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Karen Tam

How Healthy Is North
Carolina’s Population?

by Ken Otterbourg

How healthy is North Carolina’s population? The answer depends on which
statistics you consider, but in the main the state’s population has never ranked
among the healthiest. Tar Heels exceed the national averages in deaths from
heart disease, cancer, injuries, and infant mortality. What can the state do about
its relatively poor showing in health?
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The only Business here is of raising Hogs, which is manag’d with the least
Trouble, and affords the Diet they are most fond of. The Truth of it is, the
Inhabitants of N Carolina devour so much Swine’s flesh, that it fills them full of
gross Humours. For want too of a constant Supply of Salt, they are commonly
obliged to eat it Fresh, and that begets the highest taint of Scurvy. . . .

t’s been a good long while since scurvy has

shown up as one of North Carolina’s most

pressing health problems, but the fact is

that the overall health of the state’s people
is still not what it should be. The state’s mortality
rates—deaths per 100,000 population—exceed the
national average on 10 key indicators: all causes,
heart diseases, strokes, cancer, diabetes, pneumo-
nia, pulmonary diseases, liver disease and cirrho-
sis, motor vehicle accidents, and all other kinds of
injuries (see Table 1, p. 4).

Still, North Carolina’s rankings are nowhere
near the worst in the land. Two years ago, a
Minneapolis-based insurer began a new ranking of
the states. Northwestern National Life Insurance
Co. compiled health statistics in 17 categories for
each state, then tallied up the results. The states
with the healthiest citizens: Hawaii, Minnesota,
New Hampshire, and Utah. Those with the least
healthy citizens: Mississippi, New Mexico, Alaska,
and West Virginia.! North Carolina? In the middle
of the pack at number 32 in 1990, but moving up
two notches in the 1991 survey to 30, well behind
Virginia, but ahead of most other states in the
South Atlantic (see Table 2, p. 5). The state ex-
ceeded the national average in only three categories:
access to prenatal care; unemployment rate (the
jobless are less likely to have health care coverage);
and number of acute illnesses per resident.

Being number 32 out of 50 isn’t much for the
state to brag about, but just how healthy are North
Carolina’s residents? Dr. Georjean Stoodt, director
of the Division of Adult Health at the North Carolina
Department of Environment, Health, and Natural
Resources, couches it this way: “My baseline for
comparison is what is demonstrably achievable, and
are we there? And the answer is no.”

As proof, she points to the state’s high rate of
preventable deaths and unenviable status as a sort-
of buckle in the “stroke belt,” a stretch of territory
that takes in much of the southeast United States.?

Not everyone believes the state is making a
poor showing in health care. “If we do rank 32nd

Ken Otterbourg is Raleigh correspondent for the Winston-
Salem Journal.

— WiLLiam Byrp, 1728

among the states, as the Northwestern National
Life study suggests,  can argue that we are making
a strong showing, given the state’s relative in-
come, health care resources, and expenditures on
health care,” says Duncan Yaggy, chief planning
officer at Duke University Medical Center. “A
study I saw last week ranked North Carolina 44th
in expenditures per capita for health care. If we
ranked 32nd in health and 44th in expenditures for
health care, doesn’t that suggest that we are mak-
ing a good showing?”

Adds Dr. Ronald H. Levine, state health di-
rector, “Compared to ourselves, we are healthier
than ever before. Compared to the United States,
we are not as healthy as we should be.”

Another answer might be found in how North
Carolinians rate themselves. A Carolina Poll con-
ducted in March 1991 by the School of Journalism
and Mass Communication and the Institute for
Research in Social Sciences at UNC-Chapel Hill
surveyed 509 adults. More than four-fifths, 81
percent, rated their health as excellent or good as
opposed to fair or poor.? By comparison, a na-
tional survey in 1989 found that about 91 percent
of the people polled rated their health as excellent,
very good, or good.*

Generally speaking, younger, better-educated,
wealthier people living in urban areas of North
Carolina see themselves as healthier than do older,
less-educated poor residents living in rural sections
of the state.” There was also a difference based on
race. Eighty-three percent of the white people sur-
veyed said their health was excellent or good, while
only 71 percent of non-whites felt the same way.

Compared to ourselves, we
are healthier than ever
before. Compared to the
United States, we are not
as healthy as we should be.

— Dr. Ronatb H. LEviNE
State Heattd DIRECTOR
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Table 1. Mortality Rates for U.S. and N.C., by Cause, 1979-88
Mortality Rates 1979 1981 1984 1986 1988
per 100,000 US. N.C.|US. NC.|US. NC.|US. NC.|US. N.C.
All Causes 5874 644.5 |568.2 609.1 {545.9 571.2|541.7 5743|5355 570.8
Specific Causes
Diseases of the Heart 203.0 2237 {1950 211.7 [ 183.6 193.9 1750 185.5]166.3 173.1
Cancer 1334 1320 { 131.6 1296|1335 126.8|133.2 130.6 | 132.7 1347
Cerebrovascular
Diseases (Stroke) 425 550 38.1 49.0| 334 416 31.0 383 297 377
Motor Vehicle Accidents | 23.9 269 | 21.8 2521 191 233} 194 262 197 239
Other Accidents and
Adverse Effects 197 245 180 214 159 19.0| 157 191 153 201
Chronic Obstructive
PulmonaryDiseases
(Lung Disease) 148 147 ) 163 156 17.7 162| 188 186| 194 197
Ppeumonia and Influenza|{ 11.1 126} 123 145] 122 127§ 135 147 142 148
Diabetes Mellitus %9 113 9.8 100 95 100 9.6 10.0| 10.1 13.0
Suicide 120 125 115 126 116 126} 119 113 114 109
Chronic Liver Disease
and Cirrhosis 123 127 114 105} 100 8.7 9.2 8.8 9.0 9.2
Homicide/Legal
Intervention 106 123 104 107 8.4 8.5 9.0 9.1 9.0 8.8
Nephritis/Nephrosis
(Kidney Disease) 4.5 6.1 45 5.9 4.7 55 49 5.1 4.8 43
Atherosclerosis 5.6 5.9 52 5.0 42 42 3.7 4.0 34 2.8
Source: N.C. Center for Health and Environmental Statistics, Departinent of Environment, Health, and Natural Resources
Table prepared by Seth Blum, Center intern and Duke Univ. law student
Shaded areas indicate years when N.C. rates were lower than national average.
I

The overall breakdown in the Carolina Pollis | do the facts give us a more accurate x-ray of the

about the same as the results from a survey con-
ducted in 1981, 1983, and 1984 by the North
Carolina Citizen Survey through the state’s Office
of State Budget and Management. In that poll,
between 78 and 83 percent of the state’s residents
surveyed rated their health as good, very good, or
excellent.

Perceptions vs. Reality in Health Care

t’s clear that most North Carolinians consider
themselves to be in pretty good health—but
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health status of North Carolina’s population?
How do you accurately and objectively measure
health? In Northwestern National’s ranking, the
insurance company used a number of subjective
categories, such as percent of high-school gradu-
ates in the adult population, and then boiled down
the statistics to a single ranking.

In reality, the picture is much more compli-
cated than that. The health status of the Tar Heel
state isn’t so much a uniform blanket as it is a
patchwork quilt of black, white, and several shades
of gray. That reflects the state’s diversity. North




“For as a result of the
pain, there are some who
are born, others grow,
others die . . .”

—— CESAR VALLEIO
“Tue NiNe MONSTERS”

Carolina has grinding poverty tucked amid pros-
perous cities. It has nationally recognized medical
schools and rural counties with no doctors. And
the state has gleaming medical centers and as
many as 1.2 million people who lack the health
insurance they need to gain easy access to these
facilities. 7

The mortality rate is the most widely used
indicator of health because it is among the sim-
plest. That’s because when people die, their death
certificates state their cause of death, their age,
their race, and address. At the end of the year, the
numbers are collected and analyzed by the Divi-
sion of Statistics and Information Services at the
Department of Environment, Health, and Natural
Resources. .

The ease of data collection for deaths con-
trasts with the difficulty health officials have in
compiling information on diseases, known in medi-
cal jargon as morbidity. At this point, good mor-
bidity data—whether for diabetes or ulcers—just
aren’t available. The exceptions are for communi-
cable diseases, such as tuberculosis, syphilis and,
of course, Acquired Immunodeficiency Syndrome
(AIDS).

The North Carolina Medical Database Com-
mission, a branch of the Department of Insurance,
collects information on hospital discharges, but
its published statistics don’t take note of a patient’s
age, sex, or race. And if patients never get ad-
mitted to a hospital, but rather find relief at the
doctor’s office, they’re not recorded.

Even when considering death statistics, health
officials urge caution in comparing counties on
raw data. The reason is that while death might
seem random in individuals, it follows a pattern
for the population as a whole. Generally speaking,
the more non-whites, males, and elderly that live
in a county, the higher the death rate.®

The state’s unadjusted death rates show these
outcomes. In much of northeastern North Caro-
lina, in the counties along the Virginia border,
blacks make up a majority of the population and

Table 2. Comparative Rankings of
Health Status in 1990 and 1991.

T 000

Rank Rank
1990 1991 State
4 1 Hawaii
1 2 Minnesota
3 3 New Hampshire
1 3 Utah
7 5 Wisconsin
5 5 Nebraska
5 7 Connecticut
7 8 Towa
10 8 Kansas
10 10 Colorado
7 11 Massachusetts
12 11 Maine
15 11 Virginia
12 i4 Vermont
17 15 Rhode Island
16 15 New Jersey
12 17 North Dakota
20 18 Indiana
19 19 Ohio
20 19 Pennsylvania
18 19 Montana
22 22 California
30 23 ‘Washington
23 23 Maryland
25 25 Wyoming
23 25 South Dakota
25 27 Oklahoma
25 28 Michigan
25 28 Delaware
32 30 North Carolina
30 30 Texas
25 32 Missouri
34 32 llinois
34 32 New York
33 35 Idaho
34 36 Georgia
38 36 Kentucky
34 36 Tennessee
43 39 Oregon
39 40 Arizona
39 40 Arkansas
44 42 Florida
39 42 Alabama
39 44 South Carolina
47 44 Nevada
45 46 Louisiana
47 47 Mississippi
45 47 New Mexico
50 49 Alaska
49 50 West Virginia

Source: Northwestern National Life Insurance Co.

S—
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the death rates are higher than the state average
(see Table 3, p. 6 for a comparison of white and
non-white mortality rates for various causes.) By
contrast, Onslow County is home to Camp LeJeune
and has a disproportionate percentage of young
people, especially healthy young U.S. Marines
and their families. Its death rate is the lowest in the
state.

But when statisticians account for these differ-
ences in demographics by adjusting for age, race,
and sex, that pattern collapses. The county that ends
up with the worst adjusted death rate is Avery
County, a small mountain county. The reason: an
unusually high rate of heart disease, despite a popu-
lation that has few blacks.

So which batch of statistics is the right one to
use? On national comparisons, health officials
generally adjust death rates only for age. For in-
state purposes, there’s some debate. Dr. Thad

|

Table 3. N.C. Average Mortality Rates per 100,000 for Race and Sex
by Various Causes, 1986-1990

‘White Non-White White Non-White
Male Male Female Female
Homicide
8.3 38.0 3.0 9.7
800 - Homicide Diabetes
Diabetes 9.8 24.0 8.3 25.3
700 Cancer
163.5 235.7 100.8 118.7
600
Stroke
35.0 73.2 28.2 51.6
500
Heart Disease
400 270.0 3740 1385 2166
500 Source: N.C. Center for Health and Environmental
Statistics, Department of Environment, Health
200 and Natural Resources
100
0 ) ) ) )
White Non-White White Non-White
Male Male Female Female

Wester, the state’s deputy health director, says, “If
we want to compare North Carolina with other
states, then adjustments should be made so that the
populations compared appear similar. For ex-
ample, you cannot compare North Carolina with
Utah without adjusting for the marked differ-
ences in non-white populations. On the other
hand, you must avoid the trap of allowing the non-
white statistics—which are almost twice that of
the white rate—f{rom becoming an accepted norm
within the state. This is because there is little
reason to believe that the differences are racially
determined. It is more likely that the higher rate
is caused by being disadvantaged rather than by
being non-white.”

Wester, a former public health director in
Robeson County, points out another reason Utah’s
citizens are healthier than North Carolina’s: Utah,
unlike North Carolina, has a large number of Mor-

6 NORTH CAROLINA INSIGHT
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Nurse cares for premature infant in isolette at intensive care nursery.

mons, whose religious teachings urge them to avoid
tobacco, caffeine and alcohol.

In 1989, the last year for which state figures
are available, 57,438 people died in North Caro-
lina, about 870 people for each 100,000 residents.
Nationally, the mortality rate is 880 per 100,000.
When adjusted for age, the state’s rate drops to 571
per 100,000. But the U.S. rate drops to 536 deaths
per 100,000, even though the nation’s population,
on average, is slightly older than that of North
Carolina (see Table 1, p. 4).

The state’s top killer is heart disease, account-
ing for nearly a third of all deaths in North Caro-
lina. Rounding out the top 10, in descending
order, are cancer, stroke, unintentional injuries,
lung disease, pneumonia, diabetes, suicide, liver
disease, and homicide. Four-fifths of the state’s
deaths each year can be attributed to these 10
diseases.

Delton Atkinson is the director of DEHNR’s
statistics division. He says his job is to get beyond
the numbers. “What do they mean?” he asks.
“This information ought to be of use to policy-
makers.”

Infant Mortality:
Take North Carolina’s well-publicized battle

against infant mortality. Any death of an infant
less than one year old counts toward the state’s
infant mortality rate. Taken together, these deaths
would rank eighth in number each year, just ahead
of suicide.’

For the past decade, the state’s infant death
rate dropped steadily, but in 1987 and 1988 it took
a turn for the worse. North Carolina ended the
year with the highest infant mortality rate of any
state and a black eye in the local and national
press. The legislative and executive branches
scrambled into action, convening task forces and
targeting additional state dollars—nearly $40
million since 1989—towards various forms of
prenatal care.® In mid-1991, Gov. James G.
Martin was able to announce dramatic results—
the infant death rate had dropped for 1989 and
1990. In trumpeting the decline, Martin praised
several state and private-sector programs, as well
as his Commission on Reduction of Infant Mortal-
ity, established in December 1989.

Yet despite the state’s gains, one grim fact
stands out: the infant mortality rate for non-whites
is still nearly twice as high as the rate for whites.
Along with race, the other key indicator for infant
mortality is a baby’s low birth weight. That,
health officials assert, tends to “occur more fre-
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quently among non-whites and persons of lower
socio-economic status. . . . Infant mortality cannot
be separated from its broader context of under-
development and poverty.”"!

But Atkinson and his staff still don’t know
either what caused the two-year hike in the rate in
1987 and ’88 or what caused it to subside in 1989
and ’90. “Do Medicaid and state dollars make a
difference and under what conditions do they make
adifference?” he wonders. “You can’t say whether
one thing did it or a combination of things did it.”

Even Walter Shepherd, executive director of
the commission, isn’t sure what accounts for the
drop. He said better medical technology might
hold the answer. “It would be nice to say that the
programs put in place would have an impact, but
it’s too early to say,” he says.

Answers to those questions can be elusive,
whatever the illness. Similar question arise about
other causes of deaths and illnesses that prevail
in North Carolina, and what policy makers are
doing about them.

Heart disease:

Although it causes a third of all deaths, heart
disease currently accounts for a smaller percent-
age of deaths in North Carolinians than in earlier

years. In 1979, 223.7 people per 100,000 died
from heart disease. In 1988, the last year for which
comparable statistics are available, the rate was
down to 173 per 100,000. The national rate—203
deaths per 100,000 in 1979—had fallen to 166
deaths per 100,000 by 1988.

Those statistics bear good news and bad. The
state’s death rate from this disease has dropped,
but it still exceeds the national average.

Dr. Fredric Romm, an associate professor of
family and community medicine at Wake Forest
University’s Bowman Gray School of Medicine
in Winston-Salem, is coordinating North Carolina’s
participation in a national survey on heart disease.
His suspicion is that heart disease’s decline rela-
tive to other causes of death is caused partly by
lifestyle changes but also by the rise of advanced
medical care for heart disease.

Romm is one of four field coordinators for a
heart-disease study called Atherosclerosis Risk in
Communities, or ARIC. In four communities—
Forsyth County, N.C.; suburban Minneapolis,
Minn.; Hagerstown, Md.; and Jackson, Miss.—
researchers hope to track about 16,000 middle-
aged persons over several years and record changes
in their heart conditions. From that information,
they hope to gain insight into the onset and preven-

Technologists study film of cardiac catheterization at Wake Medical Center-.
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tion of heart disease. “One of the reasons we’re
doing this study is there’s been a decline in deaths
in heart disease, and we don’t know why,” says Dr.
Romm.

Cigarette smoking is the leading cause of heart
disease and lung cancer, according to the U.S.
Department of Health and Human Services.'? But
the public health crusade against smoking isn’t
quite as simple in North Carolina as it might be in
other states. Tobacco is North Carolina’s largest
cash crop and a linchpin of the state’s rural
economy, despite efforts to shift the agricultural
economy to other commodities. Cigarette making
remains a leading high-wage industry in the urban
Piedmont.

So not surprisingly, the state’s policy makers
on occasion have conflicting opinions about to-
bacco-related health issues. This shows at the
state and local level in three recent instances. North
Carolina applied in 1990 to take part in a nation-
wide program that aims to cut the adult smoking
rate from 28 percent to 15 percent by the year
2000. The plan’s name is the American Stop-
Smoking Intervention Study, or ASSIST. The
state’s top health officials carefully weighed the
grant application’s merit, acknowledging that the
tobacco industry’s heft made the decision a touchy
one, but in September 1991, North Carolina was
approved for inclusion in the effort.

By contrast, consider what happened in mid-
1991 when the Duplin County Board of Education
tried to ban smoking in the county’s schools. After
the board’s initial vote endorsing the ban, angry
tobacco farmers threatened to derail a $30 million
school bond referendum, and the board backed
down. A brochure prepared that same summer
publicizing recommendations of Lt. Gov. Jim
Gardner’s Drug Cabinet warned pregnant women
not to drink or use drugs but made no mention of
smoking.”® The resulting brouhaha was publi-
cized in newspapers across the state and wound up
on the pages of the Journal of the American Medi-
cal Association.

Still, despite the widespread impact of to-
bacco and the state’s traditional position as the
largest cigarette manufacturer in the world, one
ranking showed about 32 percent of North
Carolina’s adults smoke, compared to 28 percent
for the nation. The highest rate: Nevada, with
35.7 percent. The lowest: Utah again, at 14.1
percent. '

While cigarette smoking is the leading cause
of heart disease, it is by no means the only cause.
Other contributors include: hypertension or high

blood pressure, high cholesterol, obesity, and sed-
entary lifestyles.

Among the early findings of the ARIC re-
search supervised by Romm is that nearly a fourth
of the blacks and about a fifth of the whites partici-
pating in the Forsyth County study have high cho-

lesterol levels. And half the blacks have high
blood pressure, while slightly less than a third of
whites also show hypertension.

Death from heart disease is highest in the rural
southwest and rural northeast sections of the state
(see Table 4, p. 10 for a county-by-county break-
down of death rates by cause). The clusters have
mainly to do with age and race. Many of the
eastern counties have large minority populations,
and non-whites smoke more often than whites.
Many of the western counties have a higher per-
centage of the elderly.

Cancer:

As heart disease has dropped as a cause of death,
cancer has risen. It’s the only major illness that
causes more deaths now than 40 years ago. Part of
the reason is modern medicine’s success in treat-
ing other diseases relative to its ability to cure
cancer. Another reason is that what the experts
know about preventing and detecting cancer isn’t
always put into practice.

Qverall, North Carolinians die of cancer at
about the same rate as the nation as a whole, but
certain segments of the population do not share in
that status. In North Carolina, as elsewhere, blacks
die of cancer at a greater rate than whites. In Cho-
wan County, for example, the mortality rate from
prostate cancer is three times the state average.

According to a state publication on mortality,
“Blacks in certain regions of North Carolina have
some of the highest prostate cancer mortality rates
in the world. The high rate among blacks may be
related to genetic or environmental factors as well
as to health care access or quality issues.”"

Cancer strikes at many organs. And the news
is better for cancer in some parts of the body than
for others. A bleak spot in the state’s war on
cancer is lung cancer. As a cause of death, it’s
increasing in both sexes and blacks and whites,
with white females showing the greatest increase.
With extremely low cure rates (less than 5 percent)
for lung cancer, health officials say prevention is
the most effective way to combat the disease. This
is where the issue of access to health care enters
the debate. In 1987, North Carolina had one doc-
tor for every 565 residents. The national average

—continued on page 12
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Table 4. 1990 North Carolina Deaths by Cause and by County

Chronic  Chronic Unintentional
Obstructive  Liver  Injuries &

* County Heart Prneumonia/ Pulmonary Disease/ Adverse #» Total
County Rank Population  Cancer Diabetes Disease Stroke Influenza Disease  Cirthosis Effects Suicide Homicide Deaths
Alamance 37 108,427 257 41 362 87 32 50 8 41 17 17 1104
Alexander 83 27,608 49 3 69 17 14 7 2 12 1 2 221
Alleghany 10 9,590 22 1 37 7 7 5 2 8 3 1 113
Anson ...... 35 ....23421..... 58...... S5..... 83....19 ....14....... 12 ..., 3 ... T oo 2...... 6 ....242
Ashe 20 22,206 59 5 75 26 1 11 1 4 4 2 245
Avery 51 14,878 23 3 56 4 10 11 4 10 3 0 141
Beaufort 18 42,331 112 21 154 42 22 19 3 15 3 4 473
Bertie ....... 6....20372...... 60..... 10..... 76 ....24......9 ........ S 2 e, 20 ..... 4...... 1 ....257
Bladen 22 28,616 61 6 105 31 10 5 3 24 4 5 311
Brunswick 62 51,365 132 4 146 26 22 21 5 35 5 4 467
Buncombe 31 175,173 466 30 529 129 89 77 27 79 22 11 1821
Burke ...... 78 ....75,815....149 ..... 19....224 ....39 ....19....... 22 ... 9 ... 33....12 ....10 ....648
Cabarrus 73 99,256 222 25 306 45 43 20 11 28 14 9 868
Caldwell 82 70,789 149 16 166 53 16 21 3 30 13 15 572
Camden 80 5,906 10 1 12 9 2 4 0 3 2 0 49
Carteret ..... 58 ....52854....122...... 5....144 ,...35 ...13 ....... 21 el 11 ..., 28 ....11 ... ... 3 ....487
Caswell 51 20,695 45 7 64 14 7 7 4 9 5 0 196
Catawba 70 118,742 237 20 332 70 45 42 9 67 17 11 1049
' Chatham 66 38,893 75 6 124 32 11 9 3 18 7 4 345
Cherokee ...31 ....20,200..... 47 ...... 5..... 8 ....18 ....11 ........ 4., 2 ... 3., 3., 1 ....211
Chowan 8 13,530 32 4 46 16 15 5 6 3 0 1 162
Clay 28 7,168 17 0 38 5 3 1 0 2 2 0 75
Cleveland 43 84,748 173 31 311 68 23 28 12 39 10 16 838
Columbus ...24 ....49,549 ... .111..... 10....190 ....45 ....18 ....... 12 ..., 5 ... 29 ..... S.... 9 ....536
Craven 92 81,715 136 7 206 40 16 23 9 32 12 10 616
Cumberland 97 276,791 370 45 541 98 36 66 28 100 28 39 1624
Currituck 51 13,800 24 3 39 10 12 6 0 9 2 0 131
Dare ....... 94 ....22,980..... 43 ...... 2. 53 ..... 8...... Toeeniit, 2000002 ., 9. 3., 2 ....166
Davidson 91 127,038 224 22 344 61 28 33 13 69 16 9 968
Davie 78 27,941 57 6 90 14 10 7 2 15 7 3 238
Duplin 28 39,976 98 6 129 50 19 18 4 17 6 6 420
Durham ..... 92 ...182,585....310..... 32....415....97 ....42 ....... 37 ... 13 ... 59 ....15 ....22 ...1376
Edgecombe 20 56,602 157 12 178 64 21 15 6 40 7 11 620
Forsyth 73 266,443 527 58 695 199 84 86 28 91 47 33 2331
Franklin 41 36,675 80 9 122 30 8 12 6 31 3 4 369
Gaston ....... 62 ...175410....358 ..... 24....631 ....94 ....45....... 62 ....... 17 ..., 76 ....23 ....17 ...1594
Gates 27 9,317 17 0 35 9 1 3 0 11 4 0 100
Graham 64 7,195 16 3 16 5 3 1 2 5 1 0 65
Granville 43 38,510 83 9 131 23 25 14 4 16 8 7 382
Greene ..... 87 ....15397 ..... 18...... ... 44 ..., 6...... 4 ... 7ot 0 ..... 12..... 2., 1 ....118
Guilford 76 348,187 724 63 923 267 97 104 51 110 48 33 2998
Halifax 7 55,572 143 17 235 61 15 28 10 35 4 10 670
Harnett 66 68,033 140 26 194 39 12 19 2 44 12 12 603
Haywood ...22 ....46,950....113...... 8....202....28 ....21....... 25 ..., 4 ... 16 ..... Toooon, 8§ ....512
Henderson 10 69,551 192 7 298 59 33 39 14 33 10 6 821
Hertford 4 22,504 59 5 96 21 9 10 5 8 2 4 290
Hoke 87 22,857 47 1 51 15 7 7 5 9 1 5 175
Hyde ........ 2 .....539..... 12..0... 2..... 29 ..... 6...... 4 .. 6 ...t 0 ...... 4 ..... 1...... ) SN 75
Iredell 70 93,193 177 17 262 69 26 28 13 54 17 10 818
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Chronic

Obstructive

Chronic Unintentional

Liver Injuries &

* County Heart Pneumonia/ Pulmonary Disease/ Adverse *% Total
County Rank Population  Cancer Diabetes Disease Stroke Influenza Disease  Cirrhosis Effects Suicide Homicide Deaths
Jackson 66 26,884 40 8 83 15 15 8 1 18 3 0 239
Johnston 58 81,580 156 11 296 51 25 23 11 44 11 8 747
Jones ....... 58 ..... 9407 ... .18 ...... 2 ....33 ... 3.0, 4 ... 4 .. 0 ...... 4 ..., 0...... | N 87
Lee 55 41,490 97 10 120 20 15 17 7 29 6 9 388
Lenoir 18 57,206 134 13 227 52 16 22 9 25 11 10 643
Lincoln 87 50,517 105 6 148 31 8 6 6 28 4 2 389
McDowell ...48 ....35,696 ....79...... 8 ...134....24 ....13 ....... 16 ........ 4 ... 20 ..... 4...... 4 ....349
Macon 24 23,545 79 6 77 17 6 13 6 8 4 0 255
Madison 43 16,966 28 7 46 18 13 8 2 10 3 1 168
Martin 13 25,056 70 12 73 23 8 12 4 16 5 5 292
Mecklenburg 95 ...514,056 ...869 ..87 ..1023...267 97 Ll 114 ....... 58 ....168 ....69 ..98 ...3599
Mitchell 28 14,433 40 2 50 12 10 5 2 1 1 1 152
Montgomery 56 23,342 57 3 64 23 3 4 1 12 3 3 217
Moore 35 59,228 159 9 194 60 31 18 7 34 10 6 608
Nash ....... 49 ....76916 ...142 ....15 ...240....62 ....27 ....... 3t ..., 15 ..... 37 ....16 ....13 ....746
New Hanover 73 120,691 303 26 296 97 19 44 16 42 20 4 1052
Northampton 10 20,758 56 8 81 19 1 10 2 15 3 1 245
Onslow 100 150,744 136 11 158 27 15 28 10 43 22 11 579
Orange ..... 98 ....94,283 ...137 ....14 ...140....42 ....15....... 20 ..., 3 ... 24 ....17 J11....539
Pamlico 8 11,396 29 0 49 12 5 3 0 6 3 0 137
Pasquotank 41 31,368 81 5 118 21 9 11 5 8 5 3 318
Pender 66 29,022 56 7 76 29 8 11 4 12 5 3 258
Perquimans ..13 ....10,471 28, 0 ....34....14...... S 4 ... J SR 5..... 4. 1 ....122
Person 31 30,206 i 4 99 30 9 11 2 22 2 5 314
Pitt 83 108,380 204 28 237 69 29 18 16 55 12 9 865
Polk 1 14.452 50 7 73 22 8 7 4 7 1 2 227
Randolph ...80 ...106,928 ...214 ....18 ...286....71 22 L. 38 ....... 12 ... 50 ....12...... 6 ....801
Richmond 37 44,502 96 11 152 42 10 16 6 25 9 10 454
Robeson 70 105,280 163 37 308 72 32 32 7 69 15 16 924
Rockingham 43 86,131 202 23 273 77 29 33 13 47 8 10 852
Rowan ...... 43 ...110,886 ...260 ....20 ...383....97 ....44 ....... 34 ... 8 ... 49 ... 18 ... 9 ...1103
Rutherford 37 57,018 130 1t 229 47 16 27 3 18 6 6 579
Sampson 17 47,242 100 12 182 55 14 21 30 10 4 535
Scotland 86 33,790 55 12 85 22 4 7 3 21 4 3 263
Stanly ...... 64 ....51,851 .92 L0160 184 L. 40 A6 ... 11 ... 5 ... 25 ... Toooo.. 2 ....467
Stokes 83 37,321 65 4 98 32 12 11 5 22 5 0 297
Surry 49 61,760 128 12 215 51 17 30 11 27 14 7 601
Swain 3 11,287 30 3 48 9 10 5 1 8 1 1 149
Transylvania .56 ....25,562 ....75...... 4 ....82....11 ... 11 ... 10 ........ 6 ...... 7 ..... ..., 3 ....239
Tyrrell 5 3,853 15 0 15 0 2 3 1 4 0 0 49
Union 87 84,562 138 17 226 45 27 12 32 8 10 _ 647
Vance 16 38,950 94 9 162 40 24 13 3 22 8 6 451
Wake ....... 99 ...426212 ...603 ....57 ...694...201 ....60....... 68 ....... 22 ....116 ....53 ....30 ...2419
Warren 13 17,291 46 2 2! 18 6 9 0 14 3 3 202
Washington 37 13,973 31 3 53 6 9 1 1 6 2 2 143
Watauga 96 37,074 48 1 73 13 13 12 3 22 9 2 239
Wayne ...... 76 ...104,836 ...222 ....28 ...289....61 R 42 oo 9 ... 37 ... 8§ ....18 ....903
Wilkes 58 59,414 106 8 173 44 30 26 7 34 9 3 546
Wilson 24 66,145 153 26 219 64 24 18 11 33 13 15 712
Yadkin 31 30,543 57 6 110 19 17 12 2 16 3 0 317
Yancey ..... 51 ....15432 ....32...... 3 50 L 14 3. 6 .iinnn. ..., T..... 2. 0 ....147
Total 6,648,6891 13198 1315 18520 4446 1937 2042 719 2896 927 762 57175
# ] = highest death rate after adjusting for population size
** Includes all causes, not just causes included in this table, so row total does not equal total deaths. MAy 1992 11



was one doctor for every 467 people. But within
the state, there are vast disparities in the availabil-
ity of primary care physicians, a vital first rung on
the health care ladder.

