most recently reported year exceed the 1168 patient-day goal, but 
not by a great amount. Table 4 shows the age-specific U.S. use rates for 1977 
and the age-specific rates that would produce the national goal of 1168 patient­
days, if the distribution of usage among age groups were to remain unchanged. 
For the 65 and older age group, Iowa's rate was already within the National 
Guideline Goal. The rates for other age groups exceeded the goals. 

• ~ .1. 8 
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TABLE 4 

Age-Specific Patient-Day Use Rates 

AGE GROUPS U.S. 1977 NATIONAL GUIDELINE GOAL IOWA 1977 
0-14 308 291 353 

15-44 849 801 943 
45-64 1,688 1,594 1,629 

65+ 4, 156 3,925 3,828 
ALL AGES 1,237 1,168 1,303 

SOURCE: DHEW, Utilization of Short-Stay Hospitals, Series 13, No. 41, and 
Computations by Iowa State Department of Health. 

In order to ini t i ally understand the reasons for the higher usage rates in the 
lower age groups and lower-than-expected rates in t he elderly category, the 
hospital discharges were ident ified by diagnostic category. Table 5 compares 
the Iowa and U.S. rates for many causes of hospitalization. The rates for many 
disease categories that more greatly affect the elderly were substantia l ly lower 
in Iowa than expected. Because of Iowa's high percentage of elderly citizens, 
this lower incidence of those hospitalized for these conditions appears to be 
sign ifica nt. This factor mi ght explain why the overall hospital usage rate for 
older persons is al ready below the National Guideline goals. No simple explana­
tion is apparent for why the younger age groups have rates that are not on ly 
above t he Nat ional Gu idel ine goal, but also above the current nat ional averages. 
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TAB\.[ 6 

Short-Stay Hospital Discharge Rates by Diagnostic Groups, 1977 

(Altes Art 01schlrg~s per 100,000) 

JOWA !!.-1:. Dis. or Digestive Systt11 
Infective & Parasitic Diseases 637 395 II, 

Ulcers of Stomach, etc. 
Htopl•sris 1,092 1,201 

H.!ll9ne~t ~copt~s~s 7f.1 Sl4 ~ppend I cl t ts 
Inguinal Hernia _ 

Benign & Unspecified 312 387 
Choleltthtasts 

[ndocrlne, Nutritional and Metabol ic Dis. 32S 443 

221 271 10. Dis. of Gerltourln41')' Systea 
Diabetes Hellltus Dis. of Ur inary Systl'II 

Ols. of Blood & Blood-Forming Organs 91 140 

Mental Disorders 767 766 l\yperplasta of Prostate 
Disorders of l'lenstruatlon 

Dis. of Nervous Syste'II l Sense Organs 741 733 
Complications of Pregnancy, Chlldblrtll 

Central Nervous Dis. 143 169 u. 
the PuerpcrlUM 

Cataract 182 164 12. Ols. of the Skin and Subcutaneous Tissue 
Dis . of Ear & Mastoid Process 169 176 

Dis. of Circulatory Syste11 2,01s 2,243 13. Dis. of the Husculoskeletal System 
11Ypertenslve Dis. 104 150 Osteoarthritis and Al lied Conditions 
Acute Hyocardlel Infarction 208 195 Arthri t is and ~he~tls~ 
Chronic Jsche:mlc Heart Dts. 1gs 602 Olsplacet1tent or Jntervertebral Oise 
Cerebrovascular Ols. 351 301 14, Congenital AnOfflllles 

Dis. of Respiratory Syst• 1,729 1,6c-8 15. Certain Causes of PerlnaUl Morbldl t.Y 
Acute Bronchi tis end aronchlo~ttls 221 129 and ltort1l1 t.Y 

Acute Upper Resp. Infect. extept Influenza 208 14S 16. SYl'l)taas and Il l -Defi ned CondttfOIIS 

Pne1a0nl1, All Fo,_ 403 340 17. Accidents, Polson I Violence 

1()-pertroplly "' Tonsils l Adenoids 195 299 All Conditions 

SOURCES: DHEW, Uti lization of ShOrt-St~ Hospital , , Serles 13, No. 41, alld 1977 
P.1.H.S.A. Study, low• State partaent of Htaltll. 

... . .. 

. --

2,236 2,025 

182 182 

182 1S6 

208 236 

62 214 

1,677 1,680 

650 587 

130 127 

299 278 

1,937 2,004 

210 271 

819 893 
143 126 
117 134 
169 186 
130 157 
195 130 

702 329 

1,535 1,7'8 

11.oos ia.121 

Among counties in Iowa, substantial var i ation ex ists in hos pital usage r ates for 
t he same age groups. The information in Tab le 4 indicates the amount of var i a­
tion existing among Iowa counties duri ng t he four -week period surveyed in t he 
1977 P.I.H.S.A. (Patient Information by Health Service Area) St udy. This study, 
undertaken by t he Iowa Hospital Association under contract with t he Health 
Department, included all but three smal l hospitals in Iowa and also included 21 
hospitals in adjoining states. The patient records were abstracted, patient 
names removed, and the data was recorded. The flow of patients from t he1r coun­
ties of residence to their treatment hospitals was studied. Also exami ned, were 
the admission rate patterns of county residents and the patterns of princ i ple 
diagnoses of those county residents. In order to get a better understanding of 
why such great variation exists in hospital usage by residents of different 
counties, the principle diagnoses of patients coming from the 20 counties with 
the highest admissions rates were compared with the diagnoses of patients coming 
from the 20 lowest admission-rate counties. The results in Table 6 compares the 
rate of admissions among high counties and low counties to determine whether 
there is any pattern in the diagnoses. 

The average of the admission rates for all conditions in the 20 counties with 
the highest such rates is nearly double the average for all conditions in the 20 
lowest counties. Some patterns appear in this sample data: (4) 

1. Even among Iowa's 20 highest counties, the rates of hospitalizat ion are 
lower in Iowa than the national rates for hypertensive disease, chronic 
ischemic heart disease, hypertrophy of tonsils and adenoids, inguinal 
hernia and gal l bl adder. 

,. 
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2. Even among Iowa's 20 lowest counties, the rates of hospitalization are 
higher in Iowa than the national rates for accidents, appendicitis, 
and symptoms of perinatal morbidity and mortality. 

3. Acute Myocardial Infarctions (heart attacks) have a higher rate of 
hospitalizations in both groups of counties, than the national rate 
for that diagnosis. 

4. For most other diagnostic categories, the Iowa rates for the highest 
counties exceeded the national rates and the rates for the lowest Iowa 
counties. These conditions included cancer, respiratory illnesses, 
strokes, digestive system illnesses, diseases of the genito-urinary 
system and arthritis and rheumatism. 

TABLE 6 

Hospital Admission Rates, By Diagnoses, Comparing 20 Counties with 
Highest Rates for All Conditions to 20 Counties with Lowest Rates 

{Rates Are Ad~issions/Discharges per 100,000 Persons in 1977) 

Principal Diagnosis Average of 20 
Counties with 
Lowest Rates 

for All Conditions 

All Conditions 
Malignant Neoplasms (Cancer) 
Benign & Unspecified Neoplasms 
Diseases of Central Nervous 
System 

Cataracts 
Hypertensive Diseases 
Acute Myocardial Infarction 
Chronic Ischemic Heart 
Disease 

Cerebrovascular Diseases 
Acute Bronchitis 
Upper Respiratory Diseases 
Pneumonia 
Hypertrophy of Tonsils and 
Adenoids 

Diseases of the Digestive 
System 

Ulcers 
Appendicitis 
Inguinal Hernia 
Gall Bladder 
Diseases of Urinary System 
Prostate 
Complications of Pregnancy 
Osteoarthritis 
Other Arthritis and 

Rheuma ti sm , 
Symptoms of Perinatal 
Morbidity and Mortality 

Accidents 

13,440 
710 
205 
108 

135 
73 

217 
145 

266 
125 
139 
181 
160 

1.656 

134 
186 
167 
58 

501 
118 

1,782 
124 

62 

155 

1,945 

"•<>'"' tt 
Average of 20 
Counties with 
HiQhest Rates 

for All Conditions 

23.960 
1,003 

401 
246 

243 
139 
199 
267 

487 

464 
274 
662 
211 

2,948 

220 
214 
207 
68 

911 
155 

2.110 
217 
209 

151 

3,433 

National 
Average 

Rate 

16,921 
814 
387 
169 

164 
150 
195 
602 

301 

129 
145 
340 

299 

2.025 

182 
156 
236 
214 
587 
127 

2,004 

126 
134 

130 

1,768 

SOURCE: 1977 P.I.H.S.A . Study, Iowa State Department of Health, Office for Health 
Planning and Development. 

The lower hospitalization rates in Iowa for hypertension and heart disease may 
be illustrative of the lifestyle differences in a rural state. The rural nature 
of Iowa may also explain the increased rate for accidents. The rate differences 
among counties that are rural, for the same illness conditions, and with similar 
population characteristics, thus far is difficult to explain. 

I 

--



A general set of conclusions can be drawn from the data in Table 6. In counties 
where the rate of admissions for all conditions is high, the rate of admissions 
for each condition tends to be high. In counties where the rate of admissions 
for all conditions is low, the rate of admissions for each condition tends to be 
low. No particular condition or group of conditions explains the variation. 
Thus, in counties where the rates of hospitalization are high, the rates tend to 
be uniformly high for nearly all diagnostic categories examined - more people 
are hospitalized in those counties, across the board. These preliminary results 
need to be examined in much greater detail to determine why more patients are 
hospitalized in some counties than in others. 

The National Guideline goals for hospitalization in American are predicated on 
the McClure Study (5) and a 1976 study by the Institute of Medicineo (6) These 
studies and many others (7) have indicated that some current hospital utilization 
is unnecessary or cost-ineffective. Based upon these studies and the increasing 
cost of inpatient hospitalization, the Secretary of Health, Education and Welfare 
issued the Guidelines establishing the National Goals. These goals are intended 
to reduce overutilization by reducing the stock of hospital beds. Presumably, 
the excess or unoccupied beds serve as a pressure on the medical community to 
unnecessarily recommend inpatient care. (8) It also represents a cost, passed 
on to payers, that could alternatively be invested in more and better outpatient 
capabilities. As illustrated in Table 7, Iowa hospitals do not entirely rein­
force this theory. Comparing the 20 counties with the highest admissions rates 
to the 20 with the lowest, the following observations can be made: 

1) Of the 20 counties with lowest rates, 16 have at least one hospital 
and four have no hospital. Two counties have two facilities, one 
county has three facilities and one county has four. In 
all but one of the counties the hospitals were substantially under­
occupied in 1978. 

2) Of the 20 counties with the highest rates, all had at least one 
hospital and five counties had two. In 15 of the 
counties all of the hospitals were substantially underoccupied 
in 1978, but in five of the counties the hospitals were at high 
average occupancy levels relative to the facility size . 

• 
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% of County 
Residents No. of beds 

County Hospitalized at hospitals 
Within the in the County 

County** 

20 Counties with 
Lowest Admissions 
Rates: 

Story 77 44 
25 

203 

Johnson 88 1103 
234 

Lyon . 29 30 

Worth -8- ---
Winnebago 30 35 

Winneshiek 61 97 

Sioux 62 27 
30 
28 
26 

• Errmet 50 121 

Osceola 48 32 

Kossuth 36 40 

~ Cedar -8- ---
l\:.) 

~J Marshall 65 218 

Audubon 31 29 

Bremer 37 45 
29 

~i!rren -8-

Hancock 38 32 

Tama -8- ---
Plymouth 46 16 

44 

Allamakee 41 50 

sac 39 33 

• • I & ~_o .......... i•.iH 11 
Located in LU 1,,ount.1e!> w11.11 Lvwc:.1.1ri•y""---'" , ....... -- •¥ .. - •·----

Actual 
S of County 

Expected Residents No. of beds 
1978 Occupancy Occupancy Exceeds County Hospitalized at hospitals 

Percentage Percentage • Expected Within the in the County 
County•• 

20 Counties with 
Highest Admission 
Rates: 

40 60 Monroe 58 51 

42 60 
80 81 Cass 74 106 

76 80 Wayne 36 28 

76 81 Appanoose 67 72 

24 60 
Decatur 74 54 

--- --- Montgomery 70 80 

23 60 
Union 67 83 

46 60 
Van Buren 49 40 

27 60 
58 60 Lucas 59 83 

37 60 
47 60 Monona 52 48 

22 74 Cherokee 70 120 

51 60 Crawford 73 90 

44 60 Lee 73 216 
111 

18*** --- ---
64 81 Ida 52 42 

22 60 Clarke 51 68 

49 60 Page 65 50 

30 60 
54 

--- Guthrie 37 37 

46 60 Fremont 75 83 

--- --- Marion 57 50 
36 

33 60 
55 60 Wapello 77 120 

191 

34 60 

65 60 X 

• Expected rates are based upon the occupancy rate norms in the State Certificate of Need 
Bed Need Standard. 

•• Percentage distribution of patients from 1977 P. I.H.S.A. Study. 

••• This facility closed in 1979. 

SOURCE: Iowa State Department or Health, Office for Health Planning and Development. 

1978 Occupancy 
Expected 

Occupancy 
Percentage Percentage• 

62 60 X 

81 72 lt 

47 60 

61 66 

67 60 X 

67 67 

51 67 

51 60 

51 67 

69 60 X 

38 73 

56 68 

41 81 
59 72 
22 60 

49 60 

32 65 

46 60 
47 60 

41 60 

57 67 

68 60 • 62 60 • 
58 74 
63 79 
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If "beds beget patients" then the hospitals in high-use counties and low-use 
counties would be uniformly occupied at high levels. Such is not the 
Iowa. Thus, in Iowa, the Roemer effect does not appear to be a major 
in hospital usage: hospital use in Iowa is not necessarily higher in 
where beds are more plentiful. 

• case 1n 
influence 
areas 

This conclusion differs from the findings of another Iowa study. (9) That recent 
study compared the difference in county patient-day use rates and admission/dis­
charge rates with 21 different variables. Their conclusions were that hospital 
use was higher in counties with: 

1) 
2) 

3) 
4) 

"higher availability of hospital beds" 
"increased availability of hospital beds over time" (growth from 
1964-1977 in beds in the county) 
"lower availability of long-term care beds" in the county and 
higher proportion of residents with hospital insurance or 
government paid hospital care. 

The lack of available pre-admission testing and the lack of available ambulatory 
surgery services were also listed as factors associated with counties that had 
higher rates of hospitalization, although the correlations were not as strong 
as for the other factors. 

The research into the causes of high usage rates thus far has pointed out the 
complexity of the issues involved. Perhaps a definitive study will one day 
provide the answer. Until then, at least one point can be made: Unnecessary 
usage of inpatient facilities is expensive and it perhaps subjects the patient 
to some unnecessary risk. If excess beds in an area create an atmosphere 
which stimulates unnecessary utilization, or does little to discourage it, then 
the costs are considerable. The costs associated with the overhead represented 
by unused or excess capacity will be discussed later in this chapter. 

What should be the goal level of hospitalization rates in Iowa? 

The national rates for hospitalization, derived from the National Health Planning 
Guidelines, was identified earlier as being 1168 patient-days per 1000 persons 
per year. Of course, this is a goal based upon the national population distri­
bution . Iowa's population, however, has a substantially greater percentage of 
elderly, and elderly persons have greater needs for inpatient care. Table 8 
demonstrates this difference. 

TABLE 8 

Projected Percentage of Population Over Age 65, Iowa and U.S. 

U.S. IOWA 

1975 10.66* 12.64 
1980 11.22 13.01 
1985 11.72 13.36 
1990 8.55 13.55 
1995 12.42 13.49 
2000 12.22 13.10 

* July 1976 Estimates 
SOURCES: U.S. Bureau of Census, Current Population Reports, 

Series P-25, No. 614 and 704 and Iowa Office for 
Programming and Planning, Series May, 1979. • 
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1 In order to determine an inpatient use rate for Iowa that would be consistent 

with the National Guideline goals of 1168 for the nation, some adjustments 
must be made to compensate for the larger elder population in Iowa. The method 
that has been adopted in this plan involves age-adjusting the 1168 to a larger 
number by more heavily weighting the impact that older patients have upon the 
average. Table 9 illustrates the relative weights of each age group upon the 
national average patient-day use rate and estimates the rates for specific 
age groups that would be consistent with a target average of 1168. 

-
TABLE 9 

Age-Specific Hospital Use Rates, 1977 Actual U.S. Rates and Estimated Target Rates 

Age Group 

Average of All 
0-14 

15-44 
45-64 
65+ 

1977 U.S. 
Patient Days/ 
1,000 Persons 

1236.7 
308.2 
849.2 

1688.3 
4156.3 

Relative Weight 
Using Average= 1.00* 

1.000 
.249 
.686 

1.365 
3.360 

Estimated Age-Specific 
Patient-Oays/1,000 

(Using 1168 as Projected 
Average for All Ages)** 

1168 
291 
801 

1594 
3925 

* The rate for each age group is divided by 1236.7 to determine the relative weight 
which that group has upon the average rate. 

** To estimate the age-specific patient-day use rates that would produce an average of 
1168 for all ages combined, multiply the relative weights times 1168. This assumes 
that the relationship between the use rates of the various age groups remain constant. 

SOURCE: OHEW, Utilization of Short Stay Hospitals, 1977. 
- - --- -----

TABLE 10 

Age Specific Hospital Use Rates, Iowa Target Rates, 1986 

Age Groups 

0-14 
15-44 
45-64 
65+ 

Average of All 

Total 

(1) 

Estimated Age-Specific 
Patient-Oays/1,000 

(Using 1,168 as Projected 
Average for All Ages) 

291 
801 

1,594 
3,925 

1,168 

(2) 

1986 
Iowa Population 

Projection 
(In 1,000's) 

687.085 
1,369.060 

550.840 
403.340 

3,010.325 divided 
into 

(3) 

Column (1) x 
Column (2) 

199,941.7 
1,096,617.1 

878,039.0 
1,583,109.5 

3,757,707.3 = 1,248 

SOURCE: Population Projections from Official Iowa Population Projections, Iowa Office 
for Programming and Planning, Series May, 1979. 



Applying those rates for specific age groups to the Iowa population distribution, 
as projected for 1986, the state average target was derived to be 1248 patient-days 
per 1000 persons per year. That rate is equivalent to the national goal of 1168. I 
The difference between the national goal and the Iowa goal is, thus, accountable 
by the difference in the age distribution of the population. 

Comparing the Iowa 1986 hospitalization rate goal of 1248 to the 1978 actual rate 
of 1268, indicates just how closely the current Iowa experience approximates the 
goal to be achieved. The 1978 patient-day use rate in Iowa was only 1.58 percent 
higher than the goal to be achieved by 1986. 

Thus, while there may be county-to-county and age group variations in hospital 
use rates, the state average rate is pretty close to its target and excess 
utilization is not a severe problem in Iowa. Where it is possible to do so 
further reductions in inpatient care should be encouraged. 

GOAL 2: REDUCE INAPPROPRIATE HOSPITALIZATIONS OF IOWA CITIZENS. 

Objective 1: By 1986, a state average inpatient utilization rate of 
no more than 1248 patient-days per 1000 persons per year. 

In order to implement this objective, five action steps 
are recommended. Two of the actions involve baseline 
research into the causes for rate variations, one 
involves evaluating state laws and programs to identify 
those which are inconsistent with achievement of this 
objective. 

LRRA 1: By 1983, the Department will complete an analysis of the 
reasons for use-rate variation among Iowa's counties, in 
order to establish appropriate variances in the expected 
county use rates. 

LRRA la: By 1985, the Department will complete a utilization 
study to determine potential optimim utilization 
levels for different age groups in Iowa. 

LRRA lb: By 1985, the Department will analyze state legislation 
and programs which can provide an incentive for encour­
aging outpatient treatment as an alternative to inpatient 
care wherever possible. The Department will also seek 
to identify programs and laws which provide an incentive 
for inpatient usage, so that those programs and laws 
may be changed. 

What efforts are currently underway to reduce the occurance of any unnecessary 
utilization and to reduce hospitalization even further? 

Among the most potentially significant developments to follow the establishment 
of the Medicare program was the establishment of the Professional Standards 
Review Organization {P.S.R.O.). The P.S.R.O. is a federally-funded agency which 
provides peer review of the quality and utilization of services for medicare 
patients. Their purpose is to reduce federal expenditures for Medicare to the 
lowest level possible by assuring that patients are placed in the appropriate 
level of care and are treated no longer than is medically necessary. In Iowa, 
the agency which has been designed as the P.S.R.O. ist the Iowa Foundation for 
Medical Care. • ~~G 
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In its first year of uti l ization reviews in Iowa {1977), the number of medi care 
hospi tal admiss ions dropped by 758 at a time when there were nearly 6400 more 
eligib le medicare rec i pients. During that year, the elderly patient-days fell 
by seven percent and t he elderly average length of stay dropped from 10.7 to 
10.0 days. (10) The then-president of the Foundation, Dr. J. H. Brinkman, M.D., 
commented that "wi t h hosp i tal costs averaging $150 a day, this potentially 
represents a significant amount unspent on hospitalization~ (11) Just a bit 
over $18 million was saved, even if no account is made for the increased number 
of eli gi ble rec ipients. 

Dr. Brinkman suggested in 1978 that "the benefits of utilization and quality 
review shou l d be available to all hospital patients". (12) Toward this end 
several private insurers have contracted with the Foundation to perform utiliza­
tion reviews. The effectiveness of these reviews in eliminating hospital days 
that are not medically necessary was demonstrated in a study released in March, 
1980. (13) The study included Foundation-review Blue Cross and John Deere 
patients (pat ients who are provided hospitalization benefits as employees or 
families of empl oyees of John Deere and Company). The patient records were 
examined dur ing calendar year 1978 and the first three quarters of 1979, and 
in order to determine the degree of impact a comparable group of non-reviewed 
patients was examined. 

Accord i ng to t he f oundation: 

"Although the absolute length of stay of !FMC-reviewed patients 
has remained stable over the seven quart er s, the increase in the 
length of stay for matched patients and the increase in the dif­
ference between the length of stay of reviewed patients and non­
reviewed patients demonstrates an increase in the severity of 
i llness of !FMC-rev iewed patients. " 

Tab le 11 displ ays t he resu lts of their study. 

TABLE 11 

REDUCTIONS IN UTILIZATION AMONG IFMC-REVI EWEO BLUE CROSS AND DEERE AND COMPANY PATIENTS 

QUARTER t OF HOSPITALS MEAN LOS OF DIFFERENCE IN LOSs 
. -

PERCENTAGE OF ANO YEAR REPORTING* MEAN LOS MATCHED PATIENTS (COL. 3 LESS COL. 4) LONG STAY PATIENTS 

Blue John Blue John Blue John Blue John Blue 
Cross Deere Cross Deere Cross Deere Cross 

John 
Deere Cross Deere 

1st 1978 5 6 4.8 5.2 5.1 5.0 -.3 +.2 20.2% I'!) .6% 
2nd 1978 11 10 5.1 5.3 5.2 5.1 - .1 +.2 19 .1% 19.8% 
3rd 1978 19 14 4.9 5.5 5.1 5.2 - .2 +.3 16.3% 20.9% 

, 4th 1978 29 20 5.0 5.7 5.3 5.3 -. 3 +.4 14.2% 18.0% 
1st 1979 37 24 5.1 5.4 5.8 5.7 -.7 -.3 10.7% 12. 7% 
2nd 1979 39 25 5.0 5.3 5.7 5.6 - .7 -.3 10.3% 11 .9% 
3rd 1979 43 26 4.8 4.9 5.6 5.5 - .8 - .6 7.6% 8.1% 

*Only HSDS data are included. 

SOURCE: Iowa Foundation for Medical Care. 
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Thus even in the early years of the P.S.R.O. reviews, when baseline data is 
still being accumulated, it can be seen that their reviews do affect reductions 
in unnecessary hospitalizations. These reviews, when accompanied by a program 
of pre-admission testing and the local availability of medically-accepted 
alternatives to inpatient care can appreciably reduce unnecessary health care 
costs. 

To the three action steps listed enrlier, these additional two actions are aimed 
at assisting in the efforts to reduce the state average use rate below the 
1248 per 1000 objective: 

LRRA le: By 1983, the Department will study the feasibility of 
drafting legislation to establish utilization and quality 
review, by appropriate P.S.R.O. groups, for consumers 
covered by third-party payers. 

SRRA la: By 1982, the Department will begin monitoring the aggregate 
in-patient utilization rates in Iowa. These annual reports 
will be made available to the P.S.R.O., the SHCC and inter­
ested persons. 

Alternatives to Acute Care 

Acute care has components that somewhat overlap other modes of health care. For 
instance, older rural residents are often hospitalized for conditions that could 
be treated in skilled care facilities or by public health nurses, except that 
those alternative services aren't always available. This is but one example of 
how acute care services are provided in the absence of less costly alternatives. 

Some hospitalizations occur because there is a lack of alternative outpatient 
delivery systems available in the area. Traditionally, third-party payors have 
tended to reimburse only for inpatient services, however trends have been 
recently established for third-party payment of services that can appropriately 
be performed on an outpatient basis. 

The Iowa Health Systems Agency, in their 1980-85 Health Systems Plan, analyzed 
the outpatient alternatives. Their analysis is included below: 

Providing care on an outpatient basis rather than on an inpatient hospital basis 
can result in a reduced number of inpatient days of care. These reductions can 
be classified into three basic categories: 

-Providing the same basic procedures on an outpatient basis; 
thus, an inpatient admission is eliminated. An e~ample of 
this would be "day surgery"; 

-Providing some of the same basic procedures on an outpatient 
basis either rior to or followin an in atient admission; 
t us, the Zength of inpatient stay is reduced. An e~ample 
would be preadmission testing; and 

-Substituting a mode of treatment that can be provided on an 
outpatient basis for a mode that requires treatment on an 
inpatient basis; a.gain an inpatient admission is eliminated. 
For e:rxunple, some pediatriaians suggest that over 90% of the 
one million children who unde!'Went tonsillectomies in 1974 
in the United States did so unnecessarilyo The substitution 
would be administering antibiotics. (14) 

• 
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Cost savings and reduced emotionaZ trauma (espeaiaZly for children) are probably 
the main benefits to be derived from shifting certain types of treatment from 
the inpatient hospital setting to an outpatient setting. Both the shon and 
long run savings per patient day need to be examined. For e3J(JJ1lple, the daily 
hospitaZ room rate at the present time is approrimately $90. This $90 rate also 
approrimates the cost. Of this $90 cost, approrimateZy 30% ($27) is variable 
and 70% ($64) is fixed. For each inpatient day saved, the shon run savings 
would be $27 and the tong run savings (when hospital capacity is adjusted) would 
be the full $90. Another way to view cost savings would be to examine the 
savings per procedure. For example, in the area of ambulatory (day) surgery, 
estimates of average savings per procedure range from $100 to $250. This wide 
range results in part from charge structure and cost aZlocation variations among 
different institutions. A recent study of ambulatory surgery by North Carolina 
BZue Cross-Blue Shield reported that cost savings of 49% to 77% could be realized 
on seven frequently performed surgical procedures by the eZimination of a one-to 
two-day hospital stay. 

Currently, many providers and conswners are biased in favor of inpatient services, 
even when comparabZe hospitaZ-based outpatient services are mose cost-effective 
and wouZd resuZt in identicaZ or improved heaZth outcomes. Lack of information 
and cenain financial biases encourage this favoring of inpatient services. 

The consumer may assume that a service should be provided on an inpatient basis 
simpZy because this is the most publiaized setting. For exam.pie, if an individual 
faces a setting choice on a panicular service and remembers a friend or relative 
who received t'hat service on an inpatient basis, then the individuaZ may think 
that to receive a high quality service it shouZd be performed on an inpatient 
basis. 

Not enough emphasis has been pZaced on estabZishing that cenain procedures may 
be performed on an outpatient basis with quaZity comparabZe to procedures per­
fomed on an inpatient basis. Providers, therefore, tend to continue to provide 
tense procedures on an inpatient basis. For e~ampZe, proponents of day surgery 
have indicated t'hat at Zeast 15% and upwards to 73% of all surgery now perfomed 
in the short stay inpatient setting could be safety performed in a day surgery 
unit. The follouJing table iZlustrates the extent to which procedures can be 
performed on a day surgery basis. 

TABLE 12 

MOST COMMONLY PERFORMED INPATIENT PROCEDURES 

Rank 
Rate Per 

Procedure 101000 Patients 

1 *Dilation and Curettage 704.6 

2 *Tons11lectoll\Y and AdenoidectOII\Y 399.9 

3, *Other Excision and Suture of Skin 388.3 

4 Abdominal l'(ysterectoll\Y 338.8 

5 *Unilateral Repair of Inguinofemoral Hernia 313.7 

6 Cholecystectoll\Y 281.7 

7 *Incision and Excision of Breast 251.5 

8 *Cystoscopy and Urethroscopy 239.5 

9 lntracapsular Lens Extraction 215.0 

10 Appendectomy 190.2 

*Conmonly Perfonned on Day Surgery Basis 

SOURCE: "Day_Surgery Service~ and Facilities", Health Facility Planning Guide 
Hosp1tal Survey Comm1ttee.- 1916.► ' 



coverage rather than as an optional benefit (i.e., no additional premium), wide 
pubtiaity to both oonswners and providers, and no imposition of unpeatistia 
administrative burdens on providers. 

A more reoent development involves the Central Iowa Health Aseo01.:ation (formatly 
the Des Moines-baaed Business Group on Heatth). One of this group's prio'Pitiea 
is outpatient benefits and progrOJns. The baaio objective of the aommittee in 
this area is the development of oost-effeotive alternatives to inpatient care in 
Des Moines hospitals. 

Incentives in the financing mechanisms of federal health care programs often 
favor treatment performed in a hospital, and fail to reimburse less costly modes 
for treating the same condition. This unintended policy is also compounded by 
the exclusion of physician's assistants and nurse practicians from reimbursement 
programs. Except in the rare instance of a physician's assistant or nurse prac­
titioner working in an area designated as medically underserved, the professional 
extender cannot qualify for Medicare and Medicaid reimbursement. Without reim­
bursement, there is no financial incentive to establish a clinic in many rural 
areas that could benefit from such service. Consequently, reimbursement policies 
generally continue to encourage consumers to seek treatment in more costly inpa-
tient settings. 

Another development that affects acute care in Iowa is the possibility of a 
prepaid medical plan. Such plans could include Health Maintenance Organizations 
(HMOs), Independent Physician Associations (IPAs) and medical foundations, and 
refer to systems where subscribers prepay to providers for anticipated services. 
Unlike insurance companies, these plans take responsibility for arranging for 
and providing needed services as well as paying for them. 

The funding mechanism places the incentive on consumers and professionals to 
seek the least costly means of getting well and staying well. The prototypes of 
these systems appear to be able to provide high quality care for lower costs in 
the major metropolitan centers. They have not yet demonstrated their value in 
more rural and less populated communities. Currently the Central Iowa group is 
studying whether the cost savings can be comparable. If so, the plans should be 
tried in other Iowa cities. 

These innovative programs might reduce the cost of delivering health care in 
Iowa and their progress should be watched closely in the future. (For further 
information see Chapter Four: Primary Care) 

Other efforts to reduce unnecessary inpatient usage have been undertaken by 
hospitals in Iowa through the availability of ambulatory surgery services. 
Table 13 lists the hospitals that have ambulatory surgery services, that do 
pre-admission testing of consumers and those that offer an organized program 
for educating consumers as to how they may assist in their treatment program. 
Future research may indicate the extent of the savings realized by these efforts . 
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Aveltablllty of Alt•rn•tl•• Service, •t rowa Hosp t•l1, 1979 

Aoitlulatory Surgery p,e.Adffll U I On Or9tnl1ed P1tltnt "'°"l&tor7 5urq~rJ '"~1111011 0"'!•n11~ Patltnt 
Factl I ty/County Senlcts Av,,t 1~le Test,ng A~all1blo Ht1lth Educ1t1on Avall•ble f ac 11 I t.,/Coun t, Scnlcts A•all•blt Tt1tln9 Awe l leblt tw1lth (duce tion A•1ll1blt 

loury • ~~ I I '1erc1 • Johnson l I I 

Veteran 's ~.rort,1 • All&IM\te l Jolin llcOon.1ld • Jonn I 

C-,,Unlt7 ~rial • A11aNktt X l I ,4ssulh County I 

flrg1n C.y - Benton I I fl. llldlson • Let I I 

kho1U • Bli :k HJwk l I I lfeokut · ltt l I I 

Sartori - &Itek 11,wl: • I I St. Lul., • ltnn I l I 

Alltn. Bleck H1Wk I I I lllrey · LI,~ I I 

St. fr1ncls • &l~ck Ha~k l ll I Lucas Caunty I I 

lloofte C:O..nty I ~tta • M.arlon I 
,tu. Buer~ Yl<tl I I Mlrin.lltown. Karsha11 l I I 

luene Vhll County I 
. 

1111 t.cht 11 Coun~ X I 

St.,,..,.• Calhoun X I NDnroe County I 

IIIMlng • Carroll I I I lllsc.ttnt I I 

Cass Co<mty l I Osceola I I I 

lorth tow• • Cerro Gordo l I I f'lnlcl1>4l • Page I 

St. Jo1epll Mercy • Cerro Gordo l I I ,1 to A 1 to County I I 

N Stoua Valley - Cherokee . I On l':llr>es General - Polk X I 

St. Joseph• Chickasaw I ,A • Polk I 

~ Clarita Coon~ I I- Lutheran - Polk I t 

l,} ~ncer - Cla., I I llerc, • Polk I I I 
~tNtbcrg - Clayton l I r- ~.ethOdlst. Polk I ll 
J.M ~..,,i, - Clinton l I I lh'o1dl1wns • Polk I I I 

St. ,Jo5tph Hercy • Clinton l llortin,est • Polk I I 

l':nwf•,rd County I Mercy • Pottawattamie I 

Dnh CountY I I .JtM1e (dnlundson • Pottawattamie l I .. • I 

_Otla1t1r• County l I I £1-1Mell - Poweshiek I 
lorl1ngtz>n • Oes !'Dines 1 I Dnenport Osteopdthlc • SC4tt l I 
01clt lnson County X llef'Q • Scott I l 
llcrq · Dubuque I I I St. Lukes• Scott I 
Ftnlty • liubuque I I I ecr-.intt., • Stou~ t 
liner - "ubuque I St.Dry Ctt., - Story X I 
,11,:ier - flyetu I I Miry Greeley • Story l I 
~'cl'Q flyttte I Gr-tater CarmunltY • Union I 
Franklin ~oral • franklin l I Ott-· W1ptllo ' '"'~ eo,.nty I St . .;oseph • Wapello I 
llia1Hon County I lllshtngton County I 
lllncock Count, I I Trlntt)'. Webst,r I I 
(llswo .. th • Hardin X For,~t City - wtnn•i,.?o l I I 
nc1on - turd1n X X Mlrhn • WOodbury ' X I 
Henry Ccunty I . 1 St. Luk1s • Woodbury l I l 
llullbol,lt County I I lel1110nd • Wr lght I 
stl ff • Jasper I 
VA • ,h,hlls.o11 I I 
U of I • Johnson I l I llofl.r,td1r11 "' IS u 

V.A. lloip tUh 1 1 1 - -
Totl l 55 SIS '3 . 

'!OU?C(: Allnual Ae!>Ort on Hospitals, low, State Oep,rt,,,ent of He,lth. 

; 



Making the Acute Care System More Efficient 

In order to identify areas of acute care delivery that could be provided effi­
ciently, a description of the current system seems to be a first order of 
business. 

The acute care delivery system in Iowa ~onsists of facilities providing inpatient care 
and those providing outpatient care. All hospitals in Iowa provide inpatient 
care and some also provide outpatient acute care. Some outpatient acute care is 
also provided outside of a hospital setting. At this time non-hospital based 
outpatient acute care has not be inventoried and an analysis of this system will 
have to be dealt with in future plans. A substantial data base, however, is 
available on hospital-based acute care because of the numerous licensing and 
accreditation surveying accumulated over the years. 

In 1980, there were 131 non-federal acute care hospitals in Iowa. Additionally, 
there were two federally-supported Veterans Administration hospitals, one in 
Iowa City and one in Des Moines. The two federal hospitals serve a specialized 
clientele. The federal hospitals are specifically exempted from many of the 
National Guidelines requirements, and thus will be omitted from the discussions 
that follow. All reference to acute care hospitals and acute care beds and 
services will deal with the non-federal system in Iowa. 

In 1979, Iowa had 132 non-federal hospitals at the beginning of the year and 
131 by the end. (17) The Hartley Memorial Hospital in Battle Creek closed in 
September as the result of low utilization and high costs. By the end of 1979 
there were about 15,900 short term beds in those 131 hospitals. The exact count 
of beds varies from one survey to the next as the result of misunderstanding the 
definition of a usable bed and as the result of some facilities shifting their 
balance of short term-to-long term beds. The average occupancy rate in 1978 
was 63 percent and the rate varied substantially with the size of the facility. 
Table 14 shows the range of occupancy rates of different size hospitals . 

• , 

l 



Usable 
Bed Size 

6-24 

25-49 

50-99 

100-199 

200-299 

300-399 

400-499 

50o+ 

Total 

No. of 
Hospitals 

6 

47 

35 

20 

11 

4 

4 

5 

132 

TABLE 14 

IOWA HOSPITAL STATISTICS, 1978 

Average Usable Bed 
Size of Hospitals 

19 

36 

69 

129 

246 

328 

430 

685 

121 

% 

Occupancy 

37 

46 

54 

58 

68 

64 

71 

75 

63 

SOURCE: Annual Report of Hospitals, Iowa State Health Department. 

Average Length 
of .Stay 

6.1 

5.5 

5.7 

6.2 

6.3 

6.8 

7.1 

7.9 

6.6 

The smal lest hospitals are generally the sole county facility, primari ly serving 
emergency and obstetric needs of the county residents. Because consumers of 
obstetric services cannot be easily scheduled to fit the optimum occupancy of 
the hospital, the hospital's daily census will fluctuate greatly. 

Table 15 shows the aggregate 1978 hospital statistics. The average occupancy 
rate for all facilities for medical/surgical units, psychiatric units, and 
detoxification and rehabilitation units was about 65 percent. On the other 
hand, the average rate for obstetric units was 46 percent and for pediatric 
units was 49 percent. 

These rates seem low. However, a number of factors affect a facility's occu­
pancy rate, including whether the beds are in single or multiple-bed rooms. For 
multiple-bed rooms the facility must attempt to place together patients of the 
same sex, same smoking preference, similar age, among other factors. This might 
leave a bed empty in a multiple-bed room in order to avoid an inconvenient 
mi smatch. 



------ - TABLE 15 

IOWA HOSPITAL STATISTICS, 1978 

DESIGN4TED S~RVlCES DESIGNED USABLE STAFFED AOMlS- PATIENT 
UNIT BED CAO BcOS BECS SIONS DAYS 

132 MED/SURG 12362 12002 1115E 415819 2852391 
23• C 1 cu) 192 9175 38242 
28 (CCR) 20~ 16190 39446 
78 (MIXED) 375 IE683 f:5235 
12 (NcO) 139 5451 40eS9 
49 PED 1112 1101 1016 45959 195885 

108 0 B 121 !3 1170 1069 51139 195267 
20 PSYCH 739 740 728 13867 203669 

8 DETOX 205 195 182 3672 45666 
6 f.EHAB 183 182 170 1124 40554 
6 OTHER 554 5S1 512 19709 137734 

TOTAL ACUTE CARE 16373 15941 14833 551289 3671166 
SWING 456 15621 

TOTAL LONG TERM CA~E 1493 1502 1439 2694 471869 

MONTHLY VARIATIONS IN TOTAL ACUTE CARE SERVICES 
JAN 

50150 
338861 

68.5 
13070 
10931 
7746 

FEB MAR APR MAY JUN JUL AUG SEP 

43287 
290557 

60.7 
11827 
9685 
7483 

ADMISSIONS 
PATIENT DAYS 
X OCCUP1'NCY 
HIGH"'ST CENSUS 
AVER4G: CENSU$ 
LOWEST CENSUS 

59 SPEECH THERAPY 
40 CH!MICAL THER 

116 PHYSICAL THEA 
112 RESP THER 

34 OCCUP THC;R 
5 CT H~AO 
8 CT BODY 
!5 CT M081LE 

38 ULTR4SOUNO 
• 

42866 
297914 

6607 
12600 
1064 0 

8620 

48514 
3 28125 

66.4 
12594 
10585 

8203 

45687.• 4~412 
308115 309472 

f4.4 f2.6 
12:?05 11971 
10271 9983 

8205 7529 

45454 
297111 

62.l 
11551 
9904 
7490 

AVAILABLE SELECTED SERVICES 

8 QO~N HE,RT SURG 
14 CARO CATH 
22 ANGIOC.6.RO 
47 HISTOPATH LAB 

102 8LOOO BANK 
27 PRDSTH t ORTH 

2 BURN CARE UNIT 
9 LIN ACCEL 

10 COBALT 

67 AMB SURG SEQV 
67 AMB SURG UNIT 

l OF.GAN BANK 
2 OJ.GAN TQANS 
3 OJALYS TRAJN 
8 ESRO UNIT 
8 HEMOOIAL lNPT 

65 DENTAL 
29 POOIATRIC 

45179 
29~839 

59.2 
11718 
9446 
7461 

46854 
300789 

60.8 
11738 

9703 
7531 

7) PREAOMISS TEST 
2 S!:LF CARE UNIT 

26 OUTPT REHA8 
7 HOME CARE DEPT 

72 SOCIAL WORK 
7 GENETIC COUN 
4 CHROM ANAL 

20 ABORTION INPT 
12 ABORTION OUTPT 

SOURCE: Annual Report of Hospitals, Iowa State Department of Health 

PE:,RCE~T AV~RAGE 
OCCUPANCY L.o.s. 
65.I 
54.5 
52.7 
47.E 
90.5 
48.7 
45.7 
75.4 
64.t 
t:1 • C 
68.4 
63.1 

86.0 

OCT 

46373 
308121 

62.:? 
11591 

99:09 
796f 

E.e 
4 • I 2.• 
~-9 
7.5 
4.2 
~.a 

14.6 
12.4 
3!.0 

f • 9 
~-6 

l4e2 
17!.I 

NOV 

64351 
29ES19 

62.0 
11962 

9894 
7354 

40574 
2 75~9 7 

ss.1 
11437 
8884 
5657 

29 PREM NURSERY 
63 EE'i 
20 '.;MG 
23 PSYCH OUT~T 
33 PSYCH E!tE~ 
12 CLlN PSV'C,-. 
26 OUTPT OfPT 
15 ELEC CON THEA 
23 s-.JNG eecs 

In small, rural hospitals the low rate of occupancy may be a function of hospi­
tals built during a population-growth era, but the low rate is also a function 
of small numbers. An extra bed or two that would accommodate the peak period 
fluctuation has little impact upon the occupancy rates of hospitals with 20-30 
bed obstetrical and pediatric units. Those same extra beds when added to a 3-5 
bed unit will have a substantial statistical impact, even though the costs of 
that excess capacity may not really be significant. 



Table 16 shows that the size of the facility affects the occupancy rate for each 
of the three major service units, medical/surgical, pediatric and obstetric. 
The smaller facilities have rates of occupancy in each of the service areas that 
are less than half as great of the rates in the large hospitals. These smaller 
facilities are nearly always in rural areas. In most cases they were built with 
monies provided by the federal Hill-Burton program in the 1950's. In most cases 
their mortgages are no longer substantial. In most cases their charges are lower 
than those found in the larger facilities as the result of a lower need to pro­
vide the more complex equipment and services required in a secondary or tertiary 
facility. In most cases the small rural hospitals provide necessary accessibility 
for emergency and obstetrical services to the rural population. And, in most 
cases the cost of remodeling or replacing the excess facilities with a smaller, 
more appropriately-sized facility would be more expensive than to continue to 
tolerate the unused bed space. Thus, the excess bed capacity in Iowa's rural 
hospitals does not pose a costly burden on health care consumers. Of course, 
when those hospitals will need to be remodeled, in order to comply with changing 
fire and safety and accreditation requirements, consideration should be given to 
eliminating the unneeded capacity. 

- - ---- - - - - -·- -- ----
TABLE 16 

IOWA HOSPITAL STATISTICS, 197.8 

BEO D~SIGN::D USABLE 
AOMJSSlONS PATIENT DAYS " S:RVlC! · SIZE NO · CAP,CITY CAPACITY STAFFED BEDS 

AVG CCC · ALOS OFFERING CATEvORY HOSP TOTAL AVG TOTAL AVG TOTAL AVG TOTAL AVG TOTAL 
MEO-SUAG 6-24 6 l f)S 18 103 17 103 17 2327 388 14726 2454 :!9 • 1 e.3 

25-49 47 1532 33 1488 32 l 357 29 44894 955 ~61448 5563 4e.1 s.e 
50-99 35 2245 64 2185 62 1c;52 56 75520 2158 450311 12866 s~.4 5 • c;; 

100-199 20 2098 105 2050 103 1943 97 69786 3489 462549 23127 61.0 6.6 
200-299 11 1998 182 1915 1 74 l 831 166 76376 6<;43 519291 47208 74.2 6.8 
300-399 4 1040 260 919 230 8:!6 20c; 33014 8254 2344 71 513618 ~9.9 1.1 
400-499 4 1204 301 1204 301 1 071 268 43947 10987 32f 711 e161a 74.3 7.4 
500- ♦ 5 2140 428 2138 428 2063 41:? 69955 13991 582884 116577 74.6 8.3 
TOTAL 132 12362 94 12002 91 11156 85 ♦15819 3150 2852391 2160~ E5. 1 6.8 

PEOS 6-24 1 2 2 2 2 2 2 41 41 179 179 24.5 4.3 
25-49 s 1S 3 15 3 15 3 .,3 95 1523 305 21.0 ~-2 
50-99 7 35 5 32 s 32 5 1559 223 4750 ~79 40.6 3 • 0 

l 00-199 12 198 17 194 16 181 15 6159 513 25557 2130 36.0 4.1 
200-299 11 280 25 278 25 253 23 12397 1127 41926 3811 41.; J.3 
300-399 4 138 35 138 35 133 33 4672 1168 19295 4824 ;?8 . 3 4.1 
400-499 4 172 43 170 43 138 35 8880 2220 33791 8448 54.4 J.e 
500- ♦ ~ 272 54 272 54 262 52 11778 2356 68864 1377:! E'-•3 s.e 
TOTAL 49 1112 23 1101 22 l 016 21 45959 'i38 195885 3',;98 •a.1 4.2 

0 8 6-2• 3 12 4 10 3 10 3 161 54 667 222 1e.2 4.1 
2S-49 36 174 5 170 5 154 4 4687 130 161c;7 45() 26.1 3.4 
50-99 28 213 8 204 7 160 6 6545 234 23095 8 2 5 :1.0 3. !; 

l00-199 17 234 14 229 13 204 12 8543 503 3066 1 1804 :!f.6 3 • 5 
1004 43160 3924 55.0 3. c; 200-299 11 240 22 215 20 202 18 11045 

3115 779 14151 3538 ~5.~ 4.5 300-399 • 72 18 70 16 66 17 
120 30 120 30 1 IJ 3 26 5465 1366 22169 5542 so.t: 4.0 400-499 4 

150 30 11578 2316 45167 903 3 e1.• J.~ 5 153 31 152 30 500- ♦ 

TOTAL 108 1218 11 1170 11 1069 10 51139 474 195267 1808 45.7 ~.e 
TOTAL ACUTE 6-24 6 119 20 115 19 115 1 c; 2s2c; 422 15572 2595 37.1 6.1 

5')054 1065 279166 5940 4~.7 s.s 47 l 721 37 1673 36 1526 :?2 25-49 
2164 f:2 83624 2J89 478156 13662 54.l 5.7 50-99 35 2493 71 2421 (:9 

57.8 6.2 lC0-199 20 2628 131 2571 129 2426 121 86168 4308 542386 .:7119 
104457 9496 f:66644 60604 67.6 6.3 200-299 11 2816 256 2701 246 2536 231 

328 l 218 305 44830 11208 :307151 76788 f:4 • 1 f:. 8 300-399 4 . 1436 J59 1312 
430 1S20 380 62451 15 f:1 3 448309 112077 71.3 7.1 400-499 4 1723 431 1 721 

117176 23435 933780 186756 74.6 7.9 687 3427 685 3328 666 500- ♦ 5 3437 
4176 3671166 .:7812 f~.1 6.6 TOTAL 132 16373 124 15941 121 14833 112 5S1289 

. 

Currently, the cost of building a new hospital bed is between $50,000 and $120,000. 
Add to that cost a substantial cost for borrowing the capital and the continuing 
costs of maintenance and energy, and it should be evident that unneeded new 
capacity would place a great cost on society. 



The cost of a currently unoccupied bed has not been estimated with any degree 
of precision. Once the excess has been built, the construction and capital cost 
become fixed expenses. To some degree maintenance and energy costs are also 
fixed expenses. Staffing, however, is a variable cost and Iowa hospitals have 
curtailed the number of beds staffed in accordance with occupancy patterns. l 
There are irreducible levels of staffing, necessary in order to maintain a ser-
vice at a hospital, and the costs per consumer go up when the staff are working 
below their capacity also. More about this later. 

Rural hospitals that are operating below their desired capacity level, and that 
are the only facility within their county, and that are minimally staffed, are 
probably not a costly problem in Iowa. Rural hospitals in counties with more 
than one hospital, where all of those hospitals are below capacity involve a 
different set of considerations. The costs may also be substantial in major 
metropolitan communities with more than one hospital and many excess beds. In 
the case of the availability of more than one hospital, the residents are 
assured of adequate service accessibility. Consideration should then be directed 
toward providing the most efficient means of consolidating facilities and 
services and eliminating as much of the unused capacity as possible. In so 
doing, overhead and irreducible staff and energy costs might be trimmed from the 
delivery system with no sacrifice to consumer needs. 

Table 17 shows the distribution of Iowa's hospitals. Sixty-four counties had 
on ly one facility in 1979, and eight counties had no hospital. Of the 27 counties 
with more than one facility, 10 are urban communities, 14 are rural and 3 fall 
somewhere in-between. 

Rural Counties(a) 

Urban Counties(b) 

Total 

Notes: 

---- ---
TABLE 17 

DISTRIBUTION OF IOWA'S HOSPITALS, 1979 

Only Facility 
in County 

57 

Two or More 
Facilities in County 

14{d} 

3(e) 

1o(f) 

27 

(a) A rural county is here defined as one in which none of the county's communities 
contains at least 10,000 persons. 