In Orange County, home to the University of
North Carolina’s medical center, there was one
such doctor for every 316 people in 1990—the
lowest ratio of population to primary care physi-
cians in the state.!s In Stokes County in the north-
west, each primary care physician serves, on aver-
age, 6,204 people, the highest ratio in the state.
Other counties with high ratios are: Camden,
5,904; Montgomery, 5,837; and Greene, 5,128.

Other indicators also point to the inability of
many North Carolinians to gain access to health
care. Most critical is the lack of health insurance.
Nearly one in every eight persons in North Caro-
lina lacks health insurance on any given day, and

There’s a large segment
of North Carolina’s
population that likes its
buttered grits and red-eye
gravy and bacon.

— Dr. Josert Konen
Director oF Community MEDICINE
Bowman GRray ScHooL oF MEDICINE

as many as 1.2 million citizens are uninsured at
some point over the course of a year."”

In the treatment of cancer, ready access to
health care can be the difference between life and
death. Take cervical cancer, which is often suc-
cessfully treated if detected early. While the mor-
tality rate for this form of cancer is dropping, non-
whites still die at three times the rate of white
females. “This wide differential probably in-
volves late access to health care and perhaps
socioeconomic and sexual activity factors often
associated with the disease,” according to a 1988
state publication on mortality.'®

“I don’t think there’s rank discrimination here,”
state health director Levine told The News & Ob-
server of Raleigh. “I think it’s inadvertent dis-
crimination. The lack of access to resources is an
indirect form of discrimination that needs to be
addressed.”

How do you give more people access to health
care? In the 1991 session, the General Assembly
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approved two pieces of legislation that address
parts of the problem through the existing health
insurance structure. The first law requires health
insurers to pay for annual mammograms and pap
smears for women.” Mammograms are a screen-
ing procedure to detect breast cancer, while pap
smears detect cervical cancer. The idea behind the
legislation is to remove virtually all financial dis-
incentives to women using these diagnostic tests.

But there’s a catch. The law only covers
women who have health insurance. Dr. Wester
applauds the spirit of the law, but says there’s
something not quite right with a law that gives
wealthier women access to a potentially life-sav-
ing procedure while denying it to poor women.
Wester attributes the law’s limited scope to the
budget difficulties that confronted the General
Assembly when it convened for the 1991 session.
Lawmakers eventually closed a gap of about $1.2
billion using equal parts budget cuts and tax in-
creases, but revenues are projected to be tight for
the foreseeable future.? “Eventually, I'm sure,
these services will be picked up for all,” Wester
says, “but it’s hard to do that when you have a $1
billion shortfall.”

The second piece of legislation important to
providing access requires health insurers and health
maintenance organizations (HMOs) to offer a bare
bones insurance policy for small businesses.? The
law would also limit the annual rate increases insur-
ers could charge. Sponsors and industry lobbyists
who pushed for the bill estimate there are about
600,000 uninsured residents who work for or are
dependent on someone who works for a small busi-
ness. While N.C. Department of Insurance officials
say it’s too early to tell about the success or failure
of this program, an optimistic estimate is that 10
percent of these uninsured individuals might gain
access to health care coverage.

Diabetes:

Diabetes is both a leading cause of death and a
leading disease in North Carolina. An estimated
350,000 residents have the ailment, but about half
don’t know it Although the disease can be
controlled through diet, exercise, and insulin and
other drugs, about 1,372 persons died from diabe-
tesin 1989. Another 3,000 death certificates listed
diabetes as an associated condition. Non-whites
are more than twice as likely to die from diabetes
as whites.

The public and private sector’s efforts against
diabetes provide a glimpse of a substantial popula-
tion that is considered unhealthy but still is reluc-




tant to make changes in their lifestyle. Dr. Joseph
Konen, director of community medicine at the
Bowman Gray School of Medicine, said adult dia-
betes often appears in a two-step pattern. Certain
people are genetically predisposed to the disease,
but the ailment’s onset is triggered by an inappro-
priate diet.

The key to preventing diabetes, he said, is
identifying high-risk individuals and then helping
them make lifestyle changes. And that is often a
difficult task. “There’s a large segment of North
Carolina’s population that likes its buttered grits
and red-eye gravy and bacon,” he says. The people
who readily come forward for help, he adds, are
not the disadvantaged, but “are the ones who’ve
already bought into changing to a healthy lifestyle.”

The Centers for Disease Control have begun a
project in the Triad and the Triangle to combat
diabetes. The Triad will be the control group,
while the Triangle communities of Raleigh and
Durham will receive intervention in the form of
heavy doses of public education. The goal is to
reduce body weight by an average of 5 to 10
percent during the next decade or so, which would
reduce the risk of diabetes. One target for these
efforts is the black church, where researchers plan
to push for dietary changes. “If the community
buys into it, there will be a change in the culture,”
says Dr. Konen, one of the study’s coordinators.

These types of early steps are crucial for nar-
rowing the black-white health gap, says Dr. John
Hatch, a professor of health behavior and health

education at UNC-Chapel Hill. “Intervening at
the symptoms is not a long-run solution,” he says.

Dr. Stoodt of the Division of Adult Health
Services agrees. “Preventing the incidence of dia-
betes is a pretty new question,” she says. The public
health emphasis traditionally has turned on keep-
ing the disease in check and preventing its side
effects, such as blindness and kidney failure.

That view still predominates in state policy
decisions. Using federal money, North Carolina
spends nearly $220,000 to staff diabetes control
programs at three local health departments in rural
eastern North Carolina. The goal is to reduce the
complications, disabilities and premature deaths
caused by diabetes. According to the grant appli-
cation for the Triad and Triangle project, “The
emphasis is on increasing self-care in the manage-
ment of the disease and in controlling complica-
tions.”” Dr. Stoodt adds, “Managing diabetes on

a daily basis is largely the individual’s respon-

sibility.”
Injuries:
Not so long ago, fatalities from car wrecks,
drownings, and fires were called “accidents.” Now
they’re called “injuries.” This isn’t an Orwellian
attempt at double-talk or news-speak. Instead it
reflects the growing recognition that many acci-
dents aren’t as accidental as they seem.

When North Carolina abandoned the term “ac-
cident” in 1990, health officials wrote, “The con-
notation of accidents as random events beyond

Traffic accidents are a leading cause of death and injury in North Carolina.

e viss

B i e ——

ot 3
v, ¥
e e At W

MAyY 1992 13

Karen Tam



AN JVOIPII IYVM

14 NORTH CAROLINA INSIGHT



reasonable human control is considered an im-
pediment to the prevention of injuries in North
Carolina.”*

In 1989, the last year statistics are available,
4,752 people died from injuries. A third of those
deaths are considered “intentional” injuries, such
as suicide and homicide. The rest are called “unin-
tentional.”

Compared to the nation, North Carolina’s rates
of murder and suicide are slightly lower. (In past
years, they’ve been slightly higher.) And the state
considers “accidents” from drowning, falls, poi-
soning, and fire enough of a problem to have a
Governor’s Task Force on Injury Prevention.?

But overall, the incidence of death from unin-
tentional injuries is higher than the national aver-
age. This is particularly true in moror-vehicle
accidents. Generally, residents in the state’s rural
areas die more often in car wrecks than in other
types of injuries.?

“I attribute it to a lack of manpower for
traffic law enforcement in rural areas of the state
versus urban areas,”
says Alfred C. Warlick

concentrated enforcement,” says Warlick. “These
factors, combined with a higher percentage of
larger cars and a 60 percent-plus safety belt use
rate account for a large portion of our improved
collision picture.”

North Carolina’s child seat belt laws were
enacted in 1982 and 1985.% The adult version
took effect in 1987.% Now drivers and front-seat
passengers of any age must wear a seat belt and
children up to age 6 must be restrained whether
they are riding in the front or back. But according
to the UNC Highway Safety Research Center,
which monitors seat belt use statewide, compli-
ance has dropped since the early days, from 78
percent in the first year to just over 60 percent in
19913

States measure traffic fatality rates two ways:
the number of deaths per 100,000 population and
the number of deaths for each 100 million miles
driven. With either method, North Carolina, along
with other South Atlantic states, is above the na-
tional average, although its rate for each measure
is lower than it was a
decade ago.’!

III, deputy director of
the Governor’s High-
way Safety Program.
Warlick says young
people who like to drive
fast tend to seek out
rural areas where they
are “less likely to be
caught.”

But the biggest

“How literary . . .
streets thick with the
details of impulsive life as
the hero ponders the
latest phase in his dying.”

On the job, North
Carolinians appear to be
relatively healthy, de-
spite the tragic poultry
processing plant fire that
claimed 25 lives in Ham-
let, N.C., in September
1991. Atotal of 182,103
private sector work-re-
lated injuries were re-

— Do~ Delio
Whirre Noise

cause of the state’s 1,384
traffic deaths in 1990
had little to do with city streets or country roads.
It was abuse of alcohol. According to reports from
the state’s medical examiners, more than half the
drivers in single-vehicle crashes were legally in-
toxicated. Overall, 44 percent of all fatal accidents
were alcohol-related.

The Safe Roads Act is the cornerstone of the
state’s attack on drunk-driving. Enacted in 1983,
it imposed stiffer penalties for convictions of driv-
ing-while intoxicated.?”” But it’s not easy to trace
the act’s direct or indirect impact on the number of
traffic fatalities. The state’s rate of vehicle deaths
actually increased in the years immediately after
the legislation was passed, but then began drop-
ping again in 1986. “I attribute the declining
fatality, injury, and accident picture in the years
following the Safe Roads Act to a combination of
stiffer penalties, increased adjudication, and more

ported in 1988, accord-
ing to the N.C. Depart-
ment of Labor.*> While a greater share of the
state’s workers draw their paychecks from manu-
facturing jobs than in any other state,®® North
Carolina’s private-sector injury rate is still lower
than the nation’s. There were 8.2 injuries for
every 100 full-time Tar Heel workers in 1988, the
last year figures are available. Nationally, 8.6
injuries were reported for every 100 workers.
Injuries are the leading cause of death for
Americans aged 1-44.3 Health statisticians use a
measurement called “years of potential life lost” to
gauge the impact of these accidental deaths. The
calculation multiplies each death by the number of
years before the victim turned 65. A 25-year-old
who drowned would be given 40 years of life lost,
while a 63-year-old who died from stroke would
only receive two years. The years lost from inju-
ries in North Carolina exceed the years lost from
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cancer or heart disease. In 1988, health officials
estimated the economic cost of death by injury in
the state at $1.5 billion a year.

Sexually Transmitted Diseases:

One of the fastest-growing health problems in
North Carolina is STD, the acronym for Sexually
Transmitted Diseases. Once known euphemisti-
cally as “social diseases,” STDs include gonor-
rhea, syphilis, chlamydia, and AIDS (Acquired
Immunodeficiency Syndrome). “A relentless in-
crease in gonorrhea and syphilis cases in North
Carolina is worrying public health experts who
fear that the trend foreshadows a surge in AIDS,”
The News & Observer of Raleigh reported in No-
vember 1991.% Health officials are worried that
the dramatic increases in syphilis and gonorrhea
mean that increases in HIV infection—the virus
linked to AIDS—won’t be far behind (See Table
5 for a 10-year look at trends in sexually transmit-
ted diseases).

As late as 1986, there were no reported cases
of congenital syphilis, an STD passed from mother
to child at birth. In 1990, there were 30 cases of
the disease, spread from infected mothers to their
babies. “That means syphilis is rampant,” says Dr.
Rebecca A. Meriwether, the director of the com-
municable disease division of the Department of
Environment, Health, and Natural Resources.

Indeed, in 1990, reported cases of syphilis
jumped by nearly 40 percent in North Carolina,
according to preliminary figures compiled by the
American Social Health Association. Based on
the 1990 figures, the state’s infection rate now
tops the national rate. For gonorrhea, the other
major reported sexually transmitted disease, the
infection rate is already well above the national
average, although not increasing, according to state-
produced statistics.

Dr. Meriwether blames drug use and budget
cuts for the increase in syphilis. “Whenever re-
sources for partner notification go down, rates go
up,” she said. This past year, the General Assem-
bly approved hiring 10 additional people to con-
duct partner notification for people infected with
syphilis or AIDS.

North Carolina’s AIDS infection rate, now at
9.0 per 100,000, is increasing steadily, although
it’s still about half the national average and below
most other states in the South Atlantic region.
“We’re catching up,” warns Dr. Meriwether. Of
particular concern to public-health officials is the
disease’s steady tilt toward non-whites and poor
people. That would follow a pattern of other
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sexually transmitted diseases. Syphilis and gonor-
rhea, the state’s most common STDs, are both
most prevalent in counties with large minority
populations.

Mental Health:

Although perhaps not as obvious as heart disease
or diabetes, mental illness is a serious and wide-
spread problem in North Carolina. Estimates vary
on the number of mentally ill, but including sub-
stance abuse, as many as 900,000 North Carolina
citizens may suffer some form of mental illness at
any one time, according to the state Mental Health
Study Commission.* A report issued in July 1988
by the Division of Mental Health, Mental Retarda-
tion, and Substance Abuse Services in the N.C.
Department of Human Resources estimated more
than 1.2 million North Carolinians had suffered

Table 5. Cases of Sexually
Transmitted Diseases in N.C., 1980-90

¢ & &ﬁ&%
& & & &
1980 0 908 41,707
1981 0 1,165 41,825
1982 4 1311 43,835
1983 17 1532 39441
1984 28 1516 37447
1985 91 1289 39,162
1986 142 1,004 38,031
1987 282 1416 31,958 2210
1988 346 1,655 29,418
1980 474 2057 30922 8,740
1990 474 2,867 33377 10,500

Source: N.C. Communicable Disease
Information Office, HIV/STD Branch




some mental disorder in the previous year.”” That
included everything from major depression to a
simple fear of wide-open spaces.

For severe and persistent mental illness, a
narrow definition of serious cases, the study esti-
mated that about 85,000 residents, or 1.76 percent
of the adult population, were afflicted. Another
1.15 percent have schizophrenia. Leaders of the
study commission suggested earlier this year that
the state needed to add $600 million during the
next decade to the existing $645 million budget
to fight mental illness and substance abuse and
expand existing programs. They received only
$15.3 million in new money, and only $6 million
of that had been part of the study commission
package. Sen. Marvin Ward (D-Forsyth), a mem-
ber of the study commission, said, “For a year like
this past one [when tax revenues were short],
we’re glad to have anything.””*

The Challenge

f North Carolina is to improve its health, the

challenge is to make the next generation
healthier than the previous one. The experts say
the solution lies in fostering better eating habits, a
regular exercise program, and avoidance of alco-
hol and drugs, including tobacco.

The most recent survey of North Carolina
lifestyles revealed that 11 percent of residents
between the ages of 18-24 are obese. More than
half do little or no exercise. A fifth smoke. More
than a fifth drink heavily (See Table 6, p. 18 for
more).

What to do? Much of the energy and money
for this task will be directed through the state’s
public schools. “My whole spiel is pay now or pay
later,” says John P. Bennett, chief consultant for
the Healthful Living Section in the Department of
Public Instruction. “You always have to remem-
ber that kids think they are immortal, but as el-
ementary kids their eating patterns are set for life.”

Health education is being slowly broadened
to emphasize lifetime health habits instead just of
hammering home hygiene and the four food groups.
This includes studying nutritional weight man-
agement and learning lifelong sport and fitness
skills.

North Carolina’s students must complete a
one-unit health and physical education course to
graduate from high school. Bennett wants more
but understands the school day is already stretched
thin. “My best guess is that expansion in this area

-

won’t occur,” he notes.

Less than half of North Carolina’s 133 school
systems have a health education coordinator or
director. Shellie Pfohl is the director of the
Governor’s Council on Physical Fitness, an agency
designed to promote fitness and help communities
develop local fitness councils, which teach and
encourage lifetime health skills. She says the
nation as a whole is basically unfit. “We’re defi-
nitely not at the rear end, but we’re not at the
forefront either,” she adds.

To date, five counties—Buncombe, Davidson,
Forsyth, Mecklenburg, and Wake—are establish-
ing these local fitness councils. Pfohl said another
20 counties have expressed serious interest in form-
ing a council. For the most part, the counties
moving forward in this area are larger and more
urbanized. It’s not that rural counties don’t care,
says Pfohl. But their dispersed population makes
it more difficult to galvanize community support.

At least one area of health education has pro-
duced modest success: the humble school lunch,
which is undergoing a subtle transformation at
cafeterias across the state. In the Mooresville City
Schools in Iredell County, for example, the old
cafeteria was ripped up and replaced with a layout
that resembled a fast-food restaurant more than a
cafeteria. Pat Currin, the system’s child nutrition
director, says, “The average junior high school
and high school diet is very poor. They want
French fries, pizzas, hot dogs, and hamburgers.”

At Mooresville, however, the pizza has low-
fat cheese. The French fries are processed in
canola oil and fried in soybean oil. And school
administrators say about a fifth of the kids chow
down at the salad, potato, and taco bar. More kids
want fresh fruit with lunch, says Currin, but whole-
grain breads still go over like extra homework.
“Many of those Southern kids won’t eat that,” says
Currin. Still, there are signs that even this last
bastion of Southern culture—the bad diet—may
be crumbling. Witness Woody Durham, the ven-
erable voice of UNC athletics. Durham, long an
endorser of down-to-earth products, now tells lis-
teners along the Tar Heel Sports Network he has
dispensed with white bread and has his bologna on
whole wheat smeared with Grey Poupon.

Levine, the state health director, says the sta-
tistics compiled over the years show that North
Carolinians generally “are enjoying better health
than ever before. Compared to a decade ago or
longer, we are living longer; are experiencing
declines in overall mortality as well as some of the
leading causes of mortality such as heart disease,
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Table 6. Percentage of North Carolinians with Reported Risks by
Race and Sex, Age, Income, and Education Level

5}4 A& > ‘B' “o??
;& S & %@}Q‘ ey \é o @’" \9 S Q"“’
FF S & K¢ & S M‘ A
Total N.C. Population 28.0 18.0 60.5 28.8 11.7 25 9.1 15 15.8
Race and Sex
‘White Male 324 15.0 58.8 215 11.2 5.1 15.8 33 214
‘White Female 274 18.1 56.4 237 15.8 03 35 04 12.5
Nonwhite Male 234 16.5 67.8 32.3 1.6 4.1 15.1 1.0 154
Nonwhite Female 21.0 27.8 71.8 45.6 9.0 0.8 3.5 0.5 9.9
Age :
18-24 7209 1.5 57.3 111 3.1 5.6 16.9 3.6 211
25-34 39.6 6.1 55.3 23.9 5.8 32 16.0 32 174
35-44 294 10.2 60.1 34.5 12.1 1.9 8.9 1.0 16.0
4554 31.0 24.3 62.2 39.6 18.3 15 4.5 0.5 18.8
55-64 27.9 394 63.7 375 18.7 1.6 24 L 10.8
65+ 13.4 39.2 68.9 30.0 17.1 12 12 —_— 9.1
Income
Less than $10,000 22.4 33.5 74.9 384 112 2.5 6.2 04 17.1
$10,000-14,999 29.1 17.0 65.3 35.0 10.1 34 10.3 2.0 19.3
$15,000-19,999 348 20.3 58.2 25.6 11.0 34 104 2.3 19.2
$20,000-24,999 32.1 16.7 55.6 26.2 12.2 3.0 7.6 1.8 14.6
$25,000-34,999 30.6 10.3 55.0 21.6 11.4 23 8.8 0.9 15.5
$35,000-50,000 28.1 13.2 56.5 30.8 15.1 3.5 14.0 2.7 12.0
$50,000+ 20.3 9.1 437 23.1 16.2 0.9 11.2 1.3 13.6
Education Level
<9th Grade 23.2 40.4 79.4 43.1 8.8 14 1.8 0.8 16.0
Some High School 332 23.7 78.1 344 8.2 1.5 6.9 1.2 18.2
High School Grad. 312 16.4 62.0 272 11.7 2.5 10.3 14 19.0
Any Tech. School 38.7 74 584 24.2 10.2 32 104 — 13.0
Some College 28.9 10.6 48.8 21.8 13.5 3.7 122 24 14.7
College Graduate 17.4 154 44.8 23.0 13.8 32 94 2.1 9.5
Post Graduate 20.2 12.3 48.1 19.4 17.5 1.2 9.9 — 8.7

Definition of Risk Factors

Current Smokers—Have smoked 100 cigarettes in life and
smoke now.

Current Hypertensives—Persons told blood pressure was
high more than once, or who are on medication, or report
their blood pressure is still high.

Sedentary Lifestyles—Persons who do not get at least 20
minutes of aerobic exercise at least three times a week.

Obesity—Persons at or above 120 percent of ideal weight—
as defined by the 1959 Metropolitan Height-Weight
Tables.

High Cholesterol—Blood reading greater than 200 milli-
grams per deciliter.

Chronic Drinkers—Persons who have an average of 60 or
more alcoholic drinks int 2 month.

Acute Drinkers—Persons who had five or more drinks on
one occasion in a month.

Drinking and Driving—Persons who drive after having too
much to drink.

Lack of Seatbelt Use—Any reported seat belt use that is less
than always.

Source: N.C. Department of Environment, Health, and Natu-
ral Resources, Division of Adult Health. These data are
based on annual telephone interviews with more than
1,700 persons and adjusted for age, race, and sex to
reflect the demographic makeup of the North Carolina
population. Theresults are published in a brochure titled,
“Risky Business—A Fact Sheet on the Behavioral Risk
Factors of North Carolinians.”
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cerebrovascular disease, and injuries; and are
experiencing declines in infant mortality.” The
median age at death has increased from 28.1 years
in 1914 to 72.9 years in 1989, Levine says.

But he adds, “While the past century has been
marked by outstanding progress toward saving lives
and promoting health, we are still challenged. North
Carolina continues to be far below the comparable
U.S. rates for a number of the health indicators.
Minorities and low-income persons in this state
have rates far exceeding those for whites and the
moderate-to-high-income groups. Our citizens con-
tinue to die from causes too early or needlessly.
Problems such as lack of health care access, poor
health habits [and] behavior, and inadequate health
education requiring extraordinary efforts by health
officials must be resolved before the relative health
of North Carolinians can improve.” =
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Nursing home resident Rachel Taylor.

Carrots, Sticks, and
North Carolina’s
Nursing Homes:

Regulatory Program

Satisfies Few

by Tinker Ready
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This article explains how nursing homes are regulated, with a particular focus

on the penalty process administered by the state Division of Facility Services.
It documents the number and amount of fines levied against nursing home
operators from January 1988 through July 1991, and takes a close-up look at

the problems confronting nursing home care providers.

The state has beefed up its enforcement of nursing home regulations in recent
years, with fines assessed for rule violations increasing from 101 total fines in
1987 to 383 in 1990. Many of these fines were assessed against the same homes
for multiple or repeat offenses, but 52 percent of the 290 homes included in the
Center analysis received some level of fine during the three-and-a-half-year
period studied.

Nursing home operators say they are up against two separate sets of rules—state
and federal—that are continually changing. And they complain of a regulatory
system that offers not so much as a thank-you for a job well done. Yet some say
the state still isn’t tough enough on chronic offenders. Seven of the state’s nearly
300 homes accounted for almost a third of the fines assessed during the period
studied, but only two licenses were revoked.

How far should the state go to assure that nursing home residents receive high
quality care? Are further reforms needed, or has the balance already shifted
toward too much regulation? These are among the questions policymakers
must wrestle with as they chart a course for the future for a financially strapped
industry that must be depended upon to serve more and more North Carolina
citizens.

hen Hampton Woods Board and

Care nursing home opened in

Northampton County early in 1990,

its operators, a nonprofit commu-
nity-based group, had all the best intentions. They
wanted to provide high quality care to the elderly
residents of a poor, rural county.

They had no corporate parent or group of
investors to answer to. They had a brand new
building and a well-trained and highly committed
staff. But by September 1990, the state Division
of Facility Services in the Department of Human

Tinker Ready covers health care issues for The News and
Observer of Raleigh. N.C. Center intern and law student Paul
Barringer provided extensive research for this article.

Resources refused to grant the home a permanent
license and fined the operators $400 for a series of
technical violations of the state’s nursing home
regulations.

Hampton Woods was only one of 74 nursing
homes that drew a penalty from the state Division
of Facility Services in 1990 for violating health
and safety standards. And while inspectors are
less likely to find problems at nonprofit homes
like this one, no particular type of home—from
those owned by large chains to family-run opera-
tions—has a perfect record.

. Since 1988, more than half of the state’s nearly
300 nursing homes have been fined for violations
ranging from sloppy paperwork to elderly abuse,
according to an analysis by the North Carolina
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Center for Public Policy Research.! The Center
research project examined how nursing home care
has been monitored since sweeping legislative re-
forms were enacted by the 1987 General Assem-
bly.

Using annual reports, Penalty Review Com-
mittee minutes, and other Division of Facility Ser-
vices documents, the Center tabulated the number
and amount of fines assessed against nursing homes
from January 1988 through July 1991 (See Table
1). The Center also looked at which homes were
the most frequent violators and examined fines by
ownership type to see if there was a difference in
the number and amount of fines assessed against
for-profit and nonprofit providers.

Among the findings were these:

B The total number of fines assessed against
nursing homes each year increased nearly four-
fold over a three year period, from 101 in 1988 to
383 in 1990.

M The average amount of each fine assessed
dropped during the period, from $327.82 per vio-
lation in 1988 to $175.12 per violation in 1990.
But the $67,070 in penalties assessed in 1990
still totaled more than twice the amount assessed

ot I——

Table 1. Fines Recommended Against Nursing Homes by
Penalty Review Committee,

in 1988. In 1991, average fines began to increase
as rules allowing higher penalties for repeat viola-
tors took effect.

B Seven homes accounted for nearly a third
of the total amount of fines, yet only two licenses
were revoked in the entire three-and-a-half year
period.

® Homes owned by for-profit providers
were twice as likely to be fined during the period
studied as their nonprofit counterparts.

New Rules for Nursing Homes

articularly striking is the increase in the num-

ber of fines during the period—an increase
that can be attributed to a series of changes in the
regulatory system. Still, no one is saying that a
high number of fines means the system works
well. “The whole system is based on negative
features,” says Craig Souza, President of the North
Carolina Health Care Facilities Association, a nurs-
ing home trade group. “The system is there to try
to catch you.” Many questions remain about the
state’s capacity to regulate homes in a way that
takes into account both the rights of residents and

homes.

Table by Paul Barringer, N.C. Center intern
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Jan. 1988-July 1991*

Number Average
Year of Fines Fine Total
1988 101 $327:82 $33,110
1989 174 273.05 47,510
1990 : 383 175.12 67,070
1991 (1/2) 107 328.69 35,170
Total 765 239.03 182,860

*Includes fines assessed by the Licensure Office and recommended by Penalty Review Committee
through July 1991. Figures are not adjusted for results of any appeals because of the difficulty of
tracking the results of more than 760 cases. Total includes multiple violations against individual
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the rights of home operators.

Until 1987, the state’s authority to fine nurs-
ing homes was limited to $10 per patient per day.
But advocates for the elderly felt regulators needed
a bigger stick and lobbied for changes in the regu-
latory system. Souza says industry, too, felt there
was a need for wholesale changes and pressed for
reforms. “Everyone in the process agreed this was
an antiquated system,” says Souza. “It was a $10
fine for a paperwork violation or for poor care.”
As a result, the current system—approved by the
General Assembly in 1987—allows fines of up to
$5,000 for a single violation.?

The new system has been in place for more
than four years, and despite constant efforts to
fine-tune it, the debate over the state’s nursing
home review process continues. Nursing home
reformers remain unsatisfied because they believe
the state is still unwilling to take strong action
against problem homes. At the same time, home
operators feel beleaguered by a system that they
say stresses paperwork compliance over the actual
care provided to patients.

Marlene Chasson, the head of Friends of Resi-
dents of Long Term Care—a statewide reform
group based in Raleigh—is frustrated with the
process. Serious breaches in health and safety
standards are met with relatively small fines, she
says, and problem homes are allowed to continue
operating.

When it comes down to the home’s word
against the inspector’s, she says the home always
gets the benefit of the doubt with the state. “I think
they bend over backwards to accommodate the
facility,” Chasson says. “Compromises have re-
sulted in residents’ rights being undermined.”

Nursing home operators agree that there have
been cases in which the state has failed to take
action against homes with long-term problems.
But they also argue that homes with good records
are often fined for relatively minor violations of
the standards.

Souza says some nursing home inspectors
take a Barney Fife approach to their work, their
pencils poised to cite the least violation. “I do
think at times inspectors are motivated to cite
deficiencies,” says Souza. “In some instances,
that’s their nature. With homes that have a history
of substantial compliance, and have a breakdown,
they are pretty quick to recommend penalties.”
And the state fails to recognize this, he says. “It’s
very hard for DFS [the Division of Facility Ser-
vices] to buck one of their employees, for man-
agement to overrule their staff,” he says, adding

Odds are, there is going
to be a breakdown, and
the system’s got to
allow for that.

— CRrAIG Souza, PRESIDENT
N.C. HeautH CAre FACILITIES ASSOCIATION

that some homes feel “they are not getting what
they consider to be a fair review.”

Nursing homes face a wide range of require-
ments, including serving special diets, providing
medical care, monitoring complex drug regimens,
keeping patients clean and groomed, and offering
various kinds of therapy. With that broad charge,
there is no way any home can avoid isolated viola-
tions of state standards, Souza says. “Odds are,
there is going to be a breakdown, and the system’s
got to allow for that,” he says. “For some of the
advocates out there, we couldn’t please them if
we had an RN [registered nurse] in every room.”

Lynda McDaniel walked into the middle of
this debate in November 1990, when she was ap-
pointed chief of the licensure section of the state

| Division of Facility Services and became respon-

sible for enforcing nursing and rest home regula-
tions. “I thought perhaps we had not come down
hard enough on those homes that really had seri-
ous problems,” says McDaniels, who has since
been promoted to deputy director of the Division
of Facility Services. “But on the other end of the
spectrum, I can see some things that were nit-
picking on the lower end of the scale.”

How the Process Works

here are two primary layers of nursing home
T regulation—federal and state. A total of 26
state inspectors focus on licensing and complaints
investigations, while 53 certification surveyors visit
the homes a minimum of once a year and usually
twice or more to monitor their compliance with
federal rules and certify them for participation in
the Medicaid-Medicare program. Yetanother team
of inspectors focuses on the physical plant, con-
ducting safety inspections and making sure sys-
tems such as heat, air conditioning, and back-up
generators are operating properly.

The certification process—performed by state
employees under contract with the federal govern-
ment—is crucial to most North Carolina nursing
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Francies Richardson claims a seat by a window at Hampton Woods nursing home
in Northampton County.

homes because about three-quarters of the state’s
nursing home residents are Medicaid patients.
Teams of surveyors spend hours in each facility
examining nearly every aspect of its operation.
Surveyors typically observe such operations
as medication administration and treatments and
meal preparation, as well as examining charts on
patient care, interviewing patients, and comment-
ing on nearly every aspect of the nursing home’s
operations. Shortcomings are recorded as defi-
ciencies, and the operator is required to address
how those deficiencies will be met. A thorough
financial audit also is required of homes partici-
pating in the Medicare-Medicaid program.
Homes with particular problems may be sub-
jected to return visits, and information about prob-
lem homes is often shared with the licensure office
in the Division of Facility Services. This office
not only performs inspections for initial licensing
but investigates the hundreds of complaints re-
ceived against nursing homes each year. Of 26
state inspectors, 18 investigate complaints. The
federal government picks up half of the cost of
these complaint investigators, and they look for
violations of state and federal rules. An additional
eight perform a full survey which is required for
initial licensing and survey problem facilities as
scheduling permits. Neither certification and li-
censure surveys nor complaint investigations are
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announced to nursing home operators in advance.

Every time a nursing home licensure or com-
plaint inspector finds a violation at a home and
proposes a fine, it lands in the licensure office,
which is part of the Department of Human Re-
sources. The agency acts as a middleman by
collecting information from both the home and
the inspectors in an attempt to put the cited prob-
lems in context.

The agency’s staff completes a follow-up in-
vestigation and determines whether the home
should receive an A or B penalty and the amount
the home should be fined. If the home faces a B
penalty, it may pay the fine and end the process. A
B violation is defined by statute as a violation
“which presents a direct relationship to the health,
safety, or welfare of any resident, but which does
not create substantial risk that death or serious
physical harm will occur.” Homes rarely agree to
pay fines without contesting them, however, for
fear that this will be seen as an admission of guilt
in any future civil action. (For more, see “A Road
Map to North Carolina Nursing Home Regula-
tion,” pp. 25-28.)

Any contested penalties and all A penalties—
those creating “substantial risk that death or seri-
ous physical harm to a resident will occur”*—are
sent to the Penaity Review Committee. The nine-
person committee was created in 1988 to make
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non-binding recommendations on proposed fines
against homes. Although recommended penalties
can be appealed by homes, they are generally
upheld in the administrative process and ultimately
paid, says Ken Hamilton, deputy chief of licen-
sure for the Division of Facility Services.

The committee is required by statute to in-
clude representatives of the nursing and rest home
industries, a public representative, a nurse, and a
pharmacist.> It also includes officials from the
divisions of Aging, Social Services, and Facility
Services, and a representative of the Secretary’s
Office in the Department of Human Resources.

The types of problems inspectors cite at nurs-
ing homes vary from minor paperwork violations
to serious cases of abuse and neglect. Often,
homes are cited for poor record-keeping. For
example, staff must make note each time they
give medication to a resident. They also must
record any change in a resident’s condition, such
as the appearance of a bedsore or a significant
weight loss.

In other cases, homes are cited for poor house-
keeping or for failing to have enough staff on duty.

s Americans live longer than ever before,

more and more people can expect to spend
time in a long-term health care facility. Some
will enter rest homes that offer enly residential
and personal care, but many will enter nursing
homes, which provide convalescent care and
medical supervision.! .

One study predicts that 43 percent of those
people who turned 65 in 1990 will enter a
nursing home before they die.> The authors
conclude that health care resources will have to
shift more toward nursing homes in the foture
as more and more people wind up in long-term
care. Other research has focused more on qual-
ity of care. A study published in the Feb. 27,
1991, edition of the Journal of the American
Medical Association found failure to adequately
diagnose and treat depression increases by 59
percent the likelihood that a patient will die

A Road Map to North Carolina
Nursing Home Regulation

And since many residents are on special diets,
food service is another commonly cited area.

The most serious violations involve the actual
care and treatment of patients. Homes have been
fined for failing to reposition residents to prevent
bedsores or for improperly restraining difficult
patients. Or, they are cited for allowing confused
residents to wander from the home. In several
cases, the state has fined homes for failing to call a
doctor to examine ill patients, some of whom later
died.

The Penalty Review Committee is the target
of many of the reformers’ complaints. While
nursing homes can appeal an unfavorable PRC
decision, there is no such avenue for patients,
family members, or advocates. But former com-
mittee member Robert Byrd, the administrator of
the nursing home at Alamance Memorial Hospital
in Burlington, says most people don’t understand
that many of the cases that come before the com-
mittee are “not clear-cut” and require a judgment
call.

In some instances, resident rights groups want

—continued on page 28

within the first year of admission to a nursing
home.?

And a massive study by the federal govern-
ment showed nursing homes in North Carolina
to be below the national average on six of 32
performance indicators applied to 15,000 nurs-
ing homes nationwide.* In introducing the re-
port, Gail Wilensky, administrator, of the Health
Care Financing Administration, wrote that it
represented “neither the final, definitive word
on nursing home performance nor a compre-
hensive guide to the selection of a nursing
home.” Still, the study suggests the need to pay
careful attention to the quality of care provided
in North Carolina’s long-term care facilities.’

The state is likely to have an especially
large number of aged patients in such facilities,
as its elderly population is growing at a rate

. —continued
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nearly twice the national average.® In 1990,
12.13 percent of the state’s population was over
65 years old compared to 12.7 percent of the
population for the nation as a whole, says Bill
Lamb, a planner in the Division of Aging. By
2000, the state’s population over 65 is projected
to have nearly caught up with that of the nation
as a whole, reaching 12.93 percent compared to
13 percent nationally. And the state’s 65-and-
over segment is projected to surpass the na-
tional average soon thereafter.

But Lamb says growth in the North Caro-
lina population over 85 is projected to take
place at a much faster pace, from 1.06 percent
of the state total in 1990 to 1.57 percent in
2000—a growth rate of 65.53 percent. “The
fastest growing segment of folks is those over
85, and those are the people at most risk of
nursing home care,” says Lamb.

As of Jan. 1, 1992, there were more than
300 nursing homes operating in North Caro-
lina, with a total bed count in excess of 30,000,
according to the Licensure Section in the Divi-
sion of Facility Services. The occupancy rate in
these homes is high—over 91 percent in 1990.

‘While more than 98 percent of North Caro-
lina nursing homes are privately owned and
managed, government at both the state and fed-
eral levels plays a major role in determining
how nursing homes operate. First, the federal
government requires that all facilities techni-
cally classified as nursing facilities provide a
certain level of care. Since the Oct. 1, 1990,
implementation of the Omnibus Budget Rec-
onciliation Act, commonly known either as
OBRA or the Nursing Home Reform Act, all
nursing homes have been required by law to
have a registered nurse on staff, and a licensed
practical nurse on duty ail the time.?

Second, the federal government’s Medic-
aid program plays a major role in setting stan-
dards for nursing home operation. Medicaid
pays the bills for about three-quarters of the
state’s nursing home patients. In order to re-
ceive these funds, all homes with Medicaid
patients must conform to federally mandated
requirements. Because such a high percentage
of long-term care patients depend on Medicaid
to pay for their care, these federal standards
significantly affect the way facilities operate.

Like all other states, North Carolina has a
great deal of regulatory responsibility within
this federal framework. The state’s regulatory
vehicle is the Division of Facility Services in
the Department of Human Resources. From its
main office in Raleigh and branch offices in
Black Mountain and Greenville, the Division of
Facility Services regulates nursing homes across
the state. Three sections within the Division of
Facility Services—Certification, Licensure, and
Construction—carry out inspections of nursing
homes to ensure that regulations are being fol-
Jowed.

Construction Section officials perform a
wide range of duties, including: checking build-
ing systems such as heat and emergency gen-
erators to make sure they are operating prop-
erly; conducting fire safety inspections; and
reviewing plans for new facilities. Certifica-
tion inspectors determine whether a given home
may receive federal funds for Medicare and
Medicaid patients. After passing the initial

inspection, homes are subjected to annual certi~
fication inspections.

Licensure Section officials, among other
duties, administer the most controversial com-
ponent of nursing home regulation—the state’s
penalty process.

Every nursing home must
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have a state license issued by Facility Services
before it can accept patients. To obtain a li-
cense, each home must pass an inspection by
licensure inspectors, who decide whether the
facility has the capability to provide services.

If an initial inspection reveals no problems,
inspectors issue the home a full license. There-
after, licensure inspectors visit facilities to re-
spond to complaints about potential violations
of state or federal law and to assess the quality
of care provided. One group of 18 investigators
works to investigate complaints, and another
group of eight inspectors surveys the homes on
a routine basis. These survey inspectors work
in teams which always contain a nurse, and,
frequently, a pharmacist or a dietician.

A nursing home that has violated North
Carolina laws may be subject to administrative
censure from Facility Services. When inspec-
tors discover problems in a facility, the home
has 10 days to correct the problem or to submit
a plan for correcting it to Facility Services. If
inspectors later find that the home hasn’t cor-
rected the problem, Facility Services may give
the home a provisional license and suspend its
right to accept new patients.

Facility Services may also assess financial
penalties. Until October 1, 1987, all nursing
home penalties were assessed at $10 per day
per patient, regardless of the nature of the viola-
tion. Serious violations by a few homes, how-
ever, gave rise to the current system, which
includes two broad tiers-of penalties, Type A
and Type B, and a wide range of potential fines.

A Type A violation is assessed for a situa-
tion that “creates a substantial risk that death or
serious physical harm will occur or where such
harm has occurred.” The state assesses a pen-
alty between $250 and $5,000 for each Type A
violation.” Type A violations during the past
few years have been assessed for a failure to
notify a physician of a patient’s rapidly deterio-
rating condition, failure to identify and treat
bedsores, and inflicting physical and mental
abuse on a patient.

Type B violations, on the other hand, are
assessed for infractions that threaten the
“health, safety and welfare of aresident” but do
not “create substantial risk that death or serious
physical harm will occur.” Facility Services

can impose a fine up to $500 for each Type B
violation.* Type B penalties are administered
for offenses ranging from pot bathing a patient
often enough, to storing medicines improperly,
to failing to give a patient a prescribed diet.
Both Type A and Type B penalties must be
tripled for repeat violations of the same law or
rule.

After inspectors cite a nursing home witha
violation, they send a written report to the Li-
censure Section office in Raleigh. These in-
spectors do not recommend a penalty, but only
give a description of the infraction which has
occurred. At the central office in Raleigh, this
report is examined by an internal review com-
mittee, composed of the assistant chief of li-
censure, one Division of Facility Services
branch office head, and the section planner.
This committee generally determines the type
and amount of penalties after an informal hear-
ing with the home operator and inspectors. It
may also decide not to impose a penalty.

When it decides a penalty is warranted,
however, the internal review committee makes
a recommendation for the type and amount of
penalty to the Division of Facility Services’
Penalty Review Committee. This committee
then reviews reports of the infraction and ex-
amines the recommendations of the internal
group.

If a home that has not received any penal-
ties for the previous twelve months is assessed
a Type B violation, the sanctioned home may
pay its penalty without having to go before the
Penalty Review Committee. Few homes choose
to do this, however, because it could be con-
strued as an admission of guilt, and could be
used as evidence in lawsuits brought against
them. .

State law mandates that the nine-member
Penalty Review Commitiee include representa-
tives from both the domiciliary home and the
nursing home industries, a member of the gen-
eral public, a registered nurse, and a licensed
pharmacist.!! Currently, though this is not man-
dated by statute, representatives from the De-
partment of Social Services and the Division of
Aging, a nursing home administrator, and a
Facility Setvices official also serve on the com-
mittee.

—continued on next page
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At a meeting open to the public, the Pen-
alty Review Committee reviews the recommen-
dation of the internal review committee, and
then decides whether to approve the penalty
recommended. While the Licensure Section
chief has the authority to overrule the Penalty

" Review Committee, current policy is to avoid
such unilateral decision making.

If afineislevied by the Division of Facility
Services, the home has 30 days to appeal the
penalty. In the event that a home decides to
appeal a Penalty Review Committee judgment,
it argues its case before an administrative law
judge. This judge makes a verdict and sends it
to the head of the Division of Facility Services,
who has final agency approval. If the home still
isn’t satisfied with the judgment, it can initiate
formal court proceedings by appealing to Supe-
rior Court. — Paul Barringer

FOOTNOTES

VThere are three types of rest homes, or domiciliary
homes. They are homes for the aged and disabled, family
care homes, and group homes for developmentally disabled
adults, Medical care at these homes is occasional or inci-
dental (G.S. 131D-20(2)). Nursing homes, on the other

to blame the homes for injuries or deaths that are not
the homes’ fault, Byrd says. “Sometimes, I think
certain people are on a witch hunt,” he says. “[They
think] if there is a bad outcome, a violation must
have occurred, but that’s not always the case. Out-
comes are a factor of many variables, and one of
those variables is what the home did or didn’t do.”

Christine Heinberg, a lawyer with North Caro-
lina Legal Assistance—A Mental Disability Law
Project, agrees that some cases require a judgment
call. But she also agrees with other residents’
advocates who say the committee members tend to
make the calls in favor of the home operators.
“The people who watch [the committee] think they
are more concerned with protecting the rights of
the facilities than they are with protecting indi-
vidual patients,” she says.

Souza, however, takes the opposite view. “I
absolutely disagree with that,” he says. “The Pen-
alty Review Committee almost all the time will
take the recommended fine.”
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hand, are for people who need regular medical attention but
are not sick enough to require hospitalization (G.S. 131E-
101(6)).

2Peter Kemper and Christopher Murtaugh, “Lifetime
Use of Nursing Home Care,” New England Journal of
Medicine, Vol. XX, No. 1911, p. 595.

*“Long-Term Care: Two Studies Gloomy about Nuts-
ing Home Care,” Modern Healthcare, March 4, 1991, p. 22.

4Tinker Ready, “Nursing Homies Survey,” The News
and Observer of Raleigh, May 24, 1990, p. 4B.

5The introduction also included a section on uses and
limitations of the data which noted: information contained
in the report comprises the individual judgments of more
than 3,000 surveyors in 53 state survey agencies; defi-
ciency findings are not a complete picture of the quality of
care rendered by a nursing home; and findings are a snap-
shot of conditions found in a home at the time of the survey.
For more, see “Medicare/Medicaid Nursing Home Infor-
mation, 1988-1989, North Carolina,” U.S. Department of
Health and Human Services, Health Care Financing Ad-
ministration, 1990, pp. I-III. Copies of the study are avail-
able from the Superintendent of Documents, U.S. Govern-
ment Printing Office, Washington, D.C. 20402.

6 North Carolina Aging Services Plan, Department of
Human Resources, Division of Aging, 1991, p. 11,

7“Health Facilities Data Book, Nursing Home Sum-
mary Report—1990 Data, State Center for Health and En-
vironmental Statistics, October 1991, p. 279.

8Rules for the Licensing of Nursing Homes, 10 N.C.
Administrative Code 3H .0507(d).

°G.S. 131E-129(a)(1).

0G.S. 131E-129(a)(2).

1 G.S. 131D-34(h).

Lower Fines, But More of Them

ince 1988, the state has prepared annual re-
S ports based on the minutes of the Penalty Re-
view Committee. The Center’s examination of the
reports and minutes of Penalty Review Committee
meetings through July 1991 shows that 149 of the
state’s 290 homes have been fined since 1988 (See
Table 2, p. 30 for more). The remaining 141
homes operated the entire three-and-a-half year
period without a single penalty.

The records examined by the Center indicate
which homes were fined and by how much. They
do not indicate the outcome of any appeal, nor do
they reflect informal agreements by homes to pay
B-level fines without subjecting themselves to the
penalty review process. Still, the number and
amount of fines provides a solid indicator of where
licensure officials thought there was enough of a
problem with a nursing home’s operations to insti-
tute an administrative penalty.



While the number of fines has risen dramati-
cally during the three-and-a-half year period, from
101 in 1988 to 383 in 1990, the average fine
dipped from $327.82 to $175.12 before swinging
up again in 1991. One factor in the rising number
of fines was new funding from both the state and
the federal government in 1989, which boosted the
number of nursing home complaint investigators
from five to 18 and increased the state’s ability to
follow up on complaints.S

In addition, the state agreed in March of the
same year to a settlement in a lawsuit filed by
Pamlico Sound Legal Services and Carolina Legal
Assistance involving University Nursing Home in
Greenville. The suit alleged that the home was not
meeting state standards, in part because the state
was not enforcing its own standards. The settle-
ment produced a more explicit definition of the
standards and a pledge from the state to enforce
them.’

Hampton Woods administrator Ken Reeb with Resident Annie Branch.
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No. of Percent

Table 2. Fines Against Nursing Homes by Ownership Type,
Jan. 1988-July 1991*

Average Total

Table by Paul Barringer, N.C. Center intern

The changes appear to have had an impact on
the state’s ability and willingness to document
violations. In 1989, the state confirmed a total of
174 health and safety violations at nursing homes,
a 72 percent increase over the 101 fines logged in
1988. The total dollar value of all fines imposed
alsorose substantially, although the average amount
of each separate fine already was beginning to
drop. The state levied a total of $33,110 in fines in
1988 and that figure rose to $47,510 in 1989.

Fines totaled $67,070 in 1990, with an aver-
age fine of $175.12. Through July 1991, 107 fines
had been imposed, but the average jumped to
$328.69 as inspectors began to focus more on
repeat offenders. “We have tried to put more
emphasis on problem facilities,” says McDaniel.
“That results in doing a few less fines but the
average being higher.”

A variety of different factors can lead to prob-
lems at nursing homes. In some cases, homes fail
to meet standards out of sheer incompetence. Or,
they have good intentions but simply cannot find
and keep aides willing to care for the elderly for
little more than minimum wage of $4.25 an hour.

And while a shortage of unskilled labor makes
it difficult to hire aides and other service workers,
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Type of No.of Homes ofTotal No.of Fines Per  Fines in Avg.
Home Homes Fined Fined  Fines Offender Dollars Fine
Nonprofit 56 14 25 % 43 3.07 $ 7,000 $ 165
Government-

owned 5 2 40 2 1 400 200
For-Profit 229 133 57 720 5.41 175,370 244
Total 290 149 52% 765 5.13 $ 182,860 $239

*Includes fines assessed by Licensure Office and recommended by Penalty Review Committee through July 1991. Totals are not
adjusted for results of any appeals because of the difficulty of tracking the results of more than 760 cases.

the homes also have trouble attracting nurses. In
many cases, they must compete with hospitals that
offer the same employees better wages, flexible
working conditions, and higher status.

“The two places experiencing the most severe
nursing shortage right now are long-term care fa-
cilities and public health agencies,” says Joy Reed
of the North Carolina Nurses Association. Reed
says changes in service delivery, such as the in-
crease in home health care, have allowed nurses to
become much more selective, and certain sectors
have been less able to compete. “Probably a big
part of it is that hospitals have been much more
responsive in changing salaries and changing con-
ditions in the work setting,” Reed says.

Souza acknowledges that nursing homes have
trouble competing with other health care providers
for staff, both because of reimbursement rates and
regulations. “We don’t have any control,” says
Souza. “We have no flexibility.” Reimbursement
rates are set for individual homes, but are closely
tied to operating costs for the industry as a whole.
Homes with a high percentage of Medicaid and
Medicare patients cannot afford to pay nurses so
much that personnel costs outstrip the reimburse-
ment rate for Medicare and Medicaid. Regula-



tions also set strict staffing requirements, so homes
cannot hire fewer nurses at higher salaries.

For these and other reasons, many nursing
homes are not earning the profits they once en-
joyed, according to industry officials. An analysis
of 1989 Medicare and Medicaid cost reports—the
most recent publicly available—indicated that the
median profit margin for nursing homes nation-
wide was 1.61 percent.® Often, industry officials
say, these financial pressures translate into patient
care problems.

The situation is fueled, in part, by the inability
of North Carolina and other states to increase
payments under the Medicaid program, the state
and federal health plan for the poor that pays the
bill for the majority of the nation’s nursing home
residents. “If a facility has problems, they are
going to be tied to one of three things—finances,
staffing, or management,” says Souza.’

Still, Souza says operators can provide high-
quality nursing home care on the reimbursement
rates offered by the state. One way to accomplish
this is to mix in private-pay patients at higher
rates. Another is through management efficien-
cies. “We don’t equate lack of reimbursement
with quality of care,” says Souza. “It’s not an
excuse. We have some reimbursement problems,
but we don’t apologize for poor care because of
lack of money.”

Who Owns the Homes?

he state’s nursing home industry includes just
T about every type of organization—from mom-
and-pop operations to church-run homes to corpo-
rate chains that operate more than five homes. The
corporations, including some nationwide chains,
operate more than 40 percent of the state’s homes,
according to DFS records, while so-called mom-
and-pop homes, those owned by individuals or
partnerships, represent just under 40 percent.

Nounprofit homes, which make up about 20
percent of all the state’s homes, garner fewer fines
than their for-profit counterparts, but the industry’s
problems don’t discriminate. Nonprofit operators,
as in the case of Hampton Woods, also can run
afoul of the rules.

When Hampton Woods opened in early 1990,
it was a cause for celebration in the community.
Even though developers rush to build nursing
homes in affluent counties, none seemed inter-
ested in Northampton County, where most of the
residents would likely be poor and covered by
Medicaid.

But the Rural Health Group Inc., a nonprofit
health care consortium, saw long term care as an
unmet need in the community. The group, which
has successfully recruited doctors to the area, de-
cided to build the home itself.

Still, Hampton Woods faced the same forces
that have left the entire nursing home industry in a
slump—low Medicaid payment rates and diffi-
culty attracting and retaining nurses and unskilled
workers. Medicaid reimbursement rates are based
in part on the direct cost of providing care, but
thereis a ceiling. The average daily rate for skilled
care in a nursing home for the 1991-92 fiscal year
is $78.66, with a maximum of $84.64. For inter-
mediate care, the rate averages $59.60 a day with a
cap of $63.84. Indirect costs are fixed at $17.92
per patient per day.

Direct reimbursement covers costs such as
nurses and nurses’ aides, medical supplies, and
food. Indirect costs cover land, buildings, other
capital equipment, and administrative costs which
are not directly related to patient care. The Divi-
sion of Medical Assistance in the N.C. Department
of Human Resources requires annual cost reports
for each home. For direct costs, the reimburse-
ment rate is capped at 80 percent of the statewide
average. That means a fifth of the state’s nursing
homes typically have some costs that go
unreimbursed. And homes cannot be reimbursed
beyond actual direct costs, so most do not receive
the maximum reimbursement rate.

The system provides a strong incentive for
homes to keep costs in line, without stinting on
patient care to provide higher profits. Homes can,
however, realize a net gain on their indirect reim-
bursements.

Costs periodically are refigured for the entire
system, and the state makes inflation adjustments
each year. Still, the nation has averaged annual
double-digit increases in health care costs for more
than a decade, and rising personnel costs have
helped drive those increases.!® Because of linger-
ing budget difficulties, the state made a one-year
decision for 1991-92 to limit service providers to
no more than a 4 percent increase in Medicaid
reimbursement.

Souza says personnel costs represent more
than 60 percent of direct costs for nursing homes,
and nursing homes are more dependent on Medic-
aid than other health-care providers. The tight
reimbursement rate, Souza says, means the homes
must be cautious about paying too much. Com-
bined with the rigors of a job that may include such
duties as keeping incontinent patients clean and
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changing bed pans, the result can be difficulty in
attracting and retaining workers.

Since it was fined in September 1990, Hamp-
ton Woods has received an additional $900 in
penalties but has corrected most of its problems
and now has a full license. Administrator Ken
Reeb does not fault-the state for doing its job, but
he attributes the home’s problems to the difficuity
in attracting workers and the “learning curve” a
new home faces while trying to get its protocols
down. “It had nothing to do with intent,” he says.
“My people have put in long hours and stuck to it.”