(b) An urban county is here defined as one in which at least one co11111unity in the 
county contains at least 10,000 persons. 

(c) Includes the following counties: Boone (Boone), Clay (Spencer), Des Moines 
(Burlington), Jasper (Newton), Marshall (Marshalltown), Muscatine (Muscatine), 
and Webster (Ft. Dodge). 

{d) I~cludes the following counties: Allamakee {2 facilities), Bremer (2), Buena 
V~st~ (2), Carroll (2), Clayton (2), Fayette (2), Hardin (2), Jones (2), Marion (2), 
0 Brien (3), Page (2), Plymouth (2), Sioux (4), Wright (2). 

(e) These counties include an urban community with one or more hospitals and at least 
one rural town with a hospital: Clinton (two facilities in Slinton and one in 
DeWitt) and Story (one facility in Ames, one in Nevada and one in Story City). Lee 
County has one facility each in Ft. Madison and Keokuk. 

(f) Includes the f?llowing counties: Black Hawk (Waterloo with 4 facilities), Cerro 
Gor~o (Mason C1ty, 2), D~buque (Dubuque, 3), ~ohnson (Iowa City, 2), Linn (Cedar 
Rapids, 2), Polk (Des Moines, 6), Pottawattam1e (Council Bluffs, 2), Scott (Daven­
port, 3), Wapello (Ottumwa, 2), and Woodbury (Sioux City, 2). 

SOURCE: Iowa State Department of Health. 
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Usin~ ~ projection of future inpatient bed needs for each facility, from the 
Cert1f1cate-of-Need Standard adopted by the SHCC in 1979, the number of excess 
hospital beds at each facility can be estimated. Using that methodology, the 
number of excess beds projected for 1987 are 2465. (The methodology will be 

I described in greater detail later in this chapter). Table 18 shows the distribu­
tion of those excess beds. 

Rural Counties 

Urban Counties 

TABLE 18 

DISTRIBUTION OF EXCESS INPATIENT BEDS IN IOWA, 1987* 

Excess Beds In 
Only Facility No. of 

in County Facilities 

714 57 

205 7 

919 64 

Excess Beds In 
Two or More 

Facilities in County 

243 

95 

1,208 

1,546 

"'1.Jsing Certificate of Need Acute Care Bed Needs Methodology. 

SOURCE: Iowa State Department of Health. 

No. of 
Facilities 

31 

8 

28 

67 

Those facilities that account for 919 excess beds fall into that category 
where unnecessary costs are minimal and irreducible in the short-run, if access­
ibility is to be provided to the county's residents. 

The 338 excess beds located in counties with several small hospitals suggest an 
area where consolidation might be reasonable. And the 1208 excess beds located 
in metropolitan communities present the greatest potential for eliminating 
duplicative and costly overhead. In 1981, the Department and the State's HSA 1 s 
will be considering the issues of unnecessary duplication and the means by which 
to provide the most efficient acute care possible. The process, known as 
"appropriateness review," is a more detailed way of concentrating research 
efforts towards planning for the solution of specific problems. Excess inpatient bed 
capacity and the evolving trend to less-costly outpatient treatment will be dealt with 



.. 

in greater detail during that review. The results will be included in future 
SHP's including some suggested alternative uses for the excess bed space. 

CONSIDERATION OF THE NATIONAL GUIDELINES FOR ACUTE CARE BED CAPACITY 

The national guidelines for inpatient acute care beds establish a target rate 
of no more than four beds per thousand persons in the country. The target rate 
for hospital occupancy has been set at an average rate of 80 percent. 

Within the criteria for the application of the national guidelines are specific 
exemptions and modifications. States may demonstrate a justification for an 
exemption or modification of the four beds per thousand persons guideline if 
they have (1) " ... ratios for health service areas in which the percentage of 

elderly people is significantly higher (more than 12 percent 
of the population) than the national average .•. " and/or 

(2) 11 ••• rural areas in which a majority of residents would otherwise 
be more than 30 minutes travel time from a hospital •.. " (18) 

These exemptions permit states to adjust the standard of four beds per thousand 
persons if those states have a high percentage of elderly citizens. Elderly 
persons would be expected to have a higher usage need, for inpatient acute care 
facilities. Additionally, a dominantly rural state will have a more geographi­
cally dispersed population. The location of hospitals is an important factor 
in assuring equal access to acute care services for all citizens. The guide­
lines may thus be a problem should compliance with the four-bed standard imply 
closing facilities without which accessibility would be denied to rural citizens. 

In Iowa, both of these justifications are applicable. The elderly population 
in Iowa is currently above the 12 percent standard and is projected to remain 
well above that level for the next 20 years. (See Table 8) 

In Iowa, the prevalence of single-hospital rural counties and rural counties 
without hospitals demonstrates the issue of potentially-jeopardized access­
ibility. A county represents approximately a 30 minute travel distance and 
provides a reasonable measure of geographic access to acute care facilities. 

Eight counties in Iowa currently have no acute care facilities and 64 counties, 
only one facility. Thus in 73 of Iowa's 99 counties, the citizens have access 
to only one or no acute care facility. If any of these facilities were not 
available to the citizens of the area, equitable accessibility could not be 
assured. 

The second guideline standard establishes a target hospital occupancy rate of 
80 percent. This standard may also be modified for states which are basically 
rural and are primarily served by small hospital facilities. The determination 
of a state's eligibility fbr this exemption is based on the following standard: 

11 In rural areas with significant numbers of small (fewer than 4000 admis­
sions per year) hospitals, an average occupancy rate of less than 80 
percent may be justified." (19) 

As can be seen in Table 19, 96 of the state's 131 non-federal short-stay hospi­
tals had fewer than 4000 Admissions in 1978. Thus 74 percent of the hospitals 
in the state are small, rural facilities. If 74 percent can be considered a 
"significant number," then Iowa clearly qualifies for this exemption. 

t 

l 

• 
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TABLE 19 

IOWA SHOnT TERM HOSPITAL ADMISSIONS. 1978 

1 

COOl(Tf/ ANIIJAl COCJIITT/ AHtl.lAL «uclf/ AHNUAl 

IQ!J' n Al. A114l~~IONS ltOSPlT~ At,11SSIONS ~~ A!Ml}llQ!Ji 

Adair C11nton 
llcftry 

ANlr Co. Mcaorfal 1116 Jane laMI> ~rial '974 
Hcnr, Co. tteoooria 1 1840 

St. Joseph Kercy 6007 Howard 
acs... · DeWitt c_,n1t1 949 

llol,a rd Co. 1326 
11Ds1ry 138' Crwford 

Crwford Co. l'leW>r1t1 3418 tuaboldt 
All ... kH Di111H 

1835 ll\llboldt Co. Me-.irlal 1882 
c-n1ty Me,,,orlal 405 DtllH Co. 
Yeteran' s lka0r1a1 1219 

DHII ldl 

~-se 
Davis Co. 3262 Hom Maorhl 1145 

t. Josepfl Mercy 2887 . Deatur 
Audl,bon Oecttur Co. 2562 ·- 1332 

Audubon Co. 11eao1·1• 1 616 
fllN1'190 

Dtteware J1ckson 
hatOft Oel1Ware Co. llemorlal 2309 3084 

Ylrtlnlt Gly 1377 
J1ctsqn Co. Public: 

Dn flolnes Jasper 
lltck Hawk hrllngton Med. .ll,492 

All.ii Msorl1l 10 ,244 
111,y Frances Skiff ~em. 3483 

Sartori Menori a 1 4055 0lc:klnson Mfferson 
St. Francis 9724 Ol c:klnson Co. Mem. 2054 

Scholtz Mellorlal 12,435 
Jefferson Co. 2235 

Dubciq.~ . Johnson 
looM Finley 6895 flercy 11 ,056 

loone Co. 3874 flercy Health <tr. 15,514 University of low• 38,520 
Mercy-St. Mar,' s 3570 

9....,. hvter 
C-,nl tY Menor11l 647 Jones 
111,erly "-tnlclpal 1765 r.tt ~s• CCllmlunlty 1034 

Koly F .. 11y 2026 John McOontld 783 

.luc:hlnan 
Peopl H Me111od1l 2671 r,:~ Kaotuk 2088 Keokuk Co. 962 

luelllYtstl P1t11111r Maoorl1l 1205 
Atta Meaorlal 214 lossuth 
lueM Ylstl Co. 3216 Fl~ 

1240 
F oyd Co. Mteortal %110 Kossuth Co. 

Cllholln 
St-rt Msorlal 2240 Fr1nk11n 

I.ff 3995 
Frantl1n General 1216 

Ft. Madison COllllll(nlty 
54~9 Kaokuk Aru 

Clrro1l 
St, Anthony Rtglonal 3936 ,,_t 
llanll1ng Genera 1 614 5rape C-nlt)' 2750 1.1M 15,569 Mercy 

• St. Luke's MethOdlst 19,692 

Ctss 5rtene 
CHS CO. "->rial «94 5rtene Co. Med. Cntr 2225 LUCIS 

I.U<H Co. Memorla 1 2052 

Cerro Gordo 2473 
5rundy . 

-.ir th towa Med tenter 5rundy Co. Meaor1a1 416 . 
St . Joseph Mercy 13,741 Lyon . llerr111 Pioneer CC111111Unlty 450 

Cuthri• 
(lleroltH 511Ulrle CO. 886 lladlson 

Slou• Ytlley Memorial 3097 
IQlltlton 

Midtson to. He1110rl1l 1239 

Chlctasav HMllton Co. Public 2444 
St. Joseph c-nl ty 1676 

111111,11, 

Htncoct 
Mahaskl Co. 2956 

(llrke Hancock Co. 11ea0rl1 I 1097 fllrlon 
Clarke Co. Public 1440 

Htrdln 
Collins HefflOrlal 2128 

Clay Eldora C_,.,nl ty 678 Pel la C0a111n1ly 1762 

Speneer Munlc:lpa 1 4110 1604 [11sworth .-.nlc1pa1 111"11111 
llarslll 11 t-1 A.-.1 8225 

Cllyton Htrr1son 
Central Co,r91.1nlty 332 '-nlty Mc,oorial 1656 
liU t tenberg Mun I c I pa 1 892 

The national gu i del i nes provide for exemptions and modifications but do not 
specify the method to be used by states and HSAs for adjusting the standards. 
What follows is an attempt to adjust the national guidelines to provide targets 
that are appropriate for Iowa's population needs: 

- Adjustment of the Guidelines -

The questions to be answered are (1) "what hospital occupancy rate in Iowa 
would be equivalent to the national target average of 80 percent?" and (2) "what 
number of beds per thousand persons in Iowa would be equivalent to the goal of 
four beds per thousand persons nationally?" 

To adjust the 80 percent hospital occupancy goals to reflect the rural nature of 
the hospital system in Iowa, special consideration must be given to the distribu­
tion of small hospitals in Iowa. Table 20 shows the heavier impact in Iowa of 
hospitals with fewer than 100 beds. 



Hospital 
Bed Size 

6-24 

25-49 

50-99 

100-199 

200-299 

300-399 

400-499 

500+ 

TA8t£ 20 

NON-FEDERAL SHORT-STAY GENERAL HOSPITALS BY SIZE 
FOR IOWA ANO THE U.S., 1977 

% of Hospitals % of Beds 
Iowa U.S. Iowa U.S. 

2.3 4.7 0.3 0.6 

31.3 18.6 9.0 4.1 

32.l 24.l 18.8 10.7 

16.0 23.5 16.8 20.2 

7.6 11.9 14.0 17.7 

4.6 6.4 11.8 13.2 

2.3 4.1 8.6 11.1 

3.8 5.2 20.8 22.0 

SOURCE: Compiled from Hospital Statistics, 1978, (American Hospital Association) 
by Office for Health Planning and Development, Iowa State Department of 
Health. 

The method used in this plan for hospital-size-adjusting the national 80 percent 
target rate is to identify the presumed target rates for each hospital size 
group. In 1977, the actual occupancy rate for all hospitals in the U.S. was 
73.6 percent. The actual rates for each size group appear in Table 21. Since 
the average rate of 73.6 percent is lower than the national goal, then it is 
assumed that the target rates for each size group will be comparably higher than 
their current actual rates. Thus, this table tells us what the target occupancy 
rates will be for each hospital size group. 

TABLE 21 

HOSPITAL OCCUPANCY RATES, BY BED SIZE, U.S., 1977 

1977 U.S. Hospital Relative Weight Using 
Size Group Occupancy Rate Average= 1.00* 

Average Overall 73.6 1.00 

6-24 45.6 .62 

25-49 53.4 .73 

50-99 62.7 .85 

100-199 69.3 .94 

200-299 76.0 1.03 

300-399 77.0 1.06 

400-499 79.6 1.08 

500+ 80.1 1.09 

Estimated Occupancy 
Rate Targets** 

80.0 

49.6 

58.1 

68.2 

75.4 

82.6 

84.6 

86.5 

87.0 

* The rate for each size group is divided by 73.6 to determine the relative weight 
which that group has upon the average rate. 

** To estimate the occupancy rate target for each hospital size group, multiply the 
relative weights timP.s 80. This assumes that the relationship between the 
occupancy rates of various size groups remains constant. 

SOURCE: Hospital Statistics, 1978, American Hospital Association. 
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In order to project a target occupancy rate for Iowa, the target rates for the 
specific hospital size groups are applied to the number of beds in Iowa hospitals 
within those size groups. Table 22 shows the application of those specific goals 
to the development of an average goal for the State. 

-
TABLE 22 

U.S. OCCUPANCY RATE GOALS AND IOWA TARGET RATE 

1979 U. of Usable Beds Estimated Occupancy Target No. of Occupied 
Bed Size in Iowa Hospitals Rate Targets Beds in Iowa Hospitals 

6-24 115 49.6% 57 

25-49 1,673 58.1% 972 

50-99 2,421 68.2% 1,651 

100-199 2,571 75.4% 1,939 

200-299 2,701 82.6% 2,231 

300-399 1,312 84.6% 1.110 

400-499 1,721 86.5% 1,489 

soo+ 3,427 87.0% 2,982 

Total 15,941 Divided into 12,431 - 78.0% 

Compiled by: Office for Health Planning and Development, Iowa State Department of Health. 

Thus, through this adjustment method the national goal of 80 percent has been 
transformed into the Iowa equivalent goal of 78 percent. 

This goal of 78 percent for hospital occupancy when combined with the utiliza­
tion rate goal for Iowa of 1248 (determined earlier) yield the goal for the 
number of hospital beds in Iowa that will be equivalent to the U.S. goal of 4 
beds per 1000 persons. 

For every 1000 persons in Iowa, it is projected, in the goals, that an average 
of 1248 days will be spent per year in inpatient acute care. Thus, on any day 
there will be 3.42 persons out of every 1000 projected, in these goals, to need 
inpatient care (1248; 365 days= 3.42). 

I 

If the hospital occupancy rate goal was 100 percent, then only 3.42 beds would 
be needed to accommodate the number of persons projected to be in need of 
inpatient care per 1000 persons. For all of the reasons previously mentioned, 
hospitals should be expected to have an occupancy rate that allows for seasonal 
peaks and normal fluctuations. The national guideline target, as adjusted for 
Iowa, would be 78 percent. Therefore in order to accommodate those 3.42 persons, 
the guideline goals would call for 4.4 beds per 1000 persons in Iowa (3.42; 78 = 
4.4). 

As the result of these adjustments, the national guideline goals of 4 beds per 
1000 persons, occupied at an average rate of 80 percent, provide Iowa with an 
equivalent goal of 4.4 beds per 1000 persons, occupied at an average rate of 78 
percent. Table 23 compares the actual 1979 Iowa experience with the adjusted 
guideline targets. 

• • 
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TABLE 23 

COMPARING IOWA EXPERIENCE TO ADJUSTED NATIONAL GUIDELINES 

Patient-Days/ 
1,000 Persons 

Average Hospital 
Occupancy Rate 

Usable Beds per 
1.000 Persons 

Number of Current 
Usable Beds 

Targeted Beds 
Projected for 1986 

Iowa-Adjusted 
National Guidel ine 
Goals or Targets 

1,248 

78.0% 

4.4 

13,245 . 

1978 Iowa 
Actual Rates 

1,268 

63% 

5.5 

15,941 

SOURCE: Annual Report of Hospitals, Iowa State Department of Health. 

Percentage 
Difference 

1.61 

23.61 

20.01 

16.91 

In order to gradually reduce unnecessary bed capacity in Iowa's hospitals, a 
Certificate-of-Need standard was developed by the SHCC and filed in the Iowa 
Administrative Rules in February, 1980. This standard projects facility­
specific future bed needs and directs that those projected bed needs be used as 
a basis upon which to approve hospital remodeling, renovation, construction and 
replacement. Thus, as older faci l ities apply to remodel or rebui l d, the unne­
cessary beds may be trirrvned from the system. 

The bed need standard establishes a trade market for each hospital through 
triennial patient-origin surveying. Within the trade markets, population is 
projected ten years into the future and an anticipated number of inpatient days 
is projected for the trade market population. 

In projecting the number of inpatient days in the future, the standard does not 
assume that utilization patterns will remain as high as they are now. Instead 
the standard establishes a normative rate for each county, for specific age 
groups, that will bring the higher rate counties down to the current state 
average rate within the ten year projection horizen. 

Hospitals are then assumed to have improved their occupancy patterns, through 
more effective scheduling. They can then eliminate as many of the unoccupied 
beds as would be safely possible. Table 24 compares the occupancy rates built 
into the Iowa Standard with the adjusted guideline goals. The Iowa Standard 
places greater expectations for change on the smaller hospitals, and the state 
average rate is projected to be slightly less than the adjusted guideline target 
for Iowa. 

• 
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TABLE 24 

COMPARING IOWA BED NEED OCCUPANCY STANDARD WITH 
ADJUSTED NATIONAL GUIDELINE TARGETS 

Hospital Iowa Bed Adjusted National 1978 Iowa 
Bed Size Need Standard Guideline Targets Actual 

6-24 60% 50% 37% 

25-49 60% 58% 46% 

50-99 61-70% 68% 54% 

100-199 71-80% 75% 58% 

200-299 81-83% 83% 68% 

300-399 83% 85% 64% 

400-499 83% 87% 71% 

50o+ 83% 87% 75% 

State Average 75% weighted average 78% 63% 

SOURCE: Annual Report of Hospitals, Iowa State Department of Health. 

Tab le 25 compares the hospital utilization rates that would result from an 
application of the Iowa Standard to the rates in the adjusted guideline targets. 
The Iowa Standard pl aces greater expectations on reducing inpatient usage among 
persons over the age of 45. This group will constitute a large portion of 
Iowa's future population and thus the Iowa Standard rate is projected to be 
lower than the adjusted guideline target for Iowa. 

Age Group 

0-14 

15-44 

45-64 

65+ 

TABLE 25 

COMPARING IOWA HOSPITAL UTILIZATION RATES 
TO RATES IMPLIED IN THE NATIONAL GUIDELINES 

1987 1986 
Iowa Bed Adjusted National 

Need Standard* Guideline Targets 

299/1000 291/1000 

857/1000 801/1000 

1488/1000 1594/1000 

3566/1000 3925/1000 

State Average 1207/1000** 1248/1000 

* These rates are the state average rates obtained from the last 
tri ennial patient origin survey. These rates will serve as the 
norms in the standard until replaced by data derived from the 1980 
survey. 

** This is a weighted average, after applying the norms to all counties 
that exceeded the norm levels in 1977. 

SOURCE: Compiled by Office for Health Planning and Development, Iowa 
State Health Department. 

' • 



The effect of Iowa's standard is to project a bed need of 4.4 beds per 1000 I 
persons (1207; 365 = 3.307; 75% = 4.4). The adjusted national guideline for 
Iowa is also 4.4 beds per 1000 persons (1248; 365 = 3.419; 78% = 4.4). Iowa's 
standard is, therefore, in conformity with the adjusted National Guidelines. 

GOAL 3: ELIMINATION OF UNNECESSARY INPATIENT BED CAPACITY. 

Objective 1: By 1985, the State will be in compliance with the Adjusted 
National Guideline goal of an average of 4.4 inpatient beds 
for every 1000 persons. 

SRRA 1: By 1981, the Health Facilities Council will begin applying 
the Acute Care Bed Needs Standard, adopted by the SHCC, to 
all applicants seeking a Certificate-of-Need to remodel, 
reconstruct or renovate hospital inpatient bed capacity or 
to increase the facility's capacity while unnecessary beds 
exist. 

LRRA 1: By 1985, the Department will work with the Iowa Hospital 
Association and the University of Iowa Health Center to 
develop a plan for consolidation and regionalization of 
Iowa's hospitals. 



Making the System Less Costly 

Hospital care spending has grown over 260 percent in the past 10 years, an 
annual average of 14 percent per year. Since hospital costs represent about 40 l percent of total health care spending, this fact becomes important to consumers. 

In the year ending in December 1978, hospital room charges grew at a rate of 3.3 
percentage points greater than the growth of the Consumer Price Index (CPI). In 
the year ending in September 1979, the spread had narrowed as the CPI continued 
to climb, while hospital room charges increased only slightly (from an annual 
rate of 11.0 percent in December 1978 compared to 11.9 percent in September, 
1979). (20) By September, 1979, hospital room charges grew by an annual rate 
1.6 percentage points above the CPI. 

The Health Care Financing Administration (HCFA) has found the CPI to be an 
inappropriate measure against which to compare institutional experience because 
it is not designed to reflect factor price changes that are faced by hospitals. 
Rather, the "market basket" of goods and services that are surveyed each month 
reflect the purchase preferences of a sampling of average private consumers. 
Because of this difference, HCFA developed a new indexing method which could be 
used to "isolate the effects of prices of goods and services required to produce 
hospital care and measures the average percent change in prices for a fixed 
market basket of hospital inputs." (21) With this measure, known as the 
National Hospital Input Price Index, the amount of growth in the medical care 
component of the CPI can be attributed to inflationary factor costs as isolated 
from other reasons for increased charges. These other reasons would include 
"increases in ancillary services, changes in the quality of care provided, 
changes in overall operating efficiency, changes in case mix, (and) increases 
in utilizatio.n. 11 (22) 

These factors are grouped together under the term "intensity". Thus, changes in 
expenses per patient-day are attributable to changes in factor costs and 
changes in intensity. Changes in intensity, includes changes in the rate of 
utilization, and thus includes a factor for the changes in population. In Iowa, 
of course, the population growth is expected to be minimal. 

In recent years changes in intensity have accounted for less and less of the 
annual growth in expenses per patient. From 1974 to 1976, when the intensity 
level was at a peak, hospital costs per capita in the United States rose nearly 
eight percentage points faster than the CPI. This difference was identified in 
a study by McKinsey and Company, Inc. (23) as attributable to: 

1.6% to hospital wage increases above cost of living 
1.7% to more labor per patient-day equivalent 
4.4% to real non-labor cost increase per patient-day equivalent 

.1% to more patient-day equivalents per capita 
7.8% 

One researcher refers to this as "creeping intensity" (24) such as "doing more 
tests and other ancillary activity per patient day. 11 

HFCA economist Robert Gibson reported that 11 65 percent of the 1978 increase 
(in hospital expenditures) is due purely to inflation. Another 6 percent of the 
increase is related to population growth, and the remaining 29 percent is the 
result of increased intensity; greater use and/or changes in the kind and 
amounts of services provided." 

, 



"This intensity increase is reflected in a number of ways. First, the number of 
inpatient days has increased 8 percent since 1970. Because the average number 
of days per stay has declined, it also appears that more resources per day are 
being utilized. For example, the number of hospital laboratory tests nearly 
doubled in six years, growing from 2.2 billion in 1972 to over four billion in l 
1977. In addition, surgical operations, which generally require more resources 
than medical stays, grew nearly 18 percent in that same six year period. The 
number of outpatient visits also increased dramatically in this same period--22 
percent. 11 

( 25) 

Freeland (26) found that the annual rate of increase in service intensity varied 
considerably in recent years. "The long-term average (1970-78) is 3.5 percent 
per admission and 4.5 percent per inpatient day. The average, however, is 
directly influenced by governmental and industry policies. The deceleration in 
the rate of increase during the period 1970 through 1972 may reflect a combina­
tion of secular declines associated with the post-medicare era and the early 
impacts of the Economic Stabilization Program (ESP) which began in August 1971. 
Phase IV of ESP (1973-74) appears to have significantly reduced the rate of net 
service intensity (reducing the net service intensity per adimission in 1974 to 
0.7 percent and net service intensity per patient-day to 1.9 percent). Follow­
ing the lifting of controls hospitals were able to recapture in the following 
three years all of the foregone net service intensity." 

"In April 1977 the Carter Administration announced a program to contain hospital 
costs and the hospital industry responded with the Voluntary Effort to control 
costs. Data from 1978 shows that the rate of real growth is again below the 
long-term average, perhaps due to the threat of mandatory controls.'' 

In Iowa, the Voluntary Effort is in its second year of operation. The industry 
effort has not yet developed a data base or begun to show evidence of the 
achievement of a goal of cost containment. Disagreement on the magnitude and 
type of goals to be achieved has thus far limited the discussions nationally and 
in Iowa to procedure and not substance. If the Iowa Voluntary Cost Containment 
Council were able to achieve a reduction in the level of service intensity in 
Iowa's hospitals comparable to the national experience in 1973-74 (during phase 
IV of ESP), then the increases in charges at Iowa hospitals would reimburse the 
facilities for increases in their factor costs, but no more than that amount 
necessary to cover their increasing costs. 

If desired technological improvements are offset by reductions in utilization 
or by reduction in unnecessary tests or other service intensity factors then 
they would not contribute to the pressures of increase charges. Thus, the 
following goal is established. 

GOAL 4: THE PORTION OF AN IOWA CONSUMER'S DOLLAR SPENT FOR ACUTE CARE SERVICES 
WILL REMAIN CONSTANT. 

Objective 1: By 1986, the annual rate of hospital charge increases in Iowa 
be no more than the annual change in the National Hospital 
Input Price Index. (This objective will be measured as the 
rate of change in adjusted expenses per patient admission 
compared to the rate of change in the NHIPI) 

SRRA 1: By 1981, the Department will evaluate the compliance of the 
Iowa Voluntary Cost Containment Council's efforts to achieve 
this objective. 

• 
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LRRA 1: By 1983, the Department will investigate the feasibility of 
prospective rate setting for all medical costs, in the 
event that this objective has not been met through peer 
control. 

LRRA la: By 1986, the Department will analyze the potential for 
hospital rate review, in the event that other measures do 
not achieve this objective. 

Making the System More Responsive to Consumer Needs 

Iowa laws provide that ''any resident of a county in this state who is sick or 
injured shall be entitled to care and treatment in any public hospital estab­
lished and maintained by that county ... 11 (27) Additionally, Medicare and 
Medicaid provide public support for Iowa's elderly and indigent. 

During 1977, about 40 percent of Iowa hospital consumers expected their bill to 
be covered by a government program. The percentage varied among hospitals with 
a high of 76.1% and a low 22.8%. (28} 

Are these programs providing care for all who need it? Probably not. The 
programs are providing care for all who seek care, but undiagnosed or diagnosed 
and untreated conditions do exist. A way to identify this hidden need is to go 
beyond the data which is system-based to a survey of the population. Such a 
survey has been planned, and the results will be analyzed in future state health 
plans. 

Patient education and health education for consumers are important means for 
changing consumer perceptions of their medical needs. Consumers who are better 
aware of good nutritional habits, for instance may reduce the need for later 
medical intervention. Consumers can also learn how to assist medical profession­
als in their own treatment. Additionally, consumers can learn how to obtain 
their medical records and how to evaluate the charges for services. 

Hospitals provide some health education to consumers, however historical policies 
of third-party payors have not adequately reimbursed for such practices. Blue 
Cross/Blue Shield has a new health screening program available to their employer 
groups as a step in the direction of changing these historical policies. 

The system will be more responsive to consumer needs when health education is 
given greater emphasis. (Also see Chapter 3) 

Making the system more responsive to consumers' needs also involves the aggregate 
decision-making for availability of service and cost of service. In this regard 
consumers-of-medical-care are represented by the majority of the boards of all 
health systems agencies in Iowa and the Statewide Health Coordinating Council. 
The consumers are generally less well represented on major rate-influencing 
bodies, such as the boards at Blue Cross/Blue Shield and other commercial health 
insurance carriers In fact, state law discourages such majority input: 

11 514.4 directors, at least a majority of the directors of a hospital service 
corporation must be at all times administrators, or directors, or trustees, or 
members of the Clinical Staff of hospitals which have contracted or ay contract 
with such corporation to render to its subscribers hospital service." 



"At least a majority of the directors of a medical service corporation must be 
at all times physicians or surgeons, dentists, podiatrists, osteopathic physicians, 
or osteopathic physicians and surgeons, who have contracted or may contract with I 
such corporation to render to its subscribers medical or surgical services.'' 
(29) 

The subscriber-consumer has been represented by a minority influence on the 
boards of these bodies. Perhaps a majority control in the hands of representa­
tives of those who pay the premiums, major employers and major labor representa­
tives, will bring about stronger efforts to curtial growing health care costs. 

GOAL 5: CONSUMERS SHOULD BE INVOLVED IN THE DECISION-MAKING REGARDING THEIR OWN 
MEDICAL CARE. 

Objective 1: By 1985, consumers will be better educated and prepared to 
make informed decisions regarding their own treatment. 

LRRA 1: By 1983, the Department will work with interested health 
consumer groups to draft legislation identifying the rights 
and responsibilities of consumers and providers of health 
care. 

Objective 2: By 1985, all non-profit hospital and medical service corpora­
tions (under IAC Chapter 514) authorized to provide hospital, 
medical, pharmaceutical or optometric service contracts in 
Iowa will have a majority of consumers on their boards of 
directors. 

LRRA 2: By 1983, the Department will draft legislation changing Ch. 
514.4, Code of Iowa (1979) to require majority membership by 
consumers on the boards of non-profit hospital and medical 
service corporations. 

IOWA'S PRIORITY HEALTH PROBLEMS AFFECTED BY ACUTE CARE SERVICES 

- Accidents -

Accident victims are generally introduced into the acute care system through 
emergency room treatment. The capacity of various hospital emergency rooms is 
dependent upon the availability of round-the-clock staff and support services. 
Most Iowans live within 45 minutes of a community emergency facility and within 
75 minutes of a regional emergency facility, however, some Iowans still must 
travel far for such service. (For more information see the Emergency Medical 
Services Plan.) 

Hospitals in Iowa provide a setting for the treatment of more accident victims 
than do hospitals in most other states. In 1977, the consumer-discharge-rate 
per 1,000 residents from Iowa hospitals for accident victims was nearly 22 
percent greater than the national rate for the same conditions. Additionally, 
Iowa accident victims spend nearly a day longer in the hospital than the 
national average for the same condition. (30) 

Work-related injuries and illnesses in Iowa during that time occurred at a rate 
almost identical to the national rate, and no explantaion seem apparent for 
justifying the substantially higher hospital use rate for accident victims in 
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Iowa. Further research needs to be done in this area before specific actions 
can be recommended. Currently a new EMS plan is being developed. It's conclu­
sions will be incorporated into future SHPs. 

GOAL 6: ACCIDENT VICTIMS SHOULD BE TREATED IN THE MOST EFFECTIVE/LEAST COSTLY 
MEANS POSSIBLE. 

Objective 1: By 1985, the rate of in-patient acute care for accident 
victims in Iowa be no more than the U.S. rate for that 
condition. 

LRRA 1: By 1983, the Department will have analyzed the type of 
treatment provided to accident victims in acute care facil­
ities to determine what less-costly alternative modes could 
provide the same quality of care. 

LRRA la: By 1983, the Department will work with other agencies to 
identify those conditions that result in in-patient acute 
care for accidents and will draft a plan for reducing the 
probability and severity of those accidents. (See Preven­
tive Services Chapter). 

- Cancer -

Acute care hospitalizations in Iowa for Cancer victims was below the national 
rate in 1977 and Iowa Cancer victims spent fewer days in in-patient facilities. 
(31) For every 10,000 residents in Iowa 80.6 consumers were discharged from 
hospitals after treatment for malignant neoplasms. The national rate was 81.4 
per 10,000 in 1977. In Iowa those consumers had an average length of stay of 
11.9 days, while the national length of stay was 12.2 days. Iowa has similarly 
lower rates and lengths of stay for consumers diagnosed with benign or unspeci­
fied neoplasms. 

This effort in Iowa is more remarkable when considered in view of Iowa's popula­
tion mix. The incidence of Cancer is generally greater among the elderly. That 
group makes up a larger portion of Iowa's population than nationally. 

The Iowa rates and lengths of stay for 
current progress should be maintained. 
necessary. 

Cancer victims are encouraging, and 
No additional recommendations seem 

CONSIDERATION OF THE NATIONAL GUIDELINES FOR RADIATION THERAPY 

Radiation therapy refers to that branch of radiology which deals with therapeutic 
application of radiation, including roentgen rays (X-rays), radium or equivalent 
sources, radionuclides, and other forms of particulate radiation. Therapeutic 
X-rays are used more frequently for treatment of cancer than radium therapy or 
therapy involving radionuclides. Advances in the methods of applying X-rays to 
malignant neoplasms have resulted in more effective management of the uncontrolled 
growth of cancer cells. 

The National Health Planning Guidelines set out the following standards for 
radiation therapy services: 

1) A megavoltage radiation therapy unit should serve a population of at 
least 150,000 persons and treat at least 300 cancer cases annually, 
within three years after initiation. 



2) There should be no additional megavoltage units opened unless each 
existing megavoltage unit in the health service area(s) is performing 
at least 6,000 treatments per year. 

2) Adjustments downward may be justified when travel time to an alternate l 
unit is a serious hardship due to geographic remoteness, based on 
analyses by the HSA. 

In Iowa, there are currently 19 megavoltage radiation therapy units located at 
13 facilities. In 1978, five facilities met both of the numerical standards. 
Seven facilities were below the standards and one facility had acquired their 
unit within the past three years. The population standard for the state appears 
to be within the guidelines (2,800,000; 18 = 155,556), however it is doubtful 
that all units served a population base of 150,000. Table 26 displays the 
statistics on megavoltage therapy units in Iowa. -

TABLE 26 

HEGAVOLTAGE RADIATION THERAPY UNITS IN IOWA 

No. of Patients Treated No. o f T tm t rea ens Date Service Offered 

Locat 1 

F ac i1 1 

on/ 
Linear 

'\ccelerators Cobalt Jan-Jun Jan-Jun Cobalt 
1977 1978 1979 Linear Accelerators 

ty 

Ames -
Hary Greeley 

Burl in 
Burl i 

gton -
ngton Med. 

Cedar 
Mercy 

Rapi ds -

Cl into 
Jane 

Counc1 
Jenni . 

n -
Lamb 

l Bluffs 
e Edroondson 

Cresto 
Great 

;'I -

'!r 

Des Mo 
Metho 

ines -
jist 

Oubuq 
Finl 

u ? .. 
e, 

Iowa 
u. 0 

City 

Mason 
St. 

f Iowa 

Ci ty -
J.is . Mercy 

\ -Ottur.:w 
Ot tUII ~,a 

Siou,c: City -
Mar1 an 

loo -Water 
Scho l t.z 

TOTAL 

Ho. & Size Unit No. 

l 

1(4MEV) 

l(4HEV) 1 

l 

1(1) 

1 

1(4HEV) l 

1(4HEV) 

2(4HEV) 
(18HEV) 1 

1(4MEV) 

l 

2(4HEV) 
(lll<EV) 1 

1(4HEV) 

11 I 8 

1977 1978 1979 

169 298 132 2,485 

47 47 ------

390 381 166 11,205 

72 445 262 2,057 

247 NA NA 3,072 

144 51 20 1,014 

630 NA 454 13,214 

NA 546 276 10,397 

800 NA NA 16,990 

165 133 69 2,261 

87 101 57 1,386 

NA 797 411 7,547 

NA NA NA 5,709 

SOURCE : Special Surve.y - Radiation Therapy, Iowa State Depertment of Health. 

2,231 986 76 

186 519 78 

7,113 3,628 73 56 

1,572 986 70 

3,341 NA 1 

392 119 69 

15,879 8.572 71 62 . 
-

5,304 2.664 75 

15,457 8,223 76, 77 57 

2,258 1,226 75 

950 504 75 

8,\18 3,402 72, 73 64 

5,574 2,557 74 

In February, 1980 the Department filed notice of proposed rulemaking to establish 
in the Iowa Administrative Code the Certificate-of-Need standards for megavoltage 
radiation therapy units. These standards specify the following minimum utiliza-
tion levels: 

, 
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Unit Size 

low energy (4-10 MEV) 
medium energy (12-20) 
high energy (20+) 

Service population expected annual number of patients 

200,000 
200,000 
200,000 

300 
500 
750 

In addition, no new units should be approved unless each existing unit of 
similar size within 90 minutes travel time is performing at least 6,000 treat­
ments annually. These standards are in compliance with, and in some instances 
exceed the goals of the National Guidelines. 

- Heart Disease -

The rate of hospitalizations for hypertension in Iowa is comparable to the 
national level, but the Iowa rate for acute myocardial infarctions (heart 
attacks) and cerebrovasuclar accidents (strokes) is substantially greater. (32) 

The Iowa rate of hospitalizations is about 27 percent greater than the national 
level for heart attacks and 36 percent greater for strokes. This experience is 
partially explainable by the increased portion of elderly in the Iowa population. 
The differences are substantial and will increase as the elderly population 
grow as a percentage of the hospital consumer census. 

Additional study is necessary to determine what prevention and detection measures 
would help reduce these high numbers. (For further information see the recommen­
dations in Chapter Three). 

CONSIDERATION OF THE NATIONAL GUIDELINES FOR CARDIOVASCULAR SURGERY 

Cardiac surgery are those services associated with, and surgery performed for 
congenital or acquired heart disease, great vessels, or pericardium, including 
the placement of tranveous and epecardial pacemeakers. Open heart surgery is 
cardiovascular surgery in which an incision of sufficeint size allows direct 
vision of the area, and which requires the ·temporary use of a heart lung machine. 

It should be noted that capacity figures for adult and pediatric open heart 
surgery are dependent upon the availability of qualified staff and appropriate 
equipment and physical plant capacity. To the extent that these elements are 
present in a hospital offering both adult and pediatric open heart surgery 
services, estimates of capacity will tend to be related and may be somewhat 
artificial. 

Research of the literature indicates that there is a direct relationship between 
the number of cardiac catheterizations performed and the number of cardiac 
surgical procedures performed. Utilization of cardiac surgery indicates that 
cardiovascular surgeons and cardiologists anticipate that between 20 percent 
and 50 percent of those who receive catheterizations could benefit from cardiac 
surgery. This range is affected by factors such as referral patterns and the 
length of time that services have been available at a given hospital. If a 
backlog of referrals to a new (not previously existing) cardiac surgical service 
develops, the "waiting list" effect of this backlog on the 20 percent to 50 
percent range cited above will cause the number of catheterization patients 
receiving surgery to be closer to 50 percent when surgical services first become 
available in the new setting. Experience in Iowa hospitals indicates that, over 
time, this percentage will average 35 percent - 50 percent . 

• 



The National Health Planning Guidelines set out the following minimum standards I 
for adult and pediatric open heart surgery services: 

1) There should be a minimum of 200 open heart procedures performed 
annually, within three years after initiation, in any institution 
in which open heart surgery is performed for adults. 

2) There should be a minimum of 100 pediatric heart operations annually, 
within three years after initiation, in any institution in which 
pediatric open heart surgery is performed, of which at least 75 should 
be open heart surgery. 

3) There should be no additional open heart units initiated unless each 
existing unit in the health service area(s) is operating and is 
expected to continue to operate at a minimum of 350 open heart surgery 
cases per year in adult services or 130 pediatric open heart cases in 
pediatric services. 

From Tables 27 and 28 it should be noted that two of the three adult open 
heart surgery units that have been operating for three years meet the standards 
for a minimum of 200 adult procedures. Only one of the two pediatric units 
(both have been operating for at least three years) met the standard of 100 
procedures with 75 specifically being open heart (pump-assisted) procedures. 

--- -- - ----~----
TABLE 27 

ADULT OPEN HEART SURGERY UNITS IN IOWA 

Location/ 
No. of Surgeries Perfonned Date Service Jan.-June 

Facility 1977 1978 1979 
Offered 

-

Cedar Rapids 
6/78 St. Luke 1 s 0 25 43 

Des Moines 
Des Moines General 0 2 21 12/78 

Mercy 511 476 191 8/71 

Methodist 0 78 92 6/78 

Dubuque 
Mercy 148 163 78 10/76 

Iowa City 
U. of Iowa 492 525 303 1/58 

Sioux City 
Marian 0 53 59 5/78 

Davenport 
NA 10/79 St. Luke's 0 0 

* Estimated 
SOURCE: Special Survey: Open Heart Surgery, Iowa State Dep~rtment cf Health. 
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Location/ 
Facility 

Des Moines 
Mercy 

Iowa City 
University of Iowa 

TABLE 28 

PEDIATRIC OPEN HEART SURGERY UNITS IN IOWA 
No. of Surgeries Performed 

1977 1978 Jan.-June 
1979 

24 24 20 

105 103 42 

Date Service 
Offered 

8/71 

6/56 

SOURCE: Special Survey: Open Heart Surgery, Iowa State Department of Health . 
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In February, 1980 the Department filed notice of proposed rulemaking to estab­
lish in the Iowa Administrative Code the Certificate-of-Need standards for 
cardiovascular surgery programs. These standards specify the same minimum 
projected utilization levels as listed in the National Guidelines. 

CONSIDERATION OF NATIONAL GUIDELINES FOR CARDIAC CATHETERIZATION 

Intracardiac catheterization is a diagnostic study of the heart, and/or pulmonary 
arteries, in which a small catheter pases through a vein or artery in the neck 
or arm and advances into the great vessels, the heart or pulmonary arteries. 
Coronary artery catheterization is a diagnostic study of the coronary arteries 
in which a small catheter passes through an artery in the neck, leg or arm, into 
a coronary artery orifice. 

The National Health Planning Guidelines set out the following minimum standards 
for cardiac catheterization services: 

1) There should be a minimum of 300 cardiac catheterizations, of which 
at least 200 should be intracardiac or coronary artery catheterizations, 
performed annually in any adult cardiac catheterization unit within 
three years after initiation. 

2) There should be a minimum of 150 pediatric cardiac catheterizations 
performed annually in any unit performing cediactic cardiac catheteriza­
tions within ·three years after initiation. 

3) There should be no new cardiac catheterization unit opened in any 
facility not performing open heart surgery. 

4) There should be no additional adult cardiac catheterization unit s 
opened unless the number of studies per year in each existing unit in 
the health service area(s) is greater than 500 and no additional 
pediatric unit opened unless the number of studies per year in each 
existing unit is greater than 250. 

Tables 29 and 30 summarize data on the number of adult and pediatric cardiac 
catheterization laboratories, the number of adults and pediatric cardiac 
catheterizations performed during calendar year 1977, 1978 and the first half of 
1979; when these services were first offered; and which hospitals offering 
cardiac catheterization services also perform open heart surgery. Of the 12 
hospitals offering cardiac catheterization, eight perform open heart surgery 
also. 



See Tables 29 and 30 on the next page. 

As the previous table indicated, of the nine hospitals that have offered adult 
cardiac catheterization services for at least three years, only one non-federal 
hospital failed to meet the standard of 300 procedures by 1978. The state's 
only separately-designated pediatric catheterization lab, at University of Iowa, 
did perform more than 150 procedures by 1978. Only four of the adult units 
performed more than 500 procedures and the one separate pediatric unit did 
perform 250 procedures by 1978. 

Four of the facilities were not also performing open heart surgery. 

In February, 1980, the Department filed notice of proposed rulemaking to estab­
lish in The Iowa Administrative Code the Certificate-of-Need standards for 
cardiac catheterization. These standards specify the same minimum utilization 
levels as National Guidelines 1, 2 and 3. The Iowa Standard for expansion 
of services deviates from the National Guideline by specifying that no new 
pediatric catheterization units be approved until all current providers within a 
three hour travel distance are operating at a minimum level of 150 studies per 
year. All other standards are identical to those in the National Guidelines. 

- Mental Disorders -

Acute care community hospitalizations in Iowa for mental disorders occur at 
about the same rate as the national average. Iowa hospital consumers however, 

• 
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TABLE 29 

ADULT CARDIAC CATHETERIZATION SERVICES IN IOWA 

Cardiac No. of Catheterizations Date Performing 

Location/Facility Catheterization · Jan/Dec Jan/Dec Jan/Jun Service First Open Heart 

Labs 1977 1978 1979 Offered Surgery 

Cedar Rapids 
St. Luke's Hospital 1 0 339* 334 4/78 Yes 

Davenport . Yes** 
Mercy Hospital 1 396 348 260* NA 

Des Moines 
Des Moines General 1 0 50* 82 6/78 Yes 

Lutheran Hospital 1 194 388 203 5/74 No 

Mercy HospitJ.l 1 666 678 385 1/71 Yes 

Methodist Medical Center 1 462 659 390 4/76 Yes 
Veteran's Administration 1 187 307 199 8/72 No 

Dubuque 
Mercy Health Center 2 335 562 298 10/76 Yes 

Iowa City 
University of Iowaa 2 592 1,166 716 7/51 Yes 
Veteran's Administration 1 220 NA NA /68 No 

Sioux City 
Marian Health Center 1 237* 224 147 2/77 Yes 

Waterloo 
Allen Memorial Hospital 1 0 67* 93 8/78 No 

. 

* Service available for less than 1 year or 6 months periods 
** After completion of construction it will be relocated at St. Luke's Hospital, which provides open heart surgery. 
(a) The magnitude of the increase in the number of procedures performed in 1977 and 1978 is partially due to a change in the definition of "adult 

~ intracardiac". The University of Iowa defines right and left heart catheterization as two procedures. 

SOURCE: Iowa Department of Health, Office for Health Planning & Development, "Special Survey: Cardiac Catheterization11 1977 and 1979. 
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TABLE 30 

PEDIATRIC CARDIAC CATHETERIZATION SERVICES IN IOWA 

Cardiac No. of Catheterizations Date Performing 
Location/Facility Catheterization Jan/Dec Jan/Dec Jan/Jun Service First Open Heart 

Labs 1977 1978 1979 Offered Surgery 

Des ~1oines . 