Although state officials are reluctant to say
one type of home falls short of the standards more
than another, they do admit that the nonprofit
homes like Hampton Woods are fined less fre-
quently. The numbers bear that out. Of the 56
nonprofit nursing home operators in the state, 14,
or 25 percent, have been fined since 1988. Over
the same period, 133, or 57 percent, of the 229 for-
profit homes were fined, according to the Center’s
analysis (see Table 2, page 30 for more). Errant
nonprofit homes received an average of 3.07 fines
during the period, compared to an average of 5.41
fines for the for-profit offenders.

Hamilton, deputy chief of licensure for the
state Division of Facility Services, speculates that
it may be easier for the nonprofit homes to retain
their staff. “My personal opinion is that it’s a
better work environment,” he says.

Souza takes umbrage at this remark. “For a
state official to say the work environment is better
in a nonprofit facility is troubling to me,” says
Souza. “Atthe least, it indicates a prejudice, and I
just think it’s inappropriate.”

But while for-profit providers clearly are ca-
pable of providing high-quality care, there are
those who believe nonprofit providers have some
advantages. Sarah Shaber, director of the North
Carolina Association of Nonprofit Homes for the
Aged based in Raleigh, says nonprofit homes have
more resources. “Since we don’t have to divert a
lot of our revenues to profits, all the money goes
into patient care,” she says. For example, Shaber
says many nonprofit homes have higher staffing
levels than their for-profit counterparts. “I think
that makes a lot of difference in quality,” she says.
“This isn’t an attempt to put down the for-profits.
We just have a little more flexibility.”

Two researchers analyzing 1985 National
Nursing Home Survey data concluded that non-
profit nursing homes pay higher salaries because
their staff members typically have stronger quali-
fications and experience.!! This could lead to
longer staff retention and closer adherence to stan-
dards, which would mean fewer penalties.

But Souza of the North Carolina Association
of Health Care Facilities, which represents both
for-profit and not-for-profit homes, says the dis-
crepancy in penalties may just be coincidental. “I

“He was a small-town doctor,
and | have never asked a big-town doctor for his
opinion of the small-town doctor’s medical
explanation. I am sure, though, that no big-town
doctor ever said what the small-town doctor said to
me next. He said ‘You come to see me late
tomorrow morning in my office, do you hear? If you
don’t come tomorrow, I'll charge you for tonight. If
you come tomorrow, I won’t charge you for tomorrow
or tonight. All I want is to know that you are well.””

~——NORMAN MACLEAN
A River Runs TrrouGH It
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Administrator Ken Reeb with residents at Hampton Woods. At the bingo table are
Annie Branch, Robert Boone, and Inez Underdue.

think down the road it would equal out,” he says.
Souza says even nonprofit homes must generate
reserves for operations and expansion. “If it were
a for-profit, a lot of that would go to profits,”
Souza says, adding, “I think the staffing is compa-
rable in qualifications and experience.”

The violations at Hampton Woods were mi-
nor, mostly involving paperwork. After meeting
with the operators, licensure chief McDaniel asked
the Penalty Review Committee to consider re-
scinding the $400 fine.

In a Nov. 14, 1990, memo to the committee,
she noted that the home had passed its most recent
inspection, had voluntarily limited admissions while
addressing problems, and had used the inspection
report to alert employees to problem areas. But the
committee chose to let the fine stand.

An Operation Gone Awry

cDaniel’s request came at a time when the
M panel was still stinging from the case of
Jolene’s Nursing Home, which was under indict-
ment for Medicaid fraud and had been fined re-

peatedly for two years, but allowed to continue
operating.

Unlike Hampton Woods, Jolene’s—a for-
profit, family-owned home—was a case of an op-
eration gone awry. While Hampton Woods was
able to correct its problems, Jolene’s just kept
getting worse. From 1988 until October 1990,
when the committee pulled its license, Jolene’s
racked up 27 fines for a total of $8,395. The home
ranked third among all the state’s homes during
the period for both the number and the amount of
its fines. (See Table 3, p. 36 for a list of the state’s
10 most heavily fined homes.)

The violations were serious and ongoing. In
one case, the home was cited for failing to obtain
medical treatment for a resident with an infected
wound on her leg. The leg eventually had to be
amputated.

At the same time, the home’s operators,
Cherrathee Hager and her mother, Josephine
Weaver, were facing charges of Medicaid fraud.
The charges included incidents in which the women
charged the program for a babysitter and yard
work done at their private home. In the first ever
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nursing home fraud case in the state, Hager was
sentenced to six months in jail for fraudulently
collecting more than $50,000 from the program,
and Weaver received a suspended sentence.

Jolene’s was a case of bad management that
started with small problems and eventually spi-
raled out of control, says Christopher P. Brewer,
the head of the state Attorney General’s Medicaid
Fraud Unit. “The problem with Jolene’s is that
they never really got the qualified people in there
and tried to do everything themselves,” he says.
“Toward the end, they crossed the line from bad
judgment, to not giving their patients adequate
care, to out-and-out stealing from the Medicaid
program.”

While the operators were dealing with their
criminal charges, the quality of care at the home
suffered. When the home came before the Penalty
Review Committee in August of 1990, it had al-
ready been fined twice that year—in one case, for
“overall non-compliance with licensure standards.”
It had been operating on a provisional license for
four months, the final step before license revoca-
tion—and had been on a provisional license for
seven months in 1989, Still, the committee de-
clined an inspector’s recommendation that the
home’s license be revoked. Instead, it temporarily
barred the home from accepting new residents and
levied $1,500 in fines.

The case of Jolene’s marked a major turning
point in the state’s regulatory process. Before the
case came before the committee, advocates charged
that the changes in the system and the higher
number of fines were doing little to bring problem
homes back into compliance. In addition, they
were unhappy with the state’s reluctance to re-
voke the licenses of homes with long-standing,
uncorrected problems. The Jolene’s case, which
came at a time when the media coverage of the
regulatory system had intensified, gave life to the
advocates’ complaints and triggered more changes.

After reading news reports about the case,
David T. Flaherty, Secretary of the N.C. Depart-
ment of Human Resources, decided that Jolene’s
and homes like it had run out of chances. He
created a task force to study whether the state
was capable of dealing with chronic violators.
“That’s what really brought it to a climax,” says
Flaherty. “They had been having problems con-
tinuously, and it was never brought to a conclu-
sion so as to protect the patients.”

Jolene’s, which lost its license in October
1990, was one of seven homes that have racked up
more than $7,000 in fines over the past three
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“From the house of pain
there come moans so
muffled and ineffable and
so overflowing with so
much fullness, that to
weep for them would be
too little, and yet to smile
would be too much.”

— CESAR VALLEIO
THE WiNDOWS SHUDDERED . . .

years. The amount of the fines levied against the
seven homes accounted for 32 percent of all the
fines collected by the state in that period.

From the beginning of 1988 until the state
revoked its license, Jolene’s was fined $8,395 for
27 cited violations of patient care standards. Two
other nursing homes had higher fines than Jolene’s
during the same period. Autumnfield in Gaston
County was fined more than any other home in the
state in 1988, and the fines continued into 1989
until the state threatened to revoke the home’s
license. The home was then sold, the name changed
to Royal Crest Health Care, but the problems have
continned. The home got $1,450 in fines in 1990
and racked up $7,000 in fines during the first seven
months of 1991, for a total of $8,450 since the new
management. Souza says a change in ownership
or management often obviates the need to revoke
the license of a problem home. Still, it doesn’t
always happen.

A Disturbing Case— And More Changes

illhaven-Orange, a Durham home operated

by the second largest nursing home chain in
the country, racked up more fines than any other
home in the state in 1989, with $6,250. In 1990,
the home continued to have some problems, with
fines totaling $2,150, but seemed to be headed
back to compliance.

Then, in December 1990, the home came be-
fore the state on a particularly offensive charge—
that an aide found maggots in an elderly resident’s
vagina. When the home drew only a $250 fine
from the committee, residents’ advocates were

—continued on page 37



Nursing Homes Long a Sore Spot
for State Regulators

R 7 ursing home regulation has gotten a great Horrified family members complained to
deal of attention in recent years, but it | state regulators and eventually filed suit.*
isn’t the first time reformers have focused on | Hillhaven Corp. of Tacoma, Wash., the home’s
how the state polices residential care provided | owner, appealed the decision but later settied
its frailest citizens. In response to public pres- | out of court for an undisclosed amount. Kathy
sure for reforms, the legislature in 1978 passed McMahon, administrator at Guardian Care,
the Nursing Home Patients’ Bill of Rights.! | notes that James’ family “never sued the doctor
The statute, which spells out 15 differentrights | who was responsible for the orders governing
for nursing home patients, forms the bedrock | the patient’scare.” She says that James’ physi-
of the state’s regulatory system. cian gave nurses discretion about how much
But a scant three years after the bill of | painmedication to administer. Hillhaven Corp.
rights was enacted, State Auditor Ed Renfrow | isnow pursuing claims against the physician as
igsued a scathing review of how nursing home | the person responsible for the patient.
regulations were enforced. Renfrow’s audit In another recent case that troubled nursing
pointed to general leniency on the part of the | home advocates, Hillhaven-Orange Nursing
state and a problem with homes breaking the | Center in Durham was fined only $250 after
same rules over and over again. “Wenoticeda | maggots were discovered in a resident’s va-
definite pattern where nursing homes would | gina. The fine is the lowest allowed for a Type
be cited for a deficiency during the annual A violation, which must involve “substantial
survey,” says the audit report? “The defi- risk that death or serious harm to a resident will

ciency would be noted as corrected on a fol- | occur or where such harm has occurred.”
low-up visit, but in the next annual survey the Rita Carter, a former administrator at
same deficiency would be cited again.” Hillhaven-Orange and now at another Hillhaven

Renfrow cited 11 homes as particularly | facility, says state regulators never proved there
prone to recurring problems, and the names of | were organisms in the resident’s vagina or that
the homes were later released to the media. At | there was risk of death or serious harm to the
least one of these homes, St. James Nursing | patient. Hillhaven-Orange garnered $8,400 in
Center in Guilford County, was still having | fines in the three years and seven months stud-
problems a decade later. Now named Americas | ied by the Center—the second highest total of
Health, the home ranked fifth in total amount of any North Carolina nursing home.
penalties assessed during the three years and In January 1992, a case involving a maggot
seven months covered by the Center study. It | infestation again hit the news—this time at
was sold in 1990 under threat of closure after | Britthaven of Wrightsville nursing home. New
being penalized for such violations as failure to | Hanover County social workers lodged a num-
treat bedsores and to provide patients with proper | ber of complaints against the home, one of them
nutrition. that the home failed to treat a bedsore on a

More recently, a Hertford County jury | resident’s foot, which became infested with
awarded $15 million to the estate of aman who | maggots and later had to be amputated.® The
got too little pain medication for prostate can- | home was later inspected by the state but not
cer while a patient at Guardian Care of Ahoskie.* | penalized. A state inspector said the allega-
Henry James died in June 1987, but his suffer- | tions were “blown out of proportion.”®

ing was intensified by a nurse’s decision to Problems came to a head in February 1992
substitute Darvocet for the more powerful mor- | at Americas Health Care in Cumberland County.
phine his doctors prescribed. —continued
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‘The federal Health Care Financing Agency cut
the home’s Medicaid certification and the state
Licensure Section began proceedings to revoke
its license. A January inspection found a range

.
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of problems, including patients with infected
bedsores and patients lying on soiled bed lin-
ens. The facility ranked fourth in total amount
fined in the Center study, at $8,365.

-— Mike McLaughlin
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Table 3. Nursing Homes in North Carolina Receiving the
Highest Dollar Amount in Fines, Jan. 1988-July 1991*

Rank Total Number of Avg,
Nursing Home County by $ Penalized Fines Fine
Royal Crest Health Center )
(formerly Autumnfield) Gaston 1 $8,450 16 $528.12
Hillhaven-Orange Orange 2 8,400 29 289.65
Jolene’s Nursing
(now Brightmoor) Rowan 3 8,395 27 310.92
Anmericas Health Care Cumberland 4 8,365 23 363.69
St. James Nursing
(now Americas Health) Guilford 5 8,000 29 275.86
Louisburg Nursing Center Franklin 6 7,830 34 230.29
High Point Care Center Forsyth 7 7,700 17 452.94
Autumnfield of Lowell
{now Royal Crest
Health Care Center) Gaston 8 5,200 7 742.85
Medical Park Nursing Guilford 9 4,765 19 250.78
Blue Ridge Manor Wake 10 4,700 16 293.75
Total $71,805%* 217

*Includes fines assessed by the Licensure Office and recommended by Penalty Review Committee through July 1991.
Figures are not adjusted for results of any appeals because of the difficulty of tracking the resnlts of individual cases.

**This figure represents 39.3 percent of all fines recommended against the 290 homes for the three-and-a-half year period
analyzed by the Center.

Table by Paul Barringer, Center intern.
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outraged. Operators of the home, on the other
hand, still dispute the state’s findings. “It was
never proven what, if any, organisms were found
in the resident’s vagina,” says Rita Carter, an
administrator with the Hillhaven chain. Nonethe-
less, the case, like Jolene’s, brought more changes.

By that time, the task force had completed its
report and forwarded it to Flaherty. They had
recommended a system that would make it harder
for state officials to impose fines for violations
cited by their own inspectors. But when the mag-
got allegation hit the news, Flaherty sent the panel
back to the drawing board and asked for stronger
recommendations.

The final report included a number of changes
that nursing home reformers felt would strengthen
the review process. It recommended that DFS
begin seeking higher fines for facilities that have a
history of significant compliance problems and
consider using suspension of admissions more fre-
quently as a means of protecting patients from
substandard care. In addition, the report recom-
mended revocation action for homes that have
been operating on a provisional license for nine
months with no significant improvement in condi-
tions. 2

It also retained its initial recommendations
aimed at preventing the chief of the licensure
from making unilateral decisions regarding fines
proposed by inspectors.'® That change, which has
been implemented, addresses a major complaint
of advocates and inspectors-—that Darius Wells,
the former head of the licensure section, would
meet privately with home operators and then re-
duce fines, without seeking input from the home
inspectors who had recommended the penalties.

Wells, who says he changed proposed fines to
assure consistency in each case, left his position in
October and was replaced by McDaniel. The new
system seeks to assure

home operators are invited to meet with an inter-
nal review committee made up of three state offi-
cials—the assistant chief of licensure, the section
planner, and a representative of either the nursing
home or rest home compliance branches. Follow-
ing the meeting, the internal committee decides
whether the home should be fined. For repeat
offenses and A-level violations, the committee’s
recommendation goes to the Penalty Review Com-
mittee. B penalties can be paid without review.

Low Medicaid Payments and Low Wages

hile the state has taken action to respond to
Wadvocates’ complaints, it has done less to
address a major complaint of nursing home opera-
tors—low payments from Medicaid. Most homes
can’t rely solely on Medicaid payments, so they
open with the hope that they can attract enough
private-paying patients to make up for slim pay-
ment from the government program, says Ellen E.
Lentz, a Raleigh nursing and rest home consultant.

But increasingly, she says, that’s getting harder.
In North Carolina, nearly 75 percent of the
state’s nursing home residents are on Medicaid,
compared to about 60 percent nationwide. Bill
Lamb, a planner in the Department of Human
Resources Division of Aging, says the higher per-
centage probably reflects the fact that North Caro-
lina has a higher percentage of elderly residents in
poverty than the nation as a whole." “Most farm
states are like that,” says Lamb. “Also, we're a
low-wage manufacturing state. When those folks
retire, they don’t become rich. They have limited
reserves. At the point you hit a catastrophic ill-

ness, you exhaust your assets pretty quickly.”

Combined with the shortage of employees
willing to work for nursing home wages, the
lack of private-pay

that one person, the
chief of licensure,
does not set fines
without consulting in-
spectors.

Now, inspectors
cite the type and se-
verity of the violation
and gather documen-
tation to back their
recommendation.
Before the fine
amounts are set, the
inspector and the

home.

I don’t think I could find a
job that’s harder than
being an aide in a nursing

There are job
opportunities at
McDonald’s and Hardee’s
that are more pleasant.

OwNER OF Six NursinG HoMES

patients is leaving
many homes
scrambling just to
meet basic stan-
dards. “You can’t
get the private-
pay patients, and
there is not enough
reimbursement
from Medicaid to
get qualified
staff,” Lentz says.

Up until 1988,
the six homes op-

— Nowan Brown
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erated in North Carolina by Triad Medical Ser-
vices of Yadkinville were able to operate with
little problem, even though many of their residents
were covered by Medicaid. Then, according to
owner Nolan Brown, the labor shortage hit. Not
only did he have a hard time attracting unskilled
aides, but at some of his homes, he had to compete
with nearby hospitals for nurses. “For years, we
were able to do an adequate job and have a low-
cost operation,” Brown says. “All at once we
couldn’t control our costs, and it caused a lot of
problems.”

“ They scanned and probed
in room after room, each
cubicle appearing slightly

smaller than the one before
it, more harshly lighted,

emptier of human
furnishings. Always a new
technician. Always faceless
fellow patients in the
mazelike halls, crossing
from room to room,
identically gowned. ”

— Don DeLiLto
Whire Noise

The problems started at his Pinehurst Nursing
Center, which drew $1,260 in fines in 1988. Brown
also began having problems at Louisburg Nursing
Center that year. These problems were brought
under control only to re-emerge in 1990.

In 1990, the Louisburg home had to pay over
$7,000 in fines, more than any other home in the
state that year. In April of 1990, Brown had three
homes-—in Louisburg, Roxboro, and Southport—
come before the Penalty Review Committee at the
same time, while a fourth was under investigation.

In two cases, the home was cited for failing to
notify doctors of patients with medical problems.
In Roxboro, inspectors found “heavily soiled and
stained” sheets on some made-up beds and in
Louisburg, an inspector found that 19 patients had
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not been bathed regularly. In Pinehurst, a surprise
inspection found staff tying the doors shut with
sheets because the lock was broken. The home’s
fire alarm was not working at the time.

Brown blamed his problems on the labor short-
age, which sometimes left his homes understaffed,
and the subsequent financial burden it created for his
company. “I don’t think I could find a job that’s
harder than being an aide in a nursing home,” he
says. “There are job opportunities at McDonald’s
and Hardee’s that are more pleasant.”!*

Because he was forced to increase his wages,
Brown says his costs rose far faster than his reim-
bursement level from Medicaid. Since 1988, the
company has lost $1 million, he says. Brown’s
homes have since been awarded a payment in-
crease from Medicaid and he thinks his operation
is back on track. Still, through July 1991, two of
his homes already had been fined.

Brown says he is doing his best under difficult
circumstances. “Perfect care is not available and
if it were, I don’t think the society could afford it,”
he says. “I don’t think I can do any better.”

Better Monitoring by the State?

cDaniel is confident that state is now pre-
M pared to monitor problem homes more effec-
tively. Since the recent changes went into effect,
she’s been meeting with industry groups to bring
them up to speed. “I think they’re all on notice,”
she says. “They realize that there is a focus and
determination on our part to try to take care of the
problem facilities.”

In addition to the changes on the state level,
new federal regulations went into effect in Octo-
ber of 1990 for nursing homes, which, among
other provisions, require training for nurses’ aides
and limit the use of restraints at the homes.'
Nurses’ aides must now receive 75 hours of train-
ing and pass a competency test before they can
work in a home. But the changes have done little
to bring about agreement between resident advo-
cates and the nursing home industry.

Souza, of the nursing homes association, says
the new system has not been in place long enough
for him to gauge its effectiveness. But, he feels
that the state officials are reluctant to question
inspectors who may have been overzealous. “I
do get frustrated when I see a nursing home that
has never been penalized get a $50 or $100 fine
for something that is an isolated incident,” he
says.




Chasson says she is not unsympathetic to the
problems faced by the industry. For example, she
realizes that the homes are having a hard time
finding qualified staff. She also agrees that some
residents’ family members are too demanding.
But she disagrees that the inspectors are too ag-
gressive.

And despite the recent changes, she still feels
that the system is not adequately punishing prob-
lem homes. “Part of the problem with the new
system is that they are not implementing it like
they should,” Chasson says.

Her group plans to continue pushing for more
aggressive action from the state. They want a
system to allow the state to revoke a home’s license
and send in a temporary manager, thus avoiding the
problem of moving residents to a new home. This
idea has won the support of both Flaherty and the
nursing home industry, although a bill that would
have created it, SB 731, stalled in committee during
the 1991 session of the General Assembly.

n 20 years as an Air Force pilot, Allen Fritts

learned to make snap decisions and live with
the consequences. But Fritts says leading a
squadron of KC135-A Tankers on a mission to
refuel supersonic jets over the North Atlantic is
nothing compared to the challenge of running a
North Carolina nursing
home.

Turning Around an Ailing
Home: The Fritts Prescription

In addition, advocates want the ombudsmen
—federally funded nursing home monitors who
operate in 18 regions that cover the entire state—
to have more input into the penalty process. In the
meantime, Chasson has a new motto—"no more
task forces.”

State officials don’t seem to share her ur-
gency. McDaniel says it is unfair to judge the
state’s ability to weed out problem homes by the
number and level of fines.

In many cases, she thinks the state should use
a carrot rather than a stick and help homes resolve
their problems before they ever make it to the
penalty stage. “My philosophy is, if a home is
basically doing a good job and providing essen-
tially good care and has a mirior problem, then we
need to work in a consulting role to try and help
them take care of that and not race in there with a
penalty,” she says. “Negative reinforcement is not
the best way to change behavior.” I 1

—footnotes/recommendations begin on page 42

But the task Fritts has taken on is a difficult
one, even by nursing home standards. In No-
vember 1990 he worked out a lease-purchase
agreement to take over Jolene’s Nursing Home
in Salisbury. The owners had been convicted of
Medicaid fraud and were facing revocation of

their license by the

“This is a lot more
challenging,” says
Fritts. “There’s noth-
ing repetitive about be-
ing a nursing home ad-
ministrator. It’s some-
thing new every day.
You learn something
every day. If youdon’t,

If your orientation is
toward providing quality of
life things for your
patients, I don’t think you
can help but succeed.

state. By April 1991,
Fritts and partner Linda
Howard had assumed
full ownership of the
ailing home.

The challenge was to
transform Jolene’s
from a problem spot for
state regulators to a
place where residents

——continues

— AvLen Fritrs

you’re getting behind.”
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could live out their last days with as much
peace and comfort as possible. The changes
were as basic as a new name, Brightmoor, and
as complex as the thick, black notebook Ronnie
Hawkins, the on-site administrator and a regis-
tered nurse, developed to reorient nursing staff
to appropriate policies and procedures.

But Fritts says it all boils down to a basic
philosophy about how to operate a nursing home.
“If your orientation is toward providing quality
of life things for your patients, I don’t think you
can help but succeed,” says
Fritts. “Of course there’s the
business side, but in order to be
successful you have to take care
of people, and I think that’s

keep them as quiet as possible,” says Fritfs, “in
bed and out of sight.”

Fritts had retired from the military and
taken over as administrator of his parents’ nurs-
ing home in Lexington under a lease arrange-
ment when he learned of the opportunity at
Jolene’s. He wanted to expand his holdings
and saw an opportunity at Jolene’s, despite
the well-documented problems the home was
having.

Quality of care had slipped to unaccept-

Allen Fritts, co-owner of Brightmoor

niursing home.

where the orientation has to be.”

Putting that philosophy
into practice meant major
changes at Brightmoor, and
heavy losses during the first
year of operations. Staffing has
been increased by 50 percent,
and Fritts has added two reha-
bilitation therapists. The goal
is to get people who are physi-
cally able up and out of their
rooms. Residents who are ac-
tive physically and socially tend
to be healthier and happier,
Fritts says. “We try to con-
vince them they want to be in-
volved in the activities,” he
says. “Wetry to provide a wide
range of activities. All of that
leads to a healthier, happier resi-
dent in the facility.”

One measure of how ac-
tive patients are is whether they
go to the dining room at meal
time. When Fritts and Hawkins
took over, only about a quarter
of the home’s patients were
going to the dining room to eat.
Now the count is as high as 95
percent, and illness is the only
acceptable excuse for absence.
“The previous owner tried to
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ably low standards while the owners were on
trial for frand. The instances that led to poten-
tial license revocation were basic examples of
poor care—like untreated bedsores and pa-
tients lying on dirty bed linens. General man-
agement had deteriorated, and because of staff
shortages, the home had to rely on nursing
pools for temporary employees. “No matter
how qualified they are, you’re probably not
going to get the same commitment as you would
from people working here day in and day out,”
says Fritts.

Part of the problem is the sheer volume of
work that must occur to keep a nursing home
operating properly. For example, many nurs-
ing home patients are incontinent. In some
instances, bed linens might have to be changed
up to 10 times a day, says Hawkins, so it may
not be that unusual for an inspector to find dirty
bed linens.

The best case scenario is to get dedicated
staff on board who come to know the residents
and care about them, but with job requirements
like bathing patients and changing bedpans,
retaining staff is not easy even at well-run
homes. To keep workers on the job at Jolene's,
Fritts says, salaries had been swollén to above-
market rates. The result was a deep hole that
Fritts had to address immediately by seeking

"an increase in Medicaid reimbursements and
cutting salaries by approximately 2 percent.

Fritts also put the home on a purchasing
diet. For example, one name brand nutritional
supplement was costing the home about $1.50
per serving. Hawkins was able to purchase a
different brand of the same beverage for only
62 cents. “My philosophy is, ‘If you need it,
use it, but don’t waste it,” says Hawkins, who
started at the home as director of nursing and
later was promoted to administrator.

Still, there were areas where additional
money had to be spent. Medical supplies were
low, and there was the need for new equipment
such as reclining geriatric chairs for the pa-
tients. “We had to order COD when buying
groceries because the home was behind in
paying its bills,” says Fritts.

There also were structural changes to make
the operation more efficient, such as merging
two laundry operations into one and consolidat-
ing two separate kitchens. Still, the new own-
ers finished the year about $100,000 in the red.
“We’ve paid attention to quality of care, rather
than the bottom line,” says Fritts.

Fritts is hoping that by running an efficient
home that puts the needs of patients first, the
bottom line will take care of itself. So far he
seems to be on the right track. Although the
certification team cited several deficiencies in
its initia] inspection after the takeover,
Brightmoor is fully certified and licensed and
has not been penalized in more than a year of
operations. Before the ownership change, the
home had received $8,395 in penalties in three-
and-a-half years, the third highest total in the
state (see Table 3, p. 36 for more).

The turnaround reflects a major investment
of both resources and energy. It also represents
successful negotiation of the rules and regula-
tions governing nursing homes. Fritts says he
doesn’t mind strict rules regarding patient care.
“I understand that you have to regulate to the
worst facilities,” he says.

Still, he finds frustration in the way the
state-federal partnership works out in practice.
Federal certification requirements and state li-
censing regulations should be dovetailed so
that they do not contain different guidelines for
the same practice or procedure, Fritts says. “A
lot can be combined to make things simpler,”
he says. For example, federal certification
requires doctor visits at 30, 60, and 90 days
after admission of a patient and every 60 days
thereafter. The state only requires doctor visits
every 90 days.

Fritts also suggests that the state needs to
find a way to reward homes for exemplary
performance and not just point out the prob-
lems. “The negative things are always pointed
out,” Fritts says. “They could have a little less
emphasis on some of those things. Right now
there’s a mindset that no matter how well you
do, they’re going to come and find something
wrong.”

— Mike McLaughlin
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FOOTNOTES

! Through July 1991, 290 nursing homes were operating in
North Carolina. In January 1992, the number exceeded 310.

2G.S. 131E-115.

3G.S. 131E-129(a)(2).

4G.S. 139E-129(a)(1).

3G.S. 131D-34.

6 A complaint investigation might result in several penal-
ties against the same home, so the total number of fines is larger
than the total number of homes cited.

7Frank House et al. v. Hillhaven Inc. and the State of
North Carolina, 86CVS528, Pitt County Superior Court, final
settlement agreement, March 16, 1989, p. 3.

8 Figures are taken from “The Guide to the Nursing Home
Industry,” Health Care Investment Analysts, Inc. and Arthur
Andersen, Baltimore, Md., 1992, p. 14. The median profit
margin for investor-owned homes was slightly higher, at 1.82
percent.

?For more on the role of Medicaid in financing nursing
home care, see Robert Conn, “Long Term Care for the Elderly:
‘What Promise for the Future?” North Carolina Insight, Vol. 8,
No. 1, September 1985, pp. 60-78.

For more on ballooning health care cost increases, see

Nina Yeager and Jack Betts, “Health Care Cost Containment:
Does Anything Work?” North Carolina Insight, Vol. 13, No.
3-4 (November 1991), pp. 48-66.

! Alphonse Holtmann and Todd Idson, “Why Nonprofit
Nursing Homes Pay Higher Nurses’ Salaries,” Nonprofit Man-
agement & Leadership, Vol. 2, No. 1, Fall 1991, pp. 3-12.

12 A Task Force Study of Enforcement Practices and Proce-
dures Related to Domiciliary and Nursing Homes, North Caro-
lina Division of Facility Services, April 1991, pp. 13-14.

B Ibid., p. 10.

“Lamb says many of the state’s elderly were self-em-
ployed farmers who did not have to pay into Social Security
taxes for the bulk of their earning years. North Carolina also
has consistently ranked near the bottom among the 50 states in
manufacturing wages. These are two key reasons that 1990
Current Population Survey estimates put the state’s poverty
rate at 20.6 -percent for people over 65 compared to an 11.4
percent rate for those 65 and over in the nation as a whole,
Lamb says.

A 1990 survey by the North Carolina Association of
Long Term Care Facilities found a turnover rate in domiciliary
homes of 242.45 percent, with fast food the third most fre-
quently cited source of employment competition.

1642 CFR 483.70-483.75

A clean, well-lighted nursing home.

L
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Recommendations

Many of the problems facing North Carolina’s
nursing home industry are similar to those
facing homes across the nation, including tight
Medicaid budgets and difficulties in attracting
and retaining workers. Burdensome regulations
only add to the difficulties of nursing home op-
erators trying to remain viable on limited re-
sources. In some cases, the sheer volume of rules
may even be counterproductive.

Clearly, with the depth and breadth of rules
governing nursing home operations, there will
be violations from time to time, particularly
when homes have to serve two masters—the
federal certification teams and the state’s li-
censure inspectors and complaint investigators.
The vast majority of nursing home operators
are working hard every day to provide high
quality care for residents. Indeed, more than
140 homes operated without a single penalty
over the three-and-a-half years the Center stud-
ied, and seven homes accounted for nearly one-
third of the total amount of fines. It is incum-
bent upon the state to make sure that the rules
are followed, but the evidence suggests that
more and higher fines won’t solve the prob-
lems of most nursing homes.

In the face of public outcries about le-
niency, the state has toughened its enforcement
of nursing home regulations in recent years.
The dollar amount of fines imposed against
pursing homes more than doubled in the three-
and-a-half year period that was the focus of the
Center’s study. In 1988, fines levied against
nursing homes totalled $33,110, compared to
$67,070 in 1990. The trend was toward fewer
but higher fines in 1991 as the state began
focusing on the most serious offenders. This
decision seems appropriate. With a limited
number of inspectors, the wisest course is to
focus on the worst cases—those representing
serious risk to the life and health of patients.

Still, advocates argue convincingly that the
staté has been slow to act against problem
homes—those that are cited repeatedly but never
seem to straighten out their operations. This
problem was pointed out by the state auditor in

1981 and remains a problem in 1992. During
the period studied by the Center, the state initi-
ated only two license revocation proceedings,
one of them against a home neglecting patients
while caught up in an unsuccessful fight against
Medicaid fraud charges.

The state more recently moved to revoke
the license of against another problem home,
Americas Care of Cumberland County, when
the federal government acted to cut off its Med-
icaid funds in February 1992. With such a high
percentage of penalties being levied against
only a handful of homes, it’s clear that the state
could move more aggressively against these
problem homes.

But state enforcement officials say they are
handcuffed by a serious dilemma. If they move
to shut down a problem home, they must find
something to do with the patients. Moving nurs-
ing home patients is traumatic, and a tight supply
of beds means there may be no place to move
them.

Clearly, the state needs another enforcement
tool to complete a range of sanctions that serve
notice on bad operators that cutting corners at the
expense of residents’ health will not be tolerated.
To promote constructive dialogue between regu-
lators and operators while providing a practical
means of policing the worst providers, the Center
offers the following four recommendations:

(1) Licensure officials should use the
discretion afforded them under state statutes
to avoid fining a home for a minor violation if
the homes can show the violation did not have
an impact on patient care. Many B-level pen-
alties cover important areas of care, such as
keeping patients clean and groomed. Others
form the threads of a tightly woven regulatory
straitjacket. These include rules about admin-
istration that require extensive documentation
and paperwork. And they also include rules
that touch on patient care, but in a minor way.
For example, a home could be cited because an
aide left a pile of dirty towels in the corner of a
shower room to respond to a patient emer-

—continued
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gency, or for leaving certain documentation
out of a personnel file.

Operators argue persuasively that some of
the energy channeled into following the letter of
the law might be more appropriately expended
on patient care. According to state statutes, li-
censing officials may impose a $500 penaity for
each Type B violation.! Some state officials
apparently have read may as must in the past.
Lynda McDaniel, deputy director of the Division
of Facility Services, says this runs counter to the
current philosophy of the licensure office, which
is to help homes work out their operating diffi-
culties in the interest of providing better care.
Still, it may be that some state officials need a
reminder.

‘While no one would advocate leniency, li-
censure officials should exercise the discretion
allowed them under the law. That means allow-
ing nursing home operators the opportunity to
make a good-faith effort to come into compliance
before slapping them with a penalty.

The legislature may also want to consider
implementing guidelines that would help licen-
sure officials determine penalties more system-
atically. One such system is known as a scope
and severity matrix. It would require inspectors
to weigh both the magnitude of a violation and
whether it represented a pattern or an isolated
occurrence before recommending a fine. It might
also bring a measure of consistency to what are
now judgment calls on the part of state officials.

(2) The legisiature should allow nursing
homes to apply fines for minor violations to-
ward the cost of hiring independent consult-
ants who would help them solve their operat-
ing problems. Nursing home regulations are
formulated with the highest and best intent—
protecting the health and well-being of resi-
dents. But the complexities of these rules some-
times make them difficult to apply in practice.
Homes sometimes are fined for minor break-
downs such as problems with paperwork or
neatness. It may be that the state could serve a
more constructive purpose by allowing homes
to use penalty money to pay for a private con-
sultant to help straighten out these problems.

Homes might need consultation in a wide
range of areas—ifrom meeting the dietary needs
of patients, to sorting out complex drug regi-
meus, to developing staffing patterns that will

help them to operate efficiently. Although the
state already serves in a consulting role, its
regulatory responsibilities absorb the bulk of
staff time and resources. Using penalties for
minor violations to pay for independent con-
sultants may help homes provide better care, as
opposed to the current approach, which is purely
punitive.

(3) The Division of Facility Services
should use its existing licensing authority more
aggressively to bring problem homes into com-
pliance with regulations. Problem homes are
those that keep getting fined year after year and
never seem to clean up their acts. They repre-
sent only a small percentage of the state’s nurs-
ing homes, and yet they give the entire industry
abad name. The state already has the authority
to issue provisional licenses and even suspend
admissions “where the conditions of the nurs-
ing home or domiciliary home are detrimental
to the health or safety of the patient or resi-
dent.”? Licensure officials should be quick to
use this authority when patients’ health is at
risk.

- Of course regulators face a tricky balancing
act. If a home’s problems are caused by lack of
money, issuing provisional licenses and suspend-
ing admissions will only make it worse. Still,
patients deserve swift, strong action when their
health and safety is at risk.

The law currently requires that a provi-
sional license be posted in a prominent place to
alert consumers and family members that the
home is having problems. And by its very
nature, a nursing home cannot stay in business
long without admitting new patients.

How a home responds to these strong ad-
ministrative actions will provide a quick indica-
tion to regulators as to whether it remains a viable
operation. But one final enforcement tool is
needed for homes which have proven they can no
longer handle the responsibility of caring for the
frailest and most vulnerable members of society.

(4) The legislature should pass a law allow-
ing the courts to appoint a temporary manager
to operate homes which fail to correct their
problems and represent a serious threat to resi-
dents. The ability to deal adequately with failed
nursing homes is the major missing piece in the
regulatory puzzle. At least 16 states and the
District of Columbia now have such authority.’
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There is ample evidence that North Carolina
should join these states and enact a law allowing
temporary management of failed nursing homes.

The analysis by the North Carolina Center
for Public Policy Research found seven homes
accounted for nearly a third of total fines against
nursing homes for the three-and-a-half years stud-
jed. And the top 10 violators accounted for
nearly 40 percent of the fines assessed. In 1981,
when the Department of State Auditor studied
state administration -and regulation of nursing
homes, the report’s authors came to a similar
conclusion of “a definite pattern” in which a
few nursing homes “would be cited for a defi-
ciency during the annual survey; the deficiency
would be noted as corrected on a follow-up visit,
but in the next annual survey the same deficiency
would be cited again.™

The auditors also offered a similar recom-
mendation—that the state needed a way to as-
sume temporary management of problem homes.”
Regulators, industry officials, and advocates alike
agree that this is a problem that should be ad-
dressed. Indeed, this is one of the few areas for
which all parties are in agreement.

Abill that would provide for temporary man-
agement was introduced in the Senate during the
1991 session of the General Assembly but stalled
in comnrnittee. The bill (SB 731) should be resur-
rected and enacted by the 1993 General Assem-
bly.

Seizing control of a problem home through a
court order and appointing a temporary manager
represents drastic action by the state. It should be
undertaken only under the most serious of cir-
cumstances and only when other means have
been tried and have failed. Still, it’s clear that the
state needs this enforcement tool to push a few
bad actors into providing the quality of care that
good conscience alone should dictate.

A temporary manager could assure the safety
of residents until the home’s problems were re-
solved or until it was sold to a responsible opera-
tor. By placing the appointment of a temporary
manager under the jurisdiction of the courts, the
bill assures that due process is observed. Itis a
carefully crafted compromise and represents an
essential final step in the regulatory process.

By embracing these four recommendations,
the state could take a major step toward improv-
ing the way nursing homes are regulated in North

Carolina. Still, it’s clear that more avenues of
reform should be explored. The state, for ex-
ample, should examine whether it can do more to
merge its own rules with those of the federal
government to streamline the regulatory process.
Steve White, Certification Section chief in the
Division of Facility Services, says his surveyors
have become much more “outcome oriented” in
response to changes in federal law.

As opposed to state inspectors, who are in-
clined toward making sure that every “i” is dotted
and every “f”-crossed, White says the federal
teams look much more to whether patients are as
healthy and happy as they might be, whether the
food tastes good and is prepared under sanitary
conditions and so on.

The state also could work through voca-
tional programs in the public schools and the
community colleges to.promote the nursing home
industry as an attractive place to spend one’s
career. Still, much is incumbent on industry
itself. To the extent that providing long-term
care for the elderly is perceived as dirty work for
low wages, the industry will have trouble attract-
ing and retaining workers. And staff longevity is
an important quality of care issue.

Operators must keep pressing to make their
homes attractive work places and must push wages
for nurses’ aides well beyond those offered in the
fast food industry if they expect their workers to
remain on the job. Meanwhile, the state must
make sure Medicaid reimbursements are suffi-
cient to keep the industry healthy.

Residents’ advocates also have a strong role
to play in monitoring the regulatory process and
assuring that standards are met. Nursing home
residents are among the state’s most vulnerable
citizens, and they often are too infirm to look out
for their own best interests. The least they de-
serve is a bath, clean bed linens, and a bit of
human dignity. The unfortunate factis that these
basic needs have not always been met in some
North Carolina nursing homes.

— Mike McLaughlin

FOOTNOTES

'G.S. 131E-129(a).

2G.S. 131E-109(c).

3 Legal Services of North Carolina Resource Center.

*Ed Renfrow, “Operational Audit: State Administra-
tion and Regulation of Nursing Homes,” Department of
State Auditor, April 1981, p. 43.

SIbid., p. 52.
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Who Makes Policy in Health Care?

A Fistful of Dollars and a
Few Dollars More

by Mike McLaughlin and Ellen Breslin

North Carolinians spend more on health care every year, and so does their

government. In the tables that accompany this article, the Center lists state

government programs that have health care as a primary focus. The tables

include information on where programs are located in state government—the

department, agency, and so on; what each program attempts to do; its authori-

zation in state law; and the amount of money spent on the program, including

local, state, federal, and other dollars such as foundation grants. The dollars are

totaled to arrive at an estimate of how much government money is spent on health

programs in North Carolina. The answer? More than $3.6 billion.

ow much government money is spent

on health care in North Carolina ev-

ery year? A lot. More, in fact, than

the Gross National Product of some
Third World countries.

To find out just how much, the North Caro-
lina Center for Public Policy Research contacted
agencies throughout state government in the
summer of 1991 and asked them for program
descriptions, authorizations, and spending totals
for the 1990-1991 fiscal year—July 1, 1990,
through June 30, 1991. When spending for all of
these programs was lumped together, the result
was an eye-popping $3.63 billion—this without

Mike McLaughlin is editor of North Carolina Insight. Ellen
Breslin is a former Center intern and a graduate student in the
_Duke University Institute of Policy Sciences and Public Affairs.

even considering Medicare, the federal program
that provides health care coverage for citizens
over 65.

Of that amount, the state spent at least $1.19
billion, while the federal government spent at least
$1.52 billion.! The remaining $914 million is
made up of local spending and other revenue
sources such as foundation grants.?

The Center found 163 programs with health
care as their central focus, as well as 40 boards and
commissions with authority to make rules, set
policy, and otherwise offer guidance on a range of
health care issues. Most of these programs are
lodged in the Department of Environment, Health,
and Natural Resources, or the Department of Hu-
man Resources, although the departments of Agri-
culture, Public Education, and Labor also have a
number of entries. And no single agency has

May 1992 47



overall responsibility for coordinating all these
efforts or formulating state policy on health care.
Health programs operating in North Carolina
can be divided into four broad areas: (1) programs
serving special populations; (2) programs address-
ing certain diseases; (3) environmental and occu-
pational health and safety programs; and (4) health
care policy, regulation, and planning programs.?

Programs Serving Special Populations

ealth care programs serving special popula-
tions comprise programs for adults, the eld-
erly, children and adolescents, women, migrant
workers, and the disabled (See Section I, Tables I-
VI, pp. 50-69). Medicaid, at more than $1.85

48 NORTH CAROLINA INSIGHT

billion, accounted for the bulk of spending in these
areas. The program pays for medical care for
financially needy aged, blind, and disabled citi-
zens, as well as for poor pregnant women and
children and Aid to Families with Dependent Chil-
dren recipients.

Among other major programs are Child and
Adult Mental Health Services at a total cost of
more than $113.67 million and the state’s four
psychiatric hospitals in Butner, Goldsboro,
Morganton, and Raleigh, which had a budget of
more than $167 million after subtracting Medicaid
spending.

Excluding the federal Medicare program and
spending for the elderly through Medicaid, the
most expensive program for the elderly is the

Wake Medical Center




North Carolina Special Care Center in Wilson.
The center provides nursing home care for patients
referred from the state’s psychiatric hospitals at a
cost of more than $9 million annually. In fiscal
year 1990-91, the center served 226 people, two-
thirds of whom were 65 or older. The next most
expensive program provides transportation to medi-
cal care for elderly citizens at a cost of some
$638,400.

At least 31 programs operating in the state
provide services exclusively for children and ado-
lescents. Among these are four programs provid-
ing and promoting good dental care at a cost of
almost $4 million annually. Well over five times
that amount is spent on children with special health
needs. A $10.86 million program, Children’s Spe-
cial Health Services, provides diagnosis and treat-
ment of children with chronic illnesses and dis-
abilities. An additional $10.26 million was spent
in 1990-91 for 18 developmental evaluation cen-
ters which provide clinical evaluation, treatment,
and case management for children with develop-
mental disabilities.

Services targeted to women include a $10.7
million program to provide prenatal care and more
than $16 million for family planning. There is also
arelatively small appropriation that generally winds
up in the middle of a large controversy each year at
budget time—the $424,000 state abortion fund.
Until it runs out of money, the fund pays for
abortions for women who are indigent or eligible
for Aid to Families with Dependent Children. The
fund also was set at the same amount in fiscal year
1992. By April 15, 1992, the fund had been
depleted. It is restricted to eligible minors and to
women whose pregnancies are the result of rape or
incest and those instances in which the woman’s

“] don’t know who this
woman could be to this
sick man, who kisses him
and cannot heal him with
her kiss, who looks at him
and cannot heal him with
her eyes, who talks to him
and cannot heal him with
her word.”

— CEsAR VALLEIO
“THE WINDOWS SHUDDERED”

health is impaired by pregnancy.

The most expensive of programs targeted to
women is WIC, the supplemental food program
for women, infants, and children at nutritional
risk. The program cost $61.9 million in 1990-91,
although most of these dollars were federal.

The roughly $4.05 million spent on heaith
care for special populations provides various health
services for migrant workers and refugees. Health
care programs for the disabled include five state-
operated mental retardation centers in Black Moun-
tain, Butner, Goldsboro, Kinston, and Morganton,
which cost $179 million to operate in 1990-91 and
provide education, training, and health services.
There is also an $11.2 million vocational rehabili-
tation program for mentally and physically dis-
abled persons who may be able to return to work.

Programs Addressing Certain Diseases

he Center also looked at a second area, health

care programs addressing certain diseases (see
Section II, pp. 70-73). There were 14 such pro-
grams operating in North Carolinain 1990-91 ata
total cost of nearly $19 million. These include
programs for cancer, renal disease, arthritis, dia-
betes control, tuberculosis, and a program to pre-
vent the spread of AIDS.

A third grouping of health care programs falls
under the category of environmental and occupa-
tional safety and health (see Section LI, pp. 74—
79). Most of these programs aim to prevent acci-
dents and illness rather than to treat disease. Ex-
amples are environmental programs such as milk
and shellfish sanitation and mosquito management,
and occupational programs like the elevator in-
spection and work-place compliance programs.

The Compliance Burean operates under the
Department of Labor’s Occupational Safety and
Health Division, which had a budget of $4.75
million in 1990-91. The bureau enforces occupa-
tional safety and health standards and conducts
health and safety inspections of North Carolina
work places, although it doesn’t inspect all work
places.

A fourth major area of health programs falls
under the rubric of policy, regulation, planning,
and training (See Section IV, pp. 80-89). Counted
among these are programs as varied as pesticides
control in the Department of Agriculture and nurs-
ing programs in the state’s community colleges.
Data gathering agencies also are represented, such
as the State Center for Health and Environmental

‘ —continued on page 95
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Section I: Health Care Provided to Populations

Table 1. Health Care Services for Adults

Department Division and Program Responsibilities and Activities

Departmment of Environment, Health, and Natural Resources

Office of Local Health Services
Local Health Departments Provide a broad range of health services at 87 local agencies,
including immunizations, clinical care, inspection of food
and lodging facilities, on-site wastewater disposal services,
and approval of wells for drinking water.

Division of Adult Health
Health Care Section
Health Care Services in the Provides skilled medical and related home health
Home Demonstration Project  services to prevent unnecessary hospitalization
or institutionalization.

Home Health Program Provides in-hoine health care to low-income individuals
to help persons avoid lengthy stays in hospitals or institutions.

Division of Maternal and Child Health
Women’s Health Section
Sudden Infant Death Syndrome Provides counseling to families on the loss of an infant from
Grief Counseling crib death and other conditions; and training and information
about Sudden Infant Death Syndrome.
Division of Dental Health
Office of Dental Health Education
Dental Health Education for Provides dental health training to targeted adults who
Adults influence the oral health of children, such as teachers,
parents, and health care providers.

Department of Human Resources

Division of Medical Assistance
Community Altemnatives Medicaid-funded program of in-home services available
Program for Disabled to eligible disabled adults at risk for skilled nursing or
intermediate care facility.

Medicaid Pays for medical care for qualified financially
needy aged, blind, and disabled citizens, as well as
for pregnant poor women and children and AFDC recipients.

Prepaid Health Plan Medicaid-funded program offering prepaid health services to
Services eligible Medicaid recipients. Allows certain families to elect
HMO coverage and Medicaid will pay their HMO premium,

Division of Mental Health, Develdpmental Disabilities,
and Substance Abuse Services
Mental Health Services Community-based mental health services for children & adults.

Adult Mental Health Services Provides periodic, day/night and 24-hour services through
(Community-based) a network of 41 area mental health developmental disabilities
and substance abuse authorities. Services include, but are
not limited to, prevention and intervention, evaluation and
assessment, outpatient, case management, day treatment,
—continued
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Key Code to Type of Program: Administration®.... A Prevention.... P Treatment.... T
*Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Type Statutory Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s
of or Regulatory
Program Authority Local State Federal Other Total

APT G.S. 153A-247 [Dollars tracked at the local level]

APT 15ANCAC 0.00 0.00 973.70 0.00 973.70
16A .0700

APT 15A NCAC 30.93 3,431.00 0.00 0.00 3,461.93
16A .0200

T G.S. 130A-124 0.00 30.21 10.04 0.00 40.25

P G.S. 130A-366 0.00 300.00 0.00 0.00 300.00

PT G.S. 108A-55 1,523.10 8,631.20  20,430.60 0.00  30,584.90

[Also included in total Medicaid spending.]

PT G.S. 108A-35 91,764.60  520,027.30 1,238,564.10 0.00 1,850,356.00

P,T G.S. 108A-55 87.50 495.60 1,169.40 0.00 1,752.50
[Also included in total Medicaid spending.]

Not Avail. 92,635.00 18,098.00 2,942.00 113,675.00
[Total dollars for adult and child mental health services/community based.]
PT G.S. 122C-101
G.S. 122C-115
G.S. 122C-116
G.S. 122C-131
G.S. 122C-141
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Department Division and Program

Section I: Health Care Provided to Populations
Table 1. Health Care Services for Adults, continued

Responsibilities and Activities

Department of Human Resources

Psychiatric Hospitals

Substance Abuse Services

Adult Substance Abuse
Serviceg
(Community-based)

Alcohol & Drug Abuse
Treatment Centers (ADATC)

Division of Social Services
Family Services Section
Supportive Services

Special Health Needs

Transportation

partial hospitalization, psychosocial programs, emergency
services, residential and inpatient treatment. Services

are available to the primary consumer as well as family
members and are provided in the least restrictive setting
practicable.

Four state-operated regional psychiatric hospitals provide
continuous treatment for individuals with psychiatric

disorders. Hospitals offer patients intensive treatment in

a hospital setting; services include, as appropriate, supportive
nursing psychological services, medical diagnosis and treatmen
psychotherapy, occupational therapy, and other primary and
support services. Serve children and adults.

Community-based substance abuse services for children
and adults.

Provides periodic, day/night and 24-hour services through a
network of 41 area mental health, developmental disabilities
and substance abuse authorities. Specific services include,
prevention and early intervention, screening and evaluation,
screening and evaluation, intensive outpatient treatment,
outpatient treatment, day treatment, halfway houses,
residential treatment, and inpatient treatment.

Three state-operated alcohol and drug abuse treatment

centers provide services on a statewide basis to adults in

need of treatment for alcohol or drug abuse. Residential
treatment and rehabilitation are provided in a structured

setting and may also include medical services and detoxificatios
as needed. Located in Black Mountain, Butner, and Greenville.

Helps individuals and families obtain care and services

under Medicaid, Medicare, maternal and child health programs,
and other public and private agencies or providers of health
services. Alcohol and drug abuse, and limitations resulting
from aging, disability, or handicap are of particular concern,

Pays for items not paid for by Medicaid, Medicare, or other
third-party payers, including ostomy supplies, oxygen, bandages,
orthopedic, and other appliances needed by aging and disabled.

Provides for health-care-related transportation.

TOTAL FOR HEALTH CARE SERVICES FOR ADULTS:
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Key Code to Type of Program: Administration*.... A Prevention.... P Treatment.... T
#Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s

Type Statutory
of or Regulatory
Program Authority Local State Federal Other Total
T G.S. 122C-101 Not App. 121,346.00 65,211.00 21,682.00 208,239.00
G.S. 122C-131 {Medicaid dollars in the amount of $41,161,164 are
G.S. 122C-181 included in the total.]
Not Avail. 16,235.00 17,946.00 594.00 34,775.00
[Total dollars for adult and child substance abuse
services/community based.]
P,T G.S.122C-101
G.8. 122C-115
G.S. 122C-116
G.S. 122C-131
G.S. 122C-141
T G.8. 122C-101 Not App. 9,940.00 328.00 745.00 11,013.00
G.S. 122C-131 [Medicaid dollars in the amount of $203,296 are
G.S. 122C-181 included in the total.]
T G.S. 143B-153 _2.86 0.00 8.58 0.00 11.44
T G.S. 143B-155 27.97 0.00 83.94 0.00 111.91
T G.S. 143B-153 373.60 0.00 1,120.80 0.00 1,494.40

93,810.56 773,071L.31 1,363,944.16  25,963.00 2,256,789.03
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Section I: Health Care Provided to Populations

Table 2. Health Care Services for the Elderly

Department Division and Program Responsibilities and Activities

Department of Human Resources

Division of Aging

Adult Day Health Provides health care services and program activities
during the day in a community setting to support an adult’s
personal independence.

Comprehensive Health Provides general medical testing, screening, and referral

Screening for the elderly to promote early detection and
prevention of health problems.

Health Promotion Provides services to maintain and improve the health and
well-being of the elderly. Services promote exercise, physical
fitness, nutritional diets, drug management, accident preven-
tion, smoking cessation, and stress management.

Home Health Services Provides health care in the home to an older adult in need
of medical care prescribed by a physician.

Medical Transportation Provides transportation to medical care for elderly citizens.

Division of Mental Health, Developmental
Disabilities, and Substance Abuse Services

Mental Health Section .
N.C. Special Care Center Provides nursing home care for patients referred from the
state psychiatric hospitals. Also serves adults under age 65.

U.S. Department of Health and Human Services
Social Security Administration

Medicare Program Provides health insurance coverage for persons over the
age of 65.
TOTAL HEALTH CARE SERVICES FOR THE ELDERLY: +...0ovuvnennnn...
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Key Code to Type of Program: Administration®.... A
*Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Prevention.... P

Treatment.... T

Type Statutory

Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s

............. dresssssnressvvsons

... .82.53

2,354.92

6,504.64

of or Regulatory
Program Authority Local State Federal Other Total
T G.S. 143B-181.1 2.07 32.11 12.08 0.00 46.26
P.T G.S. 143B-181.1 6.43 26.98 30.88 0.00 64.29
P,T G.S. 143B-181.1 2.79 18.75 6.39 0.00 27.93
T G.S. 143B-181.1 13.92 30.70 94.59 0.00 139.21
T G.S. 143B-181.1 57.32 252.38 328.70 0.00 638.40
T G.S. 122C-101, Not App. 1,994.00 6,032.00 1,033.00 9,059.00
-131, -181 [Medicaid dollars in the amount of $6,023,876 are included in the total.]

1,033.00

9,975.09
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Section I: Health Care Provided to Populations

Table 3. Health Care Services for Children and Adolescents

Department Division and Program Responsibilities and Activities

Department of Environment, Health and Natural Resources

Division of Dental Health
Dental Disease Prevention Section
Community and School Water  Provides financial and technical assistance to school systems

Fluoridation Program and communities to promote and monitor water flouridation
programs.
Dental Care Services Provides screening and referral of elementary school

children with emphasis in kindergarten, second, fourth,
and sixth grades. Provides pit and fissure sealants and
promotes their use.

Weekly Fluoride Mouth-rinse ~ Provides weekly fluoride mouth-rinse for children.

Office of Dental Health Education

Dental Health Education for Provides education fo children on oral hygiene practices,

Children appropriate diétary habits, injury and disease prevention,
dental care, and consumerism.

Division of Maternal and Child Health
Child Services Section
Child Health Supervision Performs health assessments including physical examinations,
developmental and nutritional assessments, screening for
early detection of disabilities, immunizations, anticipatory
guidance for parents, and referral and follow-up.

Nautrition Provides assistance to local health departments
for planning, organizing and implementing, and managing
nutrition-related activities for the maternal
and child population.

Title XIX Nutrition Funds Pays for nutrition counseling of financially eligible
individuals who are part of target populations.

Pediatric Primary Care Provides peédiatric health care to children.

Program

School Health Plans school health service delivery; continuing
Program education for teachers and nurses; appraisal, referral

and follow-up of school children with suspected
health problems; and screening programs.

School Health Fund Pays for prevention, diagnosis, and treatment of
chronic remediable defects in eligible school children.

—continued
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Key Code to Type of Program: Administration*.... A Prevention.... P Treatment.... T
*ncludes general administrative, educational, training, regulatory, and other planning activities and programs.
Type Statutory Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s
of or Regulatory -

Program Authority Local State Federal Other Total
P G.S. 130A-366 0.00 400.00 155.00 0.00 555.00
P G.S. 130A-366 0.00 1,900.00 0.00 0.00 1,900.00
P G.S. 130A-366 0.00 120.00 3.13 0.00 123.13
P G.S. 130A-366 0.00 1,150.00 0.00 0.00 1,150.00
BT G.S. 130A-124 0.00 2,500.00 5,000.00 0.00 7,500.00
P G.S. 130A-361 0.00 420.00 360.00 0.00 780.00
P G.S. 130A-361 0.00 0.00 120.00 0.00 120.00
T G.S. 130A-124 0.00 394.70 0.00 0.00 394.70
P,T G.S. 130A-124 [Included in Child Health.]