Mercy Hospital (a) 112 111 60 1/73 Yes 
Methodist Medical Center 

~~~ 27 39 18 NA Yes Des Moines General 0 0 0 6/78 Yes 
Iowa City 

University of Iowa l 238 . 271 139 9/63 Yes 

(a) Mercy Hospital uses the same cardiac catheterization laboratory for both adult and pediatric catheterizations. 
(b) Iowa Methodist does not regularly offer pediatric cardiac catheterization services. Procedures are performed in the adult catheterization lab on 

an emergency basis and on physician discretion . 
(c) Des Moines General uses a radiology special procedures room for all cardiac catheterizations. 

SOURCE: Iowa Department of Health, Office for Health Planning & Development, "Special Survey: Cardiac Catheterization 11 1977 and 1979. 
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stay longer in the hospital for such acute conditions. The national average 
length of stay in 1977 was 10.8 days for mental disorders, but in Iowa the 
average was 13.3 days during the same year. The rates are for hospitalizations 
in community acute care facilities and do not include residents at mental health 
facilities. (33) 

Currently a major study is being undertaken to identify the need for mental 
health services in Iowa. The results of this study will determine the objectives 
and action steps to be included in future SHPs regarding needs for acute services 
for mental health problems. 

- Substance Abuse -

Acute substance abuse incidents requiring hospitalizations may be a problem in 
Iowa. Data is not available on which to evaluate the condition because Iowa 
hospitals generally don't report such incidents to the Iowa Department of 
Substance Abuse. Such reporting would provide a valuable data base to State 
Health Planners, however, such reports are not now required by the state law. 

The Department of Substance Abuse needs this kind of information in order to 
properly plan services for Iowans. 

GOAL 7: ACUTE CARE SERVICES FOR SUBSTANCE ABUSE VICTIMS BE AVAILABLE IN THE 
MOST EFFICIENT AND EFFECTIVE MANNER POSSIBLE. 

Objective 1: By 1981, the Department of Substance Abuse will have available, 
hospital-based data on substance abuse incidents. 

SRRA 1: By 1981, the Department of Health will supply to the Depart­
ment of Substance Abuse hospital-based discharge data obtained 
from studies of Iowa hospital consumers undertaken by the 
Department and the Iowa Hospital Association. 

- Complications of Pregnancy -

Iowa is the home of a unique and nationally acclaimed program. A sophisticated 
scheme known as the Perinatal Network has enabled small rural hospitals in Iowa 
to provide perinatal care for low-risk consumers at quality levels comparable to 
higher volume facilities. A description of the reduce mortality levels brought 
about by the system appeared in the Journal of the American Medical Association. 
''In 1973 an extensive education program was developed in Iowa as part of a 
perinatal regionalization program, which has attempted to improve perinatal care 
in all hospitals delivering babies and has emphasized screening and early 
referral of high risk patient." (34) 

The reductions in mortality indicators are demonstrated in table 31 and chart 1. 

Because the rate of complications of pregnancy in Iowa hospitals is slightly 
below the national rate, no recommendations for actions appear necessary at this 
time. (Standards are being developed to address the quality and costs of 
neonatal services and objectives will become more apparent later.) 

CONSIDERATION OF NATIONAL GUIDELINES FOR OBSTETRICAL UNITS 

The National Health Planning Guidelines set out the following minimum standards 
for obstetrical services: 
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1) Obstetrical services should be planned on a regional basis with linkages 
among all obstetrical services; and linkages among obstetrical services 
and neonatal services. 

2) Hospitals providing care for complicated obstetrical problems (Levels II 
and III) should have at least 1,500 births annually. 

3) There should be an average annual occupancy rate of at least 75 percent 
in each unit with more than 1,500 biths annually. 

Iowa meets the first standard. 
This regional system described 

Iowa has a well-developed perinatal 
above was organized in 1973. 

care network. 

Table 32 shows the nunber of births and the occupancy rate for the hospitals 
affected by the National Guideline Standards 2 and 3. 

Table 32 

INSTITUTIONS IN IOWA AFFECTED 
BY OBSTETRICAL NATIONAL GUIDELINES 

. 
Institution 

Mary Greeley Ames 

Burlington Burlington 

St. Luke's Cedar Rapids 

Mercy Council Bluffs 

St. Luke's• Davenport 

Methodist Des Moines 

Lutheran* Des Moines 

Mercy Dubuque 

University of Iowa - Iowa City 

Mercy Iowa City 

St. Joseph Mason City 

Ottumwa Ottumwa 

St. Luke's Sioux City 

St. Francis Waterloo 

• This will become a Level II facility 1n 1980 
- Is not a Level II or III facility 
*** Level III facility 

0.8 . 1978 
Unit Size Nllllber of Births 

22 1,081 

21 879 

52 2,165 

9 427 

33 1,433 

30 1,926 
. 

28 1,795 

37 1,162 

36 3,074 

20 1,321 

15 842 

11 714 

36 1,381 

26 979 

• 

1978 
Percent Occuoancv 

56% 

53 

55 

50 

50 

78 

64 

45 

124 

86 

65 

65 

50 

73 

. . 
SOURCE: Iowa Department of Health, Annual Report for Hospitals and Related Health Facilities, 1978 

Survey. 

Level I hospitals provide services primarily for uncomplicated maternity and new~orn cases. Level II 
hospitals provide services for uncomplicated cases and for the majority of complicated problems, and 
certain specialized neonatal services. Level III hospitals are able also to handle all the serious 
types of illnesses and abnormalities. 

Only four of the 14 facilities that are designated as either Level II or III 
meet the standard for the minimum number of births. Of the four facilities that 
had at least 1,500 births in 1978, two met the standard for minimum occupancy 
1 eve 1 • 



Certificate-of-Need standards for obstetrical units have been adopted by the 
SHCC and are currently in the process of being filed for rulemaking prior to 
being added to the Iowa Administrative Code. The key features of these standards 
include: 

1) Minimum occupancy rates ranging from 45 percent to 75 percent depending 
upon the number of births at the facility; 

2) Requirements to consolidate underutilized services in multi-hospital 
counties; and 

3) A committment on the part of the applicant to participate in community 
planning efforts for obstetrical services. 

l 

While these standards do not directly relate to those in the National Guidelines, 
the intent is to provide the most efficient service to the residents while still 8 

assuring accessibility in a state with a dispersed rural population. s 

I 

CONSIDERATION OF NATIONAL GUIDELINES FOR NEONATAL INTENSIVE CARE SERVICES 

Neonatal intensive care units are nurseries for newborns, within their first 4 
weeks who are critically ill or of extremely high risk. Neonatal intensive care 
units are found in all Regional Level II and Level III Perinatal facilities, as 
well as in some Level I Perinatal Centers which have a very high number of 
births. 

The National Health Planning Guidelines list the following minimum standards for 
neonatal special care services: 

1) Neonatal services should be planned on a regional basis with linkages 
with obstetrical services. 

2) The total number of neonatal intensive and intermediate care beds 
should not exceed 4 per 1,000 live births per year in a defined 
neonatal service area. An adjustment upward may be justified when 
the rate of high-risk pregnancies is unusually high, based on analyses 
by the HSA. 

3) A single neonatal special care unit (Level II or III) should contain 
a minimum of 15 beds. An adjustment downward may be justified for a 
Level II unit when travel time to an alternate unit is a serious 
hardship due to geographic remoteness, based on analyes by the HSA. 

This state is in compliance with the first two standards. The facilities 
providing neonatal special care services are part of the Statewide Perinatal 
Care Program. The neonatal special care bed per 1,000 live births is less than 
4; using the number of live births in 1976, there were 3.4 beds per 1,000 
births. However, conformity with the 15 bed minimum would be a serious problem. 
Only the Level III facility and two Level II facilities meet this standard, as 
can be seen in Table 33. 
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Table 33 

NEONATAL SPECIAL CARE SERVICES IN IOWA, 1978 

ns 1 u 10n 

·y Gree 1 ey, Ames 

·lington, Burlington 

Luke's, Cedar Rapids 
. 

ra Methodist, Des Moines 

·cy, Dubuque 

·cy, Iowa City 

versity of Iowa, Iowa City * 
.. ~oseph Mercy, Mason City 

tumwa, Ottumwa 

. Luke's, Sioux City 

. Francis, Waterloo 

TOTALS 

evel Ill Unit 

Unit 
s· 1ze 

4 

3 

16 

24 

7 

6 

40 

6 

4 

13 

10 

133 

Ad 1 · m ss1ons 

263 

43 

249 

437 

280 

16 

3,729 

26 

NA 

253 

155 

5,451 

Patient 
D avs 

727 

240 

3,014 

7,890 

1,465 

196 

20,471 

140 

279 

3,494 

2,943 

40,859 

Percent 
0 ccupancv 

50 

22 

52 

90 

57 

9 

140 

6 

19 

74 

81 
. 

84 

0 Stav 

Average 
Length 
f 

2.7 

5.5 

12 .1 

18.0 

5.2 

12.2 

5.4 

5.3 

NA 

13.8 

18.9 

7.5 

uRCE: Iowa Department of Health, Annual Report for Hospitals and Related Health Facilities, 1978 survey. 

In February, 1980, the Department filed notice of proposed rulemaking to estab­
lish in the Iowa Administrative Code the Certificate-of-Need standards for 
Neonatal Intensive Care Units. These standards are in conformity with the 
National Guidelines regarding the four beds per 1,000 live births and 15 bed 
minimum size units. 

CONSIDERATION OF NATIONAL GUIDELINES FOR PEDIATRIC ACUTE CARE 

The National Health Planning Guidelines set out the following minimum standards 
for pediatric services: 

1) There should be a minimum of 20 beds in a pediatri c unit in urbanized 



areas. An adjustment downward may be justified when travel time to an 
alternate unit exceeds 30 minutes for 10 percent or more of the popula­
tion, based on analyses by the HSA. 

2) Pediatric units should maintain average annual occupancy rates related l 
to the number of pediatric beds in the facility: 

Ped i at r i c Beds 

20 - 39 

40 - 79 

80 or more 

Average Annual 
Occupancy Rate 

at 1 east 65% 

at least 70% 

at 1 east 75% 

Table 34 shows the unit size and occupancy of pediatric units in hospitals in Iowa 
that are affected by this standards _ - - ---------

Table 34 

Institution 
• 

Mercy. Cedar Rapids 

St. Luke's. Cedar Rapids 

INSTITUTIONS IN IOWA AFFECTED BY 
PEDIATRIC NATIONAL GUIDELINES 

Pediatric 1978 
Unit Bed Percent 

Size Occuoancv 

39 59 

42 59 

Jennie Edmundson, Council Bluffs 21 45 

Mercy, Council Bluffs 49 32 

Mercy. Davenport 20 48 

Osteopathic, Davenport 22"' 45 

St. Luke's, Davenport 24 57 

Broadlawns, Des Moines 19 32 

General, Des Moines 23 50 

Lutheran, Des Moines 47 55 

Mercy. Des Moines 37 75 

Methodist, Des Moines 56 67 

Finley. Dubuque 15 51 

Mercy, Dubuque 32 50 

Xavier, Dubuque 20 28 

Marian, Sioux City 39 55 

St. Luke's, Sioux City 52 52 

Allen, Waterloo 32 35 

Schoitz, Waterloo 35 38 

St. Francis. Waterloo 23 63 

Guideline 
Occuoanc_y 

651 

70 

65 

70 

65 

65 

65 

65 

65 

70 

70 

70 

65 

65 

65 

65 

65 

65 

65 

65 

SOURCE: Department of Health. Annual Report for Hospitals and Related Health 
Facilities. 1978 survey. 

* Afte~ completion of construction this facility will have 10 pediatric beds 

Of the 20 affected hospitals in Iowa, two did not meet the minimum number of 
beds standard. One facility, Broadlawns, was only one bed below the standard. 

In January, 1980, the Department filed notice of proposed rulemaking to establish 
in the Iowa Administrative Code the Certificate-of-Need Standards for Pediatric 

• 
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Units. These standards specify no minimum bed size to qualify, but do specify 
minimum occupancy rates. The rates vary with the size of the unit as follows: 

Under 10 beds - 60% occupancy 
10 - 19 beds - 60 - 64% 
20 - 39 beds - 65 - 69% 
40 - 79 beds - 70 - 74% 
80 or more beds - 75% 

This standard differs from the National Guideline in the allowance for units 
below the 20 bed minimum and the provision of target occupancy rates for those 
smaller units. The SHCC decided that smaller pediatric units were justified in 
the small rural hospitals in Iowa. 

- Communicable Diseases -

The inpatient acute care system generally provides a setting for the treatment 
of meningitis, hepatitus, and pneumonia. The rate of occurances in Iowa of 
meningitis and hepatitus during 1977 was substantially below the national rates 
for these two di seas es. For hepat itus A, B and , Unspecified the · State rate was 
less than half of the national rate. (See Table 35 Below) 

TABLE 35 

Reported Cases of Selected Comnunicable Diseases 
(1977 Rates per 10,000 in Iowa and U.S.) 

Hepatitus A, Band unspecified 
Iowa 
U.S. 

Meningitis 
Iowa 
U.S. 

Pneumonia and Influenza 
Iowa 
U.S. 

UNDER AGE 40 OVER AGE 40 

12.0 
30,.6 

0.9 
1. 1 

4.0 
9.3 

-
0.2 

UNDER AGE 45 OVER AGE 45 

71 .0 
116. 9 

654.8 
682.3 

SOURCES: Compiled from Morbidity Report: Annual Surmiary, Iowa .Department of 
Health and Reported Morbidity and Mortality in the United States. 
Center for Disease Control. 

No rec0111Tiendations for actions appear necessary at this time. 

The incidence of reported cases of pneumonia and influenza was substantially 
below the national level for residents under age 45 and was about four percent 
below the national average for older residents. 



NATIONAL GUIDELINES FOR SERVICES NOT PREVIOUSLY CONSIDERED 

CONSIDERATI9N OF NATIONAL GUIDELINES FOR COMPUTERIZED TOMOGRAPHIC (CT) SCANNERS 

Computed tomographic imaging, also known as computerized tomography (CT) and 
computerized axial tomography is a relatively new diagnostic technique. The 
first CT scanner was developed by EMI, Ltd., a British corporation, and was 
introduced in the United States at the Mayo Clinic in 1973. This first scanner 
was called a "brain scanner", since it was designed to scan the head. "Whole 
body scanners" have since been introduced. 

The National Health Planning Guidelines set out the following minimum standards 
for CT imaging units: 

1) A Computed Tomographic Scanner (head and body) should operate at a 
minimum of 2,500 medically necessary patient procedures per year, 
for the second year of its operation and thereafter. 

2) There should be no additional scanners approved unless each existing 
scanner in the health service area is performing at a rate greater 
than 2,500 medically necessary patient procedures per year. 

3) There should be no additional scanners approved unless the operators 
of the proposed equipment will set in place data collection and 
utilization review systems. 

Table 36 summarizes recent data from Iowa facilities which have either head or 
whole body scanners. The only hospital-based scanner that had more than two 
years experience prior to the survey was the head scanner at the University of 
Iowa Hospitals and Clinics. The University's head scanner was operating at a 
level above that suggested in the Guidelines. 

See Table 36 on the next page. 
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Unit1 Type 
Number of Patient Procedures Performed

2 

Jan/Jun 
Location/Facility 

Ames 
f-ia ry Gree 1 ey 

Cedar Rapids 
Mercy Hosp i tal 

Council Bluffs 
Jenny Edmundson 
Mercy Hospital 

Davenport 
Mercy Hospital 

Des Moines 
Iowa Lutheran 
Iowa Methodist 
Mercy Hospital 
Physician's Imaging 

Dubuque 
Mercy Health Center 

Iowa City 
University of Iowa 

Mason City 
St. Joseph Mercy 

Sioux City 
Dr. W. Eckman 
Sioux City Radiological Group PC 

Waterloo 
Schoitz 

TOTAL 

' 
- - - Not ap~licable 
N/A Not available 

Jan/Dec 
1977 

H ---

w 421* 

H ---
w ---

H ---

w 843* 
w 873* 
w 1,458* 
w ---

w 1,054* 

H 3,2933 

w 

w ---

H ---
w 1,065 

w ---

9,007 

* Procedures performed during period of less than the full year or six months 

Jan/Dec 
1978 1979 

--- ---

1,405 854 

--- ---
--- ---

--- ---

1,361 850 
1,544 980 
1,974 1,171 
--- ---

2,460 1,332 

3,459 2,274 
1,521 1,340 

--- 405* 

N/A N/A 
1,384 557 

--- 690 

15,108 10,453 

lH - Imagi ng unit capable of performing brain images exclusively, i.e. "head scans" 
W - Imaging unit capable of performing brain images and other computed images, i.e. "whole body scans" 

2one "patient procedure" is defined as including "during a single visit, the initial scan plus any 

3necessary additional scans of the same anatomi cal area of diagnostic interest" 
Includes procedures for both scanning units 

SOURCE: Iowa Department of Health, Office for Health Planning and Development, seecial Survey: 
Computed Tomographic Imaging, 1977 and 1979; and Office for Health Planning & Development, 
Annual Report for Hospitals and Related Health Facilities, 1977 and 1978 survey. 

Initial Service Date 

1/80 

9/77 

6/79 
6/79 

7/79 

2/77 
2/77 
2/77 
7/79 

7/77 

11/73 
4/77 

3/79 

/78 
12/76 

1/79 



In Jun e, 1980, the SHCC will consider a major revision of the CT Standard used 
for Certificate-of-Need approval. 

This standard, if adopted and established in t he Iowa Administrative Code, wi ll 
di ffer markedly from the standards in the National Guide l ines. The proposed 
C.T. Standard will establish an operat ing capaci t y t ar get for all scanners in 
the state, but the target will be measured in terms that al low for the difference 
in patient mix and complex i ty of procedure. The met hodo logy was devised by t he 
Nat iona l Electrical Manufacturers Assoc i ation (N EMA), a trade organ izat ion 
of the manufacturers of t he CT Scanners. The un it of me asure is t he "H ECT". 
One HECT is the amount of t ime requ ired t o provi de one s impl e head sc an procedure 
on a body scanner, without t he use of enh anci ng contrast med ia. The HECT t ime 
includes the time necessary to prepare the scanner and t o clean up t he area 
between patient s and was determined by a survey of over 500 facilities 1n 
t he country. All other scans, more compl ex in nature, are compared in terms of 
t he time required, expressed as mul t ipl es of the HECT. 

The target utilization leve l in t he proposed standard is 3, 000 HECTs, whi ch 
would roughl y be equ ival ent to 1900-2100 procedures . No new scanner s would then 
be introduced into a commun ity until all ex i sti ng scanners are performing at an 
average l evel at least 3, 000 HECTs. 

CONSIDERATION OF NATI ONAL GUI DELI NES FOR END STAGE RENAL DI SEASE (35) 

End Stage Renal Di sease (ESRD) i s defined as t hat stage of permanent, irrevers­
ible kidney damage which cannot be favorably influenced by diet modification and 
medication alone , wh ich requires dialys is or kidney transplantation to maintain 
life. Di alys is is a technique by which waste products are removed from the 
bloodstream either by a mechanical device through which blood is circulated 
(hemodialys is) or by introducing a solution into the abdominal cavity so that 
wast e product s pass across the petrioneal membrane into the solution and flushed 
out with the solutin (peritoneal dialysis). Both of these types of dialysis can 
be performed on an institutional basis (center or outpatient maintenance dialysis) 
and on an in-home basis (home dialysis). Peritoneal dialysis can also be 
performed on a continuous ambulatory basis. 

The Social Security Amendments of 1972 (P.L. 92-603) provided for coverage of 
persons suffering from ESRD under the Medicare program. This program has 
substantially increased financial accessibility to costly ESRD services. 

The law also established a series of regional network coordinating councils. 
ESRD Network #8 is located in Des Moines. It is charged with coordinating ESRD 
services in a geographical area that includes all of the state of Iowa, central 
and eastern Nebraska and three Illinois counties in the Quad cities area. 

The goals of the End-Stage Renal Disease Networks are to: 

a. Assist beneficiaries, who have been diagnosed as having end stage renal 
disease, to receive the care they need; 

b. Encourage proper distribution and effective utilization of end stage renal 
disease treatment resources while maintaining or improving the quality of 
care; 

c. Provide for the efficient delivery of appropriate care by physicians and 
facilities; and 
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d. Encourage self-dialysis or transplantation for the maximum practical 
number of patients who are medically, socially, and psychologically suitable 
candidates for such treatment. 

In 1978, the ESRD Program was amended by P.L. 95-292. The primary intent of 
this legislation was to increase the number of patients who self-dialyze and the 
number who receive transplants. The fourth goal of the ESRD Networks, listed 
above, was added via this legislation. The issue addressed by the legislation 
was cost containment. One issue noted was that dialysis at home is less expen­
sive than dialysis at a hospital . On the basis of 1975 cost information, DHEW 
estimated the annual cost of home dialysis to be approximately $9,400 per 
patient less than outpatient maintenance dialysis. (36) This represented a 
50-60% savings. While home dialysis in Iowa is still less expensive than 
outpatient maintenance dialysis, the saving is not of the magnitude estimated by 
DHEW. By comparison, the cost of providing home dialysi s in Iowa is 27% less 
than the cost of providing outpatient maintenance dialysis. The annual (1979) 
per patient costs are an estimated $23,500 and $32,100 respectively . 

These estimates should be used cautiously. Like the 50-60% savings, the 27% 
savings reflect only those costs which Medicare will reimburse . The actual cost 
of dialysis will always be higher than the reimbursable cost unless or until 
Medicare reimbursement policies change . Actual costs include the value of 
needed services that are not purchased in the marketplace and a dollar value for 
lost opportunities (e.q. lost wages). When these costs are included in th 
analysis, the home dialysis patient expends , directly or indirectly, $27,400 
anually, while the center patient's cost is $34,300. Thus , the actual cost of 
home dialysis is estimated to be 20% less than outpatient maintenance dialysis 
cost. This disparity in percentages (27% vs . 20%) is the result of calculating 
and including a value for the services of a home dialysis partner (or aide) . 
Aide services are not federally reimbursable. 

The cost of providing home dialysi s includes the costs of equipment (purchased 
or rented), supplies, dialysis aide, maintenance and repai r, patient training , 
facility use and backup, and associated medical treatments . In many cases a 
family member or friend serves as the aide and does not charge for his or her 
services. In Iowa, most home dialysis patients rent rather than purchase their 
machine. Typically, the machine is a portable Redy . Thi s model is characterized 
by having a built-in water purification system which does not require household 
plumbing alterations. Supply costs reflects the type of supplies needed to 
use the Redy machine. The estimated annual costs are tabulated in Table 37. 

Table 37 

HOHE HE.MODIAl YSIS COSTS 

Machine Rent•l (incl udes tna intenance and repair ) 
Suppltes (4-3 month kits) 
Trafnfng Cost (a ffrst year cost ) 
Ofalysis Aide (S2S per session) 
Facf11ty Use (10 visits ) 
Associated Hedical Treatments 

First Year Cost SJ4,000 
Second Year Cost 27 ,400 
firSt Year Re imbursable Cost 30 ,100 

s s,soo1 

14,2001 

6,6oo2 

3,9oa3 
l,8oo3 
l .70{f 

Second Year Rei~bursabl e Cost 23 ,500 "----- -----------~ lcost derived from 1979 billed charges f or Redy machine. 
2pre-Hedicare set tlement cos t In one Iowa hospital . 
3eost based upon payment s made to dialysis aides in the State of 
Washington. Payment s ranged from SIS to S3S per t reatinent 
session. 

"Paul v. Stange & Andrew T. Slffl!er, "Predi ct ing Treatrrent Costs 
and life Expectancy for End-Stage Renal Disease" . The New 
England Journal of Medicine. 298:372-378, 1978. 

Source: Compiled by Iowa H.S.A . 
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The cost of outpatient maintenance dialysis include the cost of the machine 
(depreciation or rent), supplies, physician fees, nursing and other salaries, 
maintenance and repair, associated medical treatments, patient travel, and 
facility overhead. Although hospitals will often have a portable machine, most 
are fixed within a designated area of the facility. The per-treatment, or unit, 
cost incurred at each hospital is displayed in Table 38. The average cost is 
$178.48 and the average unit cost limit is $173.79 for fiscal year 1978. The 
unit limit is set by DHEW on an individual hospital basis and represents a 
reimbursement ceiling. 

Table 38 

-
OUTPATIENT "1\INTENAHCE H£MODIALYS1S COST FOR ESRD PATIENTS 

l)KU r o--, Ut,it Cost 1otal Cost rac111ty 

Fac11 HvlCenter Tre1t111ents L 11111 t Li■ltltion Cost 

Henry Co. He1lth Center 1252 156.59 196,051 191.580 

low• Luther1n 4807 207 .00 995,049 1,045,239 

Marian He1lth Center NIA N/A N/A . N/A 

Mary Grttley 1353 174.85 236,572 237,415 

St. Francis 2205 151.00 332,955 2B7,937 

St. Luke's 2918 160.00 466,880 472,396 

Trinity Regional 1091 156.00 170,196 175,965 

Ul\lven1ty of low1 1 798 (182.50 (146,236 (151,469 
15.50 12,369 12,369 

Average 111\lt Cost Llmlt2 St73.79 
Avenge Unit Cost 178.48 

SllURCE: Medicare Cost Data; towa Lutheran F. Y. ending 12/77, all other llospltal F.Y. ending 6/78 

11n all hospitals eacept ~t the University of Iowa physician fees are lncluMd as, cost of providing 
dialysis treataents. lhus, the unit cost ll~lt Includes a physician C()IIIP0f1ent. Horeo~r. the hospital 
bills the ~tlent and rellftburses the physician. Altematlvely, the physician NY select to bill the 
patient directly. Under this option there Is a cost limit of S201 per patient rer IIOflth or approxl-
Ntely US. SO per treatlllent unit. 

2 the sua of the lesser of tot1l cost li■ltatlon or facility cost dlvi~ by total nllllber nf treat.fits. 
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The average unit cost and the average unit cost limit incorporate all costs 
specified above with the exceptions of patient travel and associated medical 
treatments. These costs, listed in Table 39, indicate an annual per patient 
cost. 

Table 39 

OUTPATIENT MAINTENANCE HEMOOIALYSIS COSTS 
ti.II Re rsable 

Average Cost Per Session s 178.48 s 171. 79 

lftflatfonary Factor (121) 21.42 20.85 

Travel (50 ■tles round trfp at 18t per ■11e) 9.00 - 0 -

Arvl1.11lfzed Subtotal (3 sessions weekly) JZ.588.00 30.364.00 

Associated Medtcal Treatinenu 1.100.00 1.100. 00 

1979 Yearly Estimte S34.288.00 S32,064.00 

SOURCE: Medicare Cost Reports and Paul Y. Stange & And"w T. Surmer, "Predicting 
TreatMnt CosU and Life Expectancy for End-Stage Renal Dhease• , The New 
England Joumal of l'ledicine, 298:372-278,1978. 

The following considerations should be taken into account when comparing the 
cost estimates of home and outpatient maintenance dialysis: 

1) The start-up costs for home dialysis are significant. These costs 
were not amortized, i.e., spread over, the second and subsequent 
years. 

2) Facility use by home patients has been included but facility support 
cost has not. This is the cost of capacity held in reserve, i.e., 
idle, for patients who normally dialyze at home . This cost may or may 
not be significant. 
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3) The economic cost of lost wages is assumed to be the same whether 
the patient is treated at home or on an outpatient basis. It is a 
general belief that the unemployment rate for home dialysis patients is 
lower than the rate for center dialysis patientso Home dialysis 
patients have greater flexibility in scheduling treatments and are 
healthier. 

4) Dietary costs are included (and are reimbursable) in the cost of 
outpatient maintenance dialysis. A similar cost component has not been 
included in the home dialysis cost estimate. 

5) The annual supply cost for outpatient maintenance dialysis varies 
among hospitals from $7,300 to $12,300 and averages an estimated 
$9,300 per patient. 

6) Hospitals in Iowa are not actively involved in developing self-hel p 
programs. Nor is there any incentive for them to do so. Physician 
fees and nursing salaries account for approximately 30% of total 
outpatient maintenance dialysis costs. 

7) The cost of associated medical treatments for patients who dialyze 
on an outpatient basis was assumed to equal that for the home dialysis 
patient, i.e . , $1,700. However, this underestimates the actual costs. 

8) The cost of treating the ESRD patient, regardless of setting, has 
been conservatively estimated. 

Since 1972, the national percentage of total patients on dialysis who dialyze at 
home has declined from over 40% to less than 10% in 1976. Various reasons for 
this decline have been offered. These reasons include changes in the patient 
population under treatment (e.g., the average age of ESRD patients has increased), 
professional disinterest in encouraging home dialysis, and increased access to 
institutional facilities. However, the major reason appears to have been the 
existence of financial disincentives for patients to undertake self-care dialysis. 
During the 1972-76 period, limitations on costs that were reimbursed by Medicare 
resulted in greater out-of-pocket expenses for the home dialysis patient than 
for the center dialysis patient. 

Iowa has ~aralleled this national experience. The data below indicate a declin­
ing trend in the percent of patients on home dialysis from 1974 to 1977. 
However, the drop in percentages in Iowa was less than the nation overall. This 
is explained, in part, by the availability of supplemental coverage for ESRD 
costs and professional interest in home dialysis. The State of Iowa Chronic 
Renal Disease Program and the Kidney Foundation of Iowa provide financial 
support which augments Medicare. 

Table 40 

IOWA ESRD DIALYSIS PATIENTS 

Total Nuinber of N1111ber of Home Percent of 
Year D1a1ys1s Patients Dialysis Patients Home Dialysis 
1974 120 38 321 
1975 167 55 33 
1976 211 58 27 
1977 245 62 25 
1978 301 84 28 

SOURCE: Kidney Foundation of Iowa 
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With regard to ESRD services, the National Health Planning Guidleines set out 
the following standard: 

The Certificate-of-Need Standards should be consistent with standards 
and procedures contained in the DHEW regulations governing conditions 
for coverage of suppliers of end stage renal disease services, 20 CFR 
Part 405, Subpart U. 

In February, 1980, the Department filed notice of proposed rulemaking to esta­
blish in the Iowa Administrative Code the Certificate-of-Need Standards for ESRD 
services. The standard includes the following characteristics, consist with the 
National Guidelines: 

1) A minimum unit size of three dialysis stations performing at least 
four dialyses per station per week; 

2) A minimim volume for transplant units of 25 transplants annually; 

3) No new or expanded dialysis units unless all units within 90 min­
utes travel time are operating at a rate of at least seven dialyses 
per station per week; 

4) No additional dialysis stations in a unit unless at least 35% of 
the ESRD patients in a facilities catchment area are using home or 
self-care dialysis; and 

5) No additional transpant units established unless all of the existing 
units in the ESRD Network are performing at least 50 transplants 
annually. 

In addition to this standard for ERSD dialysis facilities, the SHCC decided that 
availability to transplantation services were impeded by the lack of an adequate 
number of donors. In order to remedy this situation the SHCC includes the 
following goal: 

GOAL 10: CADAVERIC ORGANS BE AVAILABLE IN SUFFICIENT SUPPLY TO PROVIDE FOR THE 
TRANSPLANTATION NEEDS OF CURRENT AND POTENTIAL IOWA RECIPIENTS . 

Objective 1: By 1985, the number of cadaveric organ donors will increase 
sufficiently to decrease the waiting lists of potential 
Iowa recipients. 

SRRA 1: By 1981, the Department of Health will assist the Iowa Kidney 
Foundation and other interested organizations to publicize 
the need for more organ donors. 

SOURCES OF INFORMATION ABOUT ACUTE CARE 

Acute care hospitals are defined and their specifications identified in the Code 
of Iowa and the Iowa Administrative Code . Specific references are made in thi s 
chapter to policies that are enumerated in the codes as well as poli cies arti cu­
lated by the Statewide Health Coordinating Council . Policies are also expressed 
and implied in federal reimbursement programs, federal planning guidelines, 
state mandates in the previous Health System Plan, and Standards for the impl emen­
tation of state laws. 

• 
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The data from which the acute care program analysis is made comes from many 
sources. The Department of Health annually surveys hospital utilization and has 
historical data for all Iowa hospitals back to 1929. Specific surveys have 
examined patient origin, monthly variation in occupancies, and service unit 
activity. Financial information is available from the financial inter111ediary 
for Medicare and Medicaid patients and aggregate data is shared with the Iowa 
Hospital Association, the Blue Cross/Blue Shield groups, the Iowa Medical 
Society, the Iowa Foundatoin for Medical Care, other professional associations 
and the three Health Systems Agncies. 

The acute care system is a most complex cluster of facilities, professional 
personnel, financial reimbursers, administrators and support staff. This 
cluster generates internal data as well as information that must be available 
for audits in support of government aid and reimbursement programs. Most of the 
data which does not identify specific consumers or physicians is available to 
the Department and the SHCC. 

For more detailed information on capacities and services available in Iowa 
hospitals, consult the Iowa Medical Facilities Inventory. Copies are available 
from the Iowa State Health Department, Office for Health Planning and Development, 
Lucas State Office Building, Des Moines, Iowa 50319 • 
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1. A Di scursive Dictionary of Health Care. Prepared for the Subcommittee on 
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U.S. House of Representatives. February, 1976. 
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3. DHEW, Utilization of Short-stay Hospitals, Series 13, No. 41. 

4. The 20 counties with the lowest rate of admissions per 100,000 persons for 
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3 . Lyon { 11, 6 30) 
4. Worth {11,730) 
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8. Emmet {12,810) 
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12. Marshall {14,470) 
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16. Hancock (15,160) 
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6. Controlling the Supply of Hospital Beds: A policy statement. Institute of 
Medicine, National Academy of Sciences. Washington, D.C., 1976. 

7. See the following references: 
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Chapter Six 

Long Term Health Care---
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I. Definition of Long Term Health Care 

A. Essential Concepts 

Long Term Care is a descriptive phrase for a variety of services and 
providers who deal with chronic and long term disabling conditions. 
These services are generally seen as having two puprposes or desired 
outcomes. First, they are to help improve, restore, or maintain a 
person's functional abilities. Second, the person's overall ability 
for independent living or self direction are to be enhanced as much as 
possible. (This is sometimes discussed as providing the least restric-
tive environment.) 

"Functional abilities" refers to the capacity to act or carry out 
activities. Various scales and systems of assessment look at abilities 
needed to keep a house, care for yourself, make decisions, cope with 
major and minor problems and frustrations, and live with other people. 
(See the section on assessing functional abilities which follows.) 
Capacity for independent living is related to the sum of all functional 
abilities and the way in which services are managed and coordinated. 

These essential concepts have been identified in whole or part by the 
Plan Development Task Force on Long Term Care and each 1980 Health 
Systems Plan. They are the themes of the definition of long term care 
used in this 1981 State Health Plan. 

B. Definition Based on Essential Concepts 

A definition establishes limits to a concept or discussion. It can say 
what is included, excluded, or both. It can also state what actions or 
results are expected. A definition of long ·term care was felt to be 
desirable exactly because it can offer a summary statement of the goals 
of long term care and the services analyzed. 

The definition used in this year's plan is based on extensive discus­
sions by the Plan Development Task Force on Long Term Care, and on staff 
analysis. It also closely matches definitions used by the Health 
Systems Agencies. There is some controversy involved, not withstanding 
the broad base of opinion and knowledge it is based on. The implica­
tions of the definition are presented below, along with the high points 
of any controversy. 

Incorporating, then, the concepts presented above, the following defin­
ition is offered. 

Long Term Health CGPe is those services needed to manage chronic and tong 
term disabling conditions over an e~tended time, which aPe intended to 
improve, restore or maintain the basic physical, intellectual, emotional 
and social functioning of a person at the highest level of independent 
action possible. 
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C. Implications of Definition 

There are several clear implications of this definition. First, it 
avoids speaking of "least restrictive environment 11 or "deinstitutionali­
zation.'' These phrases, which have been extensively used in social and 
health care literature and goals, focus on the service setting rather 
than the outcome or purpose of care. This makes it difficult to evalu­
ate the need for services and resources in planning. They are also 
imprecise terms. 

In a recent article on the idea of least restrictive environment in 
mental health, Dr. Leona Bachrach, Associate Professor of Psychiatry, 
University of Maryland School of Medicine, notes that 

11 For many, the concept of the least restrictive environment - some­
times called the least restrictive setting or the least restrictive 
alternative - is the quintessence of deinstitutionalization . . . yet it 
is difficult to find an operational definition for the concept, one 
that translates readily into tangible empirical referents . . . Actually, 
the notion of least restrictive environment has several dimensions. 
It is both a legal and a clinical concept that represents an effort 
to grant mentally ill persons a full complement of personal rights 
and civil liberties as they undergo the most effective treatment for 
their illness." (1) 

She goes on to observe that the imprecision in terms actually serves to 
cover a lack of action or improvements in a patient's civil rights and 
personal autonomy, and reductions in soc i a 1 i so 1 at ion, ( 2) Appropriate 
placement, she concludes~ should be based on individual service plans 
which assess a person's role performance, functional capabilities, and 
specific service needs . Placement can only proceed when these aspects 
and the service capaci t ies of settings and providers are clearly known. 
There is no assumption that one setting is less restrictive than another. 

The definition of long term care presented here focuses on functional 
abilities and maximum independent action. It speaks more to the clinical 
or outcome of care aspects than to the legal aspects, though legal and 
social goals are assumed. It assumes that a total institution which 
isolates persons from the rest of society is the least desirable service 
mode and setting and should be used only in extreme cases. It recognizes 
the legal decisions of the past twenty years severely restricting involun­
tary admissions and treatments without consent. (See also section on 
Trends Affecting Long Term Health Care.) 

The second major implication is the focus on health care services, that 
is, the separation of health care and activity support services. On one 
side are those health care services which improve, restore or maintain 
basic functions of the individual. On the other side are those services 
which fill in when function cannot be restored, that is, they support 
the activities of the person. 

There was much discussion in the Task Force of the need for, or appro­
priateness of, this distinction. Most members disagreed with excluding 
support services from the definition and argued that there is a thin 
line between health care and support services in their effect on 
a person's health. 



Support services are, of course, very significant. The need for support 
services defines the level of independence a person can have within a 
setting. A lack of support services will result in deteriorating 
health. It is thus sometimes difficult to apply the distinction. For 
example, support services in a nursing home are provided under direction 
of health care personnel as part of an overall plan of care. 

Staff recognizes these limits, but still feels that adopting this 
distinction and focus on health care is the best approach. The reasons 
for this recommendation become clear by asking whether a service such 
as transportation should be analyzed in the State Health Plan. 

Transportation is necessary if a person is to have access to centralized 
care outside of a home or an institution. There is no disagreement on 
this point from any quarter. There are questions on how health planners 
and health care providers can see that transportation is available, and 
whether health plans should include objectives and actions to increase 
or change transportation or other support services, however. 

One consideration in answering these questions is the limited resources 
of health planning agencies and volunteers. Time, money and influence 
are becoming scarcer as budgets tighten, and implementation and regula­
tory activities expand. The health planning system has, or is developing, 
information and expertise in dealing with health care, and advocating 
change. Should these resources be used in acquiring a working knowledge 
of an area which claims its own experts, legislation and literature in 
planning? 

Another consideration is the weakness of ways in which health planning 
might intervene. Calling for reimbursement of transportation through 
health care programs would not increase the number of buses or vans able 
to accomodate wheel chairs. That requires basic transportation planning 
and funding of development and start-up costs. Reimbursement might allow 
for limited use of taxies or some type of private arrangements. This 
would have a small impact on the problem, however, and would be expensive. 
It would also be difficult to administer. Program administrators and 
legislators are likely to be wary of such benefits. 

Advocating levels and kinds of transportation services would require 
extensive analysis. Facilities could own their own vehicles but opera­
ting expenses and maintenance would make them expensive and/or unprofit­
able for all but the largest homes. If vehicles are to be shared, legal 
issues of ownership and responsibility must be settled. Services for 
the non-institutional population must be investigated as part of existing 
public transit, whether general or specialized, and as new services. 

If services like transportation are not considered in the health plan in 
any detail, or at least are not addressed by goals and objectives, where 
should they be dealt with? Staff opinion is that support services 
should be recognized in health plans, and where deficits or problems are 
identified in local planning (HSAs) they should be forwarded to appropri­
ate agencies by the state (Health Planning and Development). As of now, 
no specif ic problems or objectives have been identified by local health 
planning. 

It may be that in the future human resources planning will be integrated 
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so that the issues of health care and transportation can be considered 
together. Staff believes such integration would be desirable. It 
remains to be seen whether "bi-lateral" agreements or a comprehensive 
overhaul of public planning would be more feasible or preferrable. This 
may be an appropriate issue for health planning to present for public 

1 debate. In setting priorities for resources, it would probably be more 
beneficial if health planning improved its own operations before entering 
into agreements with other agencies or sponsoring public referendums. 

Staff also recommends that support services should be considered in some 
way with health care for those settings and providers dealing with 
people who are most dependent, e.g. inpatient nursing care. Here, there 
is traditional public responsibility for the quality of institutional 
services, for the basic life and safety of residents who are very depen-
dent. The State Health Department is and should be involved in setting 
standards for staffing, minimal services, coordination of services, and 
in monitoring compliance. 

In the home and other settings there is usually less public investment 
and state monitoring, but a larger number of programs providing services. 
Title XX and Title XIX of the Social Security Act, Title VII of the Older 
Americans Act, and the Older Americans Act in general provide home health 
support, referrals, meal/nutrition service, counseling, and transporta­
tion. There are no uniform state or federal standards for training of 
health aides, financial eligibility for services, or overall quality of 
services. The Iowa Department of Social Services, Area Agencies on 
Aging and many private agencies are all in this business. 

Monolithic state statutes and regulations or a comprehensive services 
program are probably not the answer. It would be difficult to codify 
even a majority of the situations, potential providers and possible 
services which fall into this category. Categorical reimbursement 
programs always tend to arbitrarily limit people and services who are 
eligible. This stifles experimentation and construction of unique 
services and packages of services to fit a situation. 

There are also variables of taste, background, personal goals or expec­
tations as well as finances and the health of the person involved in 
setting standards for care and predicting need. These variables influence 
"need" much more than with health care. It could be said that we should 
rightly equate need with demand for these services, though not offer 
payment for everything. 

A goal which could be present in health plans would be to call for 
greater formal and informal coordination between health and support/social 
services. Objectives could focus on problems in local service delivery 
as well as state policy issues concerning cooperation between agencies. 
This first step to integrated human services planning is suggested in 
the goals and objectives on continuity, and in the planning assumptions. 

Finally, the definition covers a wide range of services and settings, 
and implies that more than medical and nursing home care should be 
available. This desirable range is addressed in the planning assump­
tions in the section on existing policy. 

Other planning definitions of long term care are closely related. In 
summary these are: 
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1. 

Iowa's Health Systems Plans 

Illowa Health Systems Agency - 1980 Health Systems Plan, page 470 

" 'One or more services provided on a sustained basis to enable 
individuals whose functional capacities are chronically impaired 
to be maintained at their maximum level of health and well-being.' '' 

(Quotation from Elaine Brody, Long Term Care of Older People; A 
Practical Guide) 

"Long Tenn care services should go beyond only maintenance functions. 
A service system should be developed that will meet the health needs 
of individuals who require a wide spectrum of services. These ser­
vices should extend beyond direct health care services to include 
supportive services designed to enable the individual to function at 
maximum capacity." 

2. Iowa Health Systems Agency - 1980 Health Systems Plan, page 100 

Defines habilitation, rehabilitation, maintenance services in terms 
of restoring or maintaining the fullest physical , mental, social, 
vocational and economic usefulness of which they are capable. 

3. Health Planning Council of the Midlands - 1980 Health Systems Plan 

No overall definition. Various types of services are defined 
including habilitation, rehabilitation, maintenance and inpatient 
nursing services. There is analysis of each type. 

1979 Draft State Plan for Mental Retardation 

There is no separate definition of long term services, but most MR 
services fit that category. A specific service goal (number II) , states 
that the Department of Social Services is to 

" ..• establish and implement a policy on placement that is based on 
the philosophies of normalization, individualization, least restric­
tive environment, accessibility to services, availability of services, 
responsiveness of services, voluntary choice, responsiveness to a 
developmental model, maximization of existing resources, location of 
services within the community and responsibility for implementation." 

1980 State Plan for Developmental Disabilities 

Developmental disability is defined in terms of severe, chronic impair­
ments in areas of major life activity. Services are to enable the 
developmentally disabled 11 

••• to achieve their maximum potential." (p. 2) 
(See also the section on functional assessment for a description of major 
life activities.) 

II. Description of Long Term Health Care Services 

A. Categories of Services 

The long term health careservices analyzed in this plan can be descr ibed 
according to general types of service, setting and organi zation , as bel ow. 



Types of Long Term Health Care Services 

- Nursing assessment and care 
- Medical assessment and treatment 
- Dental consultation and care 
- Nutritional assessment and services 
- Pharmacy services 
- Rehabilitative services (speech, physical and occupational therapy) 
- Psychiatric care and therapy 
- Counseling 
- Socialization 
- Comprehensive functional assessment/discharge planning/care planning 

and ref err a 1 

Settings of Services 

- Inpatient (ICF, SNF, hospital) 
- Home 
- Day care/respite care organization 
- Out-patient clinic 
- Private practitioner's office 

Organization of Services 

- Multi-service organization involving more than one kind of practitioner 
- Single service organization/group practice 
- Solo practitioner 

Some of the above services are usually thought of in other contexts or 
defined as other levels. Medical and dental care are essential to any 
person's well being, however. Someone who is disabled or handicapped or 
simply getting older presents special medical and dental problems. 
These problems have not always been recognized or dealt with in either 
theory or practice and should be addressed in a discussion of long term 
health care. 

For example, pharmacists face special challenges in serving the elderly 
and handicapped, especially those in institutions. Pharmacists are 
largely not integrated into long term care in policy or practice, except 
on individual initiative, which compounds these problems. Pharmacists 
could offer a great deal of information and service to their clients and 
other professionals which could improve the quality of care. The 
integration of pharmacists into long term care should be considered in 
all health plans. 

The designations of rehabilitation, habilitation, and maintenance have 
not been used , because the same service can be all three depending on 
the condition of the person. These terms have their place in individual 
plans of care, to guide therapy. They do not indicate the relative 
intensity of services needed between cases, however, and thus can not be 
used for predicting the need for resources. These terms may indicate 
the length of time services will be necessary. 

Below are descriptions of the specific long 
which are available to some degree in Iowa. 
particular order. · 

term health care services 
They are listed in no 



B. Hospice Care 

Hospice care is an idea of serving more than the physical needs of 
seriously ill or dying persons. Religious orders in Europe during the 
thirteenth to sixteenth centuries provided the first hospice care for 
pilgrims and the poor. In the 19th century hospices for care of the 
dying were established in Lyon, France and Dublin, Ireland. About the 
turn of the century the Irish Sisters of Charity established St. Joseph's 
Hospice in London, while two others were sponsored by an Anglican Order 
and the Methodist Church. 

St. Christopher's Hospice in London and the Royal Victoria Hospital in 
Montreal, Canada, are two programs that have gained recognition in the 
United States for developing advanced techniques for managing pain and 
symptoms associated with terminal illness. St. Christopher's is a home 
care program with a freestanding inpatient facility, while the program 
at Royal Victoria is organized as an inpatient unit in a hospital with a 
home care program. Most of the hospices operating and developing in the 
United States use the British and Canadian hospices as models. Hospice, 
Inc. of New Haven, Connecticut, was founded in March of 1974. The 
program emphasizes home care, and has a freestanding inpatient facility, 
the first formally established coordinated program in the United States. 

In addition to the nursing care, spiritual and emotional support, and 
home care that reportedly characterized the early European hospices, 
modern hospices provide palliative care. 

Public interest in the hospice care concept has developed only recently 
within the United States in response to public recognition of gaps in 
services delivery for the terminally ill. Health care in the United 
States historically has been oriented toward the management of in-hospital 
acute-care episodes, and treatment is curative in nature. The management 
of a known terminal disease or illness does not always lend itself to 
this model. Extended care facility and/or maintenance facilities often 
are similarly ill-equipped to fully respond to the needs of the dying 
person and his/her family. 

The modern concept of hospice recognizes the dying person and his/her 
family as the essential unit of care. In most programs, "significant 
others" (persons recognized as close to the dying person) may also be 
included in the treatment process. An interdisciplinary team is used to 
assess the physical, psychological, emotional and spiritual needs of the 
patient and family in developing an overall coordinated plan of care. 
Pain and the symptoms associated with the terminal illness and its pre­
vious treatment are controlled but no heroic efforts are made to cure 
the patient. The family and/or significant others are aided in overcom­
ing their emotional suffering after the death of the patient through 
bereavement care. 

Hospice care may be delivered in a variety of settings, either as part 
of an already-established facility or program of services or as a 
separately established program. Settings may include the following: 
(1) the home; (2) outpatient clinic; (3) inpatient facility (long-term 
care facility or hospital); or (4) a freestanding hospice. 

There currently are four (4) for-profit hospital-based hospice faciliti es 
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within the United States. The great majority of hospice programs are 
non-profit corporations (49 of 59 total hospice programs). Of the 49 
organized as non-profit corporations, 19 are hospital-based programs, 
one is a skilled nursing facility, and 26 have outpatient status only. (3) 

The following table shows the types of services offered by U.S. hospices: 

SERVICES PROVIDED BY 

THE 59 OPERATING HOSPICES 

Percent of Hospices which 

Services 

Medical Services: 
Home health, skilled 

nursing care, and 
aide 

Home visits by 
physicians 

Psychiatric 
consultation 

Pain Control: 
Medication 
Surgery (note b) 
Radiation (note b) 

Physical Therapy 
Occupational therapy 
Inpatient care 
Ambulatory Services in 

an Oupatient Facility 
Supportive services: 

Bereavement followup 
Day Care for Patient 
Homemaker Services 
Heal Preparation 

at home 
Respite Care {note c) 
Death Education 

Provide 
Service 

68 

41 

46 

63 
7 
7 

41 
29 
30 

19 

93 
10 
30 

17 
e3 
61 

Coordinate 
or Make 

Referrals 
(note a) 

• 

20 

30 

24 

22 
59 
66 
39 
32 
36 

30 

2 
7 

48 

59 
5 
3 

Do Not Provide, 
Refer, or Coor­
dinate Service 

12 

29 

30 

15 
34 
27 
20 
39 
34 

S1 

5 
83 
22 

24 
32 
36 

a/Seventeen percent of the hospices do not make referrals to other agencies. 
b/These services are rarely performed since they are nonnally not medically 

necessary to relieve terminally ill patients' pain. 
c/The patient receives total care from hospice representatives in a facil­

ity or in the home so that family members or primary care givers in the 
home may have a couple of days or more of rest from the stress of caring 
for the patient. 

SOURCE: Hospice Care - A Growing Concept in the United States, Report to 
Congress by the Comptroller General, HRO-79-5O March 1979, p.14. 

"Hospice" today is a term copyrighted by the National Hospice Organi­
zation, which has developed standards similar to those of JCAH for 
hospitals and nursing homes. 

C. Home Centered Nursing and Other Home Health Care 

Home centered health care used to include both medical and nursing 
services. Today it encompasses only nursing, therapeutic and health 
aide services. Current interest in home centered care grows out of 
concerns over increasing health costs and the quality of life for the 
elderly and disabled. (See section on problems in health care for 
further discussion.) 

Home centered health care, especially community and home nursing, 
attempts to evaluate a person's health within their home environment to 
support the individual, and to teach them how to deal with their health 
problems at home. 

Specific services include insulin injections, teaching self injections, 



monitoring ostomies, teaching self care of ostomies, skin care, and 
assistance with personal hygiene. Home care is provided after hospitali­
zation or discharge from a nursing care facility, or after independent 
referrals. Persons receiving home care vary greatly in type and degree 
of disability. 

Home health care is provided by 91 county health departments, two city 
agencies, three city-county agencies, seven private Visiting Nurse 
Associations, two hospitals and an unknown number of nursing homes. 
Home care organizations are not licensed in Iowa. To receive Medicaid 
or Medicare reimbursement, however, they must be certified by the State 
Department of Health. 

Certification requires a minimum number of services (nursing and one 
other) and minimum staffing. Other organizational standards must also 
be met. To be reimbursed, the home health care must be prescribed by a 
physician and provided in the person's home. An individual plan of care 
is established for each patient and periodically reviewed by the physician. 

The general types of services recognized by Medicare and Medicaid are: 

- nursing 
- homemaker/home health aide 
- medical social services 
- physical therapy 
- occupational therapy 
- speech therapy 

D. Specialized Clinics 

Various specialized outpatient services are available, including adult 
day care, health screening (well-elderly), facility based habilitation 
and rehabilitation services, and drug abuse treatment clinics. 

Adult day care centers provide a program of ambulatory care during the 
day in a group setting away from home. Participants may spend up to 
eight hours per day, seven days per week at the day care center, depend­
ing on their needs. Professional and paraprofessional staff develop 
individual treatment plans with specific goals to meet the needs of each 
participant. Centers may focus on medical services, social services 
(socialization), or both. The provision of habilitation, rehabilitation, 
and maintenance services through such a program can shorten a hospital 
stay, prevent or delay long-term inpatient care, and can assist the 
individual in making the transition from inpatient facility to the com­
munity. Adult day care allows for both continued progress of habilita­
tion or rehabilitation, and encourages maintenance of functional capacity, 
while giving families of impaired individuals a respite during the day . 

Rehabilitation outpatient and inpatient units provide coordinated 
multidisciplinary physical restorative services to ambulatory patients 
under the direction of a physician knowledgeable and experienced in 
rehabilitation medicine. (4) 

Health screening, such as well elderly clinics, test persons for hyper­
tension, diabetes, glaucoma and other chronic conditions . They may al so 
assess the overall health and health habits of individuals. Overall , 



these screening clinics are part of an effort at early identification 
and diagnosis of debilitating conditions. When a condition is detected 
a referral is made to a family or other physician. 

Well elderly and other screening clinics are sponsored by the State I 
Department of Health, Iowa Commission on Aging, counties, the University 
of Iowa, church groups and others. For more information see the Preven-
tive Services chapter, page /76. 

Substance abuse clinics are programs to treat the physical health 
problems associated with abuse of alcohol and other drugs after acute 
detoxification. They also provide counseling and support for persons 
trying to become drug free. 

Service delivery of substance abuse treatment services are provided 
primarily by private not-for-profit community programs. The Iowa 
Department of Substance Abuse provides the federal and state funding, 
allocated via grants and contracts, to these programs for service 
provision. Drug and alcohol treatment services are provided via 
three types of community programs. These programs are (1) separate 
independent drug treatment or alcohol treatment programs, (2) indepen­
dent combined drug and alcohol treatment programs which are administra­
tively but may or may not be clinically merged, (3) drug and/or alcohol 
treatment components housed and administered by a community mental 
health center. 

E. General Long Term Inpatient Nursing Care 

Intermediate care facilities (ICF) provide accommodation, board, nursing 
care and supporting services as directed by a physician to three or more 
individuals, not related to the adminstrator or owner ... , who by reason 
of age, illness, disease or physical or mental infirmity require contin­
uous nursing care and related medical services or occasional skilled 
nursing care. but who do not require hospital care. (5) They are a 
state licensure category and a category for reimbusement. 

Skilled nursing care facilities (SNF) provide accommodation, board, and 
nursing care and supporting services as directed by a physician to three 
or more individuals, not related to the administrator or owner ... , who 
by reason of age, illness, or disease or physical or mental infirmity 
require continuous nursing care and related medical services, but who do 
not require hospital care. The main difference between ICF and SNF in 
Iowa is the requirement of 24 hour direct supervision by an R.N. in all 
SNFs. (6) They are a state licensure category and a category for reim­
bursement. Most SNFs and ICFs are free-standing facilities. Some are 
part of hospitals. 

F. Specialized Long Term Inpatient Nursing Care 

Community based intermediate care facilities for the mentally retarded 
(!CF/ MR) provide the same nursing care as an ICF and additional program­
ming to meet the social, emotional and intellectual needs of mentally 
retarded and developmentally disabled individuals. 

The state hospital schools at Woodward and Glenwood are certified by 
Medicare and Medicaid to provide ICF/MR services, but operate under a 
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G. 

special hospital license from the State Health Department. They provide 
the most specialized programming services and perform diagnoses and 
evaluations. 

County care facilities (CCF) provide long term nursing care to a wide 
variety of indigent persons, including the physically disabled, mentally 
retarded and chronically mentally ill. CCFs may be licensed as ICF, 
ICF/MR, RCF, or RCF/ MR. Some beds may not be licensed. The degree of 
programming in any facility depends both on management and the money 
available from the county. 

General Residential Care 

Residential care facilities (RCF) provide accommodation, board, personal 
assistance and other essential daily living activities to individuals 
who by reason of illness, diseases, or physical or mental infirmity are 
unable to sufficiently or properly care for themselves, but who do not 
require the services of a registered or licensed practical nurse except 
on an emergency basis. (7) RCF is a state licensure category and a 
category for reimbursement. 

H. Specialized Residential Care 

Residential care facilities for the mentally retarded (RCF/MR) provide 
the same personal care as residential facilities, and the same program­
ming as ICF/MR facilities. RCF/MR is a state licensure category and a 
category for reimbursement. 

Residential care for substance abusers is provided through various 
programs funded through the Iowa Department of Substance Abuse. The 
total capacity of these services is currently about 103 persons per 
month. (See 1980 Substance Abuse Plan, pp. 15-16.) Services include 
follow-up care after acute detoxification and counseling. Some act as 
transition homes between drug dependency - the situations the abuser was 
involved in, and new social and work contacts. 

I. Long Term Inpatient Care for Mental Illness 

Persons with chronic or long term debilitating mental illness are cared 
for in four inpatient settings in Iowa - the State Mental Health 
Institutes, hospital based psychiatric units, in nursing homes and in 
county care facilities as noted above. 

Iowa has four mental health institutes which 
(Described in Iowa Code, Chapters 217-229.) 
follows (though not all at each Institute): 

- adult psychiatric 
- geriatrics 
- medical 
- alcohol 
- drug abuse 
- children 
- adolescents 

are licensed as hospitals. 
Programs are available as 

Hospital based psychiatric units, including those at the Univers ity of 
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Iowa, provide acute intervention and stabilization as well as some 
extended care for mental illness. (See the 1980 State Medical Facili­
ties Inventory for information on which hospitals offer these services.) 

Nursing homes also serve some people who have mental illness as a 
primary diagnosis. A 1978-79 Department of Social Services survey of 
ICF residents showed that about 4.7% of all residents had mental illness 
as a primary diagnosis, and an additional 3.9% as a second diagnosis. 
(Surveys conducted by DSS Resident Care Review Teams) Obviously, 
nursing homes are not intended to treat mental illness and it may be 
asked whether these placements are appropriate and how treatment and 
programs can be provided. 

County care facilities vary greatly in their ability to provide care 
specifically for mental illness. There is an increasing interest by the 
counties and state agencies in evaluating the care that is available in 
the CCFs, and possibilities of expanding that care. Three MH!s are now 
cooperating with county facilities in staff development and need assess­
ment. (See 1979-80 State Plan for Mental Health Resources, Iowa Mental 
Health Authority, pp. 191-194.) 

J. Long Term Outpatient Care for Mental Illness 

Most outpatient care for mental illness is providedby private profes­
sionals and by Community Mental Health Centers (CMHC). Private profes­
sionals engaged in direct care include psychiatrists, psychologists and 
counselors. The CMHCs are private, non-profit corporations. 

Community Mental Health Centers have a long history in Iowa. Direct 
community support (county and other funding) has .been the impetus and 
mainstay of all of Iowa's centers. Nationally, most centers are depen­
dent on federal grants and loans and have trouble replacing diminishing 
federal dollars. In Iowa, 65% of all center funds come from counties 
and less than 10% are federal. 

CMHCs provide many diagnostic and treatment services, from psychotherapy 
to peer support groups to divorce adjustment groups for children. The 
exact services available at any center varies quite a bit, though the 
service goals and philosophies are very similar. 

Community Mental Health Centers are currently accredited by the State 
Committee on Mental Hygiene, based on the recommendations of the Iowa 
Mental Health Authority. 

K. Pharmaceutical Services 

Greater knowledge of the chemical nature of disease and behavior and an 
increased "cabinet" of effective pharmaceuticals has had a definite 
effect on long term health care. There is a steadily increasing array 
of drugs to treat at least the symptoms of chronic and long term disab­
ling physical and mental illness. It has been said that community based 
half way houses and other community mental health services are possible 
only because of new mood altering and tranquilizing drugs. 

Pharmacists are registered by the state and dispense drugs according to 
physician's orders. They also monitor an individual's overall use of 
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medications and advise both consumers, physicians, and other providers 
on potential adverse side effects, drug-interactions and on counter 
indications. 

L. Medical and Dental Care for the Handicapped and Disabled 

As noted before, providing medical and dental care to the handicapped 
and disabled presents special problems to providers. There can be 
problems in arranging visits, obtaining information, explaining proce­
dures and obtaining cooperation. Persons with nervous system disorders 
may have trouble controlling involuntary movements during treatment. 

The basic dental and medical services are not different, of course. 
There must simply be special attention paid to identifying and deliver­
ing these services. This recognition is growing in medical and dental 
schools and should be expanded to existing providers. 

M. Assessment and Coordination Services 

Assessment and coordination services is a relatively new category of 
service, encompassing functional assessment, evaluation of service 
"needs", discharge planning, referral procedures, rehabilitation consul­
tation and other professional consultation. 

Functional assessment examines how well a person is able to do various 
daily activities or basic physical activities such as bathing, eating, 
toileting, and coping with stress. It determines the functional status 
(as opposed to the health status) of a person. A functional assessment 
may also examine broader categories of activity such as ability to live 
alone, or be economically self sufficient, based on the more specific 
items. This State Health plan emphasizes functional assessment as a way 
to determine need for services, evaluate the outcome of care, and 
coordinate referrals. 

Coordinated evaluation of service needs refers to the coordinated con­
sideration of functional status and health status information by social 
workers and health care providers. It occurs prior to admission to a 
facility or service rather than before discharge. Discharge planning is 
nearly the same, except for timing and the fact that the current provider 
may take the lead in discharge planning. 

Rehabilitation and other other professional consultation may be provided 
during care planning, assessment or treatment. These consultations can 
provide valuable information on the potential and progress of a person. 

Assessment and coordination services may be free-standing, such as the 
Iowa Gerontology Model Project on assessment of the functionally depen­
dent adult in Davenport. Most such services will exist within other 
health care provider organizations. The purpose of recognizing this 
category of service is to promote develppment within present organiza­
tions and to encourage experimentation in distinct, free-standing 
services. 

III. Trends Affecting Long Term Health Care 

Public policy toward nursing homes and all forms of long term health 
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care has come under increasing scrutiny during the last decade. This 
attention is most obviously the result of increased use of these ser­
vices and the large and growing amount of public money involved. 
Increased use and government involvement can themselves be explained 
by four trends, however. These are 

- changing disease patterns and health concepts; 
- improved medical technology; 
- changing social structure; and 
- changing social values. 

First, there have been large shifts in the types of diseases most pre­
valent and in ideas of health over the last century. Chronic diseases 
and long term disabling conditions have become the most important causes 
of death and illness. The success of traditional public health programs 
in preventing communicable disease and the growth of medical knowledge 
of acute disease processes, along with improvements in nutrition and 
sanitation, have all decreased the occurrence of infections disease. 
Thus the proportion of remaining morbidity and mortality which can be 
cured by specialized, short term acute care is smaller. 

l 

There has also been an absolute increase in the occurrence of chronic 
disease. The modern sedantary life style, with too much food and 
alcohol, has resulted in more chronic degenerative diseases such as 
arteriosclerosis. Improvements in medicine, nutrition and sanitation 
have also increased life expectancy, and consequently, risk of chronic 
diseases. In industrialized countries today, 50% of women live beyond 
75 years of age and 50% of men live beyond 70. (8) An absolute increase 
in chronic and disabling conditions may also be attributed to substance 1 
abuse besides alcohol, accidents and the Korean and Vietnam Wars. ~ 

As noted, this changing pattern of disease has decreased the portion 
of remaining mortality and morbidity which can be reduced through acute 
care or which can be analyzed using an "organic" definition of health 
focusing on separate body systems. A much larger part of all health 
problems today can only be treated, or persons maintained, through long 
term multi-disciplinary regimens. When death or illness results from 
more than one cause, as with chronic conditions, it is difficult to 
attack this mortality and morbidity. 

Secondly, improvements in medical technology (as opposed to basic know­
ledge) have produced a large number of "half way" measures which deal 
with the consequences of disease and postpone death, but do not cure 
or prevent. Renal dialysis and neonatal care are good examples here. 
We have many people living with uncurable diseases and 
moderate to severe disabilities who ten years ago would have died. 

The third factor is a changing economic and social structure. Economic 
growth and the removal of social barriers to mobility has scattered 
families across the country and reduced the economic importance of 
parents and grandparents, as well as of children. Families are smaller 
and the generations separated. 

There has also been a growth in the number of "caring" or "helping" 
professions. Social workers, home nurses, health aides, homemakers, 
etc., have stepped in to perform many tasks for the elderly and infirm 



that were previously done by families. This has been partly due to the 
fragmentation of families mentioned above, and partly to the growth of 
the 11 service 11 sector of the economy and the decreased importance of 
direct production of goods (post-industrial society). 

Finally, there have been large changes in social values over the last 
fifty years. There is now a greater demand for publi c services of all 
kinds. More value is placed on public services and more is expected. 
There are also increased expectations for public assurance of the 
quality of services and the accountability of providers for the money 
they receive and the care they deliver. 

There have been dramatic turns in the law regarding the treatment of 
persons with chronic debilitating conditions, especially in mental 
health. (9) The rights of patients are more clearly defined. They may 
not be involuntarily committed or isolated from society and "normal" or 
"mainstream" (10) activities unless there are very pressing considera­
tions, usually that they are a present danger to themselves or others. 
Public attitudes toward large institutions and what is desirable care 
and results have also changed from favoring institutional care to 
disapproving. 

VI. Current Challenges for Public Policy 

The trends above have resulted in four challenges for public policy and 
public representatives. These are: 

- increased use of long term health care; 
- increasing demand for long term health care; 
- changing patterns of demand ; and 
- increased pressures on existing quality assurance and account-

ability mechanisms. 

Increased use of long term health care, primarily nursing home care, has 
put a great strain on public and private budgets. It has been estimated 
that between 1950 and 1977, all expenditures for nursing home care grew 
from 1.7 billion dollars to 7.7 billion. Over this period nursing home 
care increased from 1.7% of all expenditures to 7.7% of the total. (11) 
In Iowa in FY 1979, payments to skilled and intermediate nursing homes 
amounted to 42.3% of the Medicaid budget(down slightly from the previous 
year). With payments for nursing home care for the mentally retarded, 
nursing home care amounted to 58.5% (up slightly). Overall, the increase 
in total Medicaid nursing home expenditure from 1977 to 1979 in Iowa is 
about 21%, less than the national increase of 31% from 1975 to 1977 
(public and private as reported above). 

Although nursing home care is a strain on public budgets, it can be 
catastrophically expensive for individuals. Medicare benefits are 
limited to skilled nursing care, and only 3% of all public payments for 
nursing home care in Iowa go to skilled care (Medicaid and Medicare, CY 
1978). Because there is almost no private insurance coverage, the 
pattern is for an individual to exhaust their own resources and then 
fall back onto Medicaid . 

The second challenge is in increased demand for long term health care. 
Public health officials, providers, and the public are calling for more 
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services, a greater variety of providers and services, and a comprehensive, 
integrated delivery system. The growing number of elderly, the increased 
proportion of frail elderly over seventy-five and the increase in the 
number of permanently disabled noted above all contribute greatly to this 
demand. 

The pattern or type of demand has also been changing. The mentally 
retarded, for example, have received intensive institutional programming 
and services over the past fifteen to twenty years, both in nursing 
homes, schools and sheltered work environments. If these services' goal 
of normalization is attained, may persons could be graduating to more 
unstructured settings. Many should have obtained the maximum possible 
benefits from their current programs. Also, there has been a slight shift 
in the proportion of disabled who are younger than 65, with the youngest 
(under 17) showing the greatest increase. (See table 4, section on 
health status problems.) Changes in the age structure, the increase in 
the number of frail elderly noted above, will shift demand in geriatric 
care to more intensive support and nursing care. 

Finally, there are rising pressures on existing quality assurance and 
accountability mechanisms to improve and maintain quality and to account 
for how public money is being spent. This pressure is directing attention 
to weaknesses in state regulations and management information systems. 

V. Statewide Policies on Long Term Health Care 

Policy here is defined as the most general purpose of function or a pro­
gram or piece of legislation. Policy is sometimes explicit - contained 
in laws, rules, goals, objectives, etc. - but many times it is implicit. 
Implicit policy can be the result of covert goals which are not socially 
proper or advisable to announce (e.g. "urban renewal" turning into 
"minority removal"). More often, implicit policy is the result of 
unexamined assumptions and reactions to demands. 

Six federal acts directly affect the provision of long-term care, i.e., 
those laws creating the Medicare and Medicaid programs, Professional 
Service Review Organizations (PSROs), the national system of Area 
Agencies and the State Commissions on Aging (the Older Americans Act), 
Title XX, and the National Health Planning and Resource Development Act 
of 1974 (P.L. 93-641). (12) Medicare is a quasi-insurance program 
covering health care for the aged and disabled. Medicaid is a social 
welfare program providing payments for health care for low income 
persons. The Older Americans Act of 1965 provides grants to the states 
for a wide range of services benefiting the elderly. Title XX provides 
grants for social services. Professional Service Review Organizations 
review the need for skilled nursing care for Medicare reimbursement and 
for all Medicaid payments for nursing home care in Iowa. (13) The 
various acts establishing Veterans benefits and the Veterans Admin­
istration facilities are also important . 

State laws which affect long term health care include those on the 
licensure and certification of facilities, the State Medicaid Plan 
(state rules governing the coverage and administration of Medicaid), 
state and county public health programs, the state Certificate of Need 
program, and the licensure and certification of professionals. County 
funding of mental health services and services for the mentally retarded 
is also established by Iowa law. 

I 
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POLICY 

It can be said that these federal and state acts pursue four basic 
policies. In some way they all have provisions to ensure quality of 
services. Some address the quality of facilities, others, the quality 
of provi,ders. Licensing and certification exists for facilities and 
providers through state laws on practice and federal conditions of 
participation in Medicare and Medicaid. Care review committees are also 
mandated through the federal reimbursement programs. Standards for 
patient care, that is, protocols for treatment, exist in federal and 
state regulations. Also, most programs and acts are charged with 
ensuring the accountability of providers and program officials for the 
way money is spent. 

Certificate of need was established to guide the distribution of facil­
ities (capital investment), and control the costs associated with individ­
ual facilities, and control the total capacity of facilities in an area. 
An explicit purpose of Medicare, Medicaid, The Older Americans Act, and 
Title XX is to make health care accessible to the poor and elderly by 
paying for services. Finally, there are federal and state programs 
which directly provide or contract for specific services. These policies 
or policy goals and associated acts and programs are summarized in the 
chart below. 

Statewide Policies and Programs 

FEDERAL OR STATE ACT/PROGRAM 
WITH RESPONSIBILITY AND/OR AUTHORITY 

Quality Assurance 
- Quality of Care 

- Quality of Facilities 

- Quality of Providers 

Availability of Services 

Access to Health Care 

Cost of Care 
- Cost Containment 

- Control of Capital Investment 

Medicare, Medicaid, PSRO, State Licensure 
(Professional Boards), Health Planning 

Medicare, Medicaid, State Licensure, 
County and Municipal Codes 

State Licensure (Professional Boards), 
Medicare, Medicaid 

Health Planning - Certificate of Need, 
Title XX, Older Americans Act, State 
Direct Services, Substance Abuse, V.A. 

Medicare, Medicaid, Title XX, Older 
Americans Act 

All Acts in Some Ways 

Certificate of Need - Health Planning 

These policies are implemented through the above state and federal 
programs which set regulations and administer provisions of the laws and 
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The analysis of programs which 
ings in pursuing the policies. 
correct these shortcomings. 

follow are intended to examine shortcom­
Specific objectives are then written to 

The analysis, goals and objectives established by Iowa's Health Systems 
Agencies are also expressions of policies and as such are a basis for 
the state goals. Their work is summarized under each planning issue and 
in the problem statements. 

Before moving into the description of programs and problems, there is 
one additional set of policies which should be examined, those of health 
planning. While health planning has certain direct responsibilites 
regarding the policies or mandates above, its role as a new actor in the 
health care system is to analyze and synthesize statewide policies and 
goals. 

In pursuing this role, Iowa's three health systems agencies and the State 
Office for Health Planning and Development have been discussing and exa­
mining existing statewide policies toward long term health care. Planners 
from all four agencies have been working to clarify those policies and 
the basic assumptions of health planning. These discussions have resulted 
in several statements of policy assumptions. 

The agency staff have agreed on the basic thrust of each statement, 
though each have individual reservations and caveats. (14) Staff have 
only begun to discuss how the agencies are to act on these assumptions. 
Nonetheless, they are a good step in more clearly establishing our 
common concerns and responsibilities. The purpose in publishing them 
now is to stimulate more public discussion and action. It is not our 
purpose to establish the health planning equivalent of the Magna Charta. 

Some of the statements are self-explanatory and some are presented with 
a summary of the reasoning that went into them. Additional explanation 
and exposition is contained in the problem and goal statements. 

Health Planning Policy Assumptions 

1. A complete range of long term health care services and settings 
will be available, such that individuals can select the services 
and setting which allows them a maximum range of independent 
action. At a minimum each person should have available to them: 

- comprehensive assessment and coordination services 
- in-home/home centered health care 
- residential personal care 
- intermediate inpatient nursing care 
- skilled inpatient nursing care. 

Such services will be available far bath populations with general 
nursing and health care needs and those with specialized needs, such 
as the mentally retarded. 

This assumption speaks to health planning's responsibility for the 
availability of service. It focuses attention on a basic core of 
services. Assessment and coordination services is perhaps the only 
unfamiliar category. It includes health and functional assessment, 



discharge planning, service need assessment and service coordination, 
as described in the section above. These services would not necessarily 
be free-standing, of course. We are recognizing them to promote their 
development within existing organizations, to emphasize these functions 
to existing providers, as well as to encourage experiments in distinct 
services. 

2. Every person should have financial and geographic access to the health 
care services and setting which will allow them a maximum range of 
independent action, recognizing that in some areas, some services may 
not be economical and alternative settings may be limited. 

Maximizing independent action here means supporting a person's activities 
rather than supplanting them. It means a setting in which there are as 
few barriers to individual actions as possible. This is the obverse of 
the idea of least restrictive environment. "Independence" was selected 
because it is a concept which has measurable clinical and legal aspects, 
while "least restrictive" is more vague and stated negatively. 

The idea that services and settings may be limited in some areas simply 
faces economic reality and forces thought on trade-offs and more careful 
planning to maximize services. 

3. Public and private reimbursement should pay for services regardless of 
the setting, and should incorporate other state level policies. Public 
reimbursement should encourage the appropriate, least intensive use of 
services which will result in a lowest total cost rather than a lowest 
cost to one unit of government. 

4. Health planning will seek to improve the functioning of the long term 
health care market through selective use of all strategies available, 
recognizing the inherent limits on competition which exist in the 
nature of the market. These strategies will include 

- support of alternative and substitute services 
- regulation of capital investment (Certificate of Need) 
- coordination of planning, quality assurance and reimbursement 

policy 
- guiding the choices of consumers in selecting appropriate 

services. 

This statement was initially a response to questions concerning the need 
for regulating the construction of nursing homes. It was suggested that 
certificate of need regulation enfranchised providers and was driving 
prices up and quality down and should be eliminated. 

It was later agreed that while current C.O.N . rules may be contributing to 
these problems there were many other causes. The positive contribution of 
C.O.N. to overall cost containment and quality was also recognized . 

It was agreed that there is an appropriate role for controls on capital 
expenditures in limiting the quantity of services available. It was seen 
as providing leverage and a brake while the state reinforces utilization 
controls, changes reimbursement policies, strengthens quality assurance , 
and assesses private use of services. 



It was agreed that C.O.N . control should be reduced as more control was 
gained over other factors affecting cost and quality. As mentioned above 
these factors and suggested changes are: 

- stronger public utilization review (P.S.R.O.) 
- more effective quality assurance-licensure, management information 

(planning system) 
- a revised reimbursement system which provides full accountability, 

eliminates excess profits, and pays for all allowable costs 
completely 

- some mechanism for assessing and guiding private use of services. 

At first there was some contention over an appropriate and feasible public 
stance toward the private use of services. It was suggested that we eschew 
any statement other than that those able to pay may elect an inappropriate 
level or type of care . It was said that present policy restricts services 
and penalizes those seeking appropriate care when nursing beds are used 
inappropriately. 

It was then argued that while it is true those willing to pay for a more 
intensive level of care will always be able to get it (and not likely that 
government will be given authority to forcefully determine otherwise), 
health planning should work to reduce these inappropriate placements and 
not build into policy an assumption of present levels of "misuse". It 
was noted that there would be several detrimental public effects which 
would follow from such an assumption. 

First, the resources of private pay patients are more quickly exhausted in 
more intensive levels of care. They must then fall back on Medicaid or 
Medicare, or if they require only personal care, the very limited assistance 
available through S.S.! . and Iowa's state supplemental payments for resi­
dential care. 

Second, a person placed in a nursing home who requires only personal 
support in a residential setting is not as much a "problem" as other resi­
dents. They may not receive the attention and stimulation needed to 
maintain their status, and may deteriorate to a point where they do require 
that level of health care. 

This discussion of public and private use led directly to the following 
statement of policy assumption. 

5. Health planning and reimbursement programs should promote the appropri­
ate use of services and resources by publicly and privately supported 
persons. 

6. All long term health care policy should be coordinated and a common 
base of assumptions and information developed. All programs dealing 
with long term health care should operate from these assumptions and 
this common information. 

This final assumption is the simplest one, but the most important. It is 
the lynch-pin of all the others. It points out the fact that current 
policies toward long term care are sometimes contradictory, unclear and 
based on different information. The coordination of policy is necessary 
if any one program is to have its intended effect. 
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VI. Private Policies on Long Term Health Care 
, 

A. Health Insurance 

At present there is very little private, third party coverage of long 
term health care. Some major insurers do cover in-home nursing care. 
Little information has been gathered on the extent or use of these 
benefits. It is possible that some large employers and unions have 
added these benefits. 

The attitude of private insurers has been that use of long term health 
care has been difficult to predict and evaluate. Some argue that the 
use of services such as homemaker-home health aides is subject to wide 
discrepancies according to the personal taste and values of individuals. 

B. Quality Assurance and Accountability 

There are two ways in which quality assurance and accountability are 
carried out privately; peer accreditation and peer review. Peer 
accreditation is carried out by organizations such as the Joint 
Committee on the Accreditation of Hospitals (JCAH) which surveys and 
inspects both hospitals and nursing homes according to its own criteria. 
Peer review occurs within health care organizations and within profes­
sional organizations of providers . Both hospital tissue committees 
and the ethics and practice committees of medical associations are 
examples of peer review. 

Peer accreditation is becoming less important while peer review i s 
being strengthened. Recent studies have questioned the effectiveness 
of accreditation and the relevancy of JCAH standards. (15) One study 
by Roemer, Moustafa and Hopkins found little difference in the quality 
of care provided by JCAH accredited and non -accredited hospitals. (16) 

Peer review, such as the quality assurance studies being conducted by 
Professional Service Review Organizations, is being expanded. A 
policy is being followed of setting public standards or goals in 
legislation and regulation, and relying on private/quasi-governmental 
entities such as the PSROs to apply them. 

C. Cost of Care 

There is currently no organized effort by the nursing home industry or 
other long term care providers to control costs similar to the volun­
tary effort (V.E.) of the hospital industry . It should be noted that 
nursing homes and other providers are much more limited by reimburse­
ment programs than are hospitals, and that lately the total percentage 
increase in expenditures for long term care appears to be less than 
with hospitals. In Iowa, nursing homes are limited by an absolute 
cost-cap on the per diem rate, a constraint which does not exist for 
hospitals. 

VII. Statewide Programs to Implement Policies 

A. Public Payments 

Assuring that all citizens have access to needed health care is 
carried out mainly through programs of public payments . In Iowa 



these payments include: 

- Medicaid, administered by the Department of Social Services 
- State Supplement for Residential Care, (also through D.S.S.) 
- Medicare, with Blue Cross-Blue Shield as fiscal intermediary 
- county payments for mental health care (Iowa Code, Ch. 229.42, 

333.11(11), 230.23, 222.76 and others) 
- county support for services to the mentally retarded (Iowa 

Code, Ch. 222-230, various sections). 

Payments are distinguished from direct services in that no service 
contract is established. Existing providers are reimbursed for 
services delivered. 

In the future, national health insurance may be the major reimbursement 
program, if long term health care is included in coverage. Given the 
confusing and ill-fitting coverage of the various programs today, 
national health insurance could contribute to a more rational and 
effective policy. 

B. Quality Assurance and Accountability 

The licensure of facilities includes hospitals, nursing homes, resi­
dential care facilities and all health care facilities as defined in 
chapter 135 of the Iowa Code. This chapter of the Code is administered 
by the State Health Department, Facilities Licensure Division. 

The licensure and monitoring of individual providers is also carried 
out through the State Department of Health professional boards. Li­
censes are required for the practice of medicine, surgery, osteopathy, 
osteopathic medicine and surgery, psychology, chiropractic, physical 
therapy, nursing, dentistry, dental hygiene, optomotry, speech path­
ology, audiology, and other professions with health implications such 
as mortuary science. (Iowa Code, Ch. 147.2) 

The certification of facilities for reimbursement is the responsibi­
lity of the Department of Social Services, though the actual surveys 
for compliance with Medicaid and Medicare rules are performed by the 
Department of Health. 

Advocacy of patient's or consumer's rights is carried on by both the 
Health Department and the Commission on Aging. The Health Department 
investigates individual complaints of poor care and rule violations. 
The Commission on Aging, through the Nursing Home Ombudsman, is to 
provide general counsel and assistance to persons with problems in 
finding care or with the quality of care. The Commission and the 
Department of Health are discussing ways of combining their efforts. 

Review of the actual services provided is done by the Health Depart­
ment in reviewing complaints and through their regular surveys. The 
Department of Social Services monitors the social services provided 
through Title XX contract and other special funding. The Iowa Founda­
tion For Medical Care (Iowa's PRSO) conducts concurrent quality assur­
ance reviews of specific treatments and services within facilities. 

Other private peer review is conducted by the societies associated 
with each licensed profession . 
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C. Cost Containment and Control of Capital Expenditures 

Certificate of Need and 1122 review (section 1122 of the Social 
Security Act) of all new institutional health care services are the 
most obvious and direct public controls of investment and expenditures. 
Both reviews are conducted by the State Health Department, Office for 
Health Planning and Development. Their specific provisions are 
detailed in the appendix. 

Medicaid cost ceilings on services and per diems also serve cost 
containment. There is an absolute per diem ceiling for nursing homes 
based on the 74th percentile of all homes' audited costs, based on an 
audit six months to one year prior. Medicare sets payment limits on 
skilled nursing reimbursement and home nursing, and the intermediaries 
audit all costs (reimbursing 74% of skilled nursing charges in 1976 
and 96% of home health charges in 1979 in Iowa).(17) 

A variety of efforts at expanding the range of services available can 
be seen as pursuing a goal of cost containment. They are based on the 
idea that given the opportunity people will choose less intensive 
services and that these will be less costly. Included are the direct 
support of home health care and support services as outlined below. 

Rate regulation is one possible measure now being investigated by 
the State Department of Health. A major study, mandated by the Iowa 
legislature, is examining whether Iowa should enact regulation to 
control the rates charged by hospitals, mursing homes and other 
providers. It is examining the current rate structure, facility 
finances, and profit patterns. A report is due by July of 1980. 

D. Direct Public Provision of Services 

There are three types of direct services provided with public money in 
Iowa. These are 

- consultation, assessment and referals 
- direct treatment or care 
- the education of professionals. 

Consultation, assessment and referrals are provided by the Department 
of Social Services through county client services and case management . 
The State Health Department provides nursing and other consultation to 
the county health departments. The counties in turn provide screening 
and physical assessment and referrals to other providers. Area Agencies 
on Aging also support screening and act as referral centers. The Iowa 
Foundation for Medical Care as Iowa's PSRO performs individual assess ­
ments each time it certifies a person's need for a type of care. It is 
informally involved in referrals when it is determined that someone i s 
inappropriately placed. 

Direct care is provided by the cities, counties and state as follows. 
(See the section on availability in "Problem Statements in Long Term 
Health Care" for more description and data.) 

1. counties 
a) direct support of Community Mental Health Centers 
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b) direct support and control of county hospitals 
c) direct support and control of county care facilities 
d) service contracts for varying services 
e) direct support and control of county health departments 

(home health care) 

2. cities 
a) direct support and control of city health departments 
b) some service contracts 

3. state 
a) State Hospital Schools (Woodward, Glenwood) 
b) Marshalltown Veterans Home 
c) Department of Health - Appropriations for local home 

hea 1th care 
d) Department of Social Services Title XX contracts 
e) The Iowa Model Gerontology Project (comprehensive health 

services) - University of Iowa 
f) State Mental Health Institutes at Clarinda, Cherokee, 

Independence and Mt. Pleasant. 
g) State Services for Crippled Children (University of 

Iowa) 

The state is also intimately involved with the education of health 
care professionals at the University of Iowa and the Community Colleges. 
The state supports the education of physicians, pharmacists, dentists, 
nurses, speech pathologists, audiologists, public health officials, 
physical therapists and various supporting personnel. 

E. Health Planning 

Health Planning in Iowa is carried out by the State Health Department 
and the Midlands, Iowa and Illowa Health Systems Agencies. The pur­
poses and priorities of health planning are described in the introduc­
tion to this plan. 

F. Private Insurance and Professional Organizations 

As introduced above, private insurers and professional organizations 
are becoming more involved in the discussion and pursuit of public 
goals and policies. The specific provisions of different insurance 
companies have not been investigated and catalogued. Problems which 
can be addressed through private insurance are included in sections 
below. The involvement and positions of professional societies are 
also described along with problems in health care . 
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VIII. Problem Statements In Health Status 

- Introduction -

The status problems here were selected mainly on the basis of priorities estab­
lished in the 1980 State Health Plan. An examination of new data on the inci­
dence of chronic conditions and limitations in activity due to chronic conditions 
nationwide resulted in adding diabetes and arthritis for consideration in rela­
tion to long term care. Subtopics were added under mental disorders. Two new 
categories of status problems are used in the 1981 plan - "chronic degenera-
tive diseases" and "diseases associated with lifestyle". 

A new section on assessment of functional abilities was also added, consolidat­
ing discussion in the 1980 state plan and Health Systems Plans . The measurement 
of functional abilities is suggested as a central measure of status for long 
term health care, one that could and should be used to evaluate the effective­
ness of programs and services. Using measures of functional abilities and the 
concept of independence for policy decisions is contrasted with the use of 
information on the incidence of specific conditions and chronic complications in 
promoting specific services and treatments. 

The purpose of this section is to present definitions of status problems. The 
incidence or prevalence of problems and the significance of chronic complications 
are discussed. Existing and possible ways of reducing the problem are introduced. 
Alternatives are discussed in more detail in the section on status goals. 

A. 1. Arthritis 

Arthritis is a general term for inflamation 
by pain and often by changes in structure. 
types are osteo and rheumatoid arthritis. 

of a joint usually accompanied 
The two most common chronic 

Osteoarthritis particularly involves joints bearing weight . It is charac­
terized by destruction of articular cartilage, overgrowth of bone with 
lipping and spur formation, and impaired function. It is the most common 
form of arthritis, comprising over half of all cases. (National Arthritis 
Foundation estimate for 1976.) 

Rheumatoid arthritis attacks all joints and related structures. The inflam­
ation tends to be chronic and often results in crippling deformities. Its 
cause is unknown. Rheumatoid arthritis amounts to about 20% of all cases. 
(National Arthritis Foundation estimate for 1976.) 

Arthritis and "rheumatism" are the number one cause of limitations of 
activity in the noninstitutionalized population nationally, accounting for 
about 17% of all degrees of limitations . (See Table Two.) Nationally , over 
four percent of nursing home patients have arthritis as a primary diagnos is, 
and one-fourth of nursing home residents nationally have arthritis as an 
impairing chronic condition. (See Table One.) 

Approximately 14% of the U.S. population has some form of arthriti s . 
(National Arthritis Foundation estimate for 1976.) Based on the breakdown 
above, about 10% of the general population has a chronic degenerative form 
of arthritis. (18) Treatment of arthritis involves reducing symptoms s ince 
no cures are known. Physical therapy and orthopedic me asures are most 
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commonly employed. Dietary regimens, vitamin therapy, blood transfusions 
and use of hormones have all been tried with varying success. 

Pain and muscle spasms are relieved through bed rest, application of heat 
and analgesics. Complete bed rest is indicated in acute stages. Personal 
hygiene is a concern because of poor circulation and limitation of movement. 
(Taber, 1977) 

Arthritis is mentioned in the 1980 Illowa Health Systems Plan, p. 79, as the 
second most prevalent chronic condition in their area, based on 1973 national 
estimates. As noted above, arthritis is even more significant in the 1976 
national survey. 

The 1976 National Health Survey shows that the incidence of arthritis 
increased from 8.7 to 9.5 per 1,000 persons between 1969 and 1976. (19) 
Prevalence increased from 92.9 per 1,000 to 116.7 during the same period. 
Both increases are statistically significant. Extrapolation gives an 
incidence of 9.9 and a prevalence of 130.3 for 1980. 

The 1980 State Health Plan ranked arthritis 14th in priority because Iowa 
hospital discharges for arthritis were lower than national rates. This may 
simply reflect differences in preferred treatment, however, with Iowa 
physicians choosing surgery less often. 

A. 2. Di abet es 

Diabetes mellitus is a chronic and incurable disease caused by failure of 
the beta cells of the pancreas to secrete adequate amounts of insulin. 
(Taber, 1977) Two basic types of diabetes are identified. 11 Juvenile-onset 11 

occurs prior to age 15 and is quite difficult to regulate. 11 Adult-onset 11 

may occur any time after 15 but most often after 35 years of age. Adult 
onset has gradual appearance of symptoms and is more easily regulated. 

Basic treatment consists of diet, insulin and exercise. Screening and 
identification can be done through urinalysis for sugar, postprandial blood 
glucose test, and an oral glucose tolerance test. Since obesity is associ­
ated with about 80% of diabetes cases, this can be used as a simple screen­
ing factor. (20) 

There are many chronic complications from diabetes. These include diabetic 
acidosis, low resistance to infections (especially those involving extremities), 
increase in incidence of toxemia in pregnancy and in cardiovascular disorders, 
increase in electrolyte imbalances, and an increase in eye disorders. It is 
the leading cause of new cases of blindness. A recent Surgeon General's 
report on health promotion and disease prevention notes that diabetics have 
more severe atherosclerosis and twice as many heart attacks and strokes as 
nondiabetics the same age. The risk of atherosclerotic disease is five 
times greater for diabetic women than other women. (21) Diabetics are also 
more likely to be overweight and hypertensive. 

Nationally the incidence of diabetes is estimated at 50 per 1,000 popula­
tion. This rate can be assumed to hold for Iowa. In Iowa the overall 
mortality rate was 15.7 deaths per 1,000 population in 1978, making diabetes 
the seventh leading cause of death in Iowa. Morbidity (measured as days of 
hospital care) has been estimated in Iowa at 91 days per 100,000 under 45 
years old, and 504 days over 45. This compares with 96 and 585 nationally 
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in 1972. Diabetes was ranked ninth as a cause of morbidity and mortality in 
the appendix to the 1980 State Health Plan, but was not included as a 
priority in the plan. 

The mortality rates above obviously understate the total illness and disabil­
ity associated with diabetes since the complication being treated will most 
often be cited as cause of admission. Another measure, limitation in activ­
ity, shows diabetes as being the seventh leading cause of all limitations in 
activity and the fourth largest cause of a person being completely unable to 
carry on a major activity among the noninstitutionalized population. (See 
Tab le Two.) 

The National Nursing Home Survey for 1977 shows 5.5% of all residents as 
having diabetes as a primary diagnosis, but 14.5% as having diabetes as a 
chronic condition. Again, diabetes would be a complicating or causative 
factor in other conditions. 

Diabetes has been recognized as a status problem by the Health Planning 
Council of the Midlands. Goal 3.330 in the 1980 Health Systems Plan calls 
for a decrease in the area mortality rate of 16.1 deaths per 100,000 popula­
tion (1970-74 average). This rate may already be lower in their HSA, as the 
1978 Iowa average was 15.7. No objective or actions were developed. 

Effective management of diabetes and associated chronic complications 
depends on three things, namely, 

1. Early identification and diagnosis through screening and follow-up; 
2. The education of the diabetic in proper diet, exercise, medication 

and personal care; and, 
3. The education of medical and nursing professionals in the management 

of diabetes. 

The National Commission on Diabetes estimated that 5% of all people have 
diabetes, but only 3% are diagnosed and under medical care . They also 
estimate that 3% will develop diabetes each year , doubling the number of 
diabetics every 15 years. (American Diabetes Association pamphlet - "Facts 
About Diabetes) 

A. 3. Hypertension 

Hypertension, or elevated blood pressure , is a condition which has been 
linked to many life threatening and debilitating diseases, including coronary 
artery disease and cerebral vascular disease. The primary cause is vasocon­
striction or narrowing of blood vessels. 

A cause of hypertension can be identified in only 10% of all cases . There 
are definite curative therapies for this 10%, however. These causes include 
coarctation of the aorta, hyperthyrodism and certain renal diseases. The 
remaining 90% of hypertension must be regulated through diet, exerci se, and 
medication. (Taber, 1977) 

Control of hypertension is important because of eventual chroni c and acute 
complications and because it is the fifth leading cau se of limitati ons in 
activity nationally. Hypertension without heart involvement is t he f ift h 
leading cause of limitations in activity nationally . (See Tabl e Two.) In 
1977, deaths from hypertension in Iowa were 21% greater t han the nat ional 
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rate, 11 and 9 deaths per 100,000 persons respectively, though morbidity 
(hospital discharges) was lower. (See Table 9 - 1980 State Health Plan, 
Appendix II.) In spite of lower morbidity and the unknown significance of 
the mortality figures (due to the small numbers of cases) hypertension must 
be considered a disease with significance for long term health care because 
of its link to chronic complications and limitations in activity. 

The Iowa HSA recognized hypertension as one of two priority chronic conditions, 
with heart disese. They are discussed together, with hypertension being con­
sidered a major cardiovascular disease. Their plan notes that " .•• hypertension 
can lead to congestive heart failure, cerebrovascular diseases and arterioscle-
rosis ... hypertension is associated with many of the same risk factors as heart 
disease ... 11 (Iowa 1980 HSP, p. 71) The discussion which follows focuses on 
risk factors, screening and treatment. 

Risk factors and screening are discussed in the Prevention chapter of this 
State Health Plan. The focus here is on the management of essential hyper­
tension without major heart involvement. That is, hypertension is considered 
a debilitating condition in itself, and as a precipitating factor in acute 
and chronic conditions. 

Along these lines the 1980 Iowa HSP notes that only 41% of identified hyper­
tensive individuals were under adequate therapy. 27% were under inadequate 
therapy and 32% were not under treatment at all. (pp. 76-77) Education and 
promotion of follow-up care after screening are suggested as primary means 
to reduce this problem. Both providers and the general public might be 
approached, since so many different providers perform blood pressure tests. 

A. 4. Organic Brain Syndromes 

Organic brain syndromes are a large group of acute and chronic disorders 
which affect cerebral function, impairing consciousness, orientation, 
memory, intellect, judgement and thought content. Senile and presenile 
dementia are the two chronic syndromes most common, other than impairment 
due to substance abuse. 

Presenile dementia is defined as irrecoverable deterioration of mental 
functions beginning in middle age, usually resulting from cerebral arterio­
sclerosis. Senile dementia, the gradual irrecoverable deterioration of 
function with increasing age (senescence) is the main concern here. 

Chronic brain syndrome is the primary diagnosis of approximately 7% of all 
nursing home patients. (See Table One.) Functional impairments which might 
be linked to senile dementia are reported for about 30%. One third of all 
nursing home residents have "senility" recorded as a chronic condition, 
separate from chronic brain syndromes which were reported for a quarter of 
all residents. (See Table One.) 

There is no exact test or procedure available to determine what is due to 
cerebral deterioration, the actual death of cells, and what is due to other 
mental disorders or lack of stimulation. Cortical stem atrophy is sometimes 
cited as a sign of senile dementia though severe atrophy has been reported 
in middle aged individuals with no observable loss of function or personality 
change. 
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Beyond identifyin~ ~pecific toxic or disease etiology,the only certain 
meth?d for determ1n1ng whether a loss of mental function is permanent is to 
examine the persons's record and to interview them and persons close to them 
over the preceding years. A history of gradual deterioration without 
sp~cific .cause, and present evidence ~f poor memory of recent events, poor 
or1entat1on, etc., would be the best indication of the permanence of the 
condition. 

It is important that persons not be labeled as "senile" without such evidence 
and a diagnosis. Senility can be a self-fulfilling prophecy if all distrub­
ing actions and problems are put down by providers and family to "old age." 

An accurate diagnosis and evaluation will also point out those cases where 
the onset of symptoms is more sudden or more specialized. Such cases may be 
amenable to treatment. 

B. Diseases Associated with Lifestyle Which Have Chronic Complications 

1. Heart and Circulatory Disease 

Heart and circulatory disease is recognized by all of Iowa's health plans as 
the most frequent cause of death and disability in our state and the nation. 
(22) It is a broad category of diseases affecting the heart and entire 
circulatory system including stroke, arteriosclerosis and atherosclerosis. 
While the causes are not known for most conditions, the risk factors and 
subsequent treatment are strongly related to lifestyle . 

Lack of exercise, a diet high in saturated fats, obesity, high intake of 
alcohol and use of tobacco, hypertension and stress have all been related to 
heart and circulatory disease. 

Though there are multiple risk factors, lifestyle can be a contributing 
influence with all. Thus, there is good sense to concentrating on lifestyle 
as a cause. An additional reason for this concentration, at least in this 
section, is that other factors such as stress and diabetes are discussed 
elsewhere in relation to heart and circulatory disease. 

The chronic complications of heart and circulatory disease are great. It is 
the most frequent primary diagnosis of nurs ing home patients, being reported 
for 40% of all residents. It is the most common chronic condition of all 
residents, affecting nearly half . (See Table One.) Among the noninstitu­
tionalized population it is the second leading cause of all limitations of 
activity and the leading cause of complete inability to carry on a major 
activity. (See Table Two.) 

The challenge in dealing with these diseases is both prevention and rehabil­
itation. Our medical technology has progressed where we are able to treat 
acute episodes and keep persons alive, though at a great cost. (See Preven­