APT G.S. 130A-124 0.00 830.70 0.00 000 830.70
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Section I: Health Care Provided to Populations
Table 3. Health Care Services for Children and Adolescents, confinued

Department Division and Program Responsibilities and Activities

Department of Environment, Health and Natural Resources, continued

Office of Prevention
Lead Screening and Screens children who are at increased risk of
Follow-up lead ingestion, absorption, or toxicity.

Services for Persons with Special Needs

Child Service Identifies children at risk and provides necessary
Coordination Program services to the children and their families.

Children’s Special Health Provides diagnostic and treatment services for children
Services with certain chronic illnesses and disabilities that may

hinder the achievement of normal growth and development.
Care is provided through a network of specialty clinics

that offer diagnostic services to all children, and

treatment services to financially eligible children.

Developmental Evaluation Provides clinical evaluation, treatment and case management

Centers Program services for children with known or suspected developmental
disabilities at 18 centers. Special emphasis is placed on
services to infants and pre-school children.

Discharge Planning Services Identifies infants and children with special needs,
coordinates child services for eligible infants, and
plans timely discharges.

Genetic Health Care Provides screening, diagnosis, treatment, and follow-up
supportive services through medical centers and community
satellite clinics to reduce the occurrence of physical and
mental disorders. Newborns are screened for phenylketonuria,
hypothyroidism, galactosemia, and non-whites for sickle
cell.

Hemophilia Assistance Plan Reimburses five medical centers for persons with hemophilia
who are on home care regimens.

Intensive Care Nursery Provides neonatologists and nursing care to infants
who have life-threatening illnesses such as respiratory
distress syndrome, extreme prematurity and conditions
requiring surgery.

Sickle Cell Syndrome Program Provides educational services; voluntary testing, and newborn
screening for sickle cell disease; counseling of persons
with abnormal test results; and case management services
that include reimbursement for care for eligible patients.

—continued
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Key Code to Type of Program: Administration*.... A
*Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Prevention.... P

Treatment.... T

Type Statutory Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s
of or Regulatory

Program Authority Local State Federal Other Total
p G.S. 130A-124 0.00 21.40 71.00 0.00 92.40
P G.S. 130A-124 0.00 2,458.00 325.00 0.00 2,783.00
T G.S. 130A-124 0.00 8,502.00 2,318.00 42.00 10,862.00
T G.S. 130A-124 0.00 8,301.00 1,389.00 570.00 10,260.00
P,T G.S. 130A-124 7.39 0.00 262.50 0.00 269.89

PT G.S. 130A-124 0.00 1,188.80 348.00 0.00 1,536.80
T G.S. 130A-124 0.00 150.00 0.00 0.00 150.00
T G.S. 130A-124 0.00 0.00 138.00 0.00 138.00
AT G.S. 130A-124 0.00 1,585.00 0.00 0.00 1,585.00
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Section I: Health Care Provided to Populations

Table 3. Health Care Services for Children and Adolescents, continued

Department Division and Program Responsibilities and Activities

Department of Environment, Health, and Natural Resources, continued

Women’s Health Services
Adolescent Pregnancy Aims to reduce the number of adolescent pregnancies.
Prevention Projects Projects include services which promote abstinence

from sexual activity, target the adolescent male, promote
school health services, and encourage parental involvement.

Division of Epidemiology
Communicable Disease Control Section
Immunization Branch Provides immunization and related services to children
and adults.

Department of Human Resources

Division of Mental Health,

Developmental Disabilities, and

Substance Abuseé Services Community-based developmental disability services
for children and adults.

Developmental Disability Section

Child Developmental Provides periodic, day/night, and 24-hour services through
Disability Services a network of 41 area mental health, developmental disabilities,
(Community-based) and substance abuse authorities. Services include, but are not

limited to, prevention and early intervention, assessment and
evaluation, developmental day care, respite, and residential
services. Services are available to the child as well as family
members and are provided in the least restrictive setting

practicable.
Substance Abuse Section
Child Substance Abuse Provides periodic, day/night, and 24-hour services through a
Services network of 41 area mental health, developmental disabilities,
(Community-based) and substance abuse authorities. Adolescent substance abuse

services are also provided to youthful offenders in both detentios
facilities and training schools. Specific services provided in’

the continuum include, but are not limited to, prevention and
early intervention, screening and evaluation, case management,
intensive outpatient, day treatment, halfway houses, residential
treatment, and inpatient treatment.

Mental Health Section
Child Mental Health Services  Provides periodic, day/night, and 24-hour services through
(Community-based) a network of 41 area mental health, developmental disabilities,

and substance abuse authorities. Services include, but are not
limited to, prevention and early intervention, evaluation

and assessment, case management, outpatient, day treatment,
residential treatmént, and inpatient treatment. Services

are available to the child as well as family members and

are provided in the least restrictive setting practicable.
(Includes Willie M Services.)

—continued
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Key Code to Type of Program: Administration*.... A Prevention.... P Treatment.... T
*Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Type Statutory Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s
of or Regulatory
Program Authority Local State Federal Other Total
P G.S. 130A-124 0.00 357.00 983.00 445.00 1,785.00
P G.S. 130A 0.00 302.55. 1,017.00 0.00 1,319.55
Art. 6
Not Avail. 62,633.00 5,680.00 0.00  68,313.00
P,T G.S. 122C-101 [Dollars for children are included iri the total for
G.S. 122C-115 developmental disability services/community-based.]
G.S. 122C-116
G.S. 122C-131
G.S. 122C-141
P,T G.S. 122C-101 [Dollars for children are included in the total for
G.S. 122C-115 substance services/community-based.]
G.S. 122C-116
G.S. 122C-131
G.S. 122C-141
P,T G.S. 122C-101 [Dollars for children are included in the total for
G.S. 122C-115 mental health services/community-based.]
G.S. 122C-116
G.S. 122C-131
G.S. 122C-141
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Section I: Health Care Provided to Populations

Table 3. Health Care Services for Children and Adolescents, continued

Department  Division and Program

Responsibilities and Activities

Department of Human Resources, continued

Wright School and
‘Whitaker School

Division of Medical Assistance
Baby Love Program
(Program is a joint
endeavor with the
Division of Maternal
and Child Health.)

Community Alternatives
Program for Children

Healthy Child and Teens
Program

Division of Social Services
Family Services Section
Adoption Assistance

Child Medical Evaluations

Medical Vendor
Payments

Department of Public Instruction

Division of Student Services
Pre-School Screening/

Two schools for emotionally disturbed children and adolescents
requiring both psychological and educational services. Medical

services are arranged on an as-needed basis for residents.
Located in Butner and Durham.

Offers traditional medical services to pregnant women,
and childbirth and parenting classes.

Serves medically fragile children up to 18 years.

Provides preventive health care for Medicaid-eligible
children and youth under age 21.

Provides monthly cash payments, reimbursements, and
services for adoptive children who are physically

or mentally handicapped or otherwise hard to place
for adoption because of their special needs.

Provides specialized medical or psychological evaluations
for children reported to be abused or neglected.

Provides treatment or services for the condition(s)
specified at the time handicapped child is determined
eligible for adoption assistance or which occurs later

as a result of previously specified condition. Payments

to providers for medical or medically-related services

for services or treatment not covered by medical insurance
or Medicaid, as well as for specialized medical services
up to a maximum of $1,200 per year.

Screening and referral services for pre-kindergarteners

Health Assessment for and kindergarteners.
Kindergarteners
TOTAL HEALTH CARE SERVICES FOR CHILDREN AND ADOLESCENTS: .. .cvvrriinncncrrennnnns
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Key Code to Type of Program: Administration®.... A
*Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Prevention.... P

Treatment.... T

Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s

Type Statutory
of or Regulatory
Program Authority Loeal State Federal Other Total
T G.S. 122C-101 Not App. 2,881.00 40.00 93.00 3,014.00
G.S. 122C-131
G.S.122C-181 -
P G.S. 108A-55 3,330.20 18,871.90  44,888.90 0.00 67,091.00
[Expenditures are for services rendered under Sixth
Omnibus Budget Reconciliation Act of 1986; funds are
also included in total Medicaid spending.]
T G.S. 108A-55 55.00 311.90 738.00 0.00 1,104.90
[Also included in total Medicaid spending.]
P.T G.S. 108A-55 268.20 1,520.10 3,600.60 0.00 5,388.90
[Also included in total Medicaid spending.]
AT G.S. 108A-50 190.56 191.11 768.89 0.00 1,150.56
P,T G.S. 7TA-544 0.00 92.99 128.96 0.00 221.95
T G.S. 180A-50 18.01 0.00 43.94 0.00 61.95
P - GS.115C-364  Not Avail. 287.00 0.00 0.00 287.00
.................................. 3,869.36 117,370.14 68,378.92 1,150.00  190,768.43
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Section I: Health Care Provided to Populations

Table 4. Health Care Services for Women

Department Division and Program Responsibilities and Activities

Department of Environment, Health, and Natural Resources

Division of Maternal and Child Health
Maternal and Child Care Section
Nutrition Services Section
Women, Infants and Children ~ Provides nutrition education and supplemental foods
Supplemental Food Program to financially eligible pregnant and lactating women,
(WIC) and others infants, and children up to 5 years of age who are
at nutritional risk.

Women’s Health Section
High Risk Maternity Clinics = Provide prenatal services for women at medical risk for poor
pregnancy outcome.

Maternity Care Coordination  Provides a psychosocial assessment, development
of a service plan, and monitoring and follow-up of
pregnant women who request assistance in obtaining prenatal
care related services.

Preconceptional Health Assesses a woman’s medical status and health

Services behaviors before she becomes pregnant to determine
if she is at risk of a poor pregnancy outcome. Women
who are assessed as being at risk are provided
counseling and educational materials.

Prenatal Care Provides services to pregnant women such as baseline
history, physical éxamination, routine laboratory tests,
nutritional assessment, and counseling, and makes referrals
in high-risk pregnancies.

Regional Perinatal Care Provide medical care at 10 centers for pregnant women with

Centers life-threatening illnesses such as diabetes, hypertension,
fetal distress, preterm labor, and fetal congenital anomalies;
provide medical care for newborns with life-threatening ili-
nesses such as respiratory distress, extreme prematurity, and
congenital defects requiring intensive care.

Reproductive Health Services  Provides medical, educational, referral, and social services
to help people exercise personal choice in family planning.

Department of Human Resources

Division of Social Services
Family Services Section

State Maternity Home Fund Pays for care in a licensed maternity home for
eligible individuals.
State Abortion Fund Pays for abortions for indigent or AFDC women who must be

either a victim of rape or incest, mentally retarded, in danger of
having health impaired by pregnancy, or be an eligible minor.

TOTAL HEALTH CARE SERVICES FORWOMEN: ....viuiviirernncoreassrosnsssrcssnscssarssnssn

64 NORTH CAROLINA INSIGHT




Key Code to Type of Program: Administration®.... A
*Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Prevention.... P

Treatment..., T

Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s

Type Statutory
of or Regulatory
Program Authority Local State Federal Other Total
P G.S. 130A-361 0.00 1,202.65  60,675.04 0.00 61,877.69
P G.S. 130A-124 0.00 545.00 1,017.00 0.00 1,562.00
P G.S. 130A-124 0.00 397.00 0.00 3,176.00 3,573.00
P G.S. 130A-124 [Funding is included in the Reproductive Health Services Program.]
P G.S. 130A-124 0.00 3,229.00 3,365.00 4,136.00 10,730.00
T G.S. 130A-124 0.00 0.00 0.00 0.00 0.00
P G.S. 130A-124 6,864.40 1,381.20 6,706.40 1,104.00 16,056.00
T G.S. 143B-153 0.00 112.17 336.52 0.00 448.69
T G.S. 14-45.1 0.00 424.00 0.00 0.00 424.00
................................. 6,864.40 7,291.02  72,099.96 8,416.00 94,671.38

MAY 1992 65



Section I: Health Care Provided to Populations
Table 5. Health Care Services for Special Populations

Department  Division and Program Responsibilities and Activities

Department of Environment, Health, and Natural Resources
Division of Adult Health
Health Care Section 4
Migrant Health Program Provides outpatient care directly at special health
department-based migrant health clinics or pays for care
provided by other bealth and medical care providers.
Outreach workers locate migrants in need of services.

Refugee Health Program Facilitates an initial health assessment and helps
refugees understand and gain access to health care in the U.S.

Department of Human Resources Division of Social Services
Family Services Section

Refugee Cash and Medical Provides cash and medical assistance to newly arrived
Assistance Program refugees who qualify.
State Legalization Tmpact Provides health care services for eligible migrant
Assistance Program workers.
TOTAL HEALTH CARE SERVICES FOR SPECIAL POPULATIONS: .....iivvinerevasnnsrrinsascsnnss

Table 6. Health Care Serices for Disabled Populations 7 ‘

Department Division and Program Responsibilities and Activities

Department of Human Resources

Division of Services for the Deaf
and Hard of Hearing
Medical Services Medical services provided to deaf and hard-of-hearing
students at three schools in Greensboro,
Morganton, and Wilson.

Division of Services for the Blind
Medical Eye Care Provides eye examinations, eyeglasses, surgery and
other procedures such as low vision aids to blind or
partially sightéd persons who are ineligible for Medicaid
and qualify economically for the medical eye caré program.
Provides eye screening services regardless of income.

Personal Care Services Provides in-home medical and nutritional services to
visually impaired persons who are Medicaid recipients.

—continued
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Key Code to Type of Program: Administration®.... A Prevention.... P Treatment.... T
| *Includes general administrative, educational, training, regulatory, and other planning activities and programs.

; Type Statutory Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s
of or Regulatory -
Program Authority Local State Federal Other Total
-
i
APT 15A NCAC 17.69 592.20 550.00 0.00 1,159.89
16A .0100
APT G.S. 130A-223 0.00 60.20 63.90 0.00 124.10
T G.S. 143B-153 1.26 0.00 844.45 0.00 845.71
T 45 Code of Fed. 0.00 0.00 1,937.38 0.00 1,937.38
Regs. 402.10 (a-c)
.................................... 18.95 652.40 3,395.73 0.00 4,067.08
Type Statutory Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s
of or Regulatory
Program Authority Local State Federal Other Total
b
T 10 NCAC 0.00 337.90 0.00 0.00 337.90
23A .0707
T " G.S.111-8 0.00 1,733.00 0.00 0.00 1,733.00
T G.S. 111-8 0.00 0.00 1,282.86 0.00 1,282.86

[These dollars are included in the total for Medicaid.]
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Section I: Health Care Provided to Populations

Table 6. Health Care Programs for Disabled Populations, continued

Department Division and Program Respoxisibilities and Activities

Department of Human Resources, continued
Divison of Services for the Blind, continued

Vocational Rehabilitation Provides medical services or equipment for persons
demonstrating potential to return to work.

Division of Medicaid
Community Alternatives Provides services to Medicaid recipients, including purchase
Program for Mentally of medical equipment, home mobility aids, respite care,
Retarded/Developmentally homemaker services, and case management.
Disabled
Title XIX Medical Arranges transportation services for Medicaid clients
Transportation who require access to medical care.

Division of Mental Health, Developmental
Disablities, and Substance Abuse Services

Adult Developmental Provides periodic, day/night, and 24-hour services through
Disability Services a network of 41 area mental health, developmental disabilities,
(Community-based) . and substance abuse authorities. Services include, but are

not limited to, assessment and evaluation, adult development
activity programs, supported employment, respite, and
residential services. Services are provided in the least
restrictive setting practicable.

Mental Retardation Centers Five state-operated regional mental retardation centers
provide education and training to center residents, with
the corresponding provision of medical services as necessary.
Residents’ medical services may range from routine visits
with doctors or nurses to the need for tube feeding and other
significant medical needs. Located in Black Mountain, Butner,
Goldsboro, Kinston, and Morganton. Serve children and adults.

Division of Vocational Rehabilitation
Provides medical rehabilitation services to eligible
mentally or physically disabled persons whose conditions |
are long-term and chronic in nature but who exhibit |
potential employability. |

TOTAL HEALTH SERVICES FOR DISABLED POPULATIONS: ....... teeennnarreaeas cereeraeeenn .
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Key Code to Type of Program: Administration*.... A Prevention.... P Treatment.... T
*Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Expenditures in NC FY 1990-91 (July 1~June 30) in 1000s

Type Statutory
of or Regulatory - =
Program Authority Local State Federal Other Total
G.S. 143B-157 0.00 418.16 1,672.65 0.00 2,090.81
G.S.111-28 [These dollars are included in the total for Medicaid.]
G.S. 108A-55 406.40 2,303.30 5,454.90 0.00 8,164.60

Exec. Order 9
Blue v. Craig

G.S. 122C-101
G.S. 122C-115
G.S. 122C-116
G.S. 122C-131
G.S. 122C-141

G.S. 122C-101
G.S. 122C-131
G.S. 122C-181

G.S.143-545,
-546

-------------------------------

[These dollars are included in the total for Medicaid.]

505.58 0.00 1,018.18 0.00 1,523.76
[Also included in total Medicaid spending.] .

[Dollars for adult developmental disability
services/community-based included in Table III, p. X.]

Not App. 9,476.00 161,431.00 8,135.00 179,042.00
{Medicaid dollars in the amount of $161,238,321 are included
in the total.]

204.09 3,027.76 7,434.84 547.24 11,213.93

...1,116.07 . 17,296.12 178,294.43 8,682.24  205,388.86

May 1992
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Section II: Health Care Addressing Certain Diseases

Department Division and Program Responsibilities and Activities

Department of Environment, Health, and Natural Resources

Division of Adult Health
Health Care Section
Cancer Control Program Educates and screens adults for cancer through local health
departments, reimburses medical providers for diagnostic
and treatment services to persons ineligible for any
third-party reimbursement, and funds dysplasia clinics that
serve women with abnormal Pap smears.

Epilepsy and Neurological Helps persons with epilepsy and neurological

Diseases Program disorders obtain medical care, pays for anticonvulsant
medications, and educates the public and providers about
these disorders.

Home and Community-Based  Provides home and community-based HIV health services
Human Immunodeficiency Virus to financially eligible patients through local health
Health Services Program departments and other public and private agencies.

Organ and Tissue Donation Provides educational workshops, public service announcements,
and donor cards at driver license stations to increase
the number of organ donors.

Renal Disease Program Provides treatment and related services to low-income
patients with end-stage renal disease through kidney
dialysis centers, hospitals, and pharmacies. Supports
prevention activities through selected local health

. departments.
Health Promotion Section

Adult Health Program Provides services to adults to reduce death and
disability from heart disease, strokes, cancer,
and djabetes. Services include health
assessment, screening, education, and counseling,
and referral for diagnosis and treatment.

Statewide Health Promotion Provides services to adults to reduce leading risk

Program factors for heart disease, stroke, cancer, and
injuries through risk factor assessment, behavior
change, education, and community intervention.

Arthritis Program Provides services to reduce disabilities from arthritis through
health assessment, screening, patient education, nutritional
counseling, referral, self-care skills, or provision of
medical care to persons with arthritis.

—continued
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Key Code to Type of Program: Administration®.... A
#Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Prevention.... P

Treatment.... T

Type Statutory Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s
of or Regulatory - :
Program Authority Local -State Federal Other Total
APT G.S. 130A-205 0.00 1,531.00 92.40 0.00 1,623.40
15A NCAC
16A .0400
AT G.S. 130A-223 0.00 224.80 0.00 0.00 224.80
AT 15ANCAC 0.00 0.00 61.00 0.00 61.00
16A .0800
A G.S. 130A-413 0.00 1.50 0.00 0.00 1.50
APT G.S. 130A-220 33.90 1,205.10 0.00 0.00 1,239.00
15A NCAC
16A .0300
APT G.S. 130A-223 2,417.00 2,994.20 0.00 0.00 2,994.20
AP G.S. 130A-223 1,219.00 731.60 904.20 0.00 2,854.80
APT G.S. 130A-222 19.78 154.80 0.00 0.00 174.58
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Section I: Health Care Programs Addressing Certain Diseases, continued

Department  Division and Program Responsibilities and Activities

Department of Environient, Health, and Natural Resources, continued
Division of Adult Health, continued

Diabetes Control Program Provides services to adult diabetics to reduce death
‘ and complications for diabetes through health assessment
screening, patient education, and nutritional counseling,
self-care skills, and referral to medical care.

Hypertension Program Provides services to adults to reduce risk factors for death
: and disability from hypertension through health and risk factor
assessment, screening, education, and referral for
diagnosis and treatment. Also includes behavior change and
commuxnity intervention.

Division of Epidemiology
Communicable Disease Control Section

HIV/Sexually Transmitted Provides training for HIV antibody testing, counseling,

Disease Control Branch and referral. Provides prevention education, surveillance,
and field services for HIV and other sexually transmitted
diseases. .

Tuberculosis Branch Works to prevent and control the spread of tuberculosis.

Provides TB diagnostic and treatment services at the local level.

Division of Laboratory Services
Cancer Cytology Section Examines cervical Pap smears for abnormal cells.

Department of Public Instruction
Division of Curriculum and Instruction
Healthful Living Section

HIV Prevention and Provides federal funding for HIV/AIDS
Education Program prevention and education.

TOTAL HEALTH CARE PROGRAMS ADDRESSING CERTAIN DISEASES: ..vvvvrnneererennnnnnnnn,
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Key Code to Type of Program: Administration*.... A
*Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Prevention.... P

Treatment.... T

Type Statutory Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s
of or Regulatory -
Program Authority Local State Federal Other Total
APT G.S. 130A-221 3.14 0.00 156.90 0.00 160.04
APT G.S. 130A-223 189.84 240.20 573.70 0.00 1,003.74
P G.S. 1304, 0.00 968.78 3,681.70 321.94 4,972.42
Article 6 -

P G.S. 1304, 0.00 3,388.46 260.64 36.04 3,685.14
Article 6

P G.S. 130A-88 0.00 1,197.03 0.00 0.00 1,197.03

P 42U.S.C. 0.00 0.00 24544 0.00 245.44
241 (a) :
NCGS 115C-81(2)(2

tteesaeseteaanserasreettrrererans 3,882.66 12,637.47 5,975.98 357.98 20,437.09
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Section III: Environmental and Occupational Health Safety

Table I: Environmental Programs

Department Division and Program Responsibilities and Activities

Department of Environment, Health, and Natural Resources

Division of Environmental Health
Environmental Health Services Section

Public Swimming Pool Program Inspects all public swimming pools to ensure they are
constructed and operated in a manner that prevents
transmission of disease and injury.

Mass Gatherings Program Ensures that at a mass gathering of 5,000 or more persons,
organizer provides bathroom facilities and meets sanitary
conditions.

Food and Lodging Ensures that food, lodging, and other public facilities

Sanitation Branch are sanitary through local inspection programs.

Institutional Services Inspects and licenses all institutions—such as rest homes,

Branch hospitals, orphanages, and private colleges—to ensure

that facilities are sanitary.

Milk Sanitation Branch Inspects dairy farms, milk processing plants, and
single service plants to determine if milk has been
produced under sanitary conditions and pasteurized,
and if the containers are sanitary.

Shellfish Sanitation Branch Ensures that shellfish are processed under sanitary
conditions and samples shelifish waters for bacteriological
quality.

On-Site Wastewater Ensures that septic tank systems are installed
Section properly to prevent disease through the sewage system.

Inspections are carried out by local health departments.

Public Health Pest Identifies pest problems and makes réecommendations
Management Section to improve and manage pest problems to avoid
transmission of vector-borne diseases.

Coastal Mosquito Management Advises local governments and developers on appropriate
Branch methods of mosquito control and provides funds for

spraying and control.

Sleep Products Branch Inspects and licenses facilities which sell bedding
Sleep Products Program to protect the public health.

—continued
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Key Code to Type of Program: Administration®.... A Prevention.... P Treatment.... T
*Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s

Type Statutory
of or Regulatory
Program Authority Local State Federal Other Total
0.00 2,433.64 0.00 0.00 2,433.64
[Total dollars for the Environmental Health Services Section
and On-site Wastewater Section.]
P G.S.130A-
230-232
P G.S. 130A-
251-258
AP G.S. 130A-
247-250
AP G.S. 130A-
235-237
AP G.S. 130A-
274-279
AP G.S. 130A- 0.00 632.04 0.00 0.00 632.04
230-231 ’
AP G.S. 130A-
333-343
P G.S. 130A- [Dollars for this section are included in the
346-347 Coastal Mosquito Management Branch.]
P G.S. 130A- 0.00 971.22 0.00 0.00 971.22
346-349 [Dollars include the Public Health Pest Management Section.]
AP G.S. 130A- 0.00 344,23 0.00 0.00 34423
261-273

MAY 1992
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Section III: Environmental and Occupational Health Safety

Table I: Environmental Programs, continued

Department Division and Program Responsibilities and Activities

Department of Environment, Health, and Natural Resources, continued

Public Water Supply Section Ensures that drinking water provided by public
water supplies is safe for human consumption
and meets state and local drinking water standards.
[ J

Revolving Loan and Grant Provides loans and grants to communities for public water
Program supply systems.

Division of Epidemiology
Environmental Epidemiology Section
Environmental Epidemiology  Assesses the human risk of potential exposure from
Branch toxins and chemicals.

Division of Laboratory Services
Environmental Sciences Section
Environmental Microbiology =~ Tests water and performs coliform analysis for counties

Branch in the state.

Environmental Inorganic Analyzes all inorganic substances, such as arsenic and
Chemistry Branch metals.

Environmental Organic Analyzes and tests the impact of pesticides,
Chemistry Branch hazardous waste, and chemical spills.

Environmental Radiochemistry

Branch .
Radiochemistry Program Tests drinking water, soil, and shellfish for radiation.
Laboratory Certification Certifies milk and water laboratories to determine
Branch if milk laboratories are in conformance with Food
and Drug Administration rules and regulations; and if
water laboratories are in conformance with the
federal Safe Drinking Water Act.
Department of Labor
Right-To-Know Division Ensures that all users of hazardous chemicals in quantities of
at least 55 gallons provide information to local fire chiefs on
chemicals and that the public has access to this information.
TOTAL FOR ENVIRONMENTAL HEALTH PROGRAMS: <. otiericrnrenrenrenasrsansaonanes
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Key Code to Type of Program:
*Includes general administrative,

Administration*.... A Prevention.... P Treatment.... T

educational, training, regulatory, and other planning activities and programs.

Type Statutory Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s
of or Regulatory -

Program Authority Local State Federal Other Total
AP G.S. 130A-312 0.00 1,330.82 1,231.50 0.00 2,562.32
A G.S. 159G-15 [Public Water Supply Section includes dollars 0.00

for loan and grant program; amount in fund fluctuates.]
| G.S. 130A-5 0.00 687.57 17.28 0.00 704.84
P G.S. 130A-315 0.00 1,720.08 95.14 0.00 1,815.22
G.S. 130A-88 [Total spending for all branches in Environmental Sciences
Section except for Laboratory Certification Branch.]
P G.S. 130A-315
G.S. 130A-88
P G.S. 130A-315
G.S. 130A-88
P G.S. 130A-315
G.S. 130A-88
P G.S. 130A-315 0.00 56.42 0.00 0.00 56.42
AP G.S. 95-173 0.00 185.41 0.00 0.00 185.41
................................. .e..0.00 8,361.41 1,343.92 0.00 9,705.34
s
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Section III: Environmental and Occupational Health Safety

Table 2: Occupational Safety Programs

Department Division and Program Responsibilities and Activities

Department of Labor
Boiler and Pressure Vessel Comprehensive regulation of boiler and pressure vessels.
Division

Division passenger tramways, ski lifts, handicapped lifting devices,
and amusement devices.

Mine and Quarry Division Enforces work place safety regulations in mines and quarries
and encourages safe operations.

Occupational Safety and Health Division

Compliance Bureau Enforces standards protecting the employees from
exposure to occupational safety and health hazards.
Conducts health and safety inspections, but does not
inspect all N.C. work places.

Consultative Services Provides consultations to employers on correcting
Bureau safety and health hazards in the work place.
Education, Training, Publishes safety and health guides, operates schools,
and Technical and conducts seminars on safety and health topics.
Services Bureau

Department of Environment, Health, and Natural Resources

Division of Epidemiology
Occupational Health Section [This section includes the Industrial Hygiene Consultation
Branch and the Asbestos Branch.]

Asbestos Program Inspects public buildings for asbestos and enforces
federal and state asbestos laws and regulations in all
public buildings.

Dusty Trades Program Aims to protect workers in mining and granite quarries

exposed to asbestos and other substances such as silica.

Industrial Consultation Monitors industry to ensure employee safety.
Hygiene Program

Occupational Health Nursing ~ Prevents illnesses and promotes healthy lifestyles
Program by working with industry and consultingwith the
occupational health nurses in industry,

TOTAL FOR OCCUPATIONAL SAFETY PROGRAMS: .....ovvvvveennnn. Ceeeiariaaes ceeenaeen .

Elevator and Amusement Device To ensure safety, inspects elevators, escalators, dumbwaiters,
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Key Code to Type of Program: Administration*.... A Prevention.... P Treatment.... T
*Jncludes general administrative, educational, training, regulatory, and other planning activities and prograins.

Type Statutory Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s
of or Regulatory
Program Authority Local State Federal Other Total
AP G.S. 96-68.8 0.00 0.00 0.00 639.52 639.52
AP G.S. 95-105 0.00 562.32 0.00 437.22 999.54
95-110.1
95-111.1
AP G.S. 74-24.1 0.00 471.16 52.24 0.00 523.39
0.00 2,223.74 2,531.60 0.00 4,755.34

[Total dollars include Compliance, Consultative Services,
and Education, Training and Technical Services Bureaus.)

A G.S. 95-126 [Included in total for Occupational Safety and Health Division.)

P G.S. 95-147 [Included in total for Occupational Safety and Health Division.]
P G.S. 95-147 [Included in total for Occupational Safety and Health Division.]
0.00 389.06 0.00 0.00 389.06

[Total dollars for this section include funds for the Industrial
Hygiene Consultation Branch, but no funds for the Asbestos Branch.]

AP G.S. 130A 0.00 177.67 11.52 538.29 727.48
Article 19

AP GS.97& [Funds are included in the total for the
130-5(5) Occupational Health Section.]

AP G.S. 130A-5(5) [Funds are included in the total for the

Occupational Health Section.]

AP G.S. 130A-5(5) [Funds are included in the total for the
Occupational Health Section.]

..................................... 0.00 3,823.94 2,595.36 1,615.03 8,034.32
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Department Division and Program

Section IV: Health Care Policy, Regulation, Planning, and Training

Responsibilities and Activities

Department of Agriculture

Food, Drug, and Cosmetics
Program

Pesticide Control Program

Veterinary Division
Animal Disease Diagnostic
Laboratory Program

Meat and Poultry
Inspection Program

Department of Community Colleges

Allied Health Professional
Programs

Nursing Programis

State Center for Health and
Environmental Statistics

Division of Dental Health
Dental Public Health
Residency Program

Prevention Services Program

Food and Drug Protection Division

Inspects food establishments and tests food products.

Seeks to protect consumers, the environment, and the public
by ensuring product quality and responding to pesticide-
related incidents.

Diagnoses diseases of livestock, poultry, and other
animals to protect the public health and prevent
outbreaks of foreign animal disease.

Operates inspection program to ensure that all
meat and poultry is wholesome, properly labeled,
packaged, packed, and fit for human consumption.

Administers curriculums that prepare studénts for licensure,
certification, or registration in their field.

~

Administers 48 associate degree nursing programs, and
24 practical nursing progams.

Department of Environment, Health, and Natural Resources

Collects, analyzes, and publishes health-related data.

Provides professional training in dental public health.

¥

Helps health departments develop and conduct preventive
progrargs.

—continued
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Key Code to Type of Program: Administration*.... A

Prevention.... P

Treatment.... T

Program

Statutoiy
or Regulatory
Authority

*Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s

Local

State

Federal

Other

Total

AP

AP

AP

AP

AP

G.S. 106,
Art. 12

G.S. 143,
Art. 52

Ch. 106, Arts.
34,49,49E 49F
& 58

Compulsory Meat

Inspection Law
G.S.106,

Art. 49B & 49C
NC Poultry
Products
Inspection Law,
G.S. 106,

Art. 49D

G.S. 115D
23 NCAC
2E .0200

G.S. 115D

23 NCAC
2E .0200

G.S. 130A-950
G.S. 130A-208
G.S. 130A-371

G.S. 130A-11

G.S. 130A-366

0.00

0.00

0.00

0.00

417.46

1,132.32

0.00

0.00

0.00

2,389.47

1,954.19

4,915.34

2,470.20

11,262.02

18,314.29

2,242.00

10.00

30.00

91.10

350.63

42.47

2,546.80

0.00

81.19

167.00

0:00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

0.00

2,480.57

2,304.82

4,957.81

5,017.00

11,679.48

19,527.80

2,409.00

10.00

30.00
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Department Division and Program

Section IV: Health Care Policy, Regulation, Planning, and Training, continued

Responsibilities and Activities

Division of Epidemiology

General Communicable
Disease Branch

Surveillance Program

Immunization Branch

Environmental Epidemiology
Program

Pesticides Program
Veterinary

Public Health Program
Injury Control Section
Driver Medical Evaluation
Branch

Injury Prevention Branch

Post-Mortem Medicolegal
Examination Division

Pathology Section

Toxicology Section

Statistical and
Records Section

Office of Public Health Nursing

Department of Environment, Health, and Natural Resources, continued

Communicable Disease Control Section

Tracks communicable diseases.

Collects statistics to report to the U.S. Center for
Disease Control as part of national surveillance on general
health of the population.

Provides immunization and related services to children
and adults.

Environmental Epidemiology Section

Assesses the human risk of potential exposure from toxins
and chemicals.

Works to prevent human pesticide poisoning and ensure
that pesticides are used in an acceptable manger.

Provides consultation on animal bites and on rabies.

Evaluates the effect a person’s medical condition
may have on driving ability.

Works to prevents injuries at the local level and offers
injury-prevention grants to health departments.

Oversees operation of statewide medicolegal death
investigation program to ensure identification of and

proper certification of all deaths due to external causes.

Performs medicolegal autopsies to determine cause
and manner of death.

Performs postmortem testing of samples collected during

medicolegal examinations to certify cause and manner of death.

Disseminates reports of éxaminations generated by
medical examiners and pathologists and prepares
yearly statistics for surveillance and research
purposes.

Addresses legal public health nursing practice issues; sets
standards of public health nursing practice and provides
training and continuing education for public health nurses.

{PFolded into the DEHNR s Administrative Section for FY’92]

—continued
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. Key Code to Type of Program: Administration™.... A Prevention..., P Treatment.... T
*Includes general administrative, educational, training, regulatory, and other planning activities and programs. )
Type Statutory Expenditores in NC FY 1990-91 (July 1-June 30) in 1000s
of or Regulatory
Program Authority Local State Federal Other Total
A G.S. 130A-134, 0.00 3,550.80 0.00 0.00 3,550.80
-141
A G.S. 130A-134, [Figures are included in the total for the General
-141 Communicable Disease Branch.]
P G.S. 130A-149, 0.00 2,719.54 3,735.05 0.00 6,454.59
-157
* 0.00 687.57 17.28 0.00 704.84
P [Funds are included in the total for the
Environmental Epidemiology Section.]
AP G.S. 130A-5 [Funds are included in the total for the
: Environmental Epidemiology Section.]
AP G.S. 130A-184, [Funds are included in the total for the
-200 (rabies) Environmental Epidemiology Section.]
A G.S. 20-9, 0.00 26.60 0.00 337.09 363.70
G.S. 143-10
AP G.S. 130A-29 0.00 0.00 317.82 189.66 507.48
A G.S. 130A-377, 0.00 2,222.00 0.00 0.00 2,222.00
-394 [State dollars include all local reimbursements received.]
AT G.S.130A-377,
-394
AT G.S.130A-377,
-394
AP G.S. 130A-377,
-394
A G.S. 130A-366
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Department  Division and Program

Section IV: Health Care Policy, Regulation, Planning, and Training, continued

Responsibilities and Activities

Department of Human Resources
Division of Aging
Medicare Partners Program

Division of Facility Services
Certificate of Need

Emergency Medical Services

Facilities Finance Program

Federal Certification

Licensure Program

Medical Facilities Planning

Regulatory Services

Division of Medical Assistance
Carolina Access Program

Substance Abuse Section
Regulatory Branch
Controlled Substance
Regulatory Program

Office of the Secretary
Office of Rural Health and
Resource Development

Encourages physicians to accept assignments for Medicare
patients at 200% of the federal poverty level.

Reviews the need for certain health facilities and services
jdentified under State Medical Facilities Plan and issues
CONs if needed.

Conducts training and certification for emergency medical
personnel, inspects ambulances, and designates trauma centers.

#
Issues bonds to finance health care facilities.

Certifies and inspects health care facilities participating in the
Medicaid/Medicare program. Reviews and evaluates the
appropriateness of care provided to Medicaid recipients.

Reviews, inspects, and licenses health care and domiciliary
facilities.

Produces State Medical Facilities Plén, which provides
projections of need for health care facilities and services.

Licenses nursing pools to ensure that nursing staff

meet all state regulations and standards.

Operates cost containment program to link eligible
Medicaid recipients with doctors who manage their care.

Division of Mental Health, Developmental
Disabilities, and Substance Abuse Services

Conducts reviews and inspections of the records of approxi-
mately 1,400 facilities that dispense medications.

Strengthens rural health services by providing technical

and grant assistance to community-based heaith care centers,
technical assistance to small rural hospitals, and physician
recruitment services to rural and underserved communities.

—continued
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Key Codeto Type of Program: Administration™.... A Prevention.... P Treatment.... T
*Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Type Statutory Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s
of or Regulatory
Program Authority Local State Federal Other Total
A [No direct state resources associated with the program.]  0.00
A Ch. 131E, 0.00 0.00 0.00 736.75 736.75
Art. 9
A Ch. 131E, 0.00 2,994.83 252.15 246.18 3,493.16
Art. 7
A Ch. 131A 0.00 0.00 0.00 331.30 331.30
A Sec. 1864, 1874 0.00 287.99 4,509.15 0.00 4,797.14
) of federal
Soc. Sec. Act
A Ch. 131E, 0.00 1,845.83 610.49 74.30 2,530.62
Art. 5,6.8, &10
Ch. 108A, Art. 6
Ch. 122C, Axt. 2
A G.S.131E, Art.9 0.00 274.04 0.00 7.17 281.21
A Ch. 131E, 0.00 17.36 0.00 0.10 17.46
Art. 6, PartE
A Ch.689, Sec. 93, 0.00 12.40 24.60 0.00 37.00
1991 Session Laws
A G.S. 90-101 [Funds not tracked separately; expenditures included
to 103 in overall substance abuse administrative budget.]
A H.B. 1237 (1973) 4,748.72 2,428.89 465.90 0.00 7,643.51
Chap. 627,

1973 Session Laws
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Section IV: Health Care Policy, Regulation, Planning, and Training, confinued

Department  Division and Program Responsibilities and Aectivities

Department of Insurance

Seniors’ Health Insurance Provides consultation to older citizens on Medicare,
Information Program (SHIIP) ~ Medicare supplement, and long-term care insurance.

Financial Evaluation Division Licenses, regulates, and controls all Health Maintenance
Organizations.

Life and Health Division Approves forms and rates for all regulated health
insurance policies, including approval or disapproval of
insurance company rates.

Marker Conduct Division Monitors the market practices of HMOs and ensures
that HMOs are using the proper forms and rates and
meeting other standards such as staffing ratios.

Department of Public Instruction

Division of Curriculum and Instruction
Healthful Living Section
Nutrition Education Provides federal funding for nutrition education
and Training Program curricula for children.

- Department of State Treasurer

Teachers, State Employees, Sets policy and oversees and administers the health plan
and Retirees Comprehensive for more than 438,000 state employees, retirees, teachers and
Major. Medical Plan dependents of these workers.

University of North Carolina

Allied Health Professional Two schools of allied health (East Carolina University and

Programs Western Carolina University) a Department of Medical Allied
Health Professions located at UNC-Chapel-Hill, and various
individual allied health programs at other campuses. Programs
include clinical laboratory science, medical record administra-
tion, cytotechnology, occupational therapy, physical therapy,
speech/language pathology and audiology, radiologic sciences,
and rehabilitation counseling.

School of Dentistry One school of dentistry located at UNC-Chapel Hill.

Schools of Medicine Two schools of medicine responsible for educating physicians
to meet the health care needs of the state and the nation. Schools
consist of many different departments, including departments
of pathology, family medicine, pediatrics, and medical allied
health professionals. Schools are located at UNC-Chapel Hill
and East Carolina University in Greenville.

—continued
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Key Code to Type of Program: Administration*.... A Prevention.... P Treatment.... T
*Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Type Statutory Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s

of or Regulatory -
Program Authority Local State Federal Other Total

A Ch. 143A, 0.00 157.16 0.00 0.00 157.16
Art. 1&9

A Ch. 58, Ast. 67 0.00 2,024.57 0.00 0.00 2,024.57

A Ch. 58 0.00 573.58 0.00 0.00 573.58

A G.S. 58-2-131 0.00 1,116.44 0.00 0.00 1,116.44
-132

A PL 101-147 0.00 0.00 171.58 0.00 171.58
G.S. 135-37, 0.00 0.00 0.00 507,000.00 507,000.00
- 135-40.14

A G.S.116-4 0.00 9,000.32 960.46 1,106.07 11,066.85
G.S. 116-4 Not App. 13,326.44 4,460.41 4378.63  22,165.48

A G.S. 116-4, Not App. 101,471.47 72,458.27 157,302.47 331,232.21
G.S. 116-40.4
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Section IV: Health Care Policy, Regulation, Planning, and Training, continued

Department  Division and Program Responsibilities and Activities

University of North Carolina, continued

UNC School of Medicine
Area Health Education Statewide network of nine centers which works in partnership
Centers Program with the university health science centers and the community. |
Provides education and training to meet health manpower
needs by working in collaboration with educational
and service institutions.
Schools of Nursing Nine schools of nursing in the state and several
nursing programs.
School of Pharmacy One school of pharmacy located at UNC-Chapel Hill.

School of Public Health One school of public health located at UNC-Chapel Hill. 1

University of North Carolina Hospitals

at Chapel Hill A multi-disciplined tertiary care facility. Primary teaching
facility for schools of medicine and nursing at UNC-Chapel
Hill. Also provides regional and statewide coordination of |
neonatal intensive care admissions, aeromedical transportation
services, organ transportation, and cancer research and treatment. 1‘

TOTAL FOR HEALTH CARE POLICY, REGULATION, PLANNING, AND TRAINING:

seessscsserarean

Section V: Boards and Commissions

Department  Division and Program Responsibilities and Activities |

Independent Commission

N.C. Institute of Medicine Monitors and studies health matters.

|
Department of Administration ;
N.C. Alcoholism Research Researches the causes and effects of alcohol abuse
Authority and alcoholism, trains alcohol research personnel
Department of Environment, HHea’lth, and Natural Resources

Commission for Health Services Adopts rules and regulations necessary for the promotion
and protection of public health and disease control
and for sanitary management.

Governor’s Council on Promotes interest in physical fitness throughout the state and
Physical Fitness and Health makes recommendations to the governor on coordinating
physical fitness programs. ~—continued
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Key Code to Type of Program: Administration®.... A Prevention.... P Treatment.... T
*Includes general administrative, educational, training, regulatory, and other planning activities and programs.

Type Statutory Expenditures in NC FY 1990-91 (July 1-June 30) in 1000s
of or Regulatory -

Program Authority Local State Federal Other Total
A G.S. 1164 42,862.00  31,740.00 0.00 79.00  74,681.00
A G.S. 1164 0.00 14,018.44 2,855.70 1,569.35 18,443.49
A G.S. 1164 Not App. 4,393.96 420.22 2,056.04 6,870.22
A G.S. 116-4 Not App. 11,696.79  12,755.19 11,322.11 35,774.10
pPT G.S. 116-37 0.00  34,934.00 0.00 204,69520 239,629.20

[“Other” category is primarily inpatient and outpatient receipts,
including Medicare and Medicaid reimbursements. ]
................................. 49,160.50  285,108.52 107,293.45 891,431.43 1,332,993.90
Number Statutory
of or Regulatory
Members Authority
100 S.B. 212 (1983)
Ch. 923, Sec. 197,
1983 Session Laws
9 G.S. 122C-431
12 G.S. 130A-29
10 G.S. 143B-216.8
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Department  Division and Program

Section V: Boards and Commissions, continued

Responsibilities and Activities

Governor's Commission
on Réduction of Infant
Mortality

Council on
Sickle Cell Syndrome and
Related Disorders

Dental Public Health
Residency Advisory Council

Departinent of Human Resources

Governor’s Council on
Alcohol and Other Drugs

Human Rights Committees for
State Psychiatric Hospitals,
Mental Retardation Centers,
Alcohol and Drug Abuse
Treatment Centers, N.C.
Special Care Center, Wright
School and Whitaker School

Commission for the Blind

Emergency Medical Services
Advisory Council

Council for the Deaf and
Hard of Hearing
Governor’s Task Force

on Injury Prevention

Medical Care Commission

Department of Environment, Health, and Natural Resources, continued

Plans and organizes at the local level to fight infant

mortality. Advises state policymakers and indentifies existing
programs that can be used as models for other communities.
Solicits and distributes funding from the private sector.

Assesses education needs and studies current programs
tréatment, rehabilitation, payment assistance, discrimination
and research for sickle cell syndrome.

Advises the Residency Director on the organization
and curriculum of the program and is involved with individual
residents’ plans and activities.

Reviews current approaches to the substance abuse problem,
makes recommendations regarding the implementation of
programs, addresses identified needs in the community, and
increases public awareness and involvement in combating
substance abuse.

Provide additional safeguards for protecting the human, civil,
legal, and treatment rights of residents in these facilities.

Adopts rules and regulations for the state’s medical eye care,
independent living, and rehabilitation programs for the blind
and for compliance with requirements for federal grants in-aid.

Advises the Secretary on emergency medical services system
development and on the designation of trauma centers.

Advises the state on the needs of hearing-impaired individuals
and advocates for public services, health care, and educational
opportunities.

Works to prevent injury from such causes as drowning,
falls, poisoning, and fire.

Adopts rules on the regulation and licensing or certification
of heaith facilities and services, including hospitals, hospices,
free-standing outpatient surgical facilities, and nursing homes.
Issues revenue bonds to finance construction and equipment
purchases for nonprofit and public hospitals, nursing homes,
continning care facilities for the elderly, and related facilities.

—continued
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Number Statutory
of or Regulatory
Members Authority

29 Executive
Order 99 (1989)

15 G.S. 143B-188

11 G.S. 130A-11

20 Executive
Order 23 (1986)

10 each G.S. 122C-64

for hospitals

and MR centers;

5 each for all

other facilities

11 G.S. 143B-157

21 G.S. 143-510

15 G.S. 143B
-216.31
Executive
Order 78 (1988)

17 G.8.143B
-165, -166
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Division and Program

Section V: Boards and Commissions, confinued |

Department of Human Resources, continued

N.C. State Health
Coordinating Council

State Medical Care Advisory
Commission

Mental Health Study
Commission

Commission for Mental
Health, Developmental
Disabilities and
Substance Abuse Services

Penalty Review Committee

Department of Insurance
Medical DataBase Commission

Department of Labor

Safety and Health Review
Board

Mine and Quarry Advisory
Council

State Advisory Council
on Occupational
Safety and Health

N.C. Board of
of Boiler and Pressure
Vessel Rules

Department of Public Instruction

State School Health Advisory
Commission

|
Responsibilities and Activities

Prepares the State Medical Facilities Plan

Advises the Division of Medical Assistance on Medicaid
and makes policy recommendations to the division.

Develops and provides recommendations to General Assembly
and Governor on implementation of long range plans for
mental health, developmental disabilities, and substance abuse
services, quality of services, and related support services.

Adopts licensore and other rules for mental health, develop-
mental disability, and substance abuse programs. Reviews
Division of Mental Health, Developmental Disabilities and
Substance Abuse Services plans and advises the Secretary
of Human Resources.

Functions as an initial decision-making body for imposition
of all administrative penalties imposed by the Division of
Facility Services.

Collects data on utilization, price, and quality of health care
services from both health care providers and third-party payers.
Collects hospital inpatient discharge data used for both stat-
istical and descriptive analyses. Routinely distributes reports

to the public and prepares special data compilations upon request.

Appointed by the Governor, the Board hears appeals of
contested OSHA citations. Issues decisions in each case.

Assists the Commissioner of Labor in the development
of safety and health standards for mines.

Advises the Commissioner of Labor on efforts to reduce the
number of occupational safety and health hazards at the work
place to provide safe and healthful working conditions.

Proposes rules and regulations governing construction,
installation, inspection, repair, lateration, use and
operation of boilers and pressure vessels.

Provides an opportunity for citizen involvement in the
development and operation of the State School Health
Program and reports annually to State Board of Education.
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Number Statutory
of or Regulatory
Members Authority
24 Executive
Order 13 (1985)
Executive
Order 93 (1989)
13 G.S. 142-1B
24 Chapter 754
of 1991 Session
Laws
25 G.S. 143B-147
to 150
9 G.S. 131D-34;
G.S. 131E-29
12 G.S. 131E-213
3 G.S. 95-135
11 G.S. 74-24.6
11 G.S. 95-134
9 G.S. 95-69.13
12 G.S. 115C-81e
2 ex-officio
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Section VI: Examining and Licensing Boards

The examining and licensing boards relating to the health care profes-
sions have similar enabling legislation. Establish rules and regula-
tions to ensure minimum standards of the profession to protect the
public health, safety and welfare of the citizens of North Carolina.
Examine, license, certify and serve as disciplinarians, as required.

Board of Chiropractic Examiners G.S. 90-139

Board of Dental Examiners G.S. 90-22
Hearing Aid Dealers and Fitters Board G.S. 93D-3
Board of Medical Examiners G.S. 90-2
Midwifery Joint Committee G.S. 90-178.4
Boafd of Nursing G.S. 90-171.19
Board of Nursing Home Administrators G.S. 90-277
Board of Opticians G.S. 90-238 -
Board of Optometry G.S. 90-116
Board of Pharmacy G.S. 90-85.6
NC Board of Physical Therapy Examiners G.8. 90-270.24
Board of Podiatry Examiners G.S. 90-202.4
Board of Sanitarian Examiners © G.S.90A-50
Board of Speech and Language Pathologists G.S. 90-303
and Audiologists

“If it’s nose trouble you have, you’re sent to Paris: there
they have an important specialist in nasal disorders. You
go to Paris and he examines your nose. ‘I can only cure
your right nostril,” he tells you—‘I don’t want to have
anything to do with your left nostril. It doesn’t fall within
my area of specialization. But after you’ve been treated
by me, you can go to Vienna. There you will find another
specialist who will be able to treat your left nostril.””

— Feopor DOSTOEVSKI FROM BROTHERS KARAMAZOV
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—continued from page 49
Statistics in the Department of Environment,
Health, and Natural Resources. The state’s Cer-
tificate of Need program, which issues Certificates
of Need to regulate the construction of certain
medical facilities or the purchase of certain equip-
ment, comes under this category as well. The
program is designed to control certain health care
costs. Also falling under the rubric of policy,
regulation, and planning are licensure programs
for health care and domiciliary facilities.

The biggest sources of spending under policy,
regulation, planning, and training, however, are
the state employees’ health plan, at $507 million,
and two state-funded schools of medicine at East
Carolina University in Greenville and the Univer-
sity of North Carolina at Chapel Hill. Together,
the schools spent $331.23 million in 1990-91.
The University of North Carolina Hospitals at
Chapel Hill represent the primary teaching facility
for the schools of medicine and nursing at UNC—
Chapel Hill. They also provide statewide coordi-
nation of neonatal intensive care admissions,
aeromedical transportation services, organ trans-
portation, and cancer research and treatment. In
1990-91, the hospitals had a budget of nearly $240
million.

Two final areas of responsibility within the
state’s health care delivery apparatus are state
boards and commissions with advocacy or
policymaking functions and professional examin-
ing and licensing boards (see sections V and VI).
Among the boards and commissions are the Medi-
cal Care Commission, which has a broad charge of
regulating and licensing hospitals, nursing homes,
and other health care facilities. The commission
also issues tax-exempt revenue bonds to finance
construction and equipment purchases.

Two other important bodies are: the Commis-
sion for Health Services, which adopts sanitation
rules and rules to protect the public health and
control disease; and the State Health Coordinating
Council, which prepares the State Medical Facili-
ties Plan with the Department of Human Resources.
Licensing boards perform such functions as li-
censing chiropractors, dentists, and other health
care providers.

Prevention, Treatment,
Administration, or Something Else?
n soliciting information about state govern-
ment programs dealing with health care, the
Center asked administrators to consider whether

“I was feelin’ real depressed,
I was feelin’ real low down.
I just felt so bad that I could
not get my butt up off the
ground.”

— Guy Ciark
“Docror Goob Docror”

the primary purpose of their program was preven-
tion of accident or illness, treatment, or adminis-
tration.

Of 163 programs, the Center found 37 that
could be classified primarily as prevention, 30
with the dominant purpose of treatment, and 35
that principally served an administrative role. Some
61 programs, however, defied this type of classifi-
cation, and were noted as serving more than one
function.

At least one respondent anticipated this kind
of difficulty with classifying programs according
to function. “Single program activities and re-
sponsibilities can concurrently be classified as pre-
vention, treatment, and administration,” says Dr.
Georjean Stoodt, director of the Division of Adult
Health in the Department of Environment, Health,
and Natural Resources.

“For example, treating hypertension is pre-
venting stroke. Treating obesity and inactivity is
preventing hypertension. Dialyzing a patient with
renal failure is preventing further disability or
death. Thus, classifying a programs as prevention
versus treatment depends on what is being pre-
vented or treated for whom.” [ 11

FOOTNOTES

!'"These figures have been adjusted to account for the fact
that some program administrators were unable to separate
Medicaid spending from total program spending.

2Figures for local spending and other spending sources
likely are underestimated as they are not always tracked at the
state level.

3For more on policymaking in health-related areas, see:
Bill Finger and Anne DeLaney, “From Cradle to Grave, Serv-
ing Persons with Disabilities,” North Carolina Insight, Vol. 6,
No. 2-3 (October 1983), pp. 8-27; Michael Matros and Roger
Manus, “Services for Disabled Persons: From Institutions to
Communities,” North Carolina Insight, Vol. 7, No. 1 (June
1984), pp. 42-54; Cynthia Lambert and Bill Finger, ““Target-
ing’ Older Persons for Services, an Overview of the ‘Aging
Network,’” North Carolina Insight, Vol. 8, No. 1 (September
1985), pp. 9-31; and Bill Finger and Jack Betts, “Who Makes
Environmental Policy?” North Carolina Insight, Vol. 10, No.
2-3 (March 1988), pp. 10-39.
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CEE— I

Registered Lobbyists in
the Health Care Field

Academy of Family Physicians, NC......... ...t G. Peyton Maynard
AFmaLife & Casualty Co. oo v v e i ane Benjamin F. Seagle, I
AIDS Service Coalition, N.C. . .. oottt i i iien i eienanns Roslyn Savitt
Blue Cross and Blue Shield of N.C. ............... P Bradley T. Adcock
Child Advocacy Institute, N.C.. .. ... oo John S. Niblock
Coalition on Adolescent Pregnancy, N.C..........c.viiiiannt, Marianna M. Day
Dental Society, N.C. ... cooiiii i it William H. Potter, Jr.
Dept. of Environment, Health, and Natural Resources
Division of Health Services. . ....covoiiiiiiiiiiiiin it inennennns Ron Levine
Dept. of Human Resources. . ......coovniiinneeeaannnnnn. e Bonnie Allred
Division of Social Services .. ...vvtirrerrrreeeeranrninnnareenns Donna Creech
Division of Medical Assistance .........ccoviiiii i venan-s Daphne Lyon
Division of Facility Services ... ......covniiiiiiiinniineennneans John Syria
Dept. of INSUIANCE . .« vt vi it i et eie e aeiees s, Allen Feezor
................. BﬂlHale
Health Care Facilities Assn, N.C.. ... .oot ittt iiiiinniaaaaanns J. Craig Souza
............................................................ Rees Jenkins
Health Insurance Assn. of America .....c.ooviviiiiiiiiiannnen. Michael B. Herman
........................................................... Linville Roach
Hospital Assn., N.C........ LGPt Steve Morrisette
......................................................... William A. Pully
Kaiser Foundation Health Planof N.C. .......... ...t Harrison J. Kaplan
Legal Services Resource Center, N.C. ... ... .o, Pam C. Silberman
Long Term Care Facilities, N.C. Assn. of ...... B e William Franklin, Jr.
Medical Society, N.C.. .. oiiii it iie e Ann L. Sawyer
Mental Health Assn. in N.C.. ...ttt it i i it naeens Patricia Prescott
Nurses Asstl, NoC. oo iint ittt ii et et i eeea e ranaeaaen Sindy Barker
Obstetrical and Gynecological Society, N.C..........cooionat Marvin Musselwhite
Pediatric Society, N.C. .. ..ottt Henry W. Jones, Jr.
Public Health Assn., N.C. ... .ot i it i avaeenes John W. Jordan, Jr.
....................................................... Henry W. Jones, Jr.
State Council for Social Legislation. ........oovvniiiinninann. Barbara K. Armstrong
United Cerebral Palsy of N.C.. . ..o G. Peyton Maynard
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RESOURCES ON HEALTH CARE

Reports on Health Care

Comparing the Performance of For-Profit and
Not-for Profit Hospitals in North Carolina, by
Marianne M. Kersey et al., N.C. Center for Public
Policy Research, 1989.