tive Services and Acute Care Chapters.) The restoration and maintenance of 
functions must begin whenever these diseases are diagnosed, whether in a 
hospital following an acute episode, in the home, or in nursing homes. 
Coordination of effort between providers is essential. 

C. Cancer 

Cancer is not usually thought of as a chronic condition, yet the treatment 
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of some cancers can extend for months and years, and the side effects of 
such treatments can be debilitating. It should be considered that coping 
with the daily health complications of chemotherapy and nuclear therapy is a 
matter of habilitation and rehabilitation, of adjustment and readjustment. 

Our current concern with cancer is in developing and delivering acute care 
services, usually half-way measures but with some cures or at least prolonged 
remissions. Some attention should be given to counseling and habilitation 
services. 

Hospice care of persons with terminal diseases can offer a great deal in 
improving the quality of a cancer victim's life. When the progress of 
cancer can be accurately predicted, usually in the later stages, it is 
entirely appropriate to bring together those people--counselors, nurses, 
physicians and volunteers, who can do the most to improve the dying person's 
spirit and ease their death. The mental and physical health of family 
members is also improved as they are relieved of some of the physical 
burdens of caring for the person and are better able to cope with grief. 

D. Accidents 

Little can be said at this time about the contribution of long term care to 
the treatment of accidental injury. A certain small percentage of nursing 
home patients have fractures and accidents as a primary diagnosis. It is 
not known whether treatment of these patients is a particular problem for 
either patient or provider. For example, do elderly who suffer a fall and 
fracture, enter a nursing home and lose functional abilities while there 
for what was to have been a short stay? This could be an area of research. 

Possible state concerns could be coordination between EMS providers, hospi­
tals, and long term care providers to ensure proper follow-uo care for those 
accident victims at risk from chronic complications and long term loss of 
function. The goals would be stated in terms of reducing chronic complica­
tions and loss of function. 

A somewhat related HSA goal is found in the Iowa HSP concerning reduced 
incidence of complications from chronic degenerative conditions in later 
life. 

A possible concern is the number of seriously disabled persons who survive 
auto and other accidents. The incidence of severe physical handicaps due to 
accidents should be investigated more fully. 

E. Mental Disorders Other Than Organic Brain Syndromes 

The extent of chronic mental disorders in Iowa is not known. Status prob­
lems have previously been defined by an almost complete lack of services 
other than long term institutionalization in State Mental Healh Institutes 
and County Homes. We would like to begin examining specific conditions such 
as schizophrenia and depression, however. These can be long term status 
problems, with mild to severe limitation of functional abilities, and should 
be studied. Because of limited data and time only depression and schizo­
phrenia are addressed as a status concern this year. 

The 1977 National Health Survey shows depression to be the second most 
common reported impairment among nursing home residents, affecting just 
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over one third of all residents. Agitation and hyperactivity are reported 
for a third, and aggressive behavior for 17%. (See Table One.) Preliminary 
data from the Scott County Gerontology project indicates that mental health 
is a problem for a significant number of elderly. 

The treatment of depression or any mental disorder among nursing home 
residents and the elderly in general is virtually nonexistent. Little 
thought is given to providing psychological or psychiatric services to 
nursing home residents. In 1979 only 1.8% of Community Mental Health Center 
clients and 4.9% of Mental Health Institute residents were 65 years of age 
or older. (23) The elderly are particularly at risk from depression because 
of the major life changes which they experience, such as retirement, reduction 
in income, loss of spouse, loss of friends, and impaired health. (See 
Illowa HSP p. 231 and Iowa HSP pp. 31-32.) Here, normal grief can lead to a 
state of chronic depression. 

Services for the elderly are a priority in three of the four Community 
Mental Health Center regions in 1980. (See the 1979/80 Progress Report -
State of Iowa Plan For Mental Health Services, pp. 36, 50, and 61.) They 
will be a target population for some time. Several projects are now being 
planned (see subsequent section describing the availability of services). 

Schizophrenia has been informally identified as the most common cause 
chronic mental health problem by the Iowa Mental Health Authority and CMHCs 
(based on a conversation with the chief planner of Mental Health Authority). 
There is some concensus that treatment of schizophrenia takes most of the 
CMHCS resources, and that the community support programs will focus on it. 
There is currently no hard definition of chronic mental illness which can be 
used in gathering data. 

Preliminary data from the Davenport Model Gerontology Project indicates that 
10% of the elderly they see may be classified as having chronic mental 
health problems. 

The Iowa HSP's status goals relating to mental health focus on ability to 
cope with life experiences. (Iowa 1980 HSP, pp. 30-33) The Midland's HSP 
does not address mental health status as such, but does discuss problems in 
measuring the effect of mental health services, follow-up care, and account­
ability of programs and providers. 

The State Mental Health Authority is designing a program evaluation system 
which might be adapted for further study and goals, such as studies of the 
effects of depression and other disorders. These concepts are: 

- self care 
- adjustment 
- coping with stress 
- individual living skills 
- interpersonal relations 

The system is to gather information on the use of services by at risk 
populations and evaluate the appropriateness, adequacy and quality of care. 
Level of functioning is to be assessed on a seven point scale. (24) 
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F. Developmental Disabilities 

The term develpmental disability covers a number of chronic handicapping 
conditions which appear early in life, before age 22 in the definition used 
by the Developmental Disabilities Progaram, PL 95-602. This program is 
federally funded and in Iowa is administered by a division of the Office of 
Programming and Planning. 

Conditions which are prevalent in, or characteristic of the developmentally 
disabled are: 

1. mental retardation 
2. hearing impairments 
3. speech impairments 
4. visual impairments 
5. serious emotional disturbances 
6. orthopedic impairments 
7. generally impaired health 
8. learning disabilities 

(adapted from a list appearing in the 1980 Developmental Disabilities 
Plan, p. 13) 

By far the most prevalent condition is mental retardation, followed by 
hearing impairments, visual impairments, orthopedic handicaps, emotional 
disturbances and speech impairments. Moderate and severe or profound 
retardation affects about .4% of all persons. Mild retardation affects 
about 2.6% of the general population. Mild retardation is defined as an 
I.Q. of from 52-67 or 55-69, depending the scale used, moderate retarda­
tion from 36-51 or 40-54, and severe and profound from below 20 to 35 or 39, 
depending on the scale used. The mentally retarded are the only delopmen­
tally disabled population addressed in this year's State Health Plan. 
Others will be addressed in subsequent plans. 

The causes of retardation include genetic defects, accidents, abnormal fetal 
development due to alcohol or other drug use by the mother, and abnormal 
fetal development due to diseases such as rubeola and rubella contracted by 
the mother during pregnancy. No attempt has been made in Iowa to separate 
these causes. Such information might allow development of preventive goals 
and objectives. 

Iowa HSAs have various goals regarding reduction of conditions which cause 
retardation, but no estimate of the retardation prevented. (See Iowa HSP 
pp. 10-18, 16-21, 49-59, 105-116; Midlands HSP pp. 3-118 to 3-120, 4-161 to 
4-183; Illowa HSP pp. 84-87, 98). 

The Iowa HSP contains a chapter on birth defects and developmental disabil­
ities in which they cite figures from the Governor's Planning Council on 
Developmental Disabilities and the state D.D. program's 1979 Plans, on the 
degree of disability associated with various conditions. The number of 
individuals limited in specific categories of function is also listed (Iowa 
HSP pp. 106-107). Their status goals focus on reducing stress in families 
of developmentally disabled persons. Service goals call for increased sup­
port of families through respite care, in-home respite care, and increased 
diagnosis and evaluation services. 



The 1980 Developmental Disabilities 
tions in relation to the disabled. 
ities, are: 

- self care 

Plan describes seven aspects of func­
These aspects, called major life activ-

- receptive and expressive language 
- learning 
- mobility 
- se lf-direction 
- capacity for independent living 
- economic self-sufficiency 

The numbers of persons with limitations in these activities are displayed in 
Table five. It is not clear that any one of these areas shou ld be made a 
priority over others since the smaller incidences are in areas which more 
severely restrict a person's life, and which add up to or are a function of 
the more general categories of abilities such as capacity for independent 
living. Mobility and capacity for self care obviously affect capacity for 
independent living. 

The 1980 Developmental Disabilies plan emphasizes self care and capacity 
for independent living through objectives for developing a family subsidy 
support program and respite care. The first project is to provide subsidies 
to families that maintain their developmentally children at home. The 
respite care project is to develop eight sites to provide temporary relief 
care for families maintaining developmentally disabled at home. (See pp. 
245 A and B) 

G. Substance Abuse 

The effect of substance abuse and misuse and some long term care implica­
tions has been discussed under both organic brain syndromes and developmen­
tal disabilities. The major status concerns have been indirectly related, 
that is, they have been conditions which sometimes cause chronic disease 
and disability. 

The general chronic deterioration caused by alcoholism and other drug abuse 
has been recognized in all of Iowa's health care plans. Substance abuse i s 
a contributing factor to accidents, mental health problems, and crime. (25) 
The cost of substance abuse in lives lost and disability cannot be measured 
exactly, but it can hardly be understated. The 1979-80 Iowa Comprehensive 
State Plan for Substance abuse estimates that 6% of the State's working 
population abuse alcohol or are alcoholics (p. 37). The cost of absenteeism, 
decreased productivity and grievance procedures is estimated at three 
hundred and ninteen million dollars. 

The health care treatment of substance abuse is generally acute detoxifica­
tion or treatment of specific acute complications such as cirrhosis, hepati­
tis, and anemia. 

Long term treatment available includes residential and intermediate facil­
ities which are private, non-profit community organizations. They receive 
funds from a variety of grants, many administered by the Department of 
Substance Abuse as service contracts. They also receive United Way contribu­
tions, county money (25% of treatment service costs) client fees and third 
party reimbursement. 



Discussion of status in the State Substance Abuse Plan is limited to the 
incidence of the use and abuse of specific drugs. There is analysis of the 
characteristics of clients admitted to treatment programs, but data is 
translated into incidence or risk factors only for alcohol. 

One status measure which has impli cations for long term health care is 
poly-drug abuse. Sixty-five percent of all persons admitted to drug treat­
ment programs in 1978 were using three or more substances. (26) This fact, 
combined with the low treatment rates of women and the elderly is a matter 
of concern. Only 16.4% of clients in 1978 were women and only 7.8% were 
older than 31 years of age. (27) 

Use of alcohol and multiple prescription drugs by pregnant women can have 
many consequences, including fetal alcohol syndrome, orthopedic deformities, 
mental retardat ion, and milder complications such as low birth weight. 

It is general ly believed that the elderly use more prescription drugs than 
any other population, though no definite data exists. One sub-group of 
elderly those in nursing homes, receive a large number of drugs. A study by 
Dr. Yong Lee (Nursing Homes in Iowa-Analysis of Selected Performance Standards, 
Iowa State Department of Health, Feb. 1979) shows that in an average nursing 
home of 69 beds, approximately 400 medications would be administered daily. 

Over-medication and mis-medication are frequently mentioned by care reviewers 
as serious problems. Continually refilling prescriptions and administering 
drugs without review by a pharmacist or a physician of the person 1 s continuing 
need was brought up as a problem by the 1981 State Health Plan Development 
Task Force on Long Term Care. 

There is currently no study of prescription patterns, use of drugs, or 
professional involvement in drug therapy for the elderly or chronically ill 
in Iowa. 

Professional consultation, management protocols and consumer education could 
contribute to reducing these problems. The Iowa Pharmacy Association, Iowa 
Medical Society state schools of pharmacy, the Iowa Foundation for Medical 
Care, state nursing home associations, State Department of Substance 
Abuse, and the State Department of Health could all contribute to potential 
goa 1 s. 

H. Dental Health 

There is very little data on the incidence of dental health problems which 
require long term health care or on limitations in activity and chronic 
complications caused by dental health problems. The Iowa and Illowa HSP 
cite 1971 national survey data (28) which shows that gingivitis and other 
forms of gum disease (peridontal disease) begins early, occuring in the 
majority of children by age 13. Approximately 78% of all adults have some 
form of peridontal di sease. Iowa presents a goal to improve oral health and 
an objective to decrease periodontal disease (not quantified). (Iowa 1980 
HSP pp. 22-24) Illowa calls for reducing the number of people loosing all 
their teeth. (Illowa HSP pp. 90-92) 

Other evidence indicates that loss of all teeth (edentulousness) and dental 
health in general is a serious problem among those residing in nursing homes. 
The 1977 National Survey of Nursing Homes shows that a lack of dentures is 
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the single most frequent functional impairment, affecting 37% of all resi­
dents. A 1979 survey of Iowa nursing homes and subsequent report by the 
Iowa College of Dentistry, Department of Community Dentistry (29) concluded 
that: 

- over half of all facilities had no identified dental consultants 
- three fourths of all residents had no dental treatment in 1978 
- nursing home providers were aware of dental needs but they commented 

that families and residents placed a low priority on dental care 
- one third of all facilities had trouble obtaining dental care 

These figures indicate poor dental health and a potential improvements 
through provider, resident, and family education, and expanded services. 

I. Hearing, Speech and Visual Impairments 

Hearing and visual impairments together are the third most common cause of 
limitations in activity (Table 2). The significance of this figure for long 
term health care is not obvious, since the causes are not identified. Perhaps 
more significant are the figures on the incidence of these functional impair-
ments among nursing home residents (Table 1). 

Hearing, speech and visual impairments all affect communication - the ability to 
take in information and communicate with others. Poor communication can hinder 
the delivery of care and result in misdiagnosi s and poor quality care. While 
all providers are aware of this, and make individual efforts to overcome commun­
ication difficulties, no comparative study or data exists on the degree to which 
this is consciously recognized in care plans and the success of different 
approaches to overcoming the problems. 

Programs and services which deal with these impairments are not extensively 
analyzed in this plan update. The state school for the blind at Vinton and the 
Council Bluffs school for the deaf are not usually thought of as providers of 
long term health care. Because they do offer habilitative services in a residen ­
tial setting, and their experience and knowledge would be valuable in analyzing 
the need for various services, these programs and other private organizations 
should be recognized in the State Health Plan. 

J. Assesment of Functional Abilities 

In the beginning of this chapter, the purpose of long term health care was 
defined in terms of highest functioning and maximum independent action. It 
is recognized that many variables besides health and functional status set 
what services will be used and in what settings (independence). The central 
questions in planning and evaluating long term health care are first , how do 
health status and functional status interact with these other variables to 
create a "need", and second does the public sector wish to intervene to 
alter this need and how can it bring about change. 

The chart below summarizes the variables which can affect the servi ces and 
setting required, defining the independence of action experienced by a 
person. The "reason" for admission to a nursing home, res idential care 
facility or a home care program is seen as a combination of all factors. 
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Current Physical Environment Personal/Emotional Resources 

Health Status & Functional Status -------=------~t>~ Independence 

Social Support Financial Resources 

Long term health care must be planned and delivered recognizing these 
factors. An individual provider must consider each in recommending treat­
ment and in making referrals. General public policy must consider each in 
allocating resources between programs, services, assessment services, 
referral or discharge planning, and other services. 

Much of the data on health status cited in this section refers to limita­
tions in activity and functional impairments. These data are based on 
concepts and scales which vary in the detail encompassed, but each 
attempts to account for the effect of a person's health on how they live. 

This is an important kind of evaluation, perhaps the most significant when 
examining chronic illness. Functional status is distinct from health 
status. Measures of health status are indicators of the presence, absence 
or severity of a particular disease. Status measures can indicate the need 
for and effectiveness of specific treatments. The medical or nursing com­
plications involved with one or more chronic conditions can vary enormously, 
however. Thus, it is difficult to ascertain needs for services, or what is 
an appropriate setting, from status data. 

Functional status measures can provide a meaningful base of information for 
planning individual services and comparing the effects of different programs. 
This will require some standardized data collection and agreement on how 
different scales fit together, however. The data collection need not be 
discussed here, but the differences in scales should be. 

It was stated above that existing scales differ in detail. This refers to 
the detail of activity which defines the points of the scale, to the 
difference between a measure of ability to ambulate and ability to keep a 
house. Different programs focus on different levels of detail. 
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The Nationa~ Nurs~ng Home Survey (30) looks at "activities of daily living ." 
These_are six_basic, ~v~ryday activities, including bathing, continence, 
dressing, eating, mobility, and toileting. Figure one presents the distinc­
tions between independence and dependence in each category. In addition the 
survey describes residents according to an index of dependency developed by 
Katz, (31) in which dependency in one or more categories is ranked as more 
or less totally dependent. Table six presents some of the analysis performed 
on this information. 

Activities of daily living are the most detailed measures of function. 
They have been investigated and adapted by various researchers in assess­
ment projects. Some have used them to de scribe capacity for self care (e.g., 
Duke University Multi-dimensional Assessment Methodology - Pfieffer OARS). 

Activities of daily living do not describe all basic functional abilities, 
however. Cognitive and emotional abilities or skills are often excluded or 
presumed. They may be described as part of health status evaluation, but 
only as the disability associated with disease. Here, the concepts being 
investigated by the State Mental Health Authority in their program evalua­
tion system may be applicable. "Adjustment" and "emotional stability and 
stress tolerance" could be added as functional measures and cognitive 
ability added as a positive health status measure. 

A second level of evaluation is found in the Developmental Disabilities 
Plan and also in the State Mental Health Plan. Categories of activities 
are defined which are correlated with health and functional status, but 
which are more global. These more general categories include social and 
living skills in the Mental Health Plan, and learning, receptive and 
expressive language, capacity for independent living, and economic self­
sufficiency in the Developmental Disabilities Plan . 

The callenge in designing long term health care policies and services will 
be to determine the contribution of health care to improving the more 
general levels of functioning. To do this health care providers and plan­
ners should determine how health care can improve and help maintain the more 
basic activities. They should then define where the contribution of health 
care ends, what it cannot do, and the coordination with other providers and 
services which is necessary. Private providers and public health officials 
should then advocate for this coordination. 

To begin this evaluation, state specific data on the incidence of functional 
limitations among various populations must be collected. This will require 
agreement on a basic set of concepts and measures to be used in various 
programs . It will require a coordinated multi-dimensionl assessment 
effort. 

Some work is now being done which will provide valuable data and experience 
in designing such an effort. The Scott County Gerontology Model Project on 
the Assessment of the Functional Dependent Adult has developed an assessment 
tool and a model for coordination of referral s between agencies and providers . 
The Iowa State Health Department i s reviewing its licensure surveys of long 
term care facilities and testing new survey instruments which look at the 
health and functional status of residents and the outcome of care. The 
lack of such data is and will be the greatest hindrance to designing more 
effective services and policies. 
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Current public programs are ambivalent in the way they assess the need for long 
term care. It has been noted that existing programs treat long term health care 
as both a medical service and a social service. (See especially Kane and Kane -
"Care of the Aged" Science, Vol 200.26, May 1978.) 

Medicaid and Title XX have income, age, and social characteristics as eligibility 
criteria. The use of services is managed by social workers who make referrals 
and assess eligibility, and by care supervisors who review the care periodically. 
In Iowa a physician certifies the medical need for care and the case is reviewed 
by central program staff (social workers and health care professionals) again 
for medical necessity. (32) (See the "PSR0 Formal Plan for Long Term Care 
Review", Iowa Foundation for Medical Care, September 21, 1978, pp. 1-3.) 

It should be noted that the new PSR0 plan for review (just cited) does recognize 
non-medical factors in their general principles. Specific criteria based on 
these principles are lacking, however. Those criteria which exist for reviewing 
the need for and quality of care in Medicare and Medicaid are based on exhaustive 
delineation of tasks and on medical diagnoses. 

The point made here is that neither a medical or social services model applies 
well to long term care or offers an adequate framework of information for adminis­
trative control of public programs. 

First, nursing home and other long term health services are not purely or 
primarily medical. Neither are the nursing services offered the same type or 
under the same control of a health care provider as in a hospital, where there 
are detailed protocols relating professionals. There, medical diagnosis and 
decisions by physicians are transmitted to an organized (and to an important 
degree internally directed) nursing staff. Both the M.D. and the nursing 
director function as a manager of care, with the M.D. providing overall supervi­
sion. Nursing tasks are strongly related to medical diagnosis with well estab­
lished procedures following from the establishment of a diagnosis. 

In a nursing home the nurse is not the same kind of manager. Important authority 
rests with the administrator (who is more or less competent as a co-ordinator 
of care and always most competent as a business administrator). The admitting 
physician, who holds a pivotal position in certification, currently has very 
limited contact with the patient after admission. Most importantly for the 
point here, medical diagnoses and decisions are not significant for determining 
or evaluating day to day nursing care. Concentrating on diagnosis and discrete 
tasks is not appropriate with patients who have multiple chronic conditions, 
where fewer discrete tasks are visible or useful in defining the level of care 
needed or the quality of care, and where outcome is difficult to evaluate in 
terms of limited physical indicators. 

Maria Phaneuf, an influential nurse educator who has written on nursing care 
planning and care audits, expresses her objections to current federal and most 
state policies thus: 

"These regulations - and similar ones which pertain to home health agencies -
arise from outmoded stereotypes of nursing. The stereotypes prevail because 
some nurses, physicians, institutions, and agencies find them convenient for 
maintenance of the traditional status quo in health services delivery. Payment 
agencies did not create the stereotypes, but do reinforce them through regula­
tions and utilization reviews pertinent to payment. Payment is made primarily 
for the performance of tasks, not for a process of nursing directed to achieve­
ment of health goals by patients." (The Nursing Audit, p. 12.) 
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A social services model which classifies people according to eligibility and 
attempts to ''manage'' each case, pulling together resources and monitoring 
services may also be inappropriate for nursing care (and a large part of all 
services considered long term care). Eligibility is a legal and social judge­
ment related to welfare and the redistribution of resources. Social service 
agencies must deal with a large number of services besides health care and many 
sets of criteria. They are specialists in acting as general intermediaries 
between people seeking help and a complicated welfare state . They often have 
excellent training in counseling and broad knowledge of the potential and limits 
of services. 

Nursing care, however, is a specialized service involving more discrete technical 
decisions than can be reviewed or managed by a social worker. Of course, social 
welfare programs and agencies employ medical audits, as noted previously, and 
reviews by nurses and nursing care evaluators. Those reviews are limited by the 
stated aims and regulations of the programs, however, which, as we've noted, are 
based on non-nursing (medical and social services) models of care . 

A third model exists which offers advantages in designing program policies, that 
is, a nursing care model. Viewing nursing home care, home health nursing (and 
other long term health care) as nursing services certainly seems reasonable, yet 
as stated before, public policy does not incorporate this view. There are 
several reasons for this. First, public experience with reimbursing long term 
care is relatively new. Most programs have been concerned with medical or 
social services. Criteria and methods were adapted from these programs for long 
term care, or long term care was added on to existing programs. Second, nursing 
care planning and assessment models are also relatively new, developed mainly 
for acute care settings, and are untried. There has not been agreement among 
nursing educators and practicing professionals on their elements of application. 
Then, too, nurses have not been as powerful as other health care professionals 
in influencing policy. 

Enough discontent with existing approaches has been voiced by program adminis­
trators and providers who are concerned with the quality of patient care to 
warrant a state investigation of nursing and other models. Additionally, there 
is increasing agreement among nursing professionals on the general elements of 
care planning and assessment. It appears that a great deal of recent work could 
be adapted for long term care, and that efforts to alter the focus of public 
policy to emphasize the the functional assessment and nursing care would improve 
the quality of care and the quality of public support. 

Various nursing assessment tools exist which take into account the comprehensive 
physical needs of a person and relate them to the person's emotional needs and 
resources. Dorothy Orem's work (33) is a good example of how physical and psy­
chological needs can be integrated in an assessment. The Standards for Geriatric 
Nursing (34) proposed by the American Nurses Association offer a pertinent ex­
ample for comparison with existing program criteria. Three of those proposed 
standards are: 

ANA DRAFT STANDARDS FOR GERIATRIC NURSING 

I 

"Data are systematically and continuously collected about the health status of 
the older adult. The data are accessible, communicated, and recorded. 

Rationale: In order to provide comprehensive nursing care for the older adult, 
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the data are collected from a framework that includes the scientific findings 
and knowledge derived from the fields of gerontology and nursing. 

Assessment Factors: 

1. Health status data includes: 

- Normal responses to the aging process. 
- Physiological, psychological, sociological, and ecological status. 
- Modes of communication. 
- Individual patterns of coping. 
- Prior life style. 
- Performance of activities of everyday living. 
- Older adult's perception and satisfaction with his/her health status. 
- Available and accessible human and material resources. 

2. Health status data are collected from: 

- The older adult, significant others, health care personnel. 
- Other individuals in the immediate environment who are involved in 

the care of the older adult. 
- Interviews, examination, observation, records and reports. 

3. The data are: 

- Accessible on the older adult's records. 
- Retrievable from record keeping system. 
- Communicated to those responsible for the older adult's care. 
- Confidential. 

II 

Nursing diagnoses are derived from the identified normal responses of the 
individual to aging and data collected about the health status of the older 
adu 1 t. 

Rationale: Each person ages in his/her own individual way. The individual's 
normal response to aging must be identified before deviations in response 
requiring nursing actions can be identified. 

Assessment Factors: 

1. The older adult's health status is compared to the norm and a deter­
mination is made regarding deviations from the norm. 

2. The older adult's prior life style, responses to the aging process, and 
personal goals and objectives are identified. 

3. The older adult's strengths and limitations are identified. 

4. The nursing diagnosis is related to and congruent with the diagnosis 
and plan of all other professionals caring for the older adult. 

III 

A plan of nursing care is developed in conjunction with the older adult and/or 
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significant others that includes goals derived from the nursing diagnosis. 

Rationale: Goals are a determination of the results to be achieved, and are 
an essential part of planning care. All goals are ultimately directed toward 
maximizing achievable independence in everyday living. 

Assessment Factors: 

1. Goals are congruent with other planned therapies; are stated in real­
istic and measurable terms; are assigned a time period for achievement. 

2. Goals determine specific nursing approaches that will promote, maintain 
and restore health. 

3. Goals measure eventual outcomes of nursing care. 

4. Goals are set from a framework that accounts for : 

- Normal developmental processes of aging. 
- Needs for intimacy and sexual expression. 
- Slowing down. 
- Losses. 
- Adaptability. 11 

A comprehensive nursing assessment approach brings together more significant 
variables for determining the need for services and provides a better way for 
continually assessing the individual's progress than the medical or social 
services models. While Medicare, Medicaid, and the state licensure program 
(Facilities Licensure in the Health Department) are making efforts to include 
principles similar to those above, these principles have largely not been 
operationalized. (35) Until they are put into operation as criteria for 
reviewing care for reimbursement and as requirements for licensure, they will 
have little impact. 

The goals and objectives stated under systems i ssues are intended to examine 
ways of adapting this model for public policy and to move the state in that 
direction. They recognize the need for coordinated public policy which supports 
a broad range of services and providers , and monitors the effectiveness of 
programs in an efficient and comparable way . 

Individual providers, of course, are trying t o implement comprehensive care 
planning and assessment such as outlined here. There has been considerable 
innovation by interested individuals, despite program policies which do not 
recognize or reimburse for them. The changes proposed in focusing on func­
tional status and comprehensive assessment are intended to encourage funding 
and quality assurance that will enforce accountability and allow providers to 
offer needed services. 
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IX. Goal Statements for Health Status 

The following goals and objectives set priorities among the conditions 
just discussed. There are three reasons for selecting some and not others. 
First, staff asked whether there were clear implications for long term 
health care, that is, could long term health care contribute to reducing 
the problem. Second, staff determined whether the state would now or in 
the near future be able to measure change in the problems. Agency resources 
and the likelyhood of change are the third factor. 

Goals are stated in terms of measures of status which can be applied to all 
conditions. Objectives specify the conditions or status problems to be 
addressed by services and the direction and level of change expected if 
possible. Actions specify the services to be employed in meeting objectives. 
Finally, there are references to systems goals and objectives which will con­
tribute to meeting the status objectives and goals. 

A. Status Goal 1: The Reduced Incidence of Limitations in Functional 
Abilities or Activities Due to Chronic and Long Term 
Disabling Conditions. 

Objective 1: The severity of chronic complications and limitations 
in activity from diabetes will be reduced in nursing 
home residents. 

LRRA 1: The Iowa Foundation for Medical Care will solicit 
information on the management of complications of 
diabetes and will conduct a quality assurance study 
of present techniques in Iowa nursing homes by 
1982. 

Objective 2: The severity of chronic complications and limitations 
in activity from heart and circulatory disease will 
be reduced. 

LRRA 2: The Iowa Heart Association, Iowa Medical Society, 
the State Department of Health and appropriate 
professional nursing associations will collaborate 
in collecting information to be distributed to the 
public and providers, on the management of chronic 
complications from heart and circulatory disease by 
1982. 

Objective 3: The incidence of chronic complications from heart 
and circulatory disease will be reduced. 

Objective 4: The incidence of chronic dental problems among 
nursing home residents will be reduced. 

LRRA 4: The Iowa Departments of Health and Social Services, 
Iowa nursing home associations, the University of 
Iowa School of Dentistry, and the Iowa Dental 
Society, will collaborate on a plan to increase 
Medicaid coverage and payments for regular prophy­
lactic dental care by June, 1981 . 

.. 
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Objective 5: The severity of chronic complications and limita­
tions in activity from arthritis and rheumatism will 
be reduced so that no more than 158 persons per 
10,000 population will have major activity limita­
tion as a result of arthritis and rheumatism. (1974 
national rate was 176 per 10,000 persons.) 

LRRA 5: The Iowa Department of Health, Iowa nursing home 
associations, Iowa Arthritis Foundation, the Iowa 
Medical Society, and appropriate professional nursing 
associations will cooperate in collecting information 
to be distributed to the public and providers on the 
management of chronic complications from arthritis. 

B. Status Goal 2: The Reduced Incidence of Diseases Associated with 
Lifestyle Which Have Chronic Complications 

Objective 1: The incidence of heart and circulatory disease will 
be reduced. 

Objective 2: The reduced prevalence of undetected and untreated 
hypertension without heart involvement. 

(See Preventive Services Chapter for actions which will contribute 
to these objectives.) 

C. Contribution of Providers and Services to Meeting Objectives 
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X. Problem Statements in Long Term Health Care 

This section examines some of the services described above and problems which 
have been identified in their availability, quality, access, continuity, and 
cost. Special attention is paid to the impact of state policies. Data on the 
availability of services is mainly presented in summary. Complete data is 
available in the appendix and references are made to data and analyses in the 
HSPs and other plans. 

A. The Availability of Services and Providers 

1. Description of current supply and problems: 

Hospice Care - Hospice of Central Iowa, a voluntary non-profit organiza­
tion located in Des Moines is now the only Iowa hospice. Hospice of 
Central Iowa serves cancer patients in their homes within the greater 
Des Moines area. A hospice planning group has been organized in 
Waterloo, with the goal of providing care to terminally ill individuals 
in their homes by early 1980. Other planning groups exist in Dubuque, 
LeMars, and Davenport. The State Commission on Aging has assigned a 
staff person to work with such groups. 

Because it is a relatively new service in the United States, and very 
new in Iowa, there were no specific statements concerning the need for 
hospice care from the Plan Development Task Force on Long Term Care, 
though there was general agreement that it was a valuable service. 
Discussion was mainly of the organization and reimbursement of hospice 
services. 

The 1980 Illowa HSP (p. 515) notes that home health agencies do care 
for terminally ill persons now, though services are limited by a lack 
of staff and less than twenty four hour coverage. They also cite the 
increasing incidence of diseases which are predictably terminal, 
especially cancer, as indicating a need for hospice care. They call 
for two area hospice programs in 1980 (p. 523). 

The 1980 Iowa HSP calls for increased availability of hospice care. 
Their objective is five programs reflecting the hospice concept of care 
in their area by 1985. 

Specialized Clinics 

There are now five organizations providing some adult day care in Iowa, four 
identified by the Iowa HSA and one by Illowa. The total daily capacity is 
approximately 76 persons (see 1980 Iowa HSP p. 129, Illowa HSP p. 476). Illowa 
concludes that day care does provide a different "package" of services than 
nursing homes and that there is a large number of non-institutionalized persons 
limited in activity or mobility who could benefit from day care. They also find 
that evidence shows day care to be less expensive than nursing home care even 
accounting for home maintenance (Illowa HSP pp. 482, 483) and call for five day 
care programs in the area. 

The Iowa HSP reaches much the same conclusions and set an objective of twenty 
five adult day care centers providing both rehabilitation and maintenance 
services, with five certified for Medicare Part Band Medicaid reimbursement. 
( p. 234) 
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General Long Term Inpatient Nursing Care and Residential Care 

The supply of long-term inpatient nursing care services in Iowa is heavily 
weighted towards intermediate level nursing care with little skilled care 
available. The amount of residential care varies a great deal between counties. 
Eleven counties have no residential beds, while the range for the remaining 
counties is 2-72 beds per 1,000 elderly. It appears that rural counties, and in 
particular rural counties near urban centers have residential care available. 
This may reflect the relatively high cost and low reimbursement available, which 
necessitates building lower cost settings. Skilled nursing beds are available 
in only sixteen Iowa counties. As of January 1980, Iowa had totals of approxi­
mately 31,000 ICF beds, 1124 skilled beds, 1,849 ICF/MR and 1,278 RCF/MR beds. 
(C.O.N. data) 

Other than the pattern noted above for residential facilities no clear explana­
tions emerge from data on the availability of services by county. It has been 
suggested that intermediate care facilities are also being built in rural areas 
near population centers, partly reflecting costs of construction and operation 
and partly reflecting the lower certificate of need ceiling which exists for 
urban counties. This is not clear from the data. 

County care facilities provide residential and some intermediate nursing care. 
They are included in the figures for RCF and ICF beds but are also broken out on 
Table 7 because they serve a larger proportion of people with mental disorders 
than other facilities, and thus can be considered a special service. Their 
supply is extremely variable. One rural county has a new 154 bed facility while 
several urban counties have none. At least one urban county contracts for this 
care with other counties that are some distance away. 

The HSAs are unanimous in calling for restraint of or decrease in the number of 
ICF beds and for an increase in skilled beds. The Iowa Foundation for Medical 
Care has identified between three and four thousand hospital patient days per 
quarter which should have been spent in skilled facilities, had any been avail­
able. (36) The Plan Development Task Force on Long Term Health also identified a 
lack of skilled beds. 

Residential and alternative sheltered living situations with limited or no 
nursing care are also in short supply, and have been identified as priorities by 
the Iowa and Illowa HSAs, the State Plan for Mental Retardation and the 1980 
Developmental Disabilities Plan. In Iowa, a large number of these facilities 
are licensed through the health department as residential health care facilities. 

As mentioned above, the distribution of residential care is very uneven. 
Residential facilities should be community based and more evenly distributed 
because the chance for a resident's involvement in their community is great. 

The Department is refraining from calling for specific reductions or increases 
in the nursing bed supply until revised Certificate of Need estimates can be 
established, though an increase in skilled nursing care is supported. Popula­
tion based projections of the need for services are supposedly the heart of 
health planning. In fact, they are the most difficult analysis to do and least 
often accomplished. The appropriate range of services is easy enough to define 
- as a complete continuum of preventive and curative, institutional and noninsti­
tutional services. The quantity of services needed,however, is very difficult 
to predict. It is especially difficult to do for long-t erm care because the 
resource and service measures are so inexact and inaccurate and because long-term 



health care includes medical, nursing, pharmaceutical, rehabilitation and 
personal care. 

A nursing home bed is actually a complicated bundle of nursing, medical and 
personal services. How, then, are we to evaluate the degree to which other 
services and providers can substitute for one nursing home bed, a common request 
when deinstitutionalization or alternatives to institutional care is discussed? 
Focusing on the professionals involved and refinements of utilization data is a 
first step in evaluating the degree to which services can be substituted for 
each other. We must develop data on the discrete services provided by the 
professionals involved and tie this information to outcome data. All of these 
issues are being considered in revising C.O.N. bed need formulas and standards. 

One system not analyzed in this year's plan is the Veteran's Administration. 
The state office has begun conversations with the Veteran's Hospitals and 
Administration and will be gathering data on the special service needs of 
veterans and estimates of use. The Knoxville V.A. facility is the primary long 
term care facility, with 200 long term care beds divided into three levels of 
care. All facilities are authorized to contract for nursing care with private 
homes, paying up to $41 per day for six months, if the disability is not service 
connected, and indefinitely if it is. Placements to nursing homes are not 
limited to such contracts, however. 

There has been considerable controversy over the placement of V.A. patients in 
local homes, whether local bed needs should be increased and whether they are 
displacing or prempting local residents. It has been said by a V.A. adminis­
trator that some, such as stable psychotic residents who have an average length 
of stay of eight years, are very desirable patients. Investigation of these 
issues and the V.A. system will be a priority for plan development this year. 

Specialized Long Term Inpatient Nursing Care and Residential Care 

The largest segment of specialized, community based inpatient care is that for 
the mentally retarded. The range of services now available is shown on Table 14, 
along with the appropriate services and settings for different levels of retarda­
tion. 

The Iowa HSP calls for the expansion of respite care for developmentally disabled 
persons living with their families. Here, the inpatient care is intended to be 
brief and to offer rest and support for families attempting to care for them. 
The State Plan for Mental Retardation and the 1980 Developmental Disabilities 
plans call for increased availability of supportive living arrangements other 
than nursing homes. 

While there are few direct statements concerning the levels of unmet need for 
these specialized services, it is generally recognized that the less health care 
intensive and less program intensive services will be more significant as 
persons are discharged from the more intensive services. 

Distribution of nursing services has been mentioned as a problem. At the 
present, about 50% of all MR beds are located at the state schools at Woodward 
and Glenwood, much more than the 20% assumed in the C.O.N. bed need formula. An 
unofficial goal of the State Department of Social Services is to lower the 
number of state beds from about 1,531 to 1,000. This target is being built into 
the revised state bed need formula. 
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The supply of residential facilities for substance abusers has not been assessed. 
The Iowa Department of Substance Abuse is the main source of information on 
these services and they have not astablished any targets for expanding them. 

Long Term Care Providers 

The almost unanimous concern of the Health Systems Plans and the Plan Development 
Task Force on Long Term Care was to expand the number of therapeutic personnel 
available. The lack of physical, occupational and speech therapy was seen as the 
greatest problem in completing a continuum of services. Health care facilities, 
providers, and planners all agree that the number of these professionals practic­
ing in Iowa must be increased if our long term care system is to move from 
giving maintenance to habilitation and rehabilitation. 

Again, specific numbers and levels of need are not provided. Assessing this 
need wi ll be a priority for plan development. The Iowa HSP does contain descrip­
tion of t he present supply of personnel, call for a task force to assess levels 
of need (pp. 293-302) and recommend that training in habilitation, rehabilita­
tion and maintenance care be a required component of all nusring school curricula. 

Besides requiring such components in existing programs, it would also be wise to 
evaluate the need for new or expanded programs. For example, there is only one 
occupational therapy assistant program in Iowa (Kirkwoood Community College in 
Cedar Rapids) and no occupational therapist program. 

In Home/Home Centered Health Care 

Home health care in Iowa is provided mainly by county public health departments, 
as noted above. Home health care is available in all counties. Ninety-seven of 
ninety-nine counties have Medicare certified agencies as of 4-80. (See appendix 
for details) 

The problem identified by the Iowa and Midlands HSAs is that most agencies offer 
only the basic services required for certification. Both HSPs call for various 
therapeutic, rehabilitative services to be provided by home health agencies. 
They argue that if home health care is to be cost effective and reach its 
potential as an alternative to nursing home care, it must provide these services. 

The argument is often made that home health care is less costly than nursing 
home care or hospital care and should be made available to reduce expenditures 
by substituting for them. A recent review of all literature on home health care 
cost effectiveness concludes that while home health is a less expensive trade-off 
for nursing home or hospital care, the per-diem savings are usually eliminated 
by increasing use of all services. (37) 

The author suggests that an overall increase lasting two to three years, will 
occur any time expanded home health care is made available, due to unrecognized 
problems and pent-up demand. After three years, home health care should begin 
to delay institutional admissions and offset the costs and use of institutional 
care. Goals for expanded services should take this into account in predicting 
savings. 

Pharamceutical Services and Consultation 

There has been no evaluation of the involvement of pharmacists in the regular 
provision of long term health care. Comments from the Plan Development Task 



Force on Long Term Care indicate that the relationship between pharmacists and 
other providers varies a great deal, and that the pharmacist can perform a more 
active role in the care of nursing home residents, for example. 

Medical and Dental Care 

The lack of dental care for nursing home residents is discussed 
status problem section, and is addressed as a status objective. 
problem is also recognized by the Iowa HSA. 

above in the 
This 

The LTC Task Force discussed two problems in delivering medical care to those in 
institutions and disabled. One concerned reimbursement requirements (see 
below), the other transportation. It was suggested that it would be more 
efficient and improve quality if residents were transported to a physician's 
office. 

Long Term Inpatient and Outpatient Care for Mental Illness 

The number and location of Mental Health Institutes and Community Mental Health 
Centers is contained in the Mental Health Chapter. The lack of services for the 
elderly and the unclear defintiion of chronic mental illness are discussed in 
the status problem section above. Not previously noted is the Community Support 
Program. Here the Community Mental Health Centers communicate with the Mt. 
Pleasant Mental Health Institute in providing follow-up care to persons released 
to the community. 

Both county care facilities and nursing homes also provide long term care for 
mentally ill persons. There is increasing concern over the availability of 
mental health services in these or to these faciliteis. Some county care 
facilities are working with the Mental Health Institutes in training staff and 
exploring new services. The appropriateness of nursing home placements has not 
been evaluated. 

Investigation of the long term services actually provided by MHis, CMHCs, County 
Facilities, hospital based psychiatric units, and private providers should be 
plan development priority. 

Assessment and Coordination Services 

As mentioned before, four services are included here. They are: 

1) functional assessment 
2) coordinated evaluation of service needs 
3) discharge planning 
4) rehabilitation counseling 

Only discharge planning and rehabilitation counseling exist in any frequency 
today. The lack of rehabilitative personnel has already been noted. The amount 
and effectiveness of current discharge planning is being investigated this year 
following objective two under goal one, in the systems goals and objectives 
section. A survey of home health agencies has been developed, asking about 
their experience with referrals and discharge planning. 

Functional assessment is performed according to various scales (see above), and 
is not regularly used in care planning or services analysis. Coordinated 
evaluation of service needs and case management are recognized by several plans 



as priorities, including the State MR Plan and the 1980 State Plan for Crippled 
Children's Services. The Crippled Children's plan contains a subgoal to develop 
and test indicators of status for service, function, health, and family problems. 
They also propose to develop a scale to assess the functional status of disabled 
children. 

- Effect of Statewide Policies on Availability -

Public Reimbursement 

Public reimbursement is seen by all planning groups as crucial to developing an 
appropriate mix of services. As the programs now stand, public reimbursement 
(Medicaid and Medicare) in Iowa is considered to have resulted in the following 
problems: 

1. Too few residential care beds 
2. limited services and populations served in specialized ICF and RCF 

facilities 
3. Insufficient home health care 
4. Limited involvement of pharmacists 
5. Limited dental care 

The effect of reimbursement levels and policies on the supply of skilled beds is 
now being evaluated by the Department of Social Services. 

Medicaid reimbursement of residential care is a recurring issue. It has been 
suggested in various study groups/task forces that Iowa establish a second class 
of intermediate care which would include most existing residential care and be 
eligible for 50% federal money through Medicaid. There is considerable contro­
versy over whether the state would save money and whether proper care and a 
proper setting would be maintained. 

The issue of a limited scope of services and residents in ICF/MR and RCF/MR 
facilities is a new one. During this year's Plan Development Task Force meetings 
there were discussions of severely physically handicapped (accident victims) 
and other persons who did not fit into the MR - programming but had no where 
else to go. This will be a topic for plan development. 

Reimbursement of home health care through Medicare has been made less restric­
tive in recent years. This is important because most Home Health Agencies 
depend heavily on Medicare for funds. 

The effect of reimbursement policies on the use of services should be calculated 
taking into account many influences, most importantly the supply of professionals 
and their knowledge of policies. For example, expanding the reimbursement 
possible for home health care does not necessarily mean more health services 
delivered. Medicaid regulations and the Iowa State Medicaid Plan have remained 
fairly constant since 1976. Only in 1978 did Medicaid reimbursement for home 
health care increased substantially, however, 158% over 1977, the largest 
increase of any service covered by Medicaid. 

A possible explanation for this lag is in recent increases in the supply of 
county public health nurses who provide the bulk of home care services . Even 
when payment became less restrictive in 1976 (due to dropping stricter Medic are 
standards) public health nurses have had to show an increase in case load before 



additional personnel could be added, a serious constraint on expanding services. 
(38) The 1977 to 1979 special appropriations by the legislature for home health 
(House File 597) have increased the supply of home health nurses. (39) This 
and perhaps wider recognition of Medicaid coverage and experience with processing 
Medicaid home health claims are logical explanations for increased numbers of 
Medicaid home health visits. In any case, the actual increase was from a base 
of only $14,000 in 1975. Even the 1979 expenditure through Medicaid of $441,682 
is much lower than the million dollars projected in 1976 for 1978 by the Depart­
ment of Social Services. There must be further investigation of barriers to the 
use and reimbursement of home health care. This is now being carried out 
through a survey of home health agencies and through requests for information to 
Department of Social Services. 

It was suggested in the LTC Plan Development Task Force that pharmacists should 
be integrated into the long term care system by requiring that each LTC facility 
have a pharmacy consultant who would work with the facility, physicians, and 
other providers in coordinating, monitoring and evaluating the residents overall 
drug therapy. Existing programs in Minnesota, Wisconsin and other states were 
suggested as models. 

The influence of reimbursement on identified dental health problems and the lack 
of dental care in facilities is unclear. Current Medicaid Provisions (Iowa 
Administrative Code Section 770, Ch. 78.4 (249A)) appear liberal and comprehen­
sive, though perhaps slightly weak in support of prophalactic care. Problems in 
delivery of care and administration of these benefits should be examined. 

Quality Assurance and Accountability 

Iowa's licensure laws obviously define the types of facilities available. The 
Iowa rules are closely patterned after federal Medicare and Medicaid require­
ments. It is possible that the strict and extensive requirements for skilled 
facilities may be limiting the supply of skilled beds. 

It was suggested during the LTC Task Force that the lack of licensure for home 
health agencies may be restricting the supply of home health care, since for­
profit homes can not be certified for reimbursement unless licensed by the 
state. 

Cost Containment and Control of Capital Expenditures 

Certificate of Need directly affects the supply of health care facilities 
through application of bed need standards. These standards attempt to take 
population and service variables into account in predicting the aggregate need 
for counties or groups of counties. Bed need is one of several standards which 
are considered in approving or disapproving an application. 

It has been suggested that the C.O.N. bed need standards have been arbitrary and 
inaccurate for nursing homes, especially MR facilities. This and another 
possible detrimental effects on cost and quality detailed below, have been 
extensively discussed by the health planning agencies in the course of determin­
ing the policy assumptions previously listed. While there were questions even 
as to the validity of any bed need standards for nursing homes, the conclusion 
reached was that control of capital investment would have a legitimate role for 
some time, and that the problems pointed out in individual counties were not 
inherent flaws in the design of C.O.N. 



Following this, the Department will continue steps to revise and improve the 
sensitivity of the formulas used to predict bed need, and to improve the 
administrative process. 

Direct Service Policies and Efforts 

In Iowa, the public sector is extensively involved in providing direct services. 
Cities, counties and the state have taken the initiative in meeting service 
needs, and in filling the gaps left by federal programs. Thus, the problems in 
this area are mainly where the public sector can expand or improve rather than 
where entirely new programs are needed. As identified by the HSAs, the LTC 
Task Force, and the public program agencies themselves, the following are areas 
of concern in availability of direct service. 

1. Increased support of county public health nurses in supplying home 
health care through special Health Department Appropriations. 

In 1978, Iowa recorded the lowest per visit Medicare charge of any 
state in the nation and the third highest number of visits in this 
region. (40) Staff believes this may be due to the fact that the vast 
majority of home health care is provided by the county health depart­
ments. 

2. Increased programming at county care facilities. (Counties) 

3. More stable Title XX funding for health support and social services 
which influence health. (Social Services) 

4. Increased diagnosis and evaluation (D and E) services provided by the 
regions or by the state schools to communities. (Social Services) 

Currently, there is a six month to year and a half delay in scheduling 
and completing a state school diagnosis and evaluation. 

5. Increased follow-up care and case management services for persons 
released from Mental Health Institutes to the community and for those 
in the community with chronic mental health problems. 

6. Increased state capacity to evaluate the need for services and the effect 
of care in terms of the independent functioning of the individual. 

Private Insurance and Other Private Policies 

There are two issues here which have not been analyzed and should be priorities 
for plan development. These are: 

- the existence of private insurance coverage of long term care 

- the types of life-time service contracts which now exist and are 
or will be sold in Iowa. 
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- Goals And Objectives Concerning The Appropriate Range And Quantity Of 
Long Term Health Care Services Which Should Be Available -

GOAL 1: THE MOST EFFICIENT AND EFFECTIVE MIX AND DISTRIBUTION OF LONG-TERM 
HEALTH CARE SERVICES (MANPOWER AND FACILITIES) IN IOWA. 

Objective 1: By 1986 the actual distribution of all nursing care beds by 
county will be based on standards established by the Depart-
ment of Health. 

SRRA 1: Standards for the number of nursing care beds needed in 
each county or aggregates of counties will be set by the 
Department's Certificate-of-Need Program using a revised 
population based bed need formula. 

LRRA 1: The Department will pursue the conversion and closure 
of excess beds through implemenation of a program of tech­
nical assistance, incentives, and sanctions. 

Objective 2: All financial and administrative barriers to reimburse­
ment of home health services be removed from public reim-
bursement by 1983. 

SRRA 2: The Department and the Iowa Department of Social Services 
conduct a survey of home health agencies to identify financial 
and administrative barriers to full reimbursement of all home 
health services. 

LRRA 2: Based on the findings of the above survey and analysis by the 
Department, Medicaid and Medicare rules and regulations be 
changed to allow for and facilitate full reimbursement of all 
home health services by 1983. 

Objective 3: All financial and administrative barriers to reimbursement 
of "skilled" or heavy care nursing will be removed from 
public reimbursement programs by 1983. 

SRRA 3: Any reasons for the small number of skilled nursing care beds 
in Iowa related to licensure or Certificate-of-Need will be 
investigated by the Department and a report written. 

SRRA 3a: Any reasons for the small number of skilled nursing beds 
related to reimbursement policies will be investigated 
by the Department of Social Services and the Medicare 
fiscal intermediaries and a report submitted to the Depart-
ment. 

LRRA 3: By 1982, the Iowa Department of Social Services will have 
investigated alternative schemes for Medicaid reimbursement 
of nursing home care including: 

(1) prospective payments; 

(2) payments for services delivered; 



(3) performance or outcome differentials; and 

(4) adequate reimbursement and more extensive coverage of 
rehabilitation and maintenance services. 

Objective 4: Actual distribution and numbers of Public Health Nurses by 
county will be based on research conducted by the Department 
(Office of Health Planning and Community Services) by 1986. 

LRRA 4: Standards for the minimum number of Public Health and Home 
Health Nurses will be set by county using the Western 
Interstate Commission on Health Education or similar manpower 
model, to be applied by the Department of Health by June 
1982. 

LRRA 4a: The Department of Health will prepare a cost-effectiveness 
report on the effect of implementing the minimum standard , 
and recommend state funding to the legislature by 1983 
based on, and as a part of this report. 

Objective 5: The Iowa Legislative will continue and expand the special 
state appropriations for home health care. 

SRRA 5: The Department will submit a yearly evaluation and budget 
request to the legislature. 

Objective 6: All County Care Facilities will have programming which meets 
the physical, emotional and psycho-social needs of the 
residents and supports their maximum independent functioning 
by 1986. 

SRRA 6: The Mental Health Institutes will expand their program of 
consultation to the County Care Facilities. 

LRRA 6: The Iowa Department of Social Services and the Department of 
Health will collaborate with county governments to assess the 
programming available and set standards for needed services 
by 1984. 

Objective 7: Aftercare, follow-up care and case management will be 
available for all persons in the community with chronic or 
long term mental health pl oblems. 

LRRA 7: All four Mental Health Institutes will participate in commun­
ity support programs by 1985. 

Objective 8: There will be thirty programs offering adult day care servi ces 
in Iowa by 1986, with at least ten of these certified for 
Medicare and Medicaid r eimbursement. 

SRRA 8: The Department of Social Services and Blue Cross/ Blue 
Shield will prepare an informat ion package explaining 
potential Medicare and Medi caid reimbursement . 

LRRA 8: By 1982, the Department of Health and Area Agencies on Ag i ng 
the information and be encour ag ing format ion of day care 
centers. 



Objective 9: Respite care for developmentally disabled persons living 
with their families will be available in each county by 
1986. 

SRRA 9: The Departments of Social Services and Health will collabor­
ate with the State Core Advisory Committee, Office of Develop­
mental Disabilities and Health Systems Agencies in identifying 
existing and potential types of respite care and providers. 

Objective 10: Diagnosis and evaluation service will be available within 
three months of a request to the State Schools, to be 
delivered at sites in each Department of Social Services 
district. 

SRRA 10: The Department of Social Services will assess the cost of 
providing this outreach service and request funding from 
the legislature. 

Objective 11: The supply of professionals providing rehabilitative and 
therapeutic services will be increased to meet identified 
need by 1986. 

SRRA 11: The Department of Health will review the results of a task 
force initiated by the Iowa Health Systems Agency which will 
assess the adequacy and specific short falls of the current 
supply, and recommend state support of training, and place-
ment programs as appropriate. 

Objective 12: The Department of Health will establish licensure of Home 
Health Agencies by 1984. 

SRRA 12: The Department will convene a task force of home care 
providers to make recommendations to the Department concern-
ing licensure provisions. 

LRRA 12: The Department of Health will develop proposals for additions 
to the Iowa Code and Administrative Code for licensure 
provisions by 1982. 

LRRA 12 a: The Department will assess the cost of administering 
licensure of nursing homes and submit a budget request to 
the legislature by 1983 for the 83-85 biennium. 

LRRA 12b: The Department will begin administering licensure by 
1984. 

Objective 13: Comprehensive assessment and coordination services will be 
available in each county by 1986. 

SRRA 13: The Department will support and monitor expanded demonstra­
tion projects of the Iowa Model Gerontology Project providing 
comprehensive assessment and referral services; and continue 
to assess the Scott County project. 

Objective 14: There will be ten programs offering complete hospice care 
or incorporating hospice concepts on voluntary, non-profit 
basis in Iowa by 1986. 



I LRRA 14: The Department of Health will develop Certificate of Need 
standards for the organization, minimum services, and 
staffing of hospice care by 1982. 

LRRA 14a: By 1983 the Department of Social Services will include 
hospice care in the Medicaid Plan for reimbursement of 
administrative and home services involved in hospice care 
not elsewhere covered. 

LRRA 14b: Some private insurers in Iowa will reimburse hospice care 
by 1984. 

Objective 15: The use of mental health servi ces by the elderly, women, 
minorities and handicapped will be increased to a point 
proportional to area populations by 1986 . 

SRRA 15: The Department will contact all community Mental Health 
Centers to obtain their plans for meeting this objective. 

SRRA 15a: The Department will work with the Mental Health Authority 
to set regional target levels o 

Objective 16: Pharmacists will be integrated into all long term health 
care services by 1986. 

SRRA 16: The Department will investigate Pharmacist consultant 
programs in other states. 

LRRA 16: Pharmacist consultants will be required for licensure and 
certification of skilled and intermediate care facilities by 
1983. 

LRRA 16a: Pharmacist consultants will be required for licensure and 
certification of home health agencies by 1984. 

GOAL 2: All Iowa citizens will have available long term health care which 
allows them maximum independence (is least restrictive) and which 
maintains as much community contact as possible. 

Objective 1: All Certificate of Need decisions on long term care will be 
made taking this goal into consideration. 

SRRA 1: Planning staff will provide information on and analysis of 
the appropriateness of current and projected placements in 
long term care 

GOAL 2: All Iowa citizens will have available long term health care which 
allows them maximum independence (is least restrictive) and which 
maintains as much community contact as possible. 

Objective 1: All Certificate of Need decisions on long term care will be 
made taking this goal into consideration . 

SRRA 1: Planning staff will provide information on and anal ys is of 
the appropriateness of current and projected placement s in 
long term care. 



Objective 2: The Department of Health will encourage conversion of Interme­
diate Care Facility beds to skilled and residential levels. 

Objective 3: The Department of Health will encourage the development of 
sheltered living and other personal care settings. 

Objective 4: Coverage of adult day care services will be added to Medicaid 
by 1982. 

SRRA 4: The Department will present data on the benefits of adult day 
care to the Department of Social Services and the legislature. 

B. Quality of Care 

Quality of care is defined here as the effect the care has on patients, the 
outcome of care. Quality is currently measured in public programs largely in 
terms of the number and kinds of services provided, who gave them, and minimum 
safety and sanitation standards. The objectives here are directed towards 
policy and management analysis as a first step in making cost-effectiveness 
decisions, and improving quality. These decisions are important in various 
regulatory efforts including C.O.N. and public reimbursement. Information 
generated on the outcome of care would be of great use in licensure . 

The li cens ure of facilities and the approval of new facilities are powers of the 
Health Department. Reviewing individual plans of care and the progress of 
patient receiving public assistance are responsibilities of the P.S.R.O. 
Licensure, too, has requirements that a plan of care exist for each patient and 
has the authority to fine or close facilities for malpractice. 

The problem statements and goals in this section are first directed at improving 
the data and information regulatory decisions are based on. Secondly, they 
begin to call for more specific and clearer delineation of provider responsibil­
ity for the type and quality of care given. Measures of functional status are 
proposed to be investigated over the next two to three years. It is suggested 
that functional status should be a common denominator for decisions on services 
to be offered and on the efficiency and effectiveness of care, and that a 
comprehensive management information system be established. 

It is suggested that this would be a considerable improvement over the present. 
Public decisions and those by providers are now based on varying models and 
criteria for evaluating need, and prescribing and auditing care. It is very 
difficult to assess need and and evaluate care using the present fragmented 
data. 

Definition of quality will continue to be a priority for the next five years. 
Discussions should involve providers, professional associations, the HSAs and 
other state agencies. 

- Special Issues Influencing Quality of Care -

During work with the State MR Care Advisory Committee on revising the bed need 
standard for ICF/MR and RCF/MR facilities, several other issues which related to 
quality of care were discussed. These were aspects of services which they and 
staff felt should be considered in reviewing C.O.N. applications. It was 
suggested that in lieu of developing standards, consideration in the State 
Health Plan would provide a basis for review on those points. 
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The primary concern related to quality was that the state should encourage 
local community corporations and discorage the involvement of out-of-state, 
absentee corporations and overlapping management and investment. It was stated 
that volunteers and community participation were absolutely essential to good 
programming. It was felt that out-of-state or large corporations would not 
have the interest or community support to develop such voluntary participation. 

This reasoning appears to be sound. An effective MR facility and program 
must have ties with education, recreation, health care and various volunteer 
support services. It is more likely that an individual community corporation 
under independent management would be aware of all local resources and be able 
to obtain extensive community support. 

- Effect of Statewide Policies on Quality -

Public Reimbursement 

One relationship here is certification procedures for facilities. The state has 
the authority to deny reimbursement to any facility not found in compliance with 
federal standards. Presently, these standards focus on the resources of the 
facility, minimum safety and sanitation, and the documentation of standard 
operating procedures. There are no measures of the care actually given or its 
effects on residents. 

As with licensure, it is the conclusion of a recent consultants report (Dr. 
Yong Lee, Progress Report on development of outcome measures for state licensure) 
that such regulations foster paper compliance and do not provide adequate 
information for the administrative process designed to bring about compliance 
with minimum standards. In addition, the only sanction available to reimburse­
ment programs is de-certification. This affects all public patients in a 
facility, requires substantial documentation, and may take a year or more to 
complete. Some possible changes here would be to introduce fines or require­
ments for re-payment of money which would be easier to enforce case by case. 

There have also been concerns that the Medicaid lid on !CF care places demands 
on homes to cut corners to remain below the lid and receive as much "incentive 
payment" as possible. It has been said that homes are unable to adequately and 
flexibly respond to the needs of residents when they do not know whether their 
total expenses will fall below or above the 74th percentile of all homes, even 
if all their care was appropriate and all costs were allowable. The Department 
of Social Services responds that the 5% inflation factor applied every six 
months eliminates some uncertainty, and that they do not place an absolute lid 
on payments but rather a relative one in that 3/4 of all homes recieve full 
reimbursement. 

The facts of budgeting are such, however, that the Iowa legislature expects a 
figure to be designated as the ceiling, and that the Department will remain 
within that ceiling in making payments. Administration of the program becomes 
a matter of adjusting rules and procedures to make the most equitable and 
effective distribution of the funds. 

Quality Assurance and Accountability 

As noted above, the primary problem which has been ident ified in quality 
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assurance is the lack of information on outcome of care. In reviewing the 
·1icensure survey instrument, Dr. Yong Lee who is currently consulting with the 
Department on possible ways to revise the survey, also noted that almost all 
questions were to be answered yes or no, which did not allow for sufficient 
discriminiation of problems or the consistent, comparable documentation of 
problems for administrative procedures. 

Besides revising the survey, other possible changes would be to increase the 
range of administrative and civil options open to the Department in trying to 
bring about compliance. These expanded options might include: 

- requiring a change of ownership 
- requiring that the cost of care be refunded to patients 
- requiring a change of management 

It has also been noted that present regulations approach providers as adversaries. 
The Department is charged with enforcing minimum standards and catching culprits 
who fall below these standards. Expanding the range of administrative options 
and improving the information base would do a great deal to change this and 
place the Department in a position of encouraging quality of care. 

A recently identified issues is the coordination of D.S.S. and Health Department 
activities is monitoring facilities and programs. During the LTC Task Force 
it was suggested that one or the other agency should be given clear lead 
responsibility and should examine both health care resources and the actual 
programming offered. There was concern that while the Health Department appears 
to be taking the lead, they give limited attention to programming. 

Related to this is concern over the quality of care in County Care Facilities. 
There have been suggestions that D.S.S. and the Health Department should coordi­
nate their responsibilities and propose changes to make accountability clearer. 

Cost Containment and Control of Capital Expenditures 

Although not identified in any plan as a problem, it has been stated by Iowa HSA 
officials and persons in the Licensure Division of the State Health Department 
that the restriction of bed supply to the minimum need level severely restricts 
consumer choice and the ability of Licensure to deal effectively with providers. 
In effect, they see providers as having a franchise or a monopoly in a given 
area. It is thus difficult for individuals or the state to attempt to transfer 
persons between facilities. 

These comments have all been based on individual, isolated cases where quality 
of care was poor and there were few alternatives visible. There has been no 
systematic examination of the extent of this problem, or definition of geograhic 
monopolies by service. In addition, it is not clear how much of the problem is 
due to flaws in reimbursement, utilization review and quality assurance distinct 
from those in Certificate of Need. 

This issue should be examined over the next three to five years as part of a 
comprehensive assessment of Certificate of Need. Possible activities would be 

- a patient origin study (also related to access) 
- limited experiments with revised CON standards 
- cost and quality studies. 
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Direct Public Service Policies and Efforts 

There are no identified, specific problems here. A somewhat relate issue is 
state responsibility for assuring the quality of care in County Care Facilities, 
discussed above. Possible issues for future investigation could be 

- professional education and training 
- continuing education. 

Private Insurance and Other Private Policies 

It was noted above that peer review of care was increasing in importance, and 
that there has been a strong effort to involve providers in more public forums 
concerning quality. While there is continued concern that private, professional 
organizations not act as "protection" agencies, there has been considerable 
progress in bringing peer review into the light, improving accountability and 
eliminating restrictive trade practices. 

- State Goals and Objectives Concerning Quality of Care -

GOAL 2: QUALITY OF LONG TERM HEALTH CARE WILL BE ASSURED FOR ALL IOWANS IN 
TERMS OF THE OUTCOME OF CARE. 

Objective 1: All Iowa Nursing Homes will be reporting standardized data on 
the outcome of care on a regular basis as a requirement of 
the licensure process by 1985. 

SRRA 1: The Department of Health will develop and test an instrument 
for measuring outcome of care by 1981. 

LRRA 1: The Department of Health will develop and implement a manage­
ment information system for collecting and reviewing data on 
the outcome of care by 1985. 

Objective 2: All providers of long term health care will be collecting 
some standardized data on assessment of need by 1986, and 
reporting summaries of this information to the Health Depart-
ment. 

SRRA 2: The Department of Health will convene and support a task 
force to develop a minimum set of functional status, health 
status, and demographic data for long term health care. 

LRRA 2: The Minimum Long Term Care Data Set Task Force will report to 
the Health Department by June of 1981. 

Objective 3: The Department of Health will expand its range of administra­
tive actions for quality assurance by requesting authority to 
require a change of ownership where a serious problem with 
quality of care has been shown. 



C. Access to Care 

There are three aspects of access. All are presented in this section, 
though objectives are developed for only one. These aspects are: 

- consumer and provider information; 
- geographic distribution of services; and 
- financial access. 

Each is equally important in determining overall access. Problems which 
have been noted include 

1. A general lack of information on the availability and function of 
non-institutional services. 

2. A concentration of mental health services in large institutions. 
3. A concentration of services for the mentally retarded in the state 

schools. 
4. A concentration of skilled nursing beds in a few urban areas. 
5. A concentration of some rehabilitative and therapeutic personnel in 

two or three large urban areas and the University of Iowa. 
6. An uneven distribution of residential care. 
7. A general lack of diagnostic and assessment services in rural areas. 

Analysis of access to long term health care as a separate issue is fairly 
limited. Both geographic and financial access are usually discussed in 
terms of availability of services to special areas and populations, and in 
terms of the effect of reimbursement. For this reason there is no analysis 
of the effect of each different category of policy on access. 

Analysis of access, especially financial access should be a priority for 
the next two years. Inflation and rapid dislocations of the economy are 
likely to result in changing patterns of need - patterns different than 
those present reimbursement programs were designe to meet. The Department 
of Social Service is now evaluating the need for and cost of adding the 
medically indigent, those with low to moderate incomes and high or catas­
trophic health care expenses, to Medicaid coverage. 

In discussions concerning consumer and provider information, the LTC Plan 
Development Task Force concluded that a consumer guide should not be a 
catalog of services. They felt an attempt to catalog would be expensive and 
soon out-of-date. Such information should be available on a county or 
regional basis, but not the state. The task force felt a guide which 
explained the types of services available, what you could expect from 
providers and where to go for additional information would be the most 
useful. 

Access to information before care is needed and when care is being sought is 
very important. Information on what to expect from services is especially 
important. People who need care are struggling with a sudden or gradually 
accumulated loss of independence, a loss of ability to work or keep a home 
which can not be quickly or completely made right again. It is difficult 
for them or their families to make decisions, to see realistic goals. 
Reactions are many times extreme, denial of the problems or complete sur­
render to them. Families may have had little contact lately with their 
parent or grandparent and do not understand what they can and can not do. 
Expecting too much leads to frustration and feelings of failure as they try 



to help. Expecting too little means a capitulation to the difficulties and 
a guarantee they will grow worse. 

Providers, too, are uncertain about what kind and quality of maintaining and 
rehabilitating care is available. Physicians are often unfamiliar with the 
potential of therapists and noninstitutional nursing services or they are 
unwilling to prescribe these services, to make referrals. Physicians who 
are extremely busy with their medical practice find it very difficult to 
follow the progress of patients in nursing homes. The LTC Task Force 
expressed frustration at requirements for regular visits whether the patient 
needed an examination or not. Lack of physician involvement in long term 
nursing care has been and still is a problem. 

Some home health agencies after many years have established good relation­
ships with local physicians, as have some nursing homes. This trust and 
understanding is essential for coordinated use of long term care services, 
and coordination is absolutely necessary to effective use of services. 

- State Goals and Objectives Concerning Access for Long Term Health Care -

GOAL 3: CONSUMERS AND PROVIDERS WILL HAVE ADEQUATE INFORMATION ON LONG TERM 
HEALTH CARE SERVICES. 

Objective 1: A statewide consumer guide to long term health care services 
will be available to consumers, providers and any interested 
public agencies by 1982. 

SRRA 1: A survey will be conducted by the Department of Health in 
cooperation with the Iowa State Commission on Aging to 
determine the information considered most useful by consumers 
and providers in selecting types of care and specific pro-
viders by March, 1981. 

SRRA la: The Department of health will convene a consulting group of 
educators, providers, and public officials to provide advice 
on the guide. 

SRRA lb: The Department of Health will establish funding for a 
consumer guide to long term health care. 

SRRA le: The Department of Health will coordinate the survey of 
providers and services and production of the guide. 

LRRA 1: The Department of Health will publish the guide by March , 
1982. 

LRRA la: Distribution of the guide will be accomplished through the 
Iowa Commission on Aging, the Iowa Hospital Assoc iation, 
Iowa Association of Homes for the Aging, Iowa Mental Health 
Authority, Iowa Pharmacists Association, Iowa Depart ment of 
Social Services, Iowa Health Care Association , and by t he , 
Department of Health by May, 1982. 
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Objective 2: A counseling manual for providers which focuses on the emotional 
and social support of the person seeking long term health care 
will be available to all providers and interested public and 
private agencies by 1983. 

LRRA 2: The Department of Health will convene a consulting group of 
educators, providers and public officials to provide advice 
on the manual by June, 1981. 

LRRA 2a: The Department of Health will establish funding for the 
counseling manual by January, 1982. 

LRRA 2b: The Department of Health will publish the manual by June, 1982. 

LRRA 2c: The counseling manual will be distributed through the same 
network established for distribution of the consumer guide 
by 1983. 

Objective 3: Indirect measures of access will be developed based on 
information concerning the appropriateness of placements. 

LRRA 3: The Department of Health will obtain data from the Iowa 
Medical Foundation on the appropriateness of placements in 
long term care facilities and hospitals by 1981 . 

. D. Continuity of Care 

Continuity of care or coordination of services is defined here in terms of: 

1. Appropriate movement "up and down" in intensity of care; 

2. Provider acceptance of other services; 

3. Multi-disciplinary assessment of problems; and 

4. The adequate transmission of information on referrals to assist the 
next provider. 

Continuity is the continuous and responsible transfer of information, and 
accurate and timely referrals between services by providers. Actions to this 
end can be distinguished from improvements in access. Continuity focuses on the 
quality of patient care based on the quality of provider cooperation. Access 
refers to knowledge of other services and the appropriateness of referrals. As 
such, access is prior to continuity. Continuity is achieved through mechanisms 
to insure each activity above. 

Obviously, the objective above which calls for expanded assessment services is 
directly related to continuity. Objectives concerning the development of better 
management information and measures on the outcome of care will also contribute. 

In general, the most important problem in continuity is extending and expanding 
the contact between providers. Most discharge planning covers only a brief 
period after the discharge. Discharge support may fade and disappear if contact 
with another provider is delayed a week or two. 



- The Effect of Statewide Policies on Continuity -

Reimbursement 

Both Medicaid and Medicare require discharge plannin~, though Medicare does 
not reimburse this as a separate service nor does Med1caid recognize this as a 
separate allowable cost. Medicaid requires that "The administrator and staff 
shall assist the resident in planning for transfer or discharge through develop­
ment of a discharge plan." (In Administrative Code Section 770-81.5 (249 A)) 
The Medicaid regulations also specify the information which must be transfered, 
though there is no regular review of compliance with these provisions. 

Reimbursement also affects continuity by influencing the range of services 
available to individuals. Where a needed service is not covered, and the 
person can not pay for it, a break in continuity occurs as the preson does 
without or seeks another source of assistance. This can be minimized by provid­
ing more comprehensive coverage (addressed under availability) and by requiring 
some kind of "discharge" or termination of benefits planning. 

Quality Assurance and Accountability ,, 

Iowa's licensure rules also require that certain information be transferred, and 
that the family, attending physician, legal representative, and sponsoring 
agency, if any, be notified prior to transfer or discharge. (Iowa Administra­
tive Code Section 470-58.12(2)) Again, the Department does not regularly review 
discharge planning except on complaints and as the facility complies on paper 
with the regulations. 

Cost Containment and Control of Capital Expenditures 

There are no identified problems or issues. 

Direct Service Policies and Efforts 

This is perhaps the area of state policy with the most impact on continuity. 
The potential of some programs, such as the Community Support Program, have 
already been discussed in terms of the availability of assessment and coordina­
tion services. The coordination of state policy and adoption of common assump­
tions by statewide programs has also been acknowledged. 

The nature and extent of specific coordination problems between public services 
has not been well assessed. One area in which other states have experienced 
problems and which may be troublesome in Iowa is the coordination of in home 
services. 

In Iowa in home-health care is almost exclusively provided by the public sector. 
County public health departments provide home nursing, homemaker-home health 
aide service, and other services. The primary sources of reimbursement are 
Medicare and the county. The State has provided special appropriations to 
expand personnel. The Department of Social Services provides homemaker-home 
health care, chore services, counseling and other support services through 
Title XX contracts. The Area Agencies on Aging and Nutrition Centers provide 
meals and friendly home contacts. 

Each funding source has different eligibility requirement s , service coverage, 
and total budgets. Each agency provides different training to its personnel . 
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The result is, or can be, many situations in which care is terminated and not 
picked up, two are giving care at the same time without knowing of the other, or 
providers are giving care based on separate, differing assessments. 

In addition, some home health nurses are uncomfortable with the training that 
homemaker-home health aides receive who are not connected with a home health 
agency. The observation has also been made that without a nursing plan of care 
to refer to, an independent aide may find themselves attempting to handle 
problems they were not trained for. 

Finally, the state can make an important contribution to continuity in planning 
for services. As noted in the introduction, there are many programs with 
responsibility for health care and health related services. The decision in 
writing this plan was to focus on health care services, recognizing the great 
importance of health and activity support services. The possibility of integrat­
ed human services planning was mentioned. 

In the future, it will be vital for the state to develop some more coordinated 
system of planning and budgeting for human services. (41) Improvements in the 
quality of services and in health status will only occur if the interaction of 
health care and social services is considered. Restraint in the growth of 
program budgets will only have a chance if agencies evaluate overlapping 
services and gaps in an intergrated planning process. 

The objectives included here are modest steps to achieving these ends. They 
call simply for opening and strengthening lines of communication between agencies 
and comparing long range goals and problems. 

Private Insurance and Other Private Policies 

There are two issues here, the completeness of coverage of an individual health 
care policy and the potential active role of insurers in transferring information 
between consumers and providers. Neither has been adequately assessed and 
should be a priority for plan development. 

- State Goals and Objectives Concerning Continuity of Care -

GOAL 4: THE CONTINUTIY OF LONG TERM HEALTH CARE WILL BE ASSURED FOR ALL CONSUMERS. 

Objective 1: By 1986, all providers of in-home health care will participate 
in a coordinated assessment and referral system. 

SRRA 1: The State Departments of Health and Social Services will 
collaborate with the Commission on Aging to assess all 
current program standards and procedures for in-home services. 

LRRA 1: The State Department of Health and Social Services and the 
Commission on Aging will develop and sign agreements for the 
exchange of client information and coordination of services 
by 1982. 



Objec ve 2: The Department of Health will assess problems with discharge 
planning and continuity of care for all long term care 
providers. 

SRRA 2: The Department will the consult with the Iowa Foundation 
for Medical Care and survey Home Health Agencies on this 
question. 

LRRA 2: The Iowa Foundation for Medical Care will conduct a quality 
assurance study to evaluate discharge planning in nursing 
homes and make its findings available to the Health Depart­
ment by 1982. 

Objective 3: The State of Iowa will have a more integrated process for 
human services planning by 1986. 

SRRA 3: The Department of Health will communicate this objective 
to all relevant state agencies, the legislature, and the 
Governor's office to solicit their comments and suggestions. 

SRRA 3a: Based on the comments and suggestions received the Health 
Department will draw up priorities for developing a more 
integrated human service planning process. 

E. Cost of Care 

The cost of long term health care is an issue running through the analysis of 
most issues in this chapter. It is a highly visible concern in most public 
debates on quality, accountability and availability of services. On examining 
health status and population data, it is easy to see why. 

The dominant health problems in the future will be chronic and long term 
delibilitating illness. Both changing disease patterns and the rapidly growing 
number of elderly and frail elderly dictate that this will be so. Public money 
is and will continue to be a majority of all funding for long term health care, 
most likely growing as the cost of care increases beyond individual means 
Thus, the issue is actually cost-containment. 

The Congressional Budget Office indicates that government expenditures for 
nursing home care alone will doubl e by 1985, approaching 22 billion dollars, 
and that 2.5 million more nursing care beds, twice the present number, will be 
needed if present trends and policies do not change. (42) Costs in Iowa 
are presented in tables 13 and 14 or have been previously cited. 

No separate goals for cost are presented here. Many of the objectives above 
speak to the range and effectiveness of services, both significant variables 
affecting cost. The objectives and actions concerning reimbursement address the 
accountability of providers, t he third important factor in cost and cost contain­
ment. As more analysis is done, separate cost objectives may be developed. 

- The Effect of Statewide Policies on Cost -

Reimbursement 

Most discussion of problems with cost associated with reimbursement focus on 
treatment of interest , depreciation, inflated sales prices and payments to 
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investors. Concerns have been raised by HSAs and other that: 

1. Medicaid provides no limit on interest charges (other than the per 
diem cap); 

2. Medicaid cash payments for depreciation are not invested in the 
facility but used to cover principal payments and make payment to 
investors; 

3. Mediciad has not assessed inflated sales prices in reimbursing for 
property costs. 

The Department of Social Services has filed a rule which would require indepen­
dent assessment of the value of a facility. Reimbursement would be based on the 
lower of sales price or assessed value (unless the sales price were nominal as 

. to a charitable organization). Depreciation payments would be made on the new 
value of the facility minus any previous depreciation paid. 

The major criticism of present reimbursement is that is creates a large cash 
flow based mainly on the real estate investment involved and not on services 
provided. This is an incentive for rapid turnover and re-financing of homes, 
with investors taking as much money out in the mean time as possible and still 
maintain minimum quality. Profit is not related to service given. 

Recently proposed Medicare regulations requiring extensive, standardized cost 
auditing and service data of home health agencies could add much to administra­
tive costs, especially for smaller agencies. There has been very little public­
ity regarding these proposals. The Health Department has responded as quickly 
as possible that the proposed rules should not be implemented. Because the last 
date for comments was April 30, it is not certain how many other comments can or 
will be sent in objecting to these rules. 

Quality Assurance and Accountability 

The effect of compliance with licensure and certification on the cost of care 
has not been carefully assessed. It has been observed that present licensure 
surveys are cumbersome and time consuming to administer, both for surveyors 
and facilities. Present survey time is from one and a half to three days per 
facility. 

Cost Containment and Control of Capital Expenditures 

It has been suggested that Certificate of Need has contributed to rising nursing 
home costs, because providers have a franchised monopoly in an area. There is 
no hard evidence to support this. Also, as noted before, total public reimburse­
ment for nursing home care has increased more slowly than other services. 

Direct Service Policies and Efforts 

No disproportionate inceases in the cost of direct public services have been 
noted. Most programs are now operating under budget cuts or freezes. One 
possible effect of public provision of service has already been noted for home 
health care, with Iowa recording the lowest per visit Medicare charge in the 
country in 1978. 
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PERCENT DISTRIBUTION OF NURSING HOME RESIDENTS WITH SPECIFIC PRIMARY DIAGNOSES. 
REASON FOR ADMISSION. CHRONIC CONDITIONS, FUNCTIONAL IMPAIRMENTS. AND DEPENDENCY: UNITED STATES. 1977 I 

Primary Diagnosis % of All Residents ' 
Chronic Conditions and Impairment~ % of R~s1dents with _kOnd1tion b 

1. Diseases of the 39.6 1. arteriosclerosis 47.0 

circulatory system 2. heart trouble 34.4 

- arteriosclerosis 20.3 3. senility 
32.0 

- stroke 7.9 4. chronic brain syndrome 25.0 

- other 11.4 5. arthritis and rheumatism 25.0 

6. constipation 24.0 

2. Mental disorders 20.4 7. hypertension 20.9 

and senility 
without psychosis 8. edema/chronic dermatitis 17.9 

- chronic brain 7.3 9. stroke 
16.4 

syndrome 10. diabetes 14.5 

- psychosis other 4.4 
than senile 

- other 8.7 Functional Impairments i of Residents Impaired b 

3. Diabetes 5.5 1. No dentures 37.5 

- 2. Depressed or withdrawn 35.3 

c:.-.:: 4. Arthritis and 4.3 3. Agitated, nervous, h,yperactive 33.8 

-
~ 

rheumatism 4. Vision 
28.4 

~~ 
5. Hearing 

26.7 

5. All C\ther 23.3 - partially impaired 21.7 

- severely impaired 5.0 

6. Unknown 6.9 or completely lost 
-

• 

100.0 6. Speech 23.4 

- partially impaired 12.3 

- severely impaired or 11.l 

Reasons for Admissions % of All Residents 
completely lost 

7. Abusive, aggressive or 17.0 

1. Poor physical health 78.0 disruptive 

2. Mental illness 6.7 8. Wandering 11.4 

3. Social reasons 5.4 9. Corrrnunication 14 .2 

4. Economic or other reason 3.8 - nonverbal 9.8 

5. Mental retardation 3.7 • - does not convnunicate 4.4 

6. Behavioral problem 2.0 
99.6 

a. Nation~1 Nursin Home Surve - 1977 Surnnar for tne united States, DHEW Pub. No.(PHS} 1794, 
at sties. an Tee no ogy, Nat ona enter for Health Statistics, 

Hyattsville, MO, July 1979, Tables 20. 21 and 22. 

b. Percents add up to more than 100 because residents had more than one condition or impairment. 



Selected chronic conditions causing limitation of activity, according to degree of limitation, sex, and age: United States, 1976 

(Data ere based on household interviews of a sample of the civilian noninslitutionalized populationl 

Chronic condition 

Number of Hyperten• Impair-

Activity limitation, persons Arthritis Heart 
sion Mental Impair- ments Visual Hearing 

sex, and age limited in and condi- without Diabetes and Asthma 
ments of lower impair- impair• 

activity rheumatism tions heart nervous of back extremi• ments mcnts 
involve- conditions or :,pine ties 

ment and hips 

All degrees of activity limitation 
Percent of persons limited in artlvity because of specified condition 

Both sexes, all ages --------- 30. 175,062 16 8 15.7 6.9 5.1 4.9 4.8 7.5 6.1 5.4 2.5 

Under 17 years ---------------------· 2,266,695 •1 .0 2 .4 •o.J •1 .0 6.7 20.1 3.2 6 .9 3.7 5.2 

17.......,. yeers ·---------------------·--- 7,512.474 6.8 4.8 3.4 2.3 5.9 5.9 13.9 8 .0 4.2 2.7 
45-64 years ____ • __ ___________________ 10,504,689 19 6 19.0 9.0 68 5.7 3.4 7.9 5.6 4.0 1.9 

155 yeers and over ------------------- 9,891,204 24.9 23.4 8.9 6.3 3.0 2 .1 3.3 5.0 8.2 2.4 

Male, all ages --·-- ·-----------· 14,564.509 11 .4 16.7 4.8 4.8 4.4 . 4.9 7.2 6.7 5.7 28 

Under 17 years 
• 21.2 3.8 5.2 

·--------------------- 1,279,389 •o.4 •2.5 •o.4 • 1 .1 8.1 •1.5 7.4 

17-44 years ______________ -----------· 3,777,280 4.9 3.9 2.4 1.8 5.5 5.3 13.3 10.2 5.7 3 .2 

4S-64 years---- ·--·-- --------------- 5,182,145 14.9 ~2.2 6.8 6.9 4.7 2.7 8.0 6.3 4.8 2.6 

65 years and over -------------------· 4,325,695 16.3 25.3 6.1 6.2 2.0 2.2 2.7 4.0 7.6 2.0 

Female. all ages --------------·· 15,610,553 21.7 14.8 8.9 5.2 5.4 4.8 7.9 5.5 5.0 2.2 

Under 17 years -----------------· --- 987,306 •1 .9 •2.2 ·0.2 •0.9 5.0 18.6 5.4 6.2 3.6 5.1 

17-44 years ------·--·--------------· 3,735,194 8.6 5.7 4.5 2.7 6.3 6.5 14.5 5.8 2.6 2.1 

.ilS-64 years ----···-·····------·····-· 
5,322,544 24.2 15.9 11 ., 6.7 6.6 4.0 7.9 4.9 3.2 1.2 

65 years and o\'er ·------·-··---- _____ 5,565,509 31.6 22.0 11 .1 6.4 3.8 2.0 3.8 5.7 8.6 2.7 

limited but not in major acti\'ity 

Both sexes, all ages ----·----· 7,495,791 13.0 6.1 5.2 3.2 3.4 7.2 8 .0 8.2 6.1 4.6 

Under 17 years ·················-··-· 1,087,587 •1 .3 •J.0 •o.5 • 1.4 6.1 19.1 5.4 9.3 4.3 5.6 
17-44 years __________________________ 2,843.947 7.2 3.1 2.9 2.4 3 .7 8 .2 12.2 10.8 5.6 4.1 

4!>-M years ---·····--·-------·-··-··· 2,264.578 18.4 8.8 78 4.9 2.6 3.8 6.9 6.5 4.7 4.2 

65 years and over -------------------· 1,299,879 25.7 14.0 9.6 3.4 •1.6 •o.s 3.0 4.9 11 .2 5.6 

Limited in amount or 

kind of major activity 

Both sexes, 111 ages ---------- 15,210,160 18.3 16.3 7.8 5.0 4.7 4.6 8.8 5.3 4.2 1.8 

Under 17 yeara ---------------------- 1,058,928 •0.1 •1 .9 •0.2 •o.7 7.5 22.6 •0.1 4.2 •1,7 4.9 

17-44 years ----·-·-------·-·--------· 3,721,693 6.8 5.4 4.0 2.3 5.4 4.7 16.5 66 3.? 1.8 

4S-64 years ·--------------------·--·· 5,671 ,034 20.7 19.9 9.5 6.9 5.3 3.4 9.3 4.8 3.2 1.2 

85 years and over -------------------- 4,758,505 28.4 23.9 10.5 5.9 2.9 1.9 4.1 5.0 6.5 1.7 

Unable to carry on major activity 

Both aexes. all ages ---------- 7.469, 111 17.5 23.4 6 .8 1.0 ~ 7.0 3 .0 4.4 5.6 7.2 1.9 

Under 17 years 120,180 •1 .7 •1 .4 • - • - •5.7 •7.1 •4.2 •9.0 •15.1 •3 2 
------, ----------... --- -· 

17-44years --------------···-------· 946.834 5.8 7.5 •2.1 •1.9 14.5 •3.7 8.4 5.3 3.7 •1.8 

4S-64 years --·--·-··--------···-···-· 2,569.077 18.2 26 2 8.7 8. 1 9. 1 2.9 5.8 6.5 5.0 1.4 

65 years and over -------------------- 3,833,020 20.4 26. 1 68 7.1 3.6 2.7 2.5 5.0 9.2 22 

SOURCE: Division of Health Interview Statistics, National Center for Health Stati1tiC$: Data from the Health Interview Survey. 

Reportea in Health - 1978, D.H.E.W., p. 236. 
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PRIOR LIVING ARRANGEMENT OF NURSING HOME RESIDENTS: 

Arrangement 

1. Admission from another 
health facility 

2. Lived with others 

3. Lived alone 

4. Unknown or other 

UNITED STATES, 1977 

% of Residents 

54.0 

23.7 

13.7 

8.3 

99.7 

Source: Vital and Health Statistics, Series 13, Number 13, National Nursing 
Home Survey, Table 23, P. 44. 

J47 



1. 

2. 

3. 

4. 

5. 

6. 

.. 

c....~ 
~ ,,~ 
--· 

1967 

% of persons with 11.5 
limitation in 
activity due to 
chronic conditions 

% of persons with 8.7 
limitation in major 
activity due to 
chronic conditions 

% of persons under 2.1 
17 with limitation 
in activity due to 
chronic conditions 

% of persons 17-44 7.3 
with limitation in 
activity due to 
chronic conditions 

% of persons 45-64 18.9 
with limitation in 
activity due to 
chronic conditions 

% of persons 65+ 46.3 
with limitation in 
activity due to 
chronic conditions 

Table 4 

Trends in Disability and Chronic Conditions: United States 1967-1978 

1968 1969 1970 1971 1972 1973 1974 1975 1976 1977 

10.9 11.6 11.8 12.3 12.7 13.5 14.1 14.3 14.3 13.5 

9.2 9.1 8.9 9.3 9.6 10.2 10.6 10.8 10.8 10.4 

2.3 2.6 2.7 2.9 3.0 3.4 3.7 3.7 -- 3.4 

7.5 7.5 7.7 7.8 8.3 8.5 8.8 9.0 -- 8.1 

19.8 19.2 19.8 20.5 21.1 23.3 24.1 23.7 -- 23.1 

46.1 42.4 42.1 43.7 43.2 44.1 45.9 46.7 -- 43.0 

Source: Current Estimates, Series 10 of the Vital and Health Statistics Series , 1967-1978 
compiled by the Office for Health Planning and Development, Iowa State Health Department. 

1978 % Change 

14.2 +23 

10.6 +22 

4.2 +100 

9.1 +25 

24.3 +28 

48.2 +4 



. -- . - -

PERCEr,T AND NUMBERS OF INDIVIDUALS WHO MAY BE ELIGIBLE FOR PROGRAM$ FOR INDIVIDUALS WI!H DEVELOPMENTAL 
DISABILITIES BY MAJOR LIFE ACTIVlTlES FOR IOWA AS DERIVED FROM THE SIE CENSUS SURVEY 

Total-U.S. 

Iowa 

Area 1 
2 
3 
4 
s 
6 
7 
8 
9 

10 
11 
12 
13 
14 
15 
16. 

Capacity for Learning Economic Expressive & Self-direction Self-care Mob11 i ty 
1 ndependent sufficiency receptive 

living language 
Percent of Percent of Percent of Percent of Percent of Percent of Percent of 
population population population population population population population 
20-64 years 5-64 years 20-64 years 5-64 years 5-64 years 20-64 years 20-64 years 

1.90 1.64 1.49 1.22 .56 .37 .34 

1.58 1.50 1.03 1.26 .S3 .32 .29 

778 1,08S S07 911 383 157 142 
1,336 1,771 851 1,488 625 264 239 
1,275 1,739 831 1,461 614 258 234 
1,408 1,931 918 1,622 682 285 255 
1,019 1,378 664 1,157 486 206 

892 1,218 582 1,023 430 180 103 
2,073 2,848 1,351 2,392 1,006 420 300 
1,784 2,562 1,163 2,152 905 361 327 
1,759 2,456 1,147 2,063 867 356 322 
2,930 4,333 1,910 3,388 1,425 593 537 

·4,973 6,730 3,242 5,653 2,378 1,007 412 
745 1,030 485 865 364 150 136 

1,600 2,194 1,043 1,843 775 324 293 
509 681 332 572 240 103 33 

1,275 1,711 833 1,437 604 258 234 
1,030 1,399 671 1,175 494 208 189 

PERCENT OF NON INSTITUTIONALIZED INDIVIDUALS FROM 5-64 YEARS OF AGE WHO ARE \ 

• 

MENTALLY RETARDED, HARO OF HEARING, DEAF, SPEECH IMPAIRED, HAVE A SERIOUS DIFFICULTY 
SEEING, ARE EMOTIONALLY DISTURBED, OR ORTHOPEDICALLY HANDICAPPED, WHICH CONDITION 
STARTED PRIOR TO BECOME 22 YEARS OF AGE 

Total popu­
lation 5-64 
tears 

Ment. Hard Deaf Speech Diff. Ernot. Orthop. Total 
ret. of Impair. Seeing Dist. handic. 

hear. 
I 

Nuni>er s 

Total U.S. 181.848.000 100 .43 .28 .09 .09 .21 .13 .37 1.60 

Iowa .43 .28 .10 .06 .29 .10 .24 1.50 

The following represents nuni>ers of individuals based on the above percent • . 
Area 1 72.336 311 202 72 43 209 72 173 1085 

2 118.102 509 330 118 70 342 118 283 1771 
3 115,978 498 324 115 69 336 115 278 1739 
4 128.789 553 360 128 77 373 128 309 1931 
s 91.869 395 395 91 55 266 91 220 1378 
6 81,235 349 227 81 48 235 89 194 1218 
1 189,876 816 531 187 113 550 189 455 2848 
8 170.853 734 478 170 102 495 170 410 2562 
9 163.760 764 458 163 98 474 163 393 2456 

10 268.912 1106 752 268 161 179 268 645 4033 
11 498.681 1929 1256 448 269 1301 448 1076 6730 
12 68.728 295 192 68 41 199 68 164 1030 
13 146,290 679 409 146 87 424 146 351 2194 
14 45,465 195 127 45 27 131 45 109 681 
15 114.075 490 319 114 68 330 114 273 1711 
16 93.277 401 261 93 55 270 93 223 139 

• 

349 

\ 
I 
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Table 6 

Number and percent distribution of nursing home residents by dependency in activities of daily living and index or dependency in activ1t1es of daily 
living, according to selected health statuses. United States, 1977 -Con. 

Health status• 

Total 

PRIMARY REASON 
FOR CARE 

Poof plly-,ieat t,ealth• .. . .. 
Mental ,llness . . .•..••. . 
Mental reiardation .. .. . .. . 
Behav,()(at p,cbiem . . .. .. . 
Socidl reaSOI\ . . 
Economic or oth<'r reason ..... 

PRIMARY DIAGNOSIS ~T 
LAST EXAMINATION 

Qli.eases of !he 
Q!~la:o,y system 

Total ..... .. 
Congesllve hoar1 failure .. 
ArtenosctcrOS1s . . . . . .... . . 
Hypl'<lens,on . . . . . . 
Stroke .. . .. 
Heart attack. 1schen11C hedft 

disea~e 
Other . 

Mental d1.ordr.r1 and SC,WIIX 
w,lhoul llS\chgSIS 

Total 
Senile IX)ChoS1S . . • . 
Other psychoSIS . .. ... 
Chronic brain syndrome . . . • . 
Semhty without psychosis . .. .. . 
Mental retlrdat,on 
Alcoholism and other 
mental 01,;crdcrs .. . .. 

Qiher diagnoses• 
Total 

Olsedses ot the muscufo. 
skeletal system and 
connectrve bssu~ 

Arttv1l1s and rheumabsm •. 
Diseases of the nen,oos 
system and sense organs· 
Panunson·s cisease •. . .. 

Acodents. Potsonmgs, and 
YIOlence: 

Hip fracture .. .. . .. .. .. 
Other bone fracture ........ 

Endocnne. nu1ntJonel. and 
metabolic diseases; 
Diabetes ............... . .. . 

Neoplasms: 
Cancer .. ............... . .. . 

Diseases of the reSl)tfalo,y 
system 

Total 
Qtaonosis unt-OQWll' 

Total 

All 
residents 

1000 

1000 
100.0 
1000 
100.0 
1000 
100.0 

100.0 
1000 
1000 
100.0 
100.0 

100.0 
100.0 

R8Q1Jt(8S 
&SSISlante 
,n bathing 

663 

902 
1oe 
79.1 
87.6 
695 
63 t 

90_.2 
89.9 
91 1 
76 7 
95.8 

912 
83.3 

ueoendency 1n actMIJcs of daily Irving l.--- lndei of dependcricy 1n actrv,110s of '1,11ly IMn'.J' 

Requires 
l$S1St&nce 

111 dress,ng 

694 

H8 
489 
S!i.9 
75.6 
454 
39 3 

75.6 
72.5 
761 
58.6 
878 

67.4 
660 

Requwes 
asS1stance 

in us,ng 
todet room 

52.5 

591 
265 
29 4 
48 9 
24 8 
26.5 

580 
52.6 
568 
338 
79 3 

482 
50.6 

Mob1hty­
walks only 

w,th 
ass,stance 

or IS 
chalrlast 

or bedfast 

66.1 

75.U 
24 5 
31.6 
43 9 
42.9 
34.2 

72.3 
698 
69 8 
535 
902 

65.-1 
73.3 

Conllnen<:e­
d1Hiculty 

W11h bowel 
and/Of 
blallde< 
control 

45.3 

496 
'l7 7 
32 3 
51 2 
25.3 
24 7 

51.1 
47.6 
519 
31 2 
64.3 

38 5 
45.5 

Requ11es 
1SS1Stance 
in eat111g 

tlot 
dependent 
1n t,a1h,ng, 
drl','11119, 

UStlY.l tOilet 
room, 

mob1hty 
continence, 

Of eahnq 

PCfcent distribution 

32.61 9 6 

36,21 
205 
18 0 
364 
156 
152 

360 
256 
36.9 
19.6 
50.'I 

28.6 
27 4 

5.8 
262 
17.2 

• 
22.8 
323 

6.0 

5.5 
15.8 

• 

Dependent 
1n 

only 1 
ICIIVlly 

12.4 

99 
222 
21 2 

• 
22 7 
22 2 

10.1 
11 8 
10.1 
170 
5 1 

• 

Ollpendent 
lfl bathing 

and 1 
addihonal 

actMty 

12 2 

11 1 
17 7 
19 9 

• 
17 4 
12.1 

1J.6 
14.2 
126 
16.9 

• 

• 

Depend.Int 
tn bathing. 
dlesS1ng. 

and I 
addttJOnal 
aclMty 

6.5 

8.7 
6.6 

• 
• 
• 
• 

9.0 

9.7 
• 

6.4 

• 
• 

r>ependent 
rt bathrng 
dressing. 

usmg to,let 
room. and 1 

addruonal 
&Ct'V1ty 

9.6 

10 7 

• 
• 

100 
103 
9.7 

• 
10.1 

• 

Dependent 
,n l1athlng. 
drCSSlnQ 

using l0tlet 
room. mobll• 

•ti. and 
t addltJonal 

ectrv,ty 

15.6 

17 9 
• 
• 

82 , 

169 
17 8 
15.6 

• 
24.8 

• 

--, -
09pendont 

tn 
all 6 

aclJV!Ms 

233 

26 4 
12 4 

• 
20.'.l 
92 

12.0 

27 7 
204 
281 
12 7 
40.8 

208 

Othe<' 

89 

94 

• 
83 

86 
103 
37 

• 
6.8 

• 

, 100.0 81 .6 64.8 448 47.1 43.1 32.4 IS.SI 15.3! 14.31 8.31 6.11 I0.6i 2311 68 
I 1000 88.5 815 590 59.7 651 474 •I •I . , ·I ·I ·1 345

1 
• 

100 0 61 4 39.6 15 5 20.2 17.6 10.0 
100.0 92.7 81.8 65 8 65 3 57.9 48 8 
100.0 95 0 75 8 55.1 63 6 58.6 37.8 
100 0 79.7 55 7 34.4 31 .6 33.7 22 7 

100.0 I 65.9 I 44 4 • 35.3 23.1 • 

34.9 
5.9 

• 
17.9 

25 ~ 

221 
8.4 

• 
21.3 

23 1 

17.6 
95 

• 
18.7 

• 

• 
96 88 14.4 

• • • 

• • 

• 
35 7 
32 5 
14 1 

• 
76 

• 

I 100.01 86.91 67.91 53.01 1261 42.01 29.91 1.91 12.41 11.91 8.21 11.11 11.sl 1941 11.0 

1000 

100.0 

1000 
100.0 

1000 

100.0 

1000 

1000 

88.8 

95.4 

89.7 
94.2 

86.0 

872 

775 

751 

.. 
70.0 

78 1 

81.9 
TT.4 

62.7 

68.4 

S09 

55.7 

532 

668 

73.7 
59.9 

44.3 

51.3 

39 !> 

41 7 

83.2 

83.0 

939 
77.7 

66.1 

68.9 

59 2 

561 

284 

53.8 

46.3 
• 

38.4 

'5.8 

345 

336 

262 

47.9 

29.4 
• 

25.5 

~ .1 

220 

262 

• 

• 

• 

89 

• 

16.8 

20 1 

• 

• 
• 

17.6 

• 

192 

16 1 

13 1 

• 

• 
• 

13.6 

• 

• 

10 7 

10.4 

• 

• 
• 

7.4 

• 

7.~ 

18.0 

18.1 
• 

10.0 

• 

• 

7.5 

17 7 

• 

27.6 
• 

15.8 

• 

13.61 

127 

33.9 

204 
• 

15.6 

23.6 

• 

17.0 

13.6 

• 

• 

11.2 

• 

• 

7.5 

• 

• 
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Location of County Facility LTC Beds. 
Figures taken from 1979 State Mental Health Plan. 

Tabl e 7 

OSCCOLA DICKINSON 

~ IMITCHCLL !HOWARD IWINNeSHICKIALLAMAKEE~ 

EMMET HOSSUTH WINNEBAGO WORTH 

38 35 45 26 40 
80 I 51 

SIOUX I O'IJRl£N JCLAY IPALO ALTO I l"ANCOC,C CERRO GORDO 
38 FLOYD CHICKA-SAW 

• I I 60 45 I I 51 100 I 23 iFAY£TTE !CLAYTON 

j FRANKLIN 181/TLER BREMER 

(

PLYMOUTH 

58 

CHEROK~£ IBIJENA VISTAIPOCAHONTASIHUMBOLDT !WRIGHT 

50 59 
BLACK HAWl<.IBUCHANAN jDELAWAR£ \ DUBUQUE"" 

80 80 
'"" 

- -

W~BST£1f 

HAMILTON IHAROIN GRUNDY 

"000,,URY t.DA SAC 
L.. 

CALHOUN ... i.. ... - *270 I 53 60 52 

120 25 **125 I 30 26 
TAMA BENTON IL/NH JONES 

MONONA CRAWFORD 
STORY MARSHALL 

CARROLL I GR££N£ I BOON~ 
40 248 49 

14 37 40 111 76 64 39 
CEDAR 

HARR/SOIi SHELB'I' IAVDUBON{ GUTHRIE I DALLAS POLK JASPER POWESHIEK IIOWA JOHNSON 54 

la L 
40 

'- '-
40 78 113 50 64 114 

MUSCATINE 

'-.POTTAWATTAMIE. ICASS 

I I 44 43 

ADAIR 
MADISON I WARREN """"'I MARION MAHASKA I KEOl<t/K WASHINGToi/ti 

50 60 

I 88 r 
LOUISA 

/IIONTGOMDf'li ADAMS UNION CLARKE LUCAS MONRO£ WAPl!LLO 1,1£,-FERSON IH~NRY 
MIU.S 

37 51 15 53 106 50 

39 ~ 

" f 
s 50 

'FREMONT I PAGE TAYLOR RINGGOLD DECATllR WAYNE APPANOOSE IDAVI.S VANl!JUR~N 75 f 
LE£ ~' 

() 

( 24 l 44 

CP - 14807 

27 

*Includes 
**Includes 

15 58 48 

120 beds in the county health care facility. 
24 beds in the county mental heal th unit. 

' 

154 

I 

32 " JACICSON 

CLINTON 

- -
scoTT '­JI 

j 
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Intermediate Care Nursing Beds (Exi.sting and Approved - Apr i l 
1979) Per 1000 Elderly (as of July 1978)-Medicare Enrollees 

Tabl e 8 

1 

lw1NN~sH1£KlALLAMAKEE~ 
LYON ! OSCEOLA DICKINSON £MMET l<OSSUTH WINNEBAGO WORTH MITCH£LL !HOWARD 

70 81 62 130 97 100 142 I 100 I 80 , 113 

SIOUX O'BRIEN CLAY PALO ALTO 67 
HANCOCK CCRRO GOROOI FLOYD !CHICKASAW 

I I I 84 102 84 I 89 I I 84 I 81 I 97 I 82 (FAY£TT£ \CLAYTON 

I PLYMOUTH CH~ROK~C I BUENA Y7STA I POCAHONTAS! HUMBOLDT I WRIGHT FRANKLIN IBl/TLER BREMER 72 86 

84 '--81 93 114 107 
90 117 90 104 

WCB$T£11 
BLACK HAWK \BUCHANAN ID£L.AWAR£ \ DUBUQUE"" 

"00D6URY 

80 
to.A 

113 

SAC 
L.. 

• 

MONONA CRAWl'ORO 

125 71 

103 

CALHOUN 
L. 

104 
.. 

106 

HAMILTON !HARDIN 
L.. .. 

80 79 

CARROLL I GREEN£ I BOON~ STORY 

106 76 110 93 

GRUNDY .. 
90 79 79 80 77 

TAMA IIENTON LINN JON£S 

MARSHALL 

78 100 48 64 I 75 
CEDAR 

1HARRISOt,I SHELBY IAUDUB0Nf GUTHRIE !DALLAS POLK JASPER POWESHIEK l!OWA JOHNSoiv7 

96 

CP-14907 

102 103 73 112 88 59 84 91 I 96 75 I 
L.. ... .. MUSCATINE 

POTTAWATTAMI~ CASS ADAIR MADISON WARREN ~MARION MAHASl(A I KEOXUK I WASHfNGT~ 101 
Lr 

70 89 103 134 134 

MILLS MONTGOM£RYI ADAMS UNION CLARK£ LUCAS 

134 91 62 85 70 70 
tFlfEMONT PAGE TAYLOR RINGGOLD DECATIIR WAYNE 

98 90 87 123 118 74 

65 96 I 64 I 108 

MONRO£ WAPCLLO JEFff~SON IHENRY 

61 86 76 102 
14PPANOO:S£ I DAVIS VANBUR~N 

LE£ 

62 72 80 
82 

' 

• 

LOUISA 

108 

" r-,,· 

92 f 
~ 

f?~' 
'ci 

I 

69 
JACKSON 

CLINTON 

80 

s, orr 
76 
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LYON 

21 

SIOUX 

/PLYMOUTH 

27 

"0008URY 

19 

MONONA 

7 

Residential Care Beds (Existing and Approved as of April, 1979) 
per 1000 Elderly (as of July, 1978)-Medicare enrollees 

DICKINSON I EMMET KOSSUTH I WINNEBAGO I WORTH 
MITCH~LL !HOWARD IWINNCSHt£KIALLAMAl<EE~ 

I 
OSCEOLA 

16 21 20 12 28 33 35 

O'BRIEN CLAY PALO ALTO HANCOCK CERRO GORDO FLOYD CHIC~AW 

22 24 38 15 25 30 I 31 19 FAYETTE CLAYTON 

BREM£Fl FRANKLIN !BUTLER 
CHEROKEE IBVENA VISTA IPOCAHONTASI HUMBOLDT I WRIGHT 

25 29 \ 

Table 9 

18 9 53 '-.. 

8 

/DA .... 
SAC 
L 

CRAWFORD 

32 

40 25 
WCBSTER 

CALHOUN ... .. HAMILTON !HARDIN GRUNDY 
I- L,, .. 

30 
37 13 77 28 TAMA 

CARROLL. I GREEN£ I BOON~ STORY MARSHALL 

30 20 64 28 25 

BLACK HAWKIBUCHANAN DELAWARE DUBUQlJ£"" 

24 24 28 27 

BENTON LINN JONES 

28 

12 13 19 19 CLINTON 

CEDAR 26 
JOHNSON 

.JACKSON 

HARRISON ISHELBY !AUDUBON! GUTHRIE I DALLAS POLH JASPER POWESHIEK IJOWA 
30 

) 
~ 

1 o I 70 I 67 I 16 I 56 18 2 18 27 22 
.... '- .. MUSCATINE \ 

POTTAWATTAMIE CASS ADAIR MADISON ,WARREN """"iM.ARION MAHASKA I K£0XUI< WASHINGT<>N\ 

22 
9 25 10 40 35 30 7 49 LOUISA 

26 

MILLS 

I 25 

MONrGOMortl ADAMS 
MONRO£ !WAPELLO \JEFFERSON IH£NRY 

27 49 

VNION 

6 

CLARKE ILUCAS 

72 6 27 
FREMONT I PAGE TAYLOR RINGGOLD !DECATUR IWAYNC APPANOOSE I DAVIS 

t.,' 
~ 

22 I 26 I l 
VAN BVRl!N I 34 .f, 

LE£ c 
() 

15 12 15 20 4 50 28 I 
35 

CP-t-&807 

' 
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\ge of Residents 

<65 

65-74 

75+ 

Total 

Age of Residents 

<65 

65-74 

75+ 

Total 

Use of Intermediate Nursing Care Facilities In Iowa - 1979 

Male 

936 

1,274 

5,594 

7,804 

Number 

Female 

1,248 

2,068 

16,719 

20,035 

27,839 

*O.P.P. Projections 

% 

Male 

3.4 

4.6 

20.1 

28.1 

99.9 

Rate/ 1000 Population* ' 

Female Male Female 
-

4.5 .74 .97 

7.4 13.6 17.3 

60.0 95.9 160.5 

71.9 45.2(65+) 84.1(65+) 

68.3(65+) 

Use of Residential Nursing Care Facilities In Iowa - 1979 

Male 

1,598 

612 

874 

3,084 

Number 

Female 

1,221 

578 

1,886 

3,685 

6,769 

Male 

23.6 

9.0 

12.9 

45.5 

99.9 

% Rate/1000 Population 

Female Male Female 

18.0 1.3 .9 

8.5 6.5 4.8 

27.9 14.9 18.9 

54.4 9. 8 (65+: 11. 0 (65+) 

10.5(65+) 

Source: 1978-79 Iowa Department of Health Licensure Surveys 



I. Q. 

lildly 
tetarded 

lildly 
letarded 

loderately 
:etarded 

loderately 
,etarded 

oderately 
etarded 

everely and 
rofoundly 
etarded 

"' . 

Functional Abilities 
{Activities of 

Daily Living) 

All major Activities 
of Daily Living or 
minor limitations 

All major Activities 
of Daily Living or 
minor limitations 

All major Activities 
of Daily Living or 
minor limitations 

All but one or two 
Activities of Daily 
Living 

Unable to perform more 
than two Activities of 
Dai 1 y Li vi ng 

Able to perform three 
or fewer Activities of 
Daily Living 

Supervision Required 
(for behavioral problems) 

Now Prognosis 

I 
Minimum 1 Improve or 

I Stable 
I 
I 

I 
Moderate 1 Improve or 

1 Stable 

Minimum or 
Moderate 

Moderate 

I 
I 

I 
I 
I 
I 
I 
I 

I 
I 
I 
I 
I 
I 

I 
Moderate or 1 
Substantial 1 

I 
I 
I 

I 
Substantial 1 
or Complete 1 

Improve or 
Stable 

Stable 

Stable or 
Improve 

Stable or 
Improve 

Health Care Required 
Now Prognosis 

Minimum or 
Moderate 

Minimum or 
Moderate 

Minimum or 
Moderate 

Minimum or 
Moderate 

Moderate 

l 
I Improve or 
I stab 1 e 
I 
I 

l 

I Improve or 
lstabl e 
I 
I 
T 

I Improve or 
lstable 
I 
I 
I 

"T 

IImprove or 
1stabl e 
I 
I 
I 

' IImprove or 
1stable 
I 
I 
I 

' 
Moderate 1stable or 
Substantial, 1Improve 
or Complete 1 

I 
I 
I 
I 
I 
I 
I 

Appropriate Setting 

Family, supervised apartments; 
(ICF or RCF for short periods 
if health problems such as 
eoileosv or endocrine disorders) 

Family, day or respite care, 
group home, supervised 
apartments; brief ICF, RCF. 

Family, residential facility, 
supervised apartment, group 
home; brief ICF or RCF. 

Family, residential or inter­
mediate care facility, child 
care facilities. 

Residential or intermediate care 
facility, family, group home, 
child care facilities. 

Intermediate care facility, statE 
school, occasionally a family, 
child care facilities I 

I 
I 
I 
I 
I 
I 
I 

- Develope4 in consultat~on with the S~ate MR Core A~visory Conmittee -
I 
I 
I 
I 
I 

I 
I 
I 
I 

Specific Services Required 

Education, training for family/ 
guardian, minimum health support, 
counseling 

Education, day programs, training 
for family/guardian, behavior mod­
ification, minimum health support 

Training in self care, training for 
family/guardian, behavior modifi­
cation, minimum health support, 
sheltered workshop, activity center 

Training in self care, more exten­
sive training and support for fami­
ly/guardian, moderate health sup­
port, behavior modification, 
sheltered workshop, activity center 

Training in self help, extensive 
family training and support, be­
havior modification, activity 
center 

Extensive self care and behavior 
modification, language develop­
ment, extensive health care 
support 

Table 
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Chapter Seven 

-------- Mental Health 

and Substance Abuse 





Mental Heal th 

Services for mental health are provided in many settings. Examples of inpatient 
settings are mental health institutes, psychiatric units in general hospitals, 
and county care facilities. While mental health institutes and psychiatric 
units in general hospitals provide more comprehensive, intensive acute care, 
county care facilities provide more general and less intensive care. 

In recent years there has been a philosophical shift from institutionalizing 
people to de-institutionalization or normalization. The issue being the most 
normal, least restrictive setting possible for each particular person. This 
brings to the forefront several community needs that need developing or 
strengthening if this is to be accomplished. First of all communities need 
to develop appropriate community based alternatives to institutions. Second 
is the need for communities to have adequate after-care programs for these 
individuals with the support of sufficient follow-up services by the institu­
tions from which the people come. The necessity of coordination of both inpa­
tient and outpatient services is important to reach the goal of comprehensive 
mental health services to all residents in Iowa. (For more information see 
Long Term Care Chapter discussion of community support projects and trends). 

GOAL: INCREASED AVAILABILITY OF AND ACCESSIBILITY TO A FULL RANGE OF MENTAL 
HEALTH/SUBSTANCE ABUSE SERVICES IN A VARIETY OF SETTINGS TO ENSURE 
APPROPRIATE CARE. 

Iowa's thirty-two community mental health centers make services available to 
over 90% (eighty-four counties) of the State's population. These centers are 
locally financed and controlled as well as being incorporated as nonprofit 
agencies. Current total operating budget exceeds five million, of which a 
large portion comes from local county taxes. All community mental health 
centers charge clients on a sliding scale-fee schedule which takes in account 
the clients ability to pay and then pro-rates the charge. As in all health 
care services, the method of reimbursement of services has a major impact on 
decisions as to where services will be obtained. In accordance with state 
standards these centers provide outpatient, consultation, and education ser­
vices. There are six centers which receive federal funds and the additional 
services required by these monies vary according to the type of federal grant 
received. Examples of this would be those Iowa centers (Dubuque - Jackson 
Mental Health Center, Northwest Iowa Mental Health Center, River Bluffs) 
receiving funds under P.L. 88-164 which requires them to provide the following 
services in addition to those mandated by state requirements: outpatient, 
consultation and education, inpatient, 24-hour-emergency, and partial hospi­
talization services. In the fiscal year 1976-77 there were a total of 17,326 
new admissions with a total of 36,013 cases seen at these community mental 
health centers. This represents an average of 7.19 in urban areas, 5.85 in 
non-poverty rural areas, and 4.27 in the poorest rural catchment areas of 
clients per 1,000 population receiving services in these centers. (8) 

Most people in the mental health field recognize an "irreducible" number of 
persons who will need long term institutionalization. 

There are four Mental Health Institutes in Iowa: Cherokee Mental Health Insti­
tute, Clarinda Mental Health Institute, Independence Mental Health Institute , 
Mt. Pleasant Mental Health Institute. All four institutes are administered, 
(See end of chapter for figures of MHis and CMHCs.) 



supervised and directed by the 
Department of Social Services. 
Commission on Accreditation of 
sional and state agencies. 

Division of Mental Health Resources of the Iowa 
All four are also accredited by the Joint 

Hospitals and licensed by appropriate profes-

The State of Iowa Plan for Mental Health Services 1979/80 Progress Report lists 
the following services these institutes provide: comprehensive psychiatric 
treatment and specialized programs for alcoholism, drug abuse, geriatrics, 
emotionally disturbed children, and adolescents. Other services include general 
medical, surgical supportive services, diagnosis and evaluation, outpatient 
services, community consultation, and after-care services. 

Total inpatient admissions have increased from 2,675 in 1976 (1) to 5,397 in 
1978. (2) The average daily resident census has reduced from 5,269 in 1956 to 
1,115 in 1978. (3) The median length of stay has decreased from 225 days in 
1964 (4) to 30 days in 1977. Of the total patients admitted to Mental Health 
Institutes (MHI) three-fourths are discharged within 60 days, 94% within three 
months and 98.8% within one year. (5) The 1978 occupancy rates for the MHI's 
were as follows: Cherokee 76.2%; Independence 75.59%; Clarinda 93.99%; and Mt. 
Pleasant 85.23%. (6) Outpatient admissions in 1978 was 1,299. 

These statistics are indicative of the trend towards short stay inpatient 
treatment in mental health insitutions. This combined with the decreased length 
of stay as well as high occupancy rates signifies increased number of people 
being served by these insitutions. 

In addition, many chronically mentally ill are found in county care facilities 
and nursing homes. Care must be taken to keep these insitutions from replacing 
the "back wards" previously found in mental health institues. 

As a safe guard for mental health patients rights and possible unnecessary 
institutionalization Chapter 229 of the Iowa Code 1976 provides for the provi­
sion of a Mental Health Advocate. "The advocate's responsibility with respect 
to any patient shall begin at whatever time the attorney employed or appointed 
to represent that patient as respondent in hospitalization proceedings, con­
ducted under section 229.6 to 229.13, reports to the court that his or her ser­
vices are no longer required and requests the court's approval to withdraw as 
counsel for that patient. "(Code of Iowa, Section 229.19) The clerk of court 
then supplies the advocate with the court's approval of withdrawal of the 
attorney which turns the responsibility for safeguarding the patients rights 
over to the advocate. There isn't any clear cut specifications of the roles 
of the advocate nor has there been any regimented training program designed to 
train the advocate specific skills or responsibility levels within which he is 
to perform. Efforts are planned to remedy this situation. The Division of 
Mental Health Resources and the Iowa Mental Health Authority will be sponsoring 
in cooperation with attorneys and others interested in the role of advocates, a 
series of training and orientation workshops starting in October, 1980. The 
Code of Iowa, Section 229.19 describes the advocate and his role as: "an 
individual who has demonstrated by prior activities on informed concerned for 
the welfare and rehabilitation of the mentally ill ... to act as advocate repre­
senting the interests of all patients involuntarily hospitalized by that court, 
in any matter relating to the patients hospitalization or treatment under 
section 229.14 or 229.15 ... The advocates duties shall include reviewing each 
report submitted (by the representing attorney of withdrawal as counsel for 
that patient) pursuant to sections 229.14 and 229.15 concerning a patient 
whose interests, as a patient, the advocate is required to represent under this 

• 



section, and if the advocate is not an attorney, advising the court at any time 
it appears that the services of an attorney are required to properly safeguard 
the patients interests." 

As pointed out by the Iowa Health Systems Plan there are currently 57 Mental 
Health Advocates serving 69 counties. In each Judicial District the Mental 
Health Advocate serves one county with the exception of district 8 where two 
advocates serve all 14 counties of that district. (See Figure 1.) 

The 1979 Code of Iowa, section l35C.l states that county care facilities "pro­
vide accommodation, board, personal assistance, and other essential daily living 
activities ... for reasons of illness, disease, or physical or mental infirmity 
(to those who) are unable to sufficiently or properly care for themselves but 
who do not require the services of a registered or licensed practical nurse 
except on an emergency basis. Examples of outpatient settings are community 
mental health centers (CMHCs), private offices, outpatient departments of 
hospitals, and day treatment programs. (7) It might be noted that inpatient 
care is also required to be provided by federally funded CMHCs. 

A priority of the mental hygiene committee is statewide accessibility of com­
munity support systems for chronically mentally ill. 

The statewide needs and priorities in mental health and substance abuse were 
proposed to the Statewide Health Coordinating Council by the The State Mental 
Health Advisory Council and the Commission on Substance Abuse (as developed by 
staff from the Commission's approved plan). 

The above Council and Commission's process for developing the proposed needs 
consisted of an analysis of: 

1) State Mental Health Plan; 
2) Iowa Comprehensive State Plan for Substance Abuse; 
3) Three Health Systems Plans; and 
4) Mental Health in Iowa Recomendations for: Assessible services, Quality 

services, Coordinated servies, Effective services, Adequate services. 

Members of these advisory councils are: 

Mental Health 

Providers 

Dr. Ruth Brandwein 
Director, School of Social Work 
University of Iowa 
Iowa City, Iowa 52242 

Vera French, M.D. Director 
Community Mental Health 
Center of Scott County 
1441 West Central Park Ave. 
Davenport, Iowa 52804 

Mrs. Helen Henderson 
4205 Pommell Place 
West Des Moines, Iowa 50265 

• Jti !j 

Nonproviders 

Mrs. Phillis Christiansen 
1402 Main Street 
Grinnell, Iowa 50112 

Mr. Gilbert R. Eggen 
Assistant Vice President 
Northwestern Bell Telephone Co. 
909 High Street 
Des Moines, Iowa 50309 

Or. Elwin 0. Farwell 
President 
Luther Co 11 ege 
Decorah, Iowa 52101 
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Providers 

Richard Bealka, M.D. 
Director of Children's Unit 
Mental Health Institute 
Independence, Iowa 50644 

Mr. Don Perkins, Vice Chairperson 
Resource Manager 
Rehabilitation Education and 

Services Branch 
Department of Public Instruction 
Farm Bureau Building 
507 10th Street, 5th Floor 
Des Moines, Iowa 50319 

Nonproviders 

Reverend David Stout, Chairperson 
First United Methodist Church 
10th and Pleasant Streets 
Des Moines, Iowa 50309 

Alfred Sump 
Route 1, Box 175 
Clarinda, Iowa 51632 

James F. Hassenfritz 
301 North Adams 
Mt. Pleasant, Iowa 52461 

Substance Abuse 

Todd Beveridge 
Indianola, Iowa 

Tom Ferris 
Des Moines, Iowa 

Harrison Fisch 
Sutherland, Iowa 

Calvin Longhibler 
Council Bluffs, Iowa 

Jacqueline Naylor 
Charles City, Iowa 

George M. Strayer 
Hudson, Iowa 

Kay Dull 
LeMars, Iowa 

Gwendolyn Fowler 
Des Moines, Iowa 

Ann Weir 
Council Bluffs, Iowa 

These priorities were substantively included in the SHCC adopted 1980 Statewide 
Needs and Priorities for the State of Iowa (see Chapter One Priorities for 
Health and Health Care) for 

Prevention/health promotion primary care, acute care inpatient and long term 
health care systems as they affect: 

Mental disorders 
a. services to underserved populations (children and youth, elderly, 

ethnic and racial minorities, handicapped, low income individuals and 
rural) 

b. community based mental health services offering inpatient, emergency, 
outpatient, pre-screening, follow-up, and consultation/education 
(including promotion of mental health 

c. incorporation of local professional, consumer, and government official 
input to ensure protection of patient rights in state and local mental 
health planning, funding, and service delivery 

d. integration of all mental health services and integration of those 
services with other health and human agency services 

e. mental health services for the chronically mentally ill ensuring least 
restrictive environment and planning and funding for ensuring high 
quality of services in all living environments for the chronically 
mentally ill. 



i Substance Abuse 
a. quality of existing treatment rehabilitation services statewide 
b. expansion of quality prevention/early intervention services including 

public information 
c. increased programing techniques in all phases of service to address 

special population group needs (children and youth, elderly, women, 
ethnic and racial minorities, handicapped, low income individuals and 
rur a 1) 

d. enhancement of the Plan Development system as developed by Iowa 
Department of Substance Abuse. 

The analysis of these priorities as to what we now have in the State and what 
still needs to be developed is addressed below: 

Prevention/health promotion, primary care, acute care inpatient and long term 
health care systems as they affect Children and Youth. 

Prevention activities for children should be aimed at both the children and 
their parents, particularly health programs that offer information and services 
before children become mentally disturbed and exhibit extreme behavior; such 
care may help avoid serious consequences of mental illness . It has been esti­
mated that only ten percent of the children who need mental health care receive 
it. Interference with normal childhood development through recognized stages 
to adulthood can increase the risk of physical and mental disease. Programs 
should be developed to help children increase their self-esteem, and build 
skills to learn to cope with stressful environments. These programs can help 
children develop and provide them with the confidence and skills to deal with, 
master, and adapt to stresses of contemporary living. (Source: Proposed 
National Guidelines, 1978.) 

As pointed out by the 1980-85 Iowa Health Systems Plan, "It is important to 
recognize that mental health problems may be biological and/or psychosocial in 
origin. Recent research in children has shown that some children are allergic 
to food additives and demonstrate inappropriate activity levels. Previously 
it was thought that these children were mentally disturbed. Also, it has been 
observed that some people diagnosed as schizophrenic were deficient in certain 
vitamins and trace chemicals. (9) There is conflicting research on mental 
disorders, the diagnosis of such disorders, the mode of treatment, and how 
research findings are interpreted. Further research is needed before resources 
are directed to these areas. 

Adequate access to genetic counseling and diagnostic services are necessary to 
any comprehensive program of preventive mental health care. There are genetic 
implications of many illnesses such as schizophrenia or bi-polar depressive 
illness. Further, some of the medications used to treat these illnesses in 
expectant parents are suspected of affecting the growth and development of the 
unborn child. (See prevention component for genetic counseling services avail­
able for Iowapl.l~t-) 

Iowa's Mental Health Authority (IMHA) has identified priority areas which need 
to be addressed in the State for children and youth. One priority addresses 
the need for preventive services to local communities for children who are con­
sidered high risk. In connection with this priority there is also a need for 
increased involvement of both families of these children and local agencies for 
better coordination and acceptance of programs within the community especially 
to enhance the life of those children who do not need a residential placement. 

• 



The IMHA funded a grant for the Des Moines Child Guidance Center aimed at form­
ing a group for preschool children, developing a human services advisory com­
mittee for a low-income housing project, and supporting the development of a 
social services staff at the project. The Des Moines Child Guidance Center has 
also received an IMHA grant to develop and conduct group sessions (to increase 
the coping skills of children whose parents were divorced). 

The Center will explore the possibilities of conducting a statewide workshop to 
share the techniques of such a program. 

Another area pertaining to mental health of children and adolescents is that 
of substance abuse. Physical changes, exposure to new school experiences, and 
pressure from peers and parents can all be stressful experiences. There is a 
continuing need for parents and providers of children's services to understand 
the physical and mental developmental stages of childhood and adolescence. By 
helping both parents and children understand the phenomenon of drug using behav­
ior, personal harm may be avoided. 

Increasing the coping skills of children and educating both parents and children 
of stress related issues is important as children and youth grow in this society. 
As a part of growth there is a need to have youth and their parents understand 
the intelligent use of drugs and the reason drugs are available. As an indicator 
to substance (drugs and alcohol) usage one can analyze and compare substances 
prevalence rates among children and youth. 

In an attempt to compare present substance abuse prevalence estimations for Iowa 
with similar 1975 data, a sample of adolescents attending school was surveyed 
concerning attitudes towards substance abuse. This survey was conducted by the 
Department of Public Instruction (DPI) through the Substance Abuse Prevention/ 
Education project. The following table records the results of this comparison 
study: 

KNOWLEDGE, USE AND BEHAVIOR OF IOWA YOUTH 
REGARDING ALCOHOL AND OTHER DRUGS 

Item 1975 

N=3600 

Use of Alcohol 61. 0% 

Use of Marijuana 15.0% 

Use of Drugs 8.0% 
Other than Alcohol or Marijuana 

First Use of Alcohol - Age 11 or Under 42.. 0% 

First Use of Marijuana - Age 11 or Under 2..0% 

First Use of Other Drugs -
Age 11 or Under 

Source of Help Sought for Drug Problems: 
Friend 
Par en ts or Guardian 
Don't Know Where to Seek Help 
Brother, Sister, Other Relative 

35.0% 
2.1.0% 
13.0% 
9.0% 

1978 

N=2.865 

76.5% 

23.7% 

9.6% 

44.0% 

2.7% 

35.0% 
Z4.0% 
14.0% 
10.0% 

Percent 
ChanQe 

+1S.5% 

+8.7% 

+t.6% 

+.7% 

(1.1%) 

No Change 
+3% 
+1% 
+1% 

Sixty percent of all juveniles admitted to drug treatment were abusing three 
substances, usually including alcohol. The Iowa Comprehensive State Plan for 
Substance Abuse 1979-1980 identified a key issue in access to treatment for 
juveniles as a need for coordination between public and private treatment 
centers. 



Values clarification classes have been found beneficial in lowering school 
dropout and substance abuse of school age children. As the beginning age of 
abuse of substances continues to lower, these classes shou ld be offered to 
correspondingly younger children in the schools. Public law 94-142 mandates 
emotionally disturbed children attend school in the least restrictive environ­
ment possible. This means public school personnel need special training in 
recognizing and working with emotionally disordered children and/or those with 
substance abuse problems. The health systems plans for Iowa have goals and 
objectives related to coordination between CMHCs and Area Education Agencies in 
training of personnel for working with emotionally disordered children. This 
training should probably include recognition of substance abuse problems and 
knowledge of available treatment programs. 

As reported in the Iowa Comprehensive State Plan for Substance Abuse 1979-1980 
there was a less likely occurrance for moderate to severe substance abuse for 
those students in tenth and twelfth grades, since by that time those subgroup 
individual abusers had the tendency to drop out of school. Substance abuse 
affecting the socio-psychological functioning of the student was defined as 
moderate substance abuse problems in this study while abuse problems which 
made the individual dysfunctional in terms of socio-psychological adjustment 
was defined as a serious substance abuse problem. 

From this table it is noted there is a marked increase from 1975 to 1978 in the 
reported use of alcohol and marijuana. This seems to be somewhat misleading 
when 1975 data is compared to 1978 data in the category of regular to heavy 
usage. In this category there does not appear to be any increase but rather 
usage is basically stabilized (28% alcohol regular/ heavy usage and 9% marijuana 
regular/heavy use for 1978). Regular usage is defined as once/week with heavy 
usage being defined as three/week or more. 

While this evidence suggests in the general school population abuse patterns 
have not increased there are those juveniles in the state juvenile institu­
tional system (many of whom have left school prior to institutionalization) not 
included in this general school population whose abuse patterns have increased. 
(10) 

Fifty-four percent (54%) or 373 of the 687 juvenile substance abuse diagnosed 
institutional admissions in fiscal year 1978 were moderate to severe abusers 
of both alcohol and other drugs. The figure was 53% in fiscal year 1977. 

While only 2.5% of clients entering treatment centers were under 19 years of 
age in 1978, data from the juvenile justice system, DPI school system survey, 
and C00AP drug admissions indicates the level of substance abuse far exceeds 
the number seeking treatment. 

Juvenile clients constituted 26.6% of drug treatment admissions but only 2.5% 
of alcohol treatment admissions in 1978. The data concerning juvenile justice 
system clients identified as having an alcohol abuse problem serious enough to 
require treatment suggests that on an outpatient basis, referrals are not being 
made by juvenile workers of their clients to alcohol treatment. The DPI school 
survey results suggest that perhaps 10% of the upper grade students in Iowa may 
have a serious drinking problem, in reviewing usage, frequency and age of first 
use of alcohol. There is presently one facility, located in Sioux City, de­
signed to provide residential care to juvenile alcohol clients. A0ASI, Des 
Moines, is exploring the re-establishment of a public juvenile residence to 
service that clientele as is Area Substance Abuse Council in Cedar Rapids and 
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Youth and Shelter Services in Ames. The adult residential programs do not 
accept individuals under the age of 17. The level of drug service provided to 
juveniles is significant. Sixty percent of juveniles admitted to drug treat­
ment were voluntary, non-juvenile justice system referrals. Sixty percent of 
all juveniles admitted to drug treatment were abusing three substances, usually 
including alcoho l. The l evel of voluntary referral is partially due to the 
acces s ibility of drug treatment to juveniles without parental consent. Histor­
ically, alcohol treatment services were available only with parental consent. 
Thus coordination between treatment services are available only with parental 
consent. The need for coordination between the public and private treatment 
systems is another key issue regarding provision of residential services to 
juveniles. 

Here are private hospital programs for juvenile substance abusers which do not 
receive public funding and the therefore will only accept privately insured or 
paying clients. The clientele identified as needing such treatment are often 
wards of the state, and are without means to pay for their care. The possibi­
lity of utilizing private sources for public clients does exist, and does occur 
on a limited basis. This area requires additional exploration for future 
increased access to services. (11) 

The Iowa Comprehensive State Plan for Substance Abuse 1979 -1980 reports: 

The services provided by substance abuse programs are reaching most of the sub­
population groups with high incidence levels of abuse .... The Iowa Department of 
Substance Abuse (IDSA) program emphasis on polydrug services delivery to youth 
and young adults is demonstrated through the continuing provision of treatment 
in drug, alcohol and combined substance abuse programs to a client population 
utilizing two or more substances at time of admission. 

The data reported in the 1977-78 juvenile justice survey indicates approximately 
60% of juveniles admitted into one of the three state juvenile institutions has 
a moderate to severe drug and/or alcohol problem. This compares with the 1973 
percent fi9ure of 38.4%. There has been a steadily increasing progression of 
these numbers resulting in the present percentage of sixty percent. The follow-
ing table shows the admission to juvenile institutions involving substance 
abuse diagnosis for the years between 1973-1978. 

, 
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ADMISSIONS TO JUVENILE INSTITUTIONS INVOLVING 
SUBSTANCE ABUSE DIAGNOSIS 

Fiscal Total Drug & Alcohol Admissions 

Year Admissions Number % of Total Adm. 

1973 707 271 38 . 4% 
• 

1974 706 316 44.7% 

1975 1,013 445 43.9% 

1976 1,080 535 49.5% 

1977 979 519 53.0% 

1978 1,143 687 60.1% 
. 

The following table shows the breakdown between moderate to severe use 
for FY 1977 and 1978. 

FY 1977 

FY 1978 

ADMISSIONS TO JUVENILE INSTITUTIONS BY ALCOHOL, DRUG, 
AND POLYDRUG ABUSE PROBLEM 

FISCAL YEAR 1977-78 

Moderate to Severe 
Alcol1ol Abuse - Moderate to Severe Moderate to Severe 

Alcohol Abuse and Little or No Drug Abuse-Little 
Druq Abuse or No Alcohol Abuse Druq Abuse Total 

120 (23%) 127 (24%) 272 (53%) 519 (100%) 

110 (16% 196 (28.5%) 373 (54% 687 (100%) 

. - . .,, 
, J • 1. 



11 Diagnosis of primary alcohol problems decreased 7% between fiscal year 1977 
and 1978, while the number and percent of primary drug diagnosis increased 4.5%. 
Polydrug abuse diagnosis continues to increase among the juvenile institutional 
population. In fiscal year 1978, female residents at the state training school 
for girls were less involved in primary alcohol, drug or polydrug diagnosis (40 
or 33.6% of 119) than male residents at the state training school for boys (480 
or 65.2% of 736). The rate at the state juvenile home, which is coed, was 54.9% 
(158 of 288). 11 (12) 

As a result of these indicators of the prevalence of substance abuse among 
juvenile~ the Department of Substance Abuse is giving priority to providing 
specialized training for treatment program staff in treatment needs and outreach 
techniques to attract youth to treatment through June 30, 1980, and to continue 
the development of community programs and to assess the feasibility of utilizing 
alternative residential placement resources in the community for juvenile sub­
stance abusers in need of twenty-four hour supervision. 

GOAL: INCREASED NUMBER OF INDIVIDUALS WHO ARE ABLE TO SATISFACTORILY COPE WITH 
SCHOOL ANO WORK SITUATIONS, FAMILY CONFLICTS, AND OTHER DAILY PROBLEMS. 

Objective: By 1986, an increased number of children and adolescents 
able to satisfactorily cope with school situations, family 
conflicts, and other daily problems. 

Objective: By 1986, Area Education Agencies, Community Mental Health 
Centers, and Mental Health Institutes cooperate in developing 
preventive programs for mental disorders and substance abuse 
for children and youth. 

Objective: By 1986, coordination of public and private treatment services 
of mental disorders and substance abuse for children and youth. 

Objective: By 1986, comprehensive service for children must be available 
to a population base of 75,000 to 200,000 though not neces­
sarily located within each county. 

SRRA: Area Education Agencies cooperate in developing programs 
to sensitize physicians, schoolnurses, teachers, and other 
personnel to become more sensitive to mental health problems 
in school children so early indications of problems are 
discovered and appropriate referrals are made. 

Prevention/health promotion, primary care, acute care inpatient and long term 
health care systems as they affect the Elderly. 

The National Institute of Mental Health has identified the elderly as a high 
risk population with unique mental health needs. Although approximately 12% 
of Iowans are over 65, these individuals constitute only about 2% of mental 
health center clients. 

The elderly are a high risk group for the development of emotional problems. 
During this time of life numerous natural occurances (such as death of people 
to whom they are close, illness to themselves or people around them, developing 
disabilities, retirement, etc.) increase the possibility of emotional problems 
developing. Many times some of the emotional and psychological symptoms are 
explained away by the aging and others as natural to the aging process when in 



reality something could be done to improve or cure the condition causing the 
symptom. 

Illowa Health Systems Plan, 1980-84, points out "mental health problems multiply 
with aging, although they are often written off as senility. It is estimated up 
to 25 percent of the elderly have significant mental health problems, but only 
four percent of the patients seen in public centers and only two percent of 
those seen in private practice are over 65." (13) 

A significant trend in mental health services utilization has been the movement 
of patients age 65 and over with mental disorders from psychiatric hospitals 
into nursing homes. The extent of this transition is the proportion of elderly 
patients with mental disorders in nursing homes compared to psychiatric hospitals 
changed from a 53 percent/47 percent ratio in 1963 to a 75 percent/25 percent 
ratio in 1969. Slightly over half of the total expenditures ($14.5 billion) for 
direct care of the mentally ill was concentrated in two types of facilities, i.e. 
nursing homes (29 percent) and state, county and other public mental hospitals 
(23 percent). It would be desirable to stabilize the growth of mental health 
patients in nursing homes and assure that at least 50 percent of nursing homes 
have adequate mental health services by 1982. 

The quality of mental health care services in the nursing facilities should be 
monitored and improved on a continuing basis. The Iowa State Department of 
Health and the Iowa Department of Social Services monitor residential and 
nursing care facilities. Quality of services could be enhanced if the monitor 
could be utilized to consult with and educate the facilities staff in methods 
to increase the quality of the mental health services provided. 

Three of the four regional mental health quadrants had as sub-goals in their 
regional plans "To provide mental health services to the elderly residents in 
the quadrant." (For detailed planning in this area see State of Iowa Mental 
Health Services 1979/80 Progress Report) 

The areas of need centered around comprehensive physical evaluation for physical 
needs at mental health institutes to, involving families and local agencies in 
the evaluation process, implementation of treatment plans, and aftercare planning 
and 11 utilizing the services of the hospital internist, the local hospital, and 
Universtiy Hospitals in Iowa City (in the mental health care of the elderly). 
Continuing efforts are made to assure the active involvement of families and 
appropriate agency personnel in treatment/ disposition planning, and aftercare 
programming and services." 

A need was also seen to continue to increase communication with a variety of 
community agencies such as nursing homes and CCFs; and to acquaint personnel of 
these facilities with the social and emotional needs of the elderly. 

The IMHA progress report for FY 1979/80 states: 

The Authority has been seeking innovative means of bringing mental health care 
to the elderly in the community, for instance, one quadrant of the State had 
a priority in the area of substance abuse by the elderly to develop a special 
program to train community counselors to identify and treat the elderly al co­
holic in the community. 

GOALS: BY 1986, ALL MENTAL HEALTH SERVICE PROVIDERS SEEK MASS MEDIA EXPOSURE, 
INFORM HUMAN AND HEALTH SERVICES AGENCIES OF THEIR SERVICES, AND COOP­
ERATE IN SERVICES REFERRALS. 

• 



Objective: By 1986, an increased number of elders and handicapped able to 
satisfactorily cope with life experiences and daily problems. 

Objective: By 1986, increased acceptability of mental health/substance 
abuse services by the elderly and handicapped. 

Prevention/health promotion, primary care, acute care inpatient and lon term 
eat care systems as t ey a ec t e an 1cappe . 

The deaf/hearing impaired handicapped population have a unique problem with 
access to the mental health system. Their handicap adds to mental distress yet 
it prohibits verbal communication with a therapist which is essential to treat­
ment. It is estimated approximately 184,000 Iowa citizens have hearing impair­
ments with major areas of concentration being in Cedar Rapids, Des Moines, and 
Council Bluffs. During FY 1977-78, the number of identified deaf/hearing 
impaired individuals receiving service from the mental health system was: 

- mental health institutes - 6 
- community mental health centers - 35 
- county care facilities - 55 
- state hospital schools - 204 (not identified as mentally disordered) 
- vocational rehabilitation - 28 
- Iowa School for the Deaf - 30 

Iowa, at the present time, offers limited access to mental health services for 
the deaf/hearing impaired. 

- Three of the four mental health institutes have professionals proficient 
in sign language. 

- Several counsellors in vocational rehabilitation (DPI) are skilled in 
sign language but these people are not listed as mental health 
professionals. Three of the fifteen area education agencies report 
at least one mental health professional proficient in sign language. 

Using a conservative estimate of an expected 4% of any population having need of 
treatment for mental disorder at any given time, it is obvious that this high 
risk population is grossly underserved in Iowa. The Division of mental health 
resources/DSS has been working closely with Deaf Services of Iowa (DOH) to remedy 
this situation. There is a definite need for increased training of mental health 
professionals in the skill of sign language as well as some training dealing with 
broadening the professionals' perception of what the deaf experience is like. 
It would seem appropriate at least one staff person where mental health services 
are delivered be required to be skilled in sign language prior to being hired 
and this be a part of the job description. 

Prevention/health promotion, primary care, acute care inpatient and lon term 
eat care systems as t ey.~~~ Low Income In 1v1dua s. 

a.ffec.'\ 
A large factor in service availability for those individuals on a fixed (i.e. 
social security, disability, etc) or low income is the cost of the service needed 
in both areas of mental health services and substance abuse services. If mental 
health/ substance abuse services are not available at low or no cost these people 
can not afford treatment. One way to overcome this barrier is the mechanism of 
the sliding fee scale. The cost of services is based on the family's gross in­
come so the lower amount of income a family has the less amount the individuals 
have to pay for requested service. There are several difficulties inherent in 
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this type of fee system. The cost is one such difficulty since it is based on 
the family income. If a member of a family needs services but wishes to keep 
his/her need confiential, s/he is forced to choose between the added emotional 
stress of telling the family or going without treatment. Another problem with 
sliding scale fees is they are usually based on gross income rather than net 
income. This can result in added strain on an already limited income. This 
is not to say the sliding fee scale is not an equitable system but rather to 
suggest some improvements. Most agencies will adjust the fee if the consumer 
identifies unusual existing conditions like extensive debt or other responsibi­
lities limiting their income. This can also lead to complications since this 
requires the consumer to present a rational argument for a lower fee at a time 
when lack of rationality may be the presenting problem. In addition the pre­
sentation of such an argument can be threatening enough to prohibit its occur­
rence since s/he must present this argument to someone who represents authority. 

GOAL: AVAILABILITY AND ASSESSIBILITY OF MENTAL HEALTH SERVICES TO LOW INCOME 
INDIVIDUALS. 

Objective: Increased access to mental health services by low income 
individuals through greater flexibility of the sliding 
fee schedules. 

Action Steps: Consult with the Iowa Mental Health and Iowa 
Substance Abuse Authorities regarding developing 
more flexibility in the sliding fee scales through 
greater agency responsiveness to an individual's 
personal financial situation. 

Prevention/health promotion, primary care, acute care inpatient and lon term 
heat care systems as t ey a ect Rura Popu at1ons . 

There are several barriers to quality mental health services in rural Iowa. 
While services are generally available through community mental health centers 
and their satellites, it is difficult for a small community to financially 
support a wide array of services and specialized health personnel. For 
instance, the CMHCs serving sparsely populated communities most likely do not 
have counselors trained specifically to work with substance abuse clients, 
children or the elderly. These centers have difficulty maintaining specially 
trained professionals in the area because of lack of professional peer groups 
and general financial considerations. Other community persons and institutions 
tend to fill the void. The church pastor, family doctor, and public health 
nurse may well be a major source of counselling. It is important these people 
be trained to work with mental disorders if they are to serve in these capa­
cities. The area education agencies are a rich source of people trained to work 
with children. In the areas with rural health initiative grants (see primary 
care component), provisions must be made for mental health services. However, 
many people believe that qualifications for mental health counselling are not 
transferrable to substance abuse counselling. There are chemical dependency 
units at the four mental health institutes in the State, but these are suitable 
for only certain persons since clients are entitled to treatment in the l east 
restrictive environment. 

1. The listing of programs (see Fi~1,~&l~s) indicates some gaps in substance 
abuse services across the state. 



Prevention/health promotion, primary care, abuse care inpatient and long term 
nealth care systems as they affect Ethnic and Racial M1nor1t1es. 

Iowa has two minority populations which may need special health services 
although this has not been reflected in any of the Health Systems Plans, State 
Mental Health Plan or Substance Abuse Plan for 1981-86: Asian populations 
(which include the Vietnamese immigrants) and Muscatine area migrant workers. 
Accessibility of services may be limited to these populations because of 
language and cultural barriers. There should be an analysis of the needs of 
these groups and the needs addressed in planning for mental health services 
on the local level. Without such planning, consideration for provision of 
appropriate services may be overlooked which could have a future impatt on 
the health of Iowa's population as a whole. 

Goal: Availability and assessibility of mental health services to ethnic 
and racial minorities in Iowa. 

Objective: Needs assessment of Asian and migrant worker mental health 
needs by 1981. 

SRRA: Consult with Iowa area health systems agencies and Mental 
Health Authority of the need for such an assessment. 

Objective: Include special sub-populations (Asian, migrant workers) 
in the planning analysis for future services. 

SRRA: Consult with Iowa area health systems agencies and Mental 
Health Authority ofthe need to include minority groups in 
community analyses of needed services. 

Continuity of Services 

Access to necessary health care services is determined by an individual's 
ability to gain entry into the health system and to receive appropriate services 
and continuing care. A range of services which offers care and treatment from 
the preventive through the acute and rehabilitative phase is essential. Link­
ages between the community program and the institutional system vary in quality 
across the state. Most rural counties lack the scope and array of mental health 
services and ancillary services present in the urban centers. 

Distribution of professional and psychiatric staff time per thousand population 
favors urban areas with the majority of psychiatrists in private practice in 
cities of 25,000 population or more. 

Geography, differing criteria for determining liability under sliding fee 
scales, natural and architectural barriers for the handicapped, and a lack of 
an adequate array of services and residential resources deny access to services 
for some clients. Most of the CMHC contacts with other generic agenices in the 
community that provide services to mentally ill clients are of a one-time nature. 

One of the major sources of continuity of care is the Public Health Nurse. They 
serve current and former mental health patients living in the community, oversee 
medications, intervene in some home crisis situations, provide predischarge and 
post-discharge monitoring and support services for some Mental Health Institute 
patients. 
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While there is training of mental health professionals in the state at the Mental 
Health Institutes and at psychiatric hospitals, there still is very little of 
this training that entails community-based experiences. The 1978 State Health 
Plan had as an objective by 1982, there would be identifiable continuity between 
all community mental health center programs and all primary care physician prac­
tices or community health centers, including those established by rural health 
initiative grants. 

GOAL: INCREASED AVAILABILITY OF AND ACCESSIBILITY TO A FULL RANGE OF MENTAL 
HEALTH/SUBSTANCE ABUSE SERVICES IN A VARIETY OF SETTINGS TO ENSURE 
APPROPRIATE CARE. 

Objective: By 1986, outpatient mental health/substance abuse services 
should be offered on a regularly scheduled basis and on a 
24-hour emergency walls in basis. 

FOOTNOTES 

1. Governor's Task Force Report on Mental Health, March 1978, p. 13. 

2. State of Iowa Plan for Mental Health Services 1979/80 Progress Report, 
appendix K. 

3. State of Iowa Plan for Mental Health Services 1979/80 Progress Report, 
appendix K. 

4. Iowa Health Systems Plan 1980-1985 (Hospital Guide Issues, 1965) p. 39. 

5. State of Iowa Plan for Mental Health 1978-1979. 

6. Iowa Health Systems Plan 1980-85 (Annual Hospital Survey Report, 1978) p. 39. 

7. Iowa Health Systems Plan 1980-1985, p. 34. 

8. Iowa Health Systems Plan 1980-1985 {HSRI Report Summary of findings, February 
1978) . 

' 

9. Iowa Health Systems Plan, 1980-85, p. 31, Dickey, Lawrence D, MD, ed., 
Clinical Ecology, C. C. Thomas, 1976, pp. 26-35, 46-66, 107-120. 

10. Comprehensive State Plan for Drug Abuse Prevention, 1978-79, p. 15-17. 

11. Ibid., p. 107. 

12. Ibid., p. 64. 

13. Illowa Health Systems Plan 1980-84, p. 231, (President's Commission on Mental 
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IOWA COMMUNITY MENTAL HEALTH CENTERS, 1978 

10 # Center Name 

1 Northeast Iowa Mental Health Center 
2 Cedar Valley Mental Health Center 
3 Black Hawk/Grundy Mental Health Center 
4 Mental Health Center of North Iowa 

5 Northwest Iowa Mental Health Center 

6 Plains Area Mental Health Center 
7 Siouxland Mental Health Center 
8 West Iowa Mental Services 
9 North Central Iowa Mental Health Center 

10 Southwest Iowa Mental Health Center 
11 Crossroads Mental Health Service 
12 West Central Mental Health Center 
13 Des Moines Child Guidance Center 
14 Polk County Mental Health Center 
15 Central Iowa Mental Health Center 
16 Mental Health Center of Mid-Iowa 
17 Jasper County Mental Health Center 
18 Poweshiek County Mental Health Center 
19 South Central Mental Health Center 
20 Rathbun Area Mental Health Center 
21 Southern Iowa Mental Health Center 
22 CHHC of Henry, Louisa & Jefferson Co. 
23 Southeastern Iowa Mental Health Center 
24 Lee County Mental Health Center 
25 Mid-Eastern Iowa CMHC 
26 Linn County Psychiatric Clinic 
27 Benton County Mental Health Clinic 
28 Dubuque/Jackson Co. Mental Health Center 
29 Mental Health Center of Cl inton County 

• 30 Great River Mental Health Center 
31 Conrnunity MHC of Scott County 
32 River Bluffs Mental Health Center 
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Counties Served -
Allamakee, Howard, Winneshiek, Clayton, Fayette 
Bremer, Butler, Chickasaw 
Black Hawk, Grundy 
Cerro Gordo, Floyd, Franklin, Hancock, Kossuth, 

Mitchell, Winnebago, Worth, Wright 
Buena Vista, Clay, Dickinson, Enmet, Lyon, Palo 

Alto, O'Brien, Osceola 
Cherokee, Plymouth, Sioux 
Woodbury 
Carroll, Crawford, Ida, Sac 
Webster, Calhoun, Hamilton 
Audubon, Cass (Shelby) 
Union, Clarke • 
Adair, Dallas, Guthrie, Madison 
Polk, Warren 
Polk, Warren 
Boone, Greene, Story 
Marshall, Hardin, Tama 
Jasper 
Poweshiek 
Keokuk, Mahaska, Marion 
Appanoose, Lucas, Wayne, Decatur, Monroe 
Wapello, Davis 
Henry, Louisa, Jefferson 
Des Moines 
Lee 
Johnson, Cedar, Iowa 
Linn 
Benton 
Dubuque, Jackson 
Clinton 
Muscatine 
Scott 
Pottawatamie 

WINNIIAOO WOllll lllfCIIIIL 

NANCOCII ClllO 01100 
fLOYD 

0 
WllGN1 ftANI.\IM IUllll 

NOWAH WlNIIIIHllll 

'"'''"'"" 0 
'"""' 

Ulllll 

ALLAllAIIII 

CIA"ON 

l 

0 0 
;®~ IIACC IIA'lrl auCHAWAN ........ 

wunu 
WOOOIUlf ~· IAC CALNOUN NAllllfON HAIDIN otUNtl G) 
0 

- ... ~ 

0 
~ 

TAlll. IINTON """ 
MONONA CIAWIOlD Cl.HOii ....... lOOkl non """""" @ 

e) @ ® ® 
:, 

CIOAI 

,owllllllll 10•• JONHIOW 

: NAtltlOW 111111'1' I.UDUION OUINIII OAIIAI 
POii ® , ..... 

\ @ @ • 

... 
@ G "l 1 0 -~· 

CAIi ,.,,.,. IAAOIION WA.llN MAIION llAHAUI. UOIUI WAINIHOtON l .... 

G) G ,ou1u i' 

""" 
•ONIOI WAPIUO JIIIIIION "'""' 

MOlltOOIAllY AOAlll 
UHl(0 

CLAUI lUCAI 

@ Cw G) 
D11 .. OINII 

@ 
I lllllONt ,,. .. tAflOI IOIOOOID OICA1Ul WAfHl ""t.NOOII DAVIS YAW IUIIH 

@ 
, .. "--0 

0 Center location and ID# - see above chart ~ 
Source: Con1T1unity Mental Health Center Association of Iowa Resource Directory, 

1978. State of Iowa Plan for Mental Health Services 1979/80 Progress 
Report. 
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COUNTY LISTING AND TREATMENT PROGRAMS 
PI«>VIDING SERVICES TO EACH COUNTY 

Adair: ADASI, Des Moines; MA, Atlanllc 
Adam• • ADASI. Des Moines; AAA, Atlantic 
Allamakff • ARPSC, Decorah 
App■noon · SCCADA, Ottumwa 
Audubon • Area XII. Jefferson 
Banton -ASAC, Cedar Rapids: lakeside, Cedar Rapids 
Black H-k · NECSA, Waterloo; CFDHD, Cedar Falls 
Boone • rtSAC, Ames; YSS, Ames 
Bramer .• NECSA. Waterloo 
Buchanan • NECSA. Waterloo 
ll11ana Vl1ta • NIADTU, Spirit lake 
Butler-. NECSA, Waterloo 
C..lloun · NCARF, Fort Dodge 
Carroll • Area XII, Jefferson 
CUI • Riv~ Bluffs. Councll Bluffs; AAA, Atlantic 
Cedar • ASAC, Cedar Rapids: MECCA, Iowa City 
Cerro Gordo.• CDSNI. Mason City 
Charok" · CDU, Cherokee: SCA, Sioux City 
Chlckaaaw . NECSA, Waterloo 
Cla.·ka • AAA, Allantic; CMHS, Creston 
Clay . NIADTU. Spirit lake 
Clayton • ARPSC, Decorah 
CHnton • OCDAC. Davenport; New Directions, Clinton 
Crawford • MIADAC, Onawa 
Dallas • ADASI, Des Moines 
Davia • SCCADA. Ottumwa 
O.C.t11r • ADASI, Des Moines 
Dafawara • Tri-County, Dubuque • 
0.• Moina,• SICADP. Burlington 
Olckin1on • NIADTU. Splril lake 
Dubuque - Tri-County. Dubuque 
Emmet - NIADTU. Spirit lake 
fayene • ARPSC. Decorah 
floyd - CDSNI, Mason City 
fr■nklln • FCAC. Hampton 
fr.mont • River Bluffs. Council Bluffs 
Ornna • Area XII. Jellerson 
Grundy • NECS.O., Waterloo 
Guthrie• ADASI. Des Mo,nes; A,ea XII, Jefferson 
Hamllton • NCARF. Fort Dodge 
Hancock • CDSNI, Mason City 
Hardin • ADASI, Des Moines; ATUCI , Dysart 
Harri.on - River Bluffs. Councll Bluffs 
Hanry • SICADP, Burlington 
Howard • ARPSC, Decoreh 
Humboldt • NCARF, Fort Dodge 
tda • SCA. Sioux City 
Iowa • ASAC. Cedar Rapids; MECCA. Iowa City 
JaQkaon • Tri-County. Dubuque 
Japw · ADAS!, Des Moines; CIFA. Newton 

Note: The chemical dependency un,1s at the four mental 
health Institutes In Cherokee. Clartnda, Independence. 
and Mount Pleasant serve the northwest. southwest. 
northeast. and southeast quadrants of the state 
,espactively. 

Jatta'"n • SCCADA, Ottumwa 
JOhnson • A.SAC, Cedar Rapids; MECCA, Iowa City 
Jonu • ASAC. Cedar Rapids 
Keokuk • SCCADA. Ottumwa 
Kouuth • CDSNI, Mason City 
ln · SICADP, Burlington 
Linn • ASAC. Cedar Rapids 
Loulu • SICADP. Burlington 
Luca■ • SCCADA, Ottumwa 
Lyon · NIAOTU. Spirit lake 
Madl1on • ADAS!, Des Moines 
Mahaak■ • SCCADA, Ottumwa 
Marlon • ADASI. Des Moines: CIFA, Newlon 
Mar1h■II • ADASI. Des Moines; ATUCI, Dysart 
Milla • River Bluffs, Council Bluffs 
Mltchall • COSNI. Mason City 
Monon■ • MIADAC, Onawa 
Monroe • SCCADA. Ottumwa ~ 

Montgomery - River Stuffs, Councll Bluffs; AM, Atlantic 
Mu1<:11tlna • OCDAC, Davenport: SCARF, Davenport 
O'Brien • NIADTU, Splrll lake 
01caol■ • NIADTll, Spirit Lake 
Page • River Bluffs., Council Bluffs; AAA. Atlantic 
Palo Alto • NIADTU. Spirit lake 
Plymouth - SCA. Sioux City 
Pocahontas - NCARF, Fort Dodge 
Polk • ADASI. Des Moines; IUAP, Des Moines 
Potta-ttamla - Rove, Blufls. Counctl Bluff, 
Pownhiak - ADASI, Des Mo,nes; A TUCI. Dysart 
Rlnggold • ADASI. Des Moines 
Sac: • Area XII. Jelferson 
Scott - OCDAC. Davenport: SCARF, Davenport 
Shelby • River Bluffs. Counc:11 Blulls: MIADAC. Onawa 
Sioux • CDU, Cherokee: NIADTU. Spirit Lake 
Story • YSS, Ames: RSAC, Ames 
Tama· ADAS!, Des Moines; ATUCI, Dysart; Me1qualde 
Program, Tama 
Taylor • AOASI, Oes Moines; AAA, Atlanllc 
Union • CMHS. Creston; AAA. Atlantic 
Van Buran - SCCADA, Ottumwa 
Wa,,.110 • SCCADA. Ottumwa 
Warran - ADAS!, Des MOines 
Waalllnglon • ASAC. Cedar Rapids; MECCA. Iowa City 
Wayne • ADAS!. Des Moines; SCCADA. Ottumwa 
Wabllar · NCARF, Fort Dodge 
Winnebago - CDSNI, Mason City 
WlnnH'1lak • ARPSC, Decorah 
Woodbury - Gordon Center. Sioux City; SCA, Sioux City; 
Native American. Slou• City 
Worlh • COSNI. Mason City 
Wright • NCARF, Fort Dodge 
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Health Care Costs 

The rise in the cost of health care over the last 20 years is one of foremost 
issues in health planning and health care provision today. Private and public 
expenditures for health care have increased much more rapidly than that for 
other services. Since 1960, the percent of the gross national product going to 
health care has increased 2/3 from 5.2% of total GNP to 8.8% (1977 estimate). 
Figure 1 charts this increase from 1929 to 1977, with scattered points for other 
industrial nations for reference. 

There is much debate over the cause of this increase. Realignment of the 
economy towards services, increased reliance on expensive technology, increased 
staff to patient ratios, increased insurance coverage, increased salaries, 
government payments, a greater number of elderly who are high users of care, 
excessive hospitalization and excess capacity have all been cited as reason for 
inflation of health care costs. To some degree, all of the above are reasons. 
Not all of these variables can be analyzed or influenced by public policy, 
however. 

Health planning and public regulation has concentrated on excess institutional 
capacity, excess utilization and review of the need for new technologies. 
Hospitals have received most attention because prices have increased more for 
hospital care than for any other health care service. It is also the largest 
single health care expense, increasing from 30,8% of all expenditures in 1950 to 
40.3% in 1977. (See figure 2) 

It has been the increase in government participation in health care finance as 
much as inflation which has been the stimulus to planning for cost containment, 
however. Government expenditures for personal health care jumped 484 percent 
from 7.0 billion to $40.9 billion between 1965 and 1975. Government sources 
thus accounted for 39.7 percent of personal health care expenditures in 1975, 
compared to 20.8 percent in 1965. The government's impact is particularly 
noticeable in the hospital sector, where it met 55.0 percent of expenditures in 
1975. 

In addition to direct payment for personal health care, the government subsi­
dizes medical research, education, and construction of health facilities as 
well as providing subsidies through income tax exemptions for health insurance 
premiums. The total annual level of direct government support to the health . 
industry accounts for nearly half of the total health expenditures. 

Figure three charts this change dramatically. It shows a sharp increase in the 
rate of change after 1974. This public money comes from both state and federal 
coffers as shown below. 

Government support to the Health Industry: Fiscal 1975 

Source 

Federal Expenditures 
State and Local Expenditures 
Federal Tax Preferences 
TOTAL 

Amount 
($ billion) 

$33.8 
16 .1 
8.0 

$57.9 

58.3% 
27.8 
13.8 

100.0% 

Source: The Pr · · Health Care Costs, Council on Wage and 
....--....--~,................,---.--,,,-~..---~--r----,--~-r 1 c e eport, 

3/4/80 J S~ 
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Figure four shows that the elderly receive the most public money and have the 
highest expenses. Thus the elderly are a prime population for health planning, 
both for their comprehensive health care needs and their impact on public 
expenditures. 

The increase in spending for health care has not been limited to government. 
Between 1965 and 1975, expenditures under private health insurance plans in­
creased two hundred and twenty-nine (229) percent, from $8.3 billion to $27.3 
billion. Despite this large increase in expenditures, the portion of total 
spending for personal health care under private insurance increased only about 
two percent. In 1975, spending for health care in the United States was as 
follows: government - thirty-nine point seven (39.7) percent, private insur­
ance - 26.5 percent, and out-of-pocket 33.8 percent. 

The SHPDA and the SHCC believe that the overwhelming evidence of uncontrolled 
spending for health care must cause us to reevaluate the goal of "health care 
at any cost." We must move to develop an improved capacity to allocate scarce 
resources with rational consideration of alternatives. Future expansion of 
health benefits by government should not be undertaken until the system's 
current deficiences are corrected. 

The question remains as to what the focus of public policy on cost should be in 
Iowa. Prevention, detection and health education have been stressed throughout 
the plan as being cost-effective. This is probably the most rewarding invest­
ment of public money. Chapter Four makes this argument very convincingly. 

What other system changes can be accomplished, though, which will lower costs 
in Iowa? Perhaps some statistics specific to Iowa should be examined. 

A major source of the increase in total medical care expenditures has been in 
the hospital sector. Hospital expenditures have quadrupled in the last decade 
and continue to be the largest share of spending for health purposes, totaling 
$55.4 billion in 1976. In comparison, expenditures for physicians' services 
(which have nearly tripled in the last, decade) ranked second at $25.4 billion 
in 1976. 

Iowa's 1975 per capita hospital expense was $160.08, over 13 percent below the 
national average. In 1975, Iowa's adjusted expenses per inpatient day was 
$99.36, seventh lowest among states and 34.7 percent below the national average 
of $133.81. Iowa's adjusted expenses per admission in 1975 was $177.43, 13th 
lowest among states and 33.6 percent below the national average of $1,030.49. 
The fact that Iowa's hospitals are conservative in their use of physical and 
human resources contributes to this phenomenon of lower costs. 

In 1975, Iowa's net plant assets per bed was $25,715.00, 11th lowest among 
states and 23 percent below the national average. In 1975, Iowa's full time 
equivalent personnel per adjusted average daily census was 2.59, third lowest 
among states and 14 percent below the national average. Iowa's 1975 per capita 
hospital expense expressed as a percent of per capita income was 16th lowest 
among states and 15 percent below the national rate. (1) 

The geography of Iowa has had a major impact on the development of the State's 
system of health care services. The land area is 55,941 square miles and 
the average population density is 50.5 persons per square mile. In 1970, 80 of 
the state's 99 counties had population densities less than the state average of 
50.5. Of these, 30 had population densities less than half the state average. 



i Because of the distances in rural Iowa, many small health facilities have been 
developed to provide access to health services within reasonable travel times 
and distance. The Hill-Burton program contributed to the construction of many 
small hospitals. 

The location of hospitals has an obvious effect upon accessibility to hospital 
services, and is especially important for rural elderly persons who have limited 
mobility. 

In 1975, only 26.5 percent of the nation's population resided in nonmetropolitan 
areas, but 49.9 percent of the hospitals were located in nonmetropolitan areas. 
Also in 1975, 63 percent of Iowa's population resided in nonmetropolitan areas, 
a rate eleventh highest among states. Approximately 82 percent of Iowa's 
community hospitals are located in nonmetropolitan areas. (2) 

The 1977 Hospital Survey of the Iowa State Department of Health indicates that 
Iowa has three hospitals with less than 25 beds for a total of 42 beds, 40 
hospitals with 25 to 50 beds or a total of 1,535 beds. Total number of beds for 
the state is 16,048. The average occupany rate for the state is approximately 
60 percent with hospitals with 0-25 beds at 61 percent occupancy and those of 
25-50 beds at 52 percent occupancy. 

The feasibility of changing this situation is limited by the accepted goal of 
promoting equitable access to health care services. Small hospitals are neces­
sary in many rural areas of the State. The potential does exist to increase 
utilization of hospital facilities other than traditional acute care. 

The population in Iowa, as well as the Nation, is getting older. The portion of 
the Iowa population age 65 and over increased from 10.4 percent in 1950 to 12.4 
percent in 1970. The Iowa population age 75 and over increased by 43.2 percent 
between 1950 and 1970. The average age at death has been steadily increasing in 
Iowa for 25 years and is likely to continue increasing. 

Currently, the percentage of Iowa's population which is 65 years of age and 
older is the third highest among states, and 21 percent above the national 
average. Both in numbers and percentage of total, the population 65 and over is 
growing in the state: In 1975, 12.6 percent of the state's population was 65 
years of age and older; and in 1990, it is projected that 13.8 percent of Iowa's 
population will be elderly. (3) 

The location of the population, and especially the elderly population, in 
metropolitan and nonmetropolitan areas of the state is a significant indicator 
of the use of hospital services. In 1975, the percentage of Iowa's population 
residing in nonmetropolitan areas was 63 percent, 11th highest among states. (4) 

Nationally, only 26.7 percent of the population resided in nonmetropolitan areas. 
Of even greater significance is the fact that 71.6 percent of Iowa's population 
age sixty-five and over resided in nonmetropolitan areas, whereas less than 32 
percent of the nation's elderly resided in nonmetropolitan areas. (5) 

According to OHEW figures, the incidence of acute conditions involving restricted 
activity and/or medical attention for those 65 and over 20 percent higher for 
those in nonmetropolitan areas than for those in nonmetropolitan areas. (6) 
Approximately 17.6 percent of the 65 and over population has some limitation of 
mobility. The rate was twenty (20) percent higher in nonmetropolitan than in 
metropolitan areas. (7) Two categories of disability days per person per year 
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(restriced activity days, and bed disability days) are over twice as high for 
those 65 and over than for the entire population. All categories of disability 
days for those 65 and over are higher in nonmetropolitan than in metropolitan 
areas. ( 8) 

The elderly population is particularly susceptible to chronic diseases (heart 
disease, cancer, and stroke) and is, in general, a medical high risk population. 
It is evident that the number of elderly people in the population is likely to 
continue increasing and that the consequent demands for medical care will also 
increase. The 1976 per capita expenditure for personal health care for persons 
age 65 and over was $1,521. The difference in per capita health expenditures 
for those under and over 65 should be explained by the facts that the 65 and 
over population makes almost twice as many visits to a physician per year than 
those under 65, and that persons 65 and over have a ratio of inpatient days/1000 
population nearly four times that of the rest of the oppulation. (9) 

The medical care expenditures for this age group have increased markedly, and 
will continue to increase, particularly as we increase out technical capacity to 
sustain life. At the present time, because of reimbursement mechanism, this 
segment of the population is being treated in the most expensive manner (institu­
tionalization). Less costly and in many instances more acceptable methods of 
treatment, prevention and detection are possible and should be encouraged. 

Given these facts about Iowa, we must also consider some of the system problems. 
The state agency has identified three system variables that can be influenced 
through public policy - methods of payment, utilization, and the excess capacity 
of providers . 

. 
Methods of Payment 

The health care marketplace differs significantly from other sectors of the 
economy. In the health care sector, the buyer (consumer) has little influence 
over what he buys or prices paid. Though the consumer may be consulted, the 
provider (physician) makes the significant purchasing decisions. To complicate 
the situation further, the consumer frequently does not directly pay the pro­
vider for his goods or services. Instead, a "third party," either private 
health insurance or government, pays the provider on behalf of the consumer. 

In the area of hospital care, there are four participants: the physician, the 
hospital, the consumer, and the third party, but the physician makes the essen­
tial expense generating decisions for all of them. He decides the types and 
amounts of medical goods and services that will be purchased. 

Third parties have become the dominant financing method in the health sector to 
the extent that they pay for more than two-thirds of all personal health care 
and more than 90 percent of all hospital care. The Council on Wage and Price 
Stability reports that "there has been considerable analysis of the impact of 
widespread insurance coverage upon demand and prices in the health sector; the 
consensus is that the prevalence of third-party payments is a significant factor 
affecting decision making by consumers and providers." The widespread use of 
"first-dollar" coverage where all expenses for hospital care and surgical fees 
are covered up to a predetermined ceiling is a major factor affecting consumer's 
decisions. Under such coverage, there is literally no relationship between cost 
and the consumer's decision to seek care, nor the physician's decision to 
prescribe care. 
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In this system, consumers are effectively insulated from the costs of the care 
they consume. Likewise, the provider is insulated from cost considerations 
since he commands effectively unlimited resources (the third parties) on behalf 
of the consumer. It is little wonder then that many consumers and providers 
have become insensitive to the high costs related to their transactions. 

The prevailing method of paying for private health insurance coverage further 
compounds the consumer's insulation from financial responsibility for personal 
health care. Nearly 80 percent of health insurance premiums are paid through 
employment related group plans. Moreover, the employer pays an average of 67 
percent of the total premium under such plans and in 41 percent of the policies, 
the employer pays the total premium. 

Another major factor in escalating cost under the third-party system is the 
method of reimbursing providers. Frequently, these payments are made retrospec­
tively, on the basis of actual costs incurred by the provider. The effect of 
this type of payment system combined with first-dollar coverage is that the 
provider has limited incentives to be cost conscious or to practice efficient 
management. 

Finally, the patterns of insurance coverage have been shown to strongly encourage 
the necessary utilization of the most expensive form of service. Both private 
insurance and government programs have promoted the use of high cost inpatient 
services with first-dollar coverage, while lower-cost ambulatory services are 
either not covered or are subject to high deductibles or shared payments. This 
extensive coverage for complex and expensive medical services has understandably 
promoted the availability of complex facilities and services, regardless of the 
potential for more economical alternatives. 

Certainly we can begin to provide better information to both providers and 
consumers on how they can alter their behavior to contain costs. We can also 
act to correct the imbalance in the patterns of coverage with a new emphasis on 
paying for less costly, yet safe, services and less emphasis on high cost 
inpatient services. 

Overutilization of Services 

Increases in the quantity of medical care services have traditionally been 
assumed to increase the quality of care provided. Research is beginning toques­
tion this "more is better" thesi s and indicate that some part of the increasing 
utilization of services is unnecessary. Studies of the problem of excess 
hospital capacity have found that a substantial number of admissions and patient 
days represent unnecessary or cost-ineffective use. The fact that health 
maintenance organizations experience hospital utilization rates 30 percent to 50 
percent lower than traditional fee-for-service arrangements supports the conten­
tion that hospital utilization can be safely reduced. 

The recent national concern over malpractice claims may indicate a new factor 
affecting utilization, so called defensive medicine, i.e . , the practice by 
physicians of ordering unnecessary tests or procedures to offset the potent ial 
for malpractice suits. Though there is little data documenting the ext ent of 
this phenomenon, there appears to be general acceptance that it i s widespread . 
An effective quality of care and utilization review program should not onl y 
identify such unnecessary services, but should offer physicians prot ecti on fr om 
frivolous malpractice claims by establishing norms and standards for quality 
care. 



Excess Supply of Acute Care Hospital Beds and Services 

There is considerable evidence of an excessive supply of hospital beds and 
services. The Institute of Medicine, in a major study of the problem in 1976, 
concluded: 

"The evidence clearly indicates that a significant surplus of short-term 
general hospital beds exist or are developing in many areas of the United 
States and that these are contributing significantly to rising hospital 
costs ... " 

The Institute's conclusion is corroborated in another comprehensive study which 
observed that the current national ratio of 4.4 beds per thousand population 
could be safely reduced by at least ten percent. 

There is further evidence that even where bed increases are limited, the assets 
and labor expended per bed (service intensity) continue to increase. This 
phenomenon is the result of availability of new technology and the tendency of 
hospitals to compete on the basis of size, technological advances, and ''prestige.'' 
Again, the third-party financing system provides little check on such added costs. 

While the technical potential to constrain or reduce the supply of hospital facil­
ities, beds, and services is far from fully developed, it is adequate to begin. 
However, there appears to be little popular support for the concept. Recent pub­
lic opinion over the proposed national health planning guidelines is evidence of 
public resistance to any proposal which appears to suggest elimination of rural 
hospitals. There seems to be no argument to the fact that there are too many 
acute care beds in the state and these empty beds are increasing the cost of hos­
pital care, however there is resistance to decertification of closure of hospitals. 
The public of the State would be served by a cooperative effort between the hospi­
tals of the State and the health planners to develop a plan for alternative uses 
for hospital facilities which would increase availability and accessibility of 
public health services to the citizens of the state and would also serve to 
restrain the increases in hospital costs through elimination of excess beds. 

Considering all of the above, the following goal is established. 

GOAL: THE INCREASE OF HEALTH CARE COSTS IN IOWA WILL BE REDUCED. 

OBJECTIVE 1: By July, 1980, a recommendation to the Governor and the 
legislature on whether or not rate regulation is warranted 
and would prove effective in restraining unnecessary increases 
in health care costs. 

SRRA: By July, 1980, complete studies and analysis relating to 
hospital and health care facility costs and to the financial 
status of hospitals and health care facilities to determine if 
rate regulation would restrain unnecessary increases in health 
care costs. 

The rate regulation study should answer many specific questions and will suggest 
future objectives. For example, the HSAs in Iowa variously call for a lower 
total increase in expenditures and a decreased rate of increase, with Midlands 
tying the rate to the average increase in the consumer price index. The choice 
between these approaches will have wide repercussions and must be made with as 
much information as possible. The state's decision will be made after the rate 
regulation study is completed. 
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GLOSSARY OF HEALTH PLANNING TERMS 

This glossary of terms is offered as a means of helping the reader better under ­
stand the information contained in this Plan. The definitions were extracted 
largely from ''A Discursive Dictionary of Health Care'' (February 1976) prepared 
by the Staff of the Subcommittee on Health and Environment of the Committee on 
Interstate and Foreign Commerce - U.S. House of Representatives. 



GLOSSARY OF HEALTH PLANNING TERMS 

ACCEPTABILITY - An individual's (or group's) overall assessment of medical 
care availability to him or her in terms of such factors as cost, quality, 
outcome, convenience of care, and provider attitudes. Possible measures of 
acceptability include: 

--Percent of persons dissatisfied with the convenience of health care 
services 

--Percent of persons dissatisfied with the out-of-pocket costs of health 
care services 

--Percent of persons dissatisfied with the overall quality of care received 
--Percent of persons dissatisfied with the extent of information provided 

about their condition and/or treatment 

ACCESSIBILITY - A measure of the degree to which the system inhibits or facili­
tates the ability of an individual or grop to gain entry and receive 
appropriate services, including geographic, architectural, transportation, 
social, time and financial considerations. Possible measures of accessi­
bility include: 

--Percent of active, primary care physicians with closed practices 
--Percent of emergency room use for non-emergeny conditions 
--Travel time to care {the time it usually takes an individual to get 

to his regular source of care) 
--Appointment waiting time {the time it usually takes an individual 

to get an appointment at his regular source of care) 
--Percent of the population seeing a physician during a year 
--Inpatient days in short-term hospitals per year 1,000 population 

AMBULATORY CARE - All types of health services which are provided on an out­
patient basis, in contrast to services provided in the home or to persons 
who are inpatients. While many inpatients may be ambulatory, the term 
ambulatory care usually implies that the patient has come to a location 
other than his home to receive services and has departed the same day. 

ANNUAL IMPLEMENTATION PLAN (AIP) - A plan, which the National Health Planning 
and Resources Development Act of 1974 (P.L. 93-641) requires health systems 
agencies to prepare or update annually, specifying, describing how to 
implement, and giving priority to, short-run objectives which will achieve 
the long-range goals of the agency, detailed in its health system plan. 
Section 1513 of the PHS Act describes the place of AIPs in the larger 
context of agency functioning. 
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AVAILABILITY - A measure of the appropriate supply and mix of health services 
and the capacity of resources for providing care. Health care is available 
to an individual when he can obtain it at the time and place that he needs 
it, from appropriate personnel. Availability is a function of the distri­
bution of appropriate resources and services, and the willingness of the 
provider to serve the particular patient in need. Possible measures of 
availability include: 

--The proportion of service capacity (measured in patient days, visits, 
procedures, etc.) currently utilized 

--The capacity of a service (measured in number of patients whom it can 
serve annually) per unit of population 

See also "accessibility" and "acceptability". 

CERTIFICATE OF NEED - A certificate issued by a governmental body to an indivi­
dual or organization proposing to construct or modify a health facility, or 
offer a new or different health service, which recognizes that such facility 
or service when available will be, needed by those for whom it is intended. 
Where a certificate if required {for instance for all proposals which will 
involve more than a minimum capital investment or change bed capacity), it 
is a condition of licensure of the facility or service, and is intended to 
control expansion of facilities and services, in the public interest by 
preventing excessive or duplicative development of facilities and services. 
An example of capital expenditure review, certificate of need for construc­
tion of new hospitals is a requirement of law in over half the states and 
the District of Columbia. Under the National Health Planning and Resources 
Development Act of 1974, P.L. 93-641, all states are required to have the 
state health planning and development agency (designated pursuant to the 
law) administer a state certificate of need program, which must apply to 
all new institutional health services proposed to be offered or developed 
in the state. The health systems agencies {local planning bodies under 
P.L. 93-641) are required to make recommendations to the state agencies 
regarding proposed new institutional health services within their areas. 

CHARACTERISTICS OF THE HEALTH SYSTEM - The major attributes of the health system 
which health planning agencies must consider in planning for the health 
system under P.L. 93-641, including: cost, availability, accessibility, 
continuity, acceptability, and quality. When operational measures are 
applied to these characteristics, they may serve as indicators of health 
system performance. They then allow assessment of the resources used to 
produce health services, the production and delivery of these services, and 
the imediate impacts of the services on a population's health, environment 
or behavior. It should be noted that measures of the general health status 
of a population are not included in this definition because they do not 
directly measure the performance of the health system. The six character­
istics are a major component of the "Health System" taxonomy for planning 
under P.L. 93-641. See also "Health System". 



COMMUNITY HEALTH PROMOTION AND PROTECTION SERVICES - Those services directed at 
the community level toward improving the personal health behavior of resi­
dents and improving the quality of factors in the environment which affect 
their health. Community Health Promotion and Protection Services include: 

--Health Education Services 
--Environmental Quality Management 
--Food Protection 
--Occuptational Health and Safety 
--Radiation Safety 
--Biomedical and Consumer Product Safety 

CONSUMER - One who may receive or is receiving health services. While all 
people at times consume health services, a consumer as the term is used 
in health legislation and programs is usually someone who is never a 
provider, i.e., is not associated in any direct or indirect way with the 
provision of Health services. The distinction has become important in 
programs where a consumer majority on the governing body is required as is 
the case with community health centers and health systems agencies assisted 
under the PHS Act. 

CONTINUITY - A measure of the degree of effective linkages and coordination in 
producing a succession of services over time regarless of whether care is 
provided in one setting or multiple settings. Potential measures of con­
tinuity include: 

--Percent of hospital and nursing home discharges with followup home care 
among all discharges recommended for home care 

--Percent of referrals from prevention and detection services to diagnosis 
and treatment services actually confirmed 

--Percent of patient for whom comprehensive health records are maintained 
and accessible to all providers from whom they receive service 

COST CONTAINMENT - The control of the oveall cost of health care services within 
the health care delivery system. Costs are contained when the value of the 
resources committed to an activity are not considered to be excessive. For 
this reason, the determination of cost containment is frequently subjective 
and dependent upon the specific geographic area of the activity. 

CRITERIA - A measurable characteristic of a health service. Criteria may include 
the measures used as health system indicatos as well as additional measures 
related to the performance of specific services across all providers, or the 
performance or specific services offered by a particular provider. Examples 
of criteria used in health planning include: Physician/population ratios, 
travel time to facilities, and accreditation of institutions. See also 
"standard". 

DISABILITY - Any temporary or long term reduction in a person's activity result­
ing from an acute or chronic condition. 



EMERGENCY MEDICAL SERVICE SYSTEM (EMS) - An integrated system of appropriate 
health manpower, facilities and equipment which provides all necessary 
emergency care in a defined geographic area. The development of such 
systems is Federally assisted under the Emergency Medical Services Act 
of 1973, P.L. 93-154, in which the term is defined and the necessary 
components of the system listed (Sections 1201 and 1206 of the PHS Act). 
Prototype systems are found in the State of Illinois and Jacksonville, 
Florida. One characteristic of such a system would be a central communi­
cations facility using the universal emergency telephone number, 911, and 
having direct communications with all parts of the system with planned 
dispatching of cases to properly categorized facilities. 

FEE-FOR-SERVICE - Method of charging whereby a physician or other practitioner 
bills for each encounter or service rendered. This is the usual method of 
billing by the majority of the country's physicians. Under a fee-for­
service payment system, expenditures increase not only if the fees them­
selves increase but also if more units of service are charged for, or more 
expensive services are substituted for less expensive ones. This system 
contrasts with salary, per capita or prepayment systems, where the payment 
is not changed with the number of services actually used or if none are 
used. While the fee-for-service system is now generally limited to physi­
cians, dentists, podiatrists and optometrists, a number of other practi­
tioners, such as physician assistants, have sought reimbursement on a 
fee-for-service basis. See also "capitation". 

GOAL - In health planning, a quantified statement of a desired future state of 
the health care system or health status, such as an infant mortality of 
less than 20 per thousand live births, a physician to population ratio 
greater than four per thousand, or an increased percentage of the popula­
tion with an average access time for emergency medical services less than 
10 minutes. Health planning formulates goals and seeks to achieve them. A 
goal differs from an objective by lacking a deadline. systems goals are 
stated in terms of one of six system characteristics, availability, accept­
ability, quality, etc. 

GOAL LEVEL - The quantitative level with respect to a particular indicator 
specified in a goal to express the desired level of gaol achievement. 
Some examples of Goal Levels in relation to goal indicators are: 

Indicator 

-- Neonatal Mortality 

-- Heart Disease Mortality 

-- Percent Population 
Within 30 Minutes Travel 
Time To Care 

Goal Level 

-- Less than 20.0 deaths per 
1,000 live births 

-- Less than 280 deaths per 
100,000 population aged 

-- At least 90% 



GROUP PRACTICE - A formal association of three or more physicians or other 
health professionals providing services with income from medical practice 
pooled and redistributed to the members of the group according to some 
prearranged plan (often, but not necessarily, through partnership). By 
1969, 12.8% of all physicians in the U.S. were practicing in groups, mostly 
in groups on one specialty, and this number is apparently growing rapidly. 
Multi-specialty groups offer advantages to the patient by their ability to 
provide several kinds of services on an integrated basis. Groups vary a 
great deal in size, composition and financial arrangements. 

HEALTH - Defined by the World Health Organization as "a state of complete 
physical, mental, and social well-being and not merely the absence of 
disease or infirmity" . Experts recognize, however, that health has many 
dimensions (anatomical, physiological, and mental) and is largely cultur­
ally defined. The relative importance of various disabilities will differ 
depending upon the cultural milieu and the role of the affected individual 
in that culture. Most attempts at measurements have taken a negative 
approach in that the degree of ill health has been assessed in terms of 
morbidity and mortality. In general, the detection of changes in health 
status is easier than the definition and measurement of the absolute level 
of health. 

HEALTH MAINTENANCE ORGANIZATION (HMO) - An entity with four essential attributes: 

(1) an organized system for providing health care in a geographic area, 
which entity accepts the responsibility to provide or otherwise assure 
the delivery of; 

(2) an agreed upon set of basic and supplemental health maintenance and 
treatment of services to; 

{3) a voluntarily enrolled group of persons; and 

(4) for which services the HMO is reimbursed through a pre-determined, 
fixed, periodic prepayment made by or on behalf of each person or 
family unit enrolled in the HMO without regard to the amounts of 
actual services provided. (From the report of the Committee on 
Interstate and Foreign Commerce on the HMO Act of 1973, P.L. 93-222, 
in which the term is legally defined, Section 1301 of the PHS Act). 
The HMO is responsible for providing most health and medical care 
services required by enrolled individuals or families. These services 
are specified in the contract between the HMO and the enrollees. The 
HMO must employ or contract with health care providers who undertake a 
continuing responsibliity to provide services to its enrollees. The 
prototype HMO is the Kaiser-Permanete system, a prepaid group practice 
located on the West Coast. However, medical foundations sponsored by 
groups of physicians are included under the definition. HMOs are of 
public policy interest because the prototypes appear to have demon­
strated the potential for providing high quality medical services for 
less money than the rest of the medical system. Specifically, rates 
of hospitalization and surgery are considerably less in HMOs than 
occurs in the system outside such prepaid groups, although some feel 
that earlier care, skimping or skimming may be better explanations. 



HEALTH MANPOWER - Collectively, all men and women working in the provision of 
health institutions and programs; whether or not professionally trained; 
and whether or not subject to public regulation. Facilities and manpower 
are the principal health resources used in producing health services . In 
1973 there were over four million people working in over 200 health occupa­
tions. 

HEALTH STATUS - The state of health of a specified individual, group or popula­
tion such as Ohioans, an HMO membership, or an employer's employees). It 
is as difficult to describe or measure as the health of an individual and 
may be measured with people's subjective assessment of heir health, or with 
one or more indicators of mortality and morbidity in the popoulation, such 
as longevity, maternal and infant mortality, and the incidence or preva­
lence of major diseases (communicable, coronary, malignant, nutritional, 
etc.). These are, of course, measures of disease status, but have to be 
used as proxies in the absence of measures of either objective or subjective 
health. Health status conceptually is the properoutcome measure for the 
effectiveness of the specific population's medical care system, although 
attempts to relate variations in health status and the effects of available 
medical care have proved difficult and generally unsuccessful. It cannot 
be measured with measures of available health resourcs or services (such as 
physician to population ratios) which, in this context, would be process 
measures. 

HEALTH STATUS INDICATOR - A quantitative measure used to reflect the health 
status of the community. Health Status Indicators may be general measures 
of quality of health such as indicators of longevity and functional ability, 
or measures of disease or disorder which comprise or account for dysfunction . 
or mortality. Illustrative Health Status Indicators include the following: 

--Neonatal mortality rate 
--Heart disease mortality among the population aged 45-64 
--The annual number of persons per 1,000 population incurring major restri c-

tions in activity due to accidents 

HEALTH SYSTEM - All the services, functions, resources, programs and financing 
mechanisms in a geographic area whose purpose (or result) is to affect the 
state of health of the population . P.L. 93-641 requires planning organiza­
tions to do so requires a common method of organizing, viewing or classi­
fying the system--ataxonomy of the health system. Although many variations 
are possible, the Department of Health, Education and Welfare has developed 
such a common taxonomy of the health system for use in planning under P.L. 
93-641. The taxonomy has three major components: "health system services" , 
"health system settings" and "characteristics of the health systems". 
These major components have the following sub-components: 

Health System Services 

1. Community Health Protection and Promotion (Prevention) 
2. Prevention and Dectection Services (Prevention and Primary Care) 
3. Diagnosis and Treatment Services (Primary Care and Acute Care) 
4. Habilitation and Rehabilitation Services (Long Term Care) 
5. Maintenance Services (Long Term Care) 
6. Support Services (Prevention, Primary Care, Acute Care, Long Term Care) 



/ 

Characteristics of the Health System 

1. Cost 
2. Availability 
3. Accessibility 
4. Continuity 
5. Acceptability 
6. Quality 

Health System Settings 

1. Community Setting 
2. Home Setting 
3. Mobile Setting 
4. Ambulatory Setting 
5. Short-stay Setting 
6. Long-stay Setting 
7. Free-standing Setting 

HEALTH SYSTEM INDICATOR - A measure used to represent how well the health system 
is performing. Health System Indicators usually measure broad, general 
characteristics of the health system such as the availability, accessibility, 
acceptability, quality, continuity, and cost-effectiveness of health services. 
Issustrative Health Systems Indicators include the following: 

--Percent of the population within 30 minutes travel time of their regular 
source of care 

--Hospital inpatient costs per capita 
--Percent of pregnant women with adequate prenatal care 

HEALTH SYSTEMS AGENCY (HSA) - A health planning and resources development agency 
designated under the terms of the Natinal Health Planning and Resources 
Development Act of 1974, P.L. 93-641. P.L. 93-641 requires the designation 
of an HSA in each of the health service areas in the United States. HSAs 
are to be non-profit private corporations, public regional planning bodies, 
or single units of local government, and are charged with performing the 
health planning and resources development functions listed in Section 1512 
of the Act. HSA functions include preparation of a health system plan ~ 
(HSP) and an annual implementation plan (AIP), the issuance of grants and 
contracts, the review and approval or disapproval of proposed used of a 
wide range of Federal funds in the agency's health service area, and review 
of proposed new and existing instutional health services and making of 
recommendations respecting them to state health planning and development 
agencies. HSAs replace previously existing areawide CHP agencies, but with 
expanded duties and ~ewers. 

HIIL-BURTON - Legislation, and the programs operated under that legislation, 
for Federal support of construction and modernization of hospitals and 
other health facilities, beginning with P.L. 79-725, the Hospital Survey 
and Construction Act of 1946. The original law, which has been amended 
frequently, provided for surveying state needs, developing plans for 
construction of hospitals and public health centers, and assisting in 
construction and equipping them. Until the late 1960s, most of the amend­
ments expanded the program in dollar amounts and scope. More recently, the 
administration has attempted to terminate the program while the Congress 
has sought to restructure it toward support of outpatient facilities, 
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facilities to serve areas deficient in health services, and training 
facilities for health and allied health professions. Under P.L. 93-641, 
the National Health Planning and Resources Development Act of 1974, the 
Hill-Burton program will be administered by the state health planning and 
development agency. The puprpose of the existing Hill-Burton programs was 
modified by P.L. 93•-641 to allow assistance in the form of grants, loans or 
loan guarantees for the following purposes only: modernization of health 
facilities; construction of outpatient health facilities; construction of 
inpatient facilities in areas which have experienced recent rapid population 
growth; and conversion of existing medical facilities for the provision of 
new health services. 

HOME HEALTH CARE - Health services rendered to an individual as needed in the 
home. Such services are provided to aged, disabled, sick or convalescent 
individuals who do not need institutional care. The services may be 
provided by a visiting nurse association (VNA), home health agency, hospital 
or other organized community group. They may be quite specialized or 
comprehensive (nursing services, speech, physical, occupational and rehabili­
tation therapy, homemaker services, and social services). Under Medicare, 
such services must be provided by a home health agency. Under Medicaid, 
states may, but do not have to, restrict coverage of home health care to 
services provided by home health agencies. 

INCIDENCE - In epidemiology, the number of cases of disease, infection, or some 
other event having their onset during a prescribed period of time in relation 
to the unit of population in which they occur. It measures morbidity or 
other events as they happen over a period of time: the number of accidents 
occurring in a manufacturing plant during a year in relation to the number 
of employees in the plant; or the number of cases of mumps occurring in a · 
school during a month in relation to the pupils enrolled in the school. 
Usually refers only to the number of new cases, particularly of chronic 
diseases . The incidence of common colds high relative to their prevalance. 
In health economics, the distribution of a tax among groups, usually income 
groups, in the population. Nominal incidence is the distribution mandated 
by law, such as a specified division of a payroll tax between employers and 
employees. Ultimate incidence is the distribution after the income effects 
of the tax are allowed for. For example, most economists feel that the 
employer's share of a payroll tax is ultimately borne by the employees in 
lower wages or consumers in higher price. 

INTERMEDIATE CARE FACILITY (ICF) - An institution recognized under the Medicaid 
program which is licensed under state law to provide, on a regular basis, 
health-related care and services to individuals who do not require the 
degree of care or treatment which a hospital or skilled nursing facility is 
designed to provide, but who, because of their mental or physical condition, 
require care and services (above the level of room and board) which can be 
made available to them only through institutional facilities. Public insti­
tutions for care of the mentally retarded or people with related conditions 
are also included. The distinction between "health-related care and services" 
and "room and board" has often proven difficult to make but is important 
because ICFs are subject to quite different regulation and coverage than 
institutions which do not provide health-related care and services. An 
ICF/MR is an ICF which cares solely or particularly for the mentally 
retarded. 



MEDICAID TITLE (XIX) - A federally-aided, state operated and administered 
program which provides medical benefits for certain low-income persons in 
need of health and medical care. The program, authorized by Title XIX of 
the Social Security Act, is basically for the poor. It does not cover all 
of the poor, however, but only persons who are members of one of the 
categories of people who can be covered under the welfare case payment 
programs--the aged, the blind, the disabled, and members of families with 
dependent children where one parent is absent, incapacitated or unemployed. 
Under certain circumstances states may provide Medicaid coverage for 
children under 21 who are not categorically related. Subject to broad 
federal guidelines, states determine the benefits covered, program eligi­
bility, rates or payment for providers, and methods of adminstering the 
program. Medicaid is estimated to provide services to some 25 million 
people, with federal-state expenditures of approximately $12.5 billion in 
fiscal year 1975. 

MEDICAID (TITLE XVIII) - A nationwide health insurance program for people aged 
65 and over, for persons eligible for social security disability payments 
for over two years, and for certain workers and their dependents who need 
kidney transplantation or dialysis. Health insurance protection is avail­
able to insured persons without regard to income. Monies from payroll 
taxes and premiums from beneficiaries are deposited in special trust funds 
for use in meeting the expenses incurred by the insured. The program was 
enacted July 30, 1965, as Title XVIII--Health Insurance for the Aged--of 
the Social Security Act, and became effective on July 1, 1966. It consists 
of two separate but coordinated programs: Hospital Insurance (Part A); 
and; supplementary medical insurance (Part B). 

MORBIDITY - The extent of illness, injury, or disability in a defined population. 
It 1s usually expressed in general or specific rates of incidence or prev­
alence. Sometimes used to refer to any episode of disease. See also 
"mo rt a 1 i ty 11 
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MORTALITY - Death. Used to describe the relation of deaths to the population in 
which they occur. The mortality rate (death rate) expresses the number of 
deaths in unit of population within a prescribed time and may be expressed 
as crude death rates (e.g., total deaths in relation to total population 
during a year) or as rates specific for diseases and, sometimes, for age, 
sex, or other attributes (e.g., number of deaths from cancer in white males 
in relation to the while male population during a year). 

NURSE PRACTITIONER - A registered nurse qualified and specially trained to 
provide primary care, including primary health care homes and in ambulatory 
care facilities, long-term care facilities and other health care institu­
tions. Nurse practitioners generally function under supervision of a 
physician but not necessarily in his presence. They are usually salaried 
rather than reimbursed on a fee-for-service basis, although the supervising 
physician may receive fee-for-service reimbursement for their services. 

OBJECTIVE - In health planning, a quanitifed statement of a desired future state 
or condition with a stated deadline (usually five years in this plan) for 
achieving the objective, such as an average access time for emergency 
medical services of less than 30 minutes by 1976, or development of an 
operational PSRO by 1977. Health planning specifies objectives which will, 
when implemented, achieve its goals. See also "policy" and "budget". 
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OCCUPANCY RATE - A measure of inpatient health facility use, determined by 
dividing available bed days by patient days. It measures the average 
percentage of a hospital's beds occupied and may be institutionwide, or 
specific for one department or service. 

PATIENT ORIGIN STUDY - A study, usually undertaken by an individual health 
program or health planning agency, to determine the geographic distribution 
of the home of the patients served by one or more health programs. Such 
studies help define catchment and medical trade areas, and are useful in 
locating and planning the development of new services. 

PEER REVIEW - Generally, the evaluation by practicing physicians or other 
professionals of the effectiveness and efficiency of services ordered or 
performed by other practicing physicians or other members of the profession 
whose work is being reviewed (peers). Frequently refers to the activities 
of the Professional Standards Review Organizations (PSRO) which, in 1972, 
were required by P.L. 92-603 to review services provided under the Medicare, 
Medicaid, and Maternal and Child Health programs. Local PSROs, which 
receive federal guidance and funding from HEW, are staffed by local physi­
cians, osteopaths and non-physicians. Their duties include the establish­
ment of criteria, norms and standards for diagnosis and treatment of 
disease encountered in the local PSRO jurisdiction, and review of services 
that are inconsistent with the established norms, e.g., hospital stays 
longer than the normal length of stay. The norms may be iput, process or 
outcome measures. Peer review has been advocated as the only possible form 
of quality control for medical services because it is said that only a 
physician's professional peers can judge his work. It has been criticized 
as having inherent conflict of interest, since, it is said, a physician 
will not properly judge those who will judge him, and also as not adequately 
reflecting patient objectives and points of view. 

PLAN DEVELOPMENT PROCESS - A cyclical process of expressing community values and 
long range aspirations for health status and health system performance, 
projecting and evaluating the capabilities of current health systems 
services to address them, and designing and choosing among actions which 
will close the gaps between projected and desired levels of community 
health system performance. 

PLAN IMPLEMENTATION - The process by which an agency promotes the accomplishment 
of the recommendations in its plan. Plan implementation utilizes a combina­
tion of methods including advocacy, financial and/or technical assistance 
to providers, and regulatory controls. 

POLICY - A course of action adopted and pursued by a government, party, states­
man, or other individual or organization; any course of action adopted 
as proper, advantageous or expedient. The Congress makes policy principally 
by writing legislation and conducting oversight activities. The term is 
sometimes used less actively to describe any stated position on matters at 
issue, i.e., an organization's policy statement on national health insurance 
between an isurer and the insured. In the executive branch of the federal 
government, policies are documents which interpret or enlarge upon rules, 
and are sometimes referred to as guidelines. Policies bear the same 
relationship to rules (regulations) as rules do to law, except that unlike 
regulations, they do not have the force of law. 



PREVALENCE - An estimated number of conditions which exist at one point in time 
or during a specific period of time such as a week, a month, or a year. 

PREVENTIVE SERVICES - A term used in this p·lan which causes health promotion and 
protection services as well as some diagnostic services and some primary 
treatment. Prevention services can be classified into three categories: 

Primary - Activities undertaken to prevent the occurrence of disease or 
illness. 

Secondary - To intervene after disease can be detected but is a sympthomatic 

Tertiary - To prevent the progress of symptomatic disease 

Prevention services may: 

1) Promote community health through programs to reduce smoking, to 
control stress, to improve nutrition, to encourage exercise, to 
discourage drug abuse; 

2) Protect community health through accident control, toxic agent 
surveillance and control, community fluoridation; and, 

3) Prevent disease through health services such as family planning, 
prenatal, infant care, immunizations, hypertension 

One and two above are mainly primary prevention, while three is mainly 
secondary or tertiary prevention. 

PREVENTIVE MEDICINE - Care which has the aim of preventing disease or its conse­
quences. It includes health care programs aimed at warding off illnesses 
(e.g., immunizations), early detection of disease (e.g., Pap smears), and 
inhibiting further deterioration of the body (e.g., exercise or prophylactic 
surgery). Preventive medicine developed subsequent to bacteriology, and 
was concerned in its early history with specific medical control measures 
taken against the agents of infectious diseases. With increasing knowledge 
of nutritional, malignant and other chronic diseases, the scope of preven­
tive medicine has been extended. It is now operatively assumed that most, 
if not all, problems are preventable at some stage of their development. 
Preventive medicine is also concerned with general preventive measures 
aimed at improving the healthfulness of our environment and our relations 
with it through such things as avoidance of hazardous substances, modified 
diet, and family planning. In particular, the promotion of heath through 
altering behavior, especially by health education, is gaining prominence as 
a component of preventive care. See also "public health" and "consultation 
and education services". 

PRIMARY CARE - Basic or general health care which emphasizes the point when the 
patient first seeks assistance from the medical care system and the care of 
the simpler and more common illnesses. The primary care provider usually 
also assumes ongoing responsibility for the patient in both health main­
tenance and therapy of illness. It is comprehensive in the sense that it 
takes responsibility for the overall coordination of the care of the 
patient's health problems, be they bioloical, behavioral or social. The 
appropriate use of consultants and community resources is an important 
part of effective primary care. Such care is generally provided by physi­
cians, but is increasingly provided by other personnel such as family nurse 
practitioners. 



PROFESSIONAL STANDARDS REVIEW ORAGNIZATION (PSRO) - A physician-sponsored organ­
ization charged with comprehensive and ongoing review of services provided 
under the Medicare, Medicaid and Maternal and Child Health programs. The 
purpose of this review is to determine for purposes of reimbursement under 
these programs whether services are: medically necessary; provided in 
accordance with professional criteria, norms nd standards; and, in the 
case of institutional services, rendered in an appropriate setting. The 
requirement for the establishment of PSROs was added by the Social Security 
Amendments of 1972, P.L. 92-603, to the Social Security Act as Part B of 
Title XI. PSRO areas have been designated throughout the country and 
organizations in many of these areas are at various stages of implementing 
the required review functions. See also "peer review". 

PROVIDER - An individual or organization whose responsibilities involved the 
provision, administration, teaching or development of health services, 
activities or supplies. The provider may have a direct or indirect 
interest in the health industry. 

PUBLIC HEALTH - The science dealing with the protection and improvement of 
community health by organized community effort. Public health activities 
are generally those which are less amanable to being undertaken or less 
effective when undertaken on an individual basis, and do not typically 
include direct personal health services. Immunizations, sanitation, 
preventive medicine, quarantine and other disease control activities, 
occupational health and safety programs,, assurance of the healthfulness 
of air, water and food, health education, and epidemiology are recognized 
public health activities. 

SECTION 1122 - A section of the Social Security Act added by P.L. 92-603. The 
Section provides that payments will not be made under Medicare of Medicaid 
with respect to certain disapproved capital expenditures determined to be 
inconsistent with state or local health plans. P.L . 93-651, the National 
Health Planning and Resources Development Act of 1074, requires states 
participating in the Section 1122 program to have the new state health 
planning and development agency serve as the Section 1122 agency for purposes 
of the required review. Capital Expenditure Review is an expenditure, which 
under generally accepted accounting principles is not properly chareable 
as an expense of operation or maintenance, for the acquistion, replacement, 
modernization or expansion of facilities or equipment. See also 11certificate­
of-need11. 

SHARED SERVICES - The coordinated, or otherwise explicitly agreed upon, sharing 
of responsibility for provision of medical or non-medical services on the 
part of two or more otherwise independent hospitals or other health programs. 
The sharing of medical services might include, for example an agreement th at 
one hospital provide all pediatric care needed in a community and no obste­
trical services while another undertook the reverse . Examples of shared 
non-medical services would include joint laundry or dietary services for t wo 
or more nursing homes. Common laundry services purchases by two or more 
health programs from one independent retailer of laundry servi ces are not 
usually thought of as shared services unless the health programs own or 
otherwise control the retailer. 

SKILLED NURSING FACILITY (SNF) - A nursing facility participating in t he Medi­
caid and Medicare programs that meets specified requirements for serv ices, 
staffing and safety. 
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STANDARD - A quantitative and/or qualitative value assigned to a particular cri­
terion. Generally, the measure is set by competent authority as the rule 
for measuring quantity or quality. Examples of standards assigned to cri­
teria are: a minimum ratio of 1:1000 (quantitative) for a physician/ 
population ratio in an area, a maximum of 30 minutes (quantative) travel 
time to a facility, and meeting JCAH stanards (qualitative) for accredi­
tation of a facility. See also 11 criteria11
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STATE HEALTH PLAN - Under P.L. 93-641, a state-level plan finalized and adopted 
by the SHCC, based upon the HSPs of all HSAs in the state and upon a pre­
liminary SHP (PSHP) prepared by the SHPDA. The SHP has its purpose the 
articulation of goals and priorities to guide: development of a coordinated 
approach in the HSPs relative to areas of statewide concern; development and 
implementation of health policies for both public and private sectors in the 
state; and implementation of priority statewide programs identified during 
plan development. 

STATE HEALTH PLANNING AND DEVELOPMENT AGENCY (SHPDA) - Section 1521 of the PHS 
Act, added by P.L. 93-641, requires the establishment of a state health 
p 1 ann i ng and deve 1 oprr1ent agency in each st ate. As a rep 1 acement for exist­
ing state CHP agencies, SHPOAs will prepare an annual preliminary state 
health plan and the state medical facilities plan (Hill-Burton). The agency 
will also serve as the designated review agency for purposes of Section 1122 
of the Social Security Act and administer a certificate-of-need program. 

STATE MEDICAL FACILITIES PLAN (SMFP) - Under P.L. 93-641 (Title XVI), a state­
level plan developed by the SHPDA and approved by the SHCC which: sets 
forth the requirements of the state for inpatient and outpatient facilities 
and for modernization of existing facilities; established statewide prior­
ities among needed projects for Title XVI funding or other funding; provides 
the minimum requirements for maintenance and operation of facilities which 
receive Title XVI assistance. The SHFP must be consistent with the SHP and 
will most likely be a sub-part of the SHP. 

STATEWIDE HEALTH COORDINATING COUNCIL (SHCC) - A state council of providers and 
consumers (who shall be in the majority) required by Section 1524 of the 
PHS Act, added by P.L. 93-641. Each SHCC generally will supervise the work 
of the state health planning and development agency, and review and coor­
dinate the plans and budgets of the state's health systems agencies (HSAs). 
It will also annually prepare a state health planning from HSA plans and 
the preliminary plans of the state agency. The SHCC will also review appli­
cations for HSA planning and resource development assistance. 

TERTIARY CARE - Services provided by highly specialized providers (e.g., neurolo­
gists, neurosurgeons, thoracic surgeons, intensive care units). Such 
services frequently require highly sophisticated technological and support 
facilities. The development of these services has largely been a function 
of diagnostic and therapeutic advances attained through basic and clinical 
biomedical research. See also "primary care". 

THIRD-PARTY PAYER - Any organization, public or private, that pays or insures 
health or medical expenses on behalf of beneficiaries or recipients (e.g., 
Blue Cross and Shield, commerical insurance companies, Medicare and Medicaid. 
The individual generally pays a premium for such coverage in all private 
and some public programs. The organization then pays bills on his behalf; 



such payments are called third party payments and are distinguished by the 
separation between the individual receiving the service (the first party), 
the individual or institution providing it (the second party) and the 
organization paying for it (the third party). 

TITLE XIX - The title of the Social Security Act which contains the principal 
legislative authority for the Medicaid program, and therefore a common 
name for the program. 

, 