Emergency! Rising Health Costs in America,
1980-1990-2000, a Families USA Foundation
Report in cooperation with Citizen Action, Wash-
ington, D.C., October 1990.

Health Care for the Medically Indigent: North
Carolina County Profiles, 1990 Update, Duke
Center for Health Policy Research and Education,
April 1992.

Health Law Bulletin, edited by Anne Dellinger
and Jeffrey Koeze, Institute of Government, UNC-
Chapel Hill, Chapel Hill, N.C., published as nec-
essary.

Health Manpower Trends for North Carolina:
A Ten-Year Profile—1978-1987, prepared by Lise
K. Fondren et al., UNC Health Services Research
Center, Chapel Hill, N.C., December 1989.

Health Spending: The Growing Threat to the
Family Budget, Families USA, Washington, D.C.,

December 1991. Includes state-level data on health
care spending by families and business.

“A History of the Public Health System,” The
Future of Public Health, the U.S. Institute of Medi-
cine, National Academy Press, Washington, D.C.,
1988.

Hospital Law in North Carolina, edited by
Anne Dellinger, Institute of Government, UNC-
Chapel Hill, Chapel Hill, N.C., 1985-present.

Improving the Odds: Healthy Mothers and
Babies for North Carolina, Report of the N.C.
Institute of Medicine’s Task Force to Reduce In-
fant Mortality and Morbidity in North Carolina,
November 1988.

Infant Mortality in North Carolina: AnInven-
tory of Efforts to Reduce Infant Mortality with
Recommendations for the Future, Arthur C.
Christakos, prepared for N.C. Institute of Medi-
cine, January 1991.

The Investor-Owned Hospital Movement in
North Carolina, Elizabeth M. “Lacy” Maddox,
editor, N.C. Center for Public Policy Research,
1986.
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Limited Access—Health Care for the Rural
Poor, Laura Summer, Center on Budget and Policy
Priorities, Washington, D.C., March, 1991.

Making Difficult Health Care Decisions, Vol.
I—The National Survey, Study #874003,
Humphrey Taylor, Louis Harris and Associates,
June 1987.

Medical Life in North Carolina, an overview
of health care in North Carolina and a reference for
medical professionals and students, Medical Life
Publishing Co., Raleigh, N.C., June 1991,

North Carolina Active Nonfederal Physicians
Primary Specialties by State, County, and Selected
Regions, a special report on health care resources
in North Carolina, prepared by the Cecil G. Sheps
Center for Health Services Research of UNC—
Chapel Hill, effective October 1990.

North Carolina Health Manpower Data Book,
a special report on health care resources in North
Carolina, prepared by the Cecil G. Sheps Center
for Health Services Research of UN C—Chapel Hill,
effective October 1990.

“North Carolina Hospitals: Utilization Trends
by Urban-Rural Location and Size,” Jeanne M.
Lambrew, UN C—Chapel Hill Rural Health Re-
search Program, September 1991,

North Carolina Health Careers, 1 992-93,
Kathleen Faherty and Frank Dinauro, eds., a bien-
nial guide to careers in health care, North Carolina
Area Health Education Centers, UNC-Chapel Hill
School of Medicine, in process.

“Rural Hospital Closure: One Hospital’s Tac-
tics for Survival,” Leo Petit, UNC-Chapel Hili
Rural Health Research Program, Chapel Hill, N.C.,
October 1989,

Strategic Plan to Assist the Medically Indi-
gent [Underinsured] of North Carolina, Report of
the N.C. Institute of Medicine’s Task Force on
Indigent Care, Durham, N.C., July 1989.

“State Innovation in Health Policy,” remarks
prepared by Deborah A. Stone for the Ford Founda-
tion Conference on the Fundamental Questions of
Innovation, Duke University, Durham, N.C., May
34, 1991.

Symposium Summary: The Future of Public
Health: Recommendations for North Carolina,
Division of Community Health Service, School of
Public Health, UNC-Chapel Hill, Chapel Hill,
N.C., June, 1989,

Symposium Summary: Strategic Plan to As-
sist the Medically Indigent of North Carolina,
North Carolina Institute of Medicine, Durham,
N.C., February 1990.
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To The Rescue: Toward Solving America’s
Health Cost Crisis, report of Families USA Foun-
dation in cooperation with Citizen Action, Wash-
ington, D.C., November 1990.

Who Will Take Care of Our People?, Report
of the North Carolina Academy of Family Physi-
cians’ Health Care Manpower Task Force, Ra-
leigh, N.C., March 1991.

Government Reports

Health Care in Rural America, prepared by
the U.S. General Accounting Office, Washington,
D.C., 1990.

Health Care in Rural America, prepared by
the U.S. Congress, Office of Technology Assess-
ment, Washington, D.C., September, 1990.

North Carolina’s Health, Kathryn Surles, spe-
cial report series by the N.C. Department of Hu-
man Resources, Division of Health Services, State
Center for Health Statistics, 1983.

Physical Health and Health Care in North
Carolina: A Review of Survey Data from 1976 to
1984, Office of State Budget and Management,
1985.

Rural Hospitals: Factors That Affect Risk of
Closure, prepared by the U.S. Congress, Office of
Technology Assessment, Washington, D.C., 1990.

“Rural Hospitals: Federal Efforts Should Tar-
get Areas Where Closures Would Threaten Access
to Care,” prepared by the U.S. General Account-
ing Office, Washington, D.C., 1991.

Legislative Study Commissions

Commission on Access to Health Insurance:
studying access to affordable health insurance for
North Carolinians. An interim report is due in
May 1992 to the 1992 session of the General
Assembly, with a final report to the 1993 session.

Legislative Committee on Employee Hospital
and Medical Benefits: reviews health care ser-
vices and programs provided under the North Caro-
lina Teachers’ and State Employees’ Comprehen-
sive Major Medical Plan.

Legislative Research Commission on Health
Systems Issues: reviews the availability and ac-
cessibility of public health services as well as the
efficiency and effectiveness of the public health
system.

Legislative Research Commission on Medical
Malpractice Claims Arbitration: studies use of
arbitration and other forms of dispute resolution
and their use in the resolution of medical malprac-
tice claims.



State Organizations

Center for Early Adolescence, University of
North Carolina at Chapel Hill, D-2 Carr Mill Town
Center, Carrboro, N.C. 27510 (919) 966-1148. A
multidisciplinary organization formed to promote
the healthy development of the nation’s 10- to 15~
year-olds.

Center for Health Policy Research and Educa-
tion, Duke University, Erwin Square, Ste. 230,
2200 W. Main St., Durham, N. C. 27706 (919)
286-5528. Promotes and facilitates collaborative
interdisciplinary research on clinical and public
policy issues.

Duke Center for the Study of Aging and Hu-
man Development, Box 3003, Duke University
Medical Center, Durham, N.C. 27710 (919) 684-
3176. A national resource for information about
aging and a training ground for teachers, practition-
ers, and planners.

Duke Health Administration Program, P.O.
Box 3018, Duke University Medical School, De-

partment of Health Administration, Durham, N.C.
27710 (919) 684-4188

Foundation for Alternative Health Programs,
301 Ashe Avenue, Raleigh, N.C. 27606 (919) 821-
0485. Serves as a catalyst for demonstration pro-
grams to improve the delivery of health care ser-
vices and control health care costs in North Caro-
lina.

North Carolina Academy of Family Physi-
cians, Sue Makey, CAE, Executive Vice Presi-
dent, P.O. Box 18469, Raleigh, N.C. 27619 (919)
781-6467. Professional organization for family
physicians.

North Carolina Area Health Education Cen-
ters, C.B. Box 7165, Wing C, School of Medicine,
University of North Carolina at Chapel Hill, Chapel
Hill, N.C. 27599 (919) 966-2461. Improves geo-
graphic distribution and retention of well-trained
health professionals and support personnel to meet
the primary medical needs of the people of North
Carolina.
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North Carolina Association of County Com-
missioners, C. Ronald Aycock, Executive Direc-
tor, 215 North Dawson Street, Raleigh, N.C. 27609
(919) 832-2893. Communicates about public health
care issues with county officials, the General As-
sembly, and the state regulatory agencies.

North Carolina Association of Long Term Care
Facilities, William H. Franklin, Jr., Executive Di-
rector, 4010 Barrett Drive, Suite 102, Raleigh,
N.C. 27609 (919) 787-3560. Trade association for
all rest homes licensed in North Carolina.

North Carolina Center for Health & Environ-
mental Statistics, P.O. Box 29538, Raleigh, N.C.
27626-0538 (919) 733-4728. Collects, maintains
and analyzes health-related data depicting the health
status of North Carolinians and provides statistical
support to the divisions of the Department of Envi-
ronment, Health, & Natural Resources. Maintains
various data bases on births, deaths, fetal deaths,
marriages, divorces, communicable diseases, can-
cer incidence, birth defects, and health department
services.

North Carolina Child Advocacy Institute, John
Niblock, President, 1318 Dale Street, Raleigh, N.C.
27605 (919) 834-6623. A private, nonprofit agency
dedicated to the promotion of the health and well-
being of children and involved in lobbying, com-
munity organizing, research, and special programs.

North Carolina Coalition for Health Care Ac-
cess, Pam Silberman, Project Director, P.O. Box
27225, Raleigh, N.C. 27611 (919) 821-0081. A
coalition of advocacy and consumer organizations
that works at the state and national level to pro-
mote universal access to health care.

North Carolina Fair Share, P.O. Box 12543,
Raleigh, N.C. 27605 (919) 832-7130. A grassroots
organization that addresses a range of issues, in-
cluding the promotion of affordable health care for
all citizens.

North Carolina Health Care Facilities Asso-
ciation, J. Craig Souza, President, 5109 Bur Qak
Court, Raleigh, N.C. 27612 (919) 782-3827. Trade
association representing North Carolina nursing
homes and hospitals with long term care units.

North Carolina Hospital Association, C. Ed-
ward McCauley, Executive Director, P.O. Box
80428, Raleigh, N.C. 27623 (919) 677-2400. Rep-
resents and advocates for the state’s hospitals.

North Carolina Institute of Government, John
Sanders, Director, Knapp Building 059A, C.B. #
3330, University of North Carolina at Chapel Hill,
Chapel Hill, N.C. 27599 (919) 966-4107. Advises
state and local government officials on a broad

100 NORTH CAROLINA INSIGHT

range of issues, including health law; publishes
periodic reports, bulletins, and books.

North Carolina Institute of Medicine, E.W.
Busse, President, 905 West Main Street, Durham,
N.C. 27701 (919) 688-2144. Seeks solutions to
statewide problems that impede the improvement
of health and the efficient and effective delivery of
health care for all citizens of North Carolina.

North Carolina Medical Society, George
Moore, Executive Vice President, P.O. Box 27167,
Raleigh, N.C. 27611 (919) 833-3836. Profes-
sional association for physicians in the state.

North Carolina Physicians Health and Effec-
tiveness Program, Robert C. Vanderberry, M.D.,
Medical Director, 4700 Six Forks Road, Raleigh,
N.C. 27609 (919) 881-0585. Advocates for the
rights of North Carolina physicians impaired by
alcoholism, drug use, and psychiatric illness.

North Carolina Primary Health Care Associa-
tion, Steven V. Shore, Executive Director, 975
Walnut Street, Sunite 355, Cary, N.C. 27511 (919)
469-5701. A federally funded organization that
works with rural and urban health centers provid-
ing indigent care and comments on existing policy
in order to educate the public.

North Carolina Public Health Association, Inc.,
1009 Dresser Court, Raleigh, N.C. 27609 (919)
872-6274. A professional organization that advo-
cates the protection and promotion of public health
for North Carolina.

Kate B. Reynolds Health Care Trust, 2422
Reynolda Road, Winston-Salem, N.C. 27106 (919)
723-1456.

Cecil G. Sheps Center for Health Services
Research, CB No. 7590, 725 Airport Road, Chapel
Hill, N.C. 27599 (919) 966-7120. Researches
organization, delivery, and effectiveness of health
services, focusing primarily on the underserved,
minority groups, and people at high risk of disease
and disablement. :

UNC School of Public Health, University of
North Carolina at Chapel Hill, 1101 McGavran-
Greenberg Building, Health Policy and Adminis-
tration, Chapel Hill, N.C. 27599-7400 (919) 966-
7350.

National Organizations

Alpha Center, 1350 Connecticut Ave. NW,
Suite 1100, Washington, D.C. 20063 (202) 296-
1818. Conducts and disseminates research on
health-related topics.

American Association of Retired Persons, 601
E St. NW, Washington, D.C. 20049 (202) 434-




2277. Lobbying and research on health-related
issues. Information source on Medicare, Medic-
aid, and long-term care.

American Health Care Association, 1201 L
St. NW, Washington, D.C. 20005. National trade
association for nursing facilities.

American Hospital Association, 840 North
Lake Shore Drive, Chicago, I11. 60611. Advocates
for hospitals and the patients they serve, provides
education and information for its members, and
informs the public about hospital and health care
issues. ‘

American Medical Association, 515 North
State St., Chicago, Ill. 60610 (312) 464-5000.
Voluntary service organization of physicians that
promotes medicine and the betterment of public
health.

Center for Budget and Policy Priorities, 777 N.
Capitol Street, N.E., Suite 705, Washington, D.C.
20002 (202) 408-1080. Studies government spend-
ing and the programs and public policy issues that
have an impact on low-income Americans.

Families USA Foundation, 1334 G Street,
N.W., Third Floor, Washington, D.C. 20005 (202)
628-3030. Researches health care issues with a
special focus on families and the elderly.

Health Research Group, Public Citizen, 2000
P St. NW, Washington, D.C. 20036 (202) 833-
3000. Research and advocacy on health-related
topics.

Intergovernmental Health Policy Project,
George Washington University, 2011 I Street NW,
Suite 200, Washington, D.C. 20006 (202) 872-
1445. Research program concentrating on health
laws of the 50 states. Provides assistance to state
executive officials, legislators, legislative staff,
and others who need to know about important
developments in other states.

U.S. Institute of Medicine, 2101 Constitu-
tion Ave. NW, Washington, D.C. 20418 (202)
334-2169. Studies issues and problems that af-
fect the public health. Promotes the advancement
of health sciences and education and improve-
ment of health care.
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IN THE COURTS

Work Place Injury Claims:
Beyond Workers’ Comp

by Katherine White

This regular Insight feature examines policymaking
by the judicial branch of North Carolina state
government. This column focuses on the recent
case of Woodson v. Rowland, which expanded
injured workers’ ability to win claims against em-
ployers for work place injuries.

ntil the late summer of 1991, families of
U workers killed or injured on the job because
of the reckless acts of their employers knew about
what they were worth, dead or alive: $123,000.!

But on Aug. 14, 1991, just 22 days before the
Sept. 3. 1991 fire at a Hamlet chicken processing
plant that killed 25 workers and injured another 78
workers, the law suddenly changed.

On that day the N.C. Supreme Court, in a
landmark decision with broad implications for
workers and for businesses, greatly expanded work-
ers’ power to file claims beyond the strictures of
the state’s Workers’ Compensation Act.? This will
affect the surviving workers and families of the
deceased, among others, who will be able to file
for greater compensation. Some applaud the deci-
sion, while others say the decision went too far and
that the legislature should consider rescinding it
since it is based on an interpretation of a statute,
not on the state constitution.

Following the lead of a few other state courts,
the N.C. Supreme Court not only expanded the
rights of some workers who are injured or killed
on the job, but also opened the door for multimillion
dollar court awards for the injuries.? The decision
also signals a major policy shift for state standards
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regarding the way employers should operate. No
longer will companies ignore serious OSHA viola-
tions and merely pay the fines, because to do so
may expose them to massive civil judgments.

Until Woodson v. Rowland* no one in North
Carolina could recover for claims in civil court for
injuries caused by the reckless and wanton acts of
their employers. They could sue their employer if
the employer or a co-worker intentionally did some-
thing to harm the employee, such as hit him in the
face or shoot him with a gun.® For all other
injuries, including those based on intentional, un-
safe conditions in the work place, workers could
recover only by filing a workers’ compensation
claim where damages are limited to medical ex-
penses and wage replacement benefits tied to sal-
ary levels.

A trial court has yet to decide what damages
should be awarded for the employee’s death in
Woodson, but had the administrator of his estate
simply filed a claim for workers’ compensation
benefits, the estate would have recovered $60,000.
Before Woodson, the exclusiveness of the work-
ers’ compensation provisions and the statutorily
mandated compensation had been the law in North
Carolina since 1929, when the General Assembly
adopted the Workers’ Compensation Act.

The workers’ compensation law traditionally
has required a worker to pursue a claim for injuries
under the Workers’ Compensation Act, and no-

Katherine White, a regular Tnsight contributor, is a Raleigh
attorney with the firm of Everett, Gaskins, Hancock and Stevens.




where else. The law attempts to balance compet-
ing interests between employers and employees.
Injured workers are certain to recover for on-the-
job accidents without having their employers raise
the defense of contributory negligence where the

Until Woodson v.
Rowland, no one in North
Carolina could recover for

claims in civil court for
injuries caused by the
reckless and wanton acts
of their employers.

worker is alleged to contribute through his or her
own negligence, or that the employee assumed the
risk by knowing of possible harm and doing noth-
ing to notify the employer or mitigate the danger.
Employers, on the other hand, gain limits on the
amount of money employees can recover and do
not have to defend civil actions that could result in
larger damage awards.

The exclusivity of the remedy “is part of the
quid pro quo in which the sacrifices and gains of
employees and employers are to some extent put in
balance.”®

The case involves the death of an employee in
a trench cave-in at a Research Triangle construc-
tion site. Thomas Sprouse was instructed to work
in a 14-foot-deep, four-foot-wide trench which
was not sloped, shored, or braced, as required by
the Occupational Safety and Health Act (OSHA)
of North Carolina.” His employer, Morris Rowland
Utility Inc., had been cited four times by OSHA in
the previous six-and-a-half years for violating regu-
lations governing trenching safety procedures. The
administrator of Sprouse’s estate sued the em-
ployer civilly, electing not to pursue a workers’
compensation claim.

The Supreme Court, in a 5-2 decision, con-
cluded that the evidence was sufficient to main-
tain the action in a trial court because a prelimi-
nary showing was made that the employer “inten-
tionally engage[d] in misconduct knowing it [was]
substantially certain to cause serious injury or
death to employees.® The misconduct, wrote Chief
Justice James G. Exum for the majority, “is tanta-
mount to an intentional tort, and civil actions

based thereon are not barred by the exclusivity
provisions of the Act.” In other words, the
company’s disregard for safety made the resulting
death not an accident but an intentional act on the
employer’s part.’

Associate Justice Burley Q. Mitchell Jr., in a
dissenting opinion with Justice Louis B. Meyer,
noted that “the majority’s holding represents rea-
sonable and perhaps desirable social policy. . . .
But, citing the Court of Appeals’ decision in the
same case, he concluded that “a right to bring a
civil action ‘against his employer, even for gross,
willful, and wanton negligence would skew the
balance of interests inherent in [the] Act. Changes
in the Act’s delicate balance of interests is more
properly a legislative prerogative than a judicial
function.””!!

A leading commentator on the subject sides
with the minority. Arthur Larson, a Duke Univer-
sity law professor and author of a leading text on
workers’ compensation law, believes that with the
Woodson decision, the Supreme Court dove head
first into “treacherous waters” and, in so doing,
undermined the state’s Workers’ Compensation
Act. In equating willful and wanton negligence
with intent to injure, Larson says the courts “still
cannot quite accept the non-fault nature of work-
ers’ compensation, and have taken it on them-
selves to change the statutory scheme to conform
more closely to their values.”*2

“If every case of gross negligence on the part
of the employer is taken out (from the workers’
compensation system), it’s only a matter of time
before the exclusiveness provision is a joke,” he
said in an interview.

Supporters of the decision say the court prop-
erly and narrowly—interpreted the statutory lan-
guage and improved the workers’ lot by providing

[The courts] still cannot
quite accept the non-fault
nature of workers’
compensation, and have
taken it on themselves to
change the statutory
scheme to conform more
closely to their values.

—ARTHUR LARSON
Duke Law ScHooL
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the chance for additional compensation when an
employer acts in such a way as to unreasonably
place his employees at substantial risk for injury or
death.

The Supreme Court used language that has
been approved by other state legislatures in an
effort to narrow the scope of the decision, said
Norman B. Smith, a Greensboro-lawyer who rep-
resented the administrator of Sprouse’s estate. “It’s

I don’t think it will open
the floodgates. I don’t
think it will be the
beginning of the end of
workers’ comp.

~~—NorMAN B. SmitH
PLAINTIFF ATTORNEY

reserved for extremely egregious circumstances,”
says Smith. “I don’t think it will open the flood-
gates. 1don’t think it will be the beginning of the
end of workers’ comp.” Commenting on a lawyer
who, immediately after the Woodson decision, filed
58 civil actions for workers who had injuries from
asbestos, chemical burns, and unsafe equipment,
Smith said, “That’s nuts.”"

More important than the allowance of civil
claims, Smith said, “The most significant aspect
of the case is that it will have the effect of protect-
ing workers in dangerous situations. The em-
ployer will take more precautions. That’s never
been true in the past.” Mr. Smith explained that
the state’s OSHA program has inadequate resources
to inspect all work places for safety violations.
Further, the penalties are relatively small and en-
courage violations. It’s “more inexpensive to pay
the fine and risk an unexpected death or maiming”
than to expend funds for safety equipment, he
says.

Not only that, but a typical employer’s liabil-
ity insurance policy will not cover intentional
wrongs of the employer so companies will have to
pay any claims out of their own coffers, an addi-
tional incentive for providing a safe work environ-
ment.

J. Bruce Hoof, a lawyer for Morris Rowland
Utility, disagrees with Smith. He contends that
lawyers for workers will have to file civil actions
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to protect themselves from malpractice claims.
“This is the classic case of ‘bad facts make bad
law,”” he says. “My client made some mistakes,
but he didn’t mean to kill anyone.”

Rowland and Morris Rowland Utility, Inc.
relied on earlier Supreme Court decisions in their
effort to avoid civil liability. The company and its
sole shareholder argued that “The intentional fail-
ure to provide a safe place or the knowing viola-
tion of OSHA regulations does not constitute an
intent to injure. . . . At most, there was an
intentional ‘toleration of a dangerous condition;’
that is, the OSHA violations, particularly the ab-
sence of shoring.””® Citing an earlier Supreme
Court case, the employer noted “in any normal use
of the words, it cannot be said that this constituted
a ‘deliberate infliction of harm.’”6

The earlier decision, Barrino v. Radiator Spe-
cialty Co.," involved the death of an employee as
the result of an explosion and fire at the factory
where she worked. The conditions at the plant
included: several violations of OSHA and Na-
tional Electric Code regulations; meters designed
to warn of danger and explosive gas and vapor
levels disabled with plastic bags so they would not
register; and alarms warning of dangerous and
explosive levels turned off,

Rejecting an attempt to seek civil damages as
opposed to workers’ compensation recovery, the
Supreme Court stated: “Itis. .. clear from the act
itself that such allegations of safety code viola-
tions do not remove the claim from the exclusivity
of the act. N.C.G.S. 97-12 provides inter alia a
penalty to the employer of a 10 percent increase in
benefits ‘when the injury or death is caused by the
willful failure of the employer to comply with any
statutory requirement or any lawful order of the
{Industrial] Commission.”!®

Justice Exum noted in Woodson that only two
of the four majority justices in Barrino agreed
with the above language.” He and the other jus-
tices joining him in the majority decision expressly
adopted the views of the Barrino dissent.

The court’s shift means the issue is alive for
General Assembly action. Representatives of N.C.
Citizens for Business and Industry (NCCBI) and
the North Carolina chapter of the National Federa-
tion of Independent Businesses express concern
about the case. Anne Griffith, a lobbyist with
NCCBI, said some members of her organization
were concerned “about how broadly or narrowly
the decision will be construed.” Griffith explained
that often employers simply pay OSHA penalties,
whether they agree with them or not, because the



This is the classic case of
‘bad facts make bad law.’
My client made some
mistakes, but he didn’t
mean to kill anyone.

—J. Bruce Hoor
DEFENSE ATTORNEY

cost of defending the fines often exceeds the fine
itself.

Because OSHA violations now could be de-
terminative of where an employee can sue the
employer, she said the companies would begin
defending them, which could further stress the
N.C. Department of Labor’s limited resources.
But she also said NCCBI members wanted to make
clear that their concerns about the Woodson deci-
sion did not mean that members were unfeeling
toward victims of industrial accidents.

Similarly, House Speaker Daniel T. Blue Jr.
wants to address the issue before the Occupational
Fire and Safety Study Commission, which began
meeting in December 1991 and reports to the 1992
and 1993 sessions. Both sides of the Woodson
decision are represented on the study commission,
which plans “to review the existing regulatory
schemes and determine whether there are ways to
improve what we’re doing,” says Alan Briggs,
legal counsel to Blue. Beyond considering addi-
tional funds for the Labor Department, Briggs said
that Speaker Blue wants to use the commission “as
a vehicle in a political sense to change attitudes. . . .
He feels like all the money in the world and in-
spectors are not enough if employers are more
concerned about theft than fire.” 1™

FOOTNOTES

! This figure is an estimate. Actual figures vary based on
the individual’s salary, extent of injury, and number of depen-
dents. The award may go as high as $160,000.

2@.S. Chap. 97.

3That is, according to an employer’s ability to pay. Em-
ployees can probably recover only from the employer, because
most liability insurance policies exempt from coverage any
payment for injuries and death cause by the intentional acts of
the employers. The owner of Imperial Food Products, where
the Sept. 1991 fire in Hamlet killed 25 and injured 78, appar-
ently has no assets from which victims can recover. -

4329 N.C. 330. 407 SE2d 222 (1991).

5 An employee also could sue a co-worker for reckless
negligence. See Pleasant v. Johnson, 312 N.C. 710, 325 SE2d
244 (1985).

6 Arthur Larson, The Law of Workmen’s Compensation,
Section 65.11 (1987).

7G.S. 95-126.

8 Woodson, supra, at 340, 407 SE2d at 228.

°Id. at 341, 407 SE2d at 228.

V4. at 362, 407 SE2d at 241.

",

121 arson, supra at Section 68.15.

13 Duke Power Co. settled most of those claims as part of a
settlement approaching $10 million in late April, 1992. The
settlement covered 108 claims against the utility involving
deaths and illnesses from exposure to asbestos. See Joseph
Menn, “Duke OKs Asbestos Settlements,” The Charlotte
Observer, April 24, 1992, p. 1D.

14 Neal Morris Rowland and Morris Rowland Utility, Inc.
Defendant Appellees’ New Brief at p. 6.

SId. atp. 19.

15 1d,

17315 N.C. 500, 340 SE2d 295 (1986).

181d. at 515, 340 SE2d at 304.

9 Justice Meyer, who joined Justice Mitchell in the concur-
ring and dissenting decision of Woodson, wrote the Barrino
decision and is the only justice of the two Justices Exum
referred to on the present court. Justice Mitchell concurred in
the Barrino result but did so on the basis that the plaintiff
already had received workers’ compensation payments and
had, therefore, elected to file under the Workers’ Compensa-
tion Act, prohibiting any alternative recovery. From his dissent
in Woodson, however, it would appear that he could have
agreed with Justice Meyer at that time but took a narrower
approach that for that case, at least, had the same practical
result. Justice Harry C. Martin wrote the dissenting opinion
and was joined by Justice Exum and Justice Henry E. Frye. The
other justices in the Woodson majority—Justices John Webb
and Willis P. Whichard—were not on the court when Barrino
was decided.
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IN THE MAIL

Letters to the Editor

Vol. 13, Nos. 3—4
Health Care in North Carolina

The N.C. Center’s report on 16 rural hospitals
“at risk” for closure or transformation into a health
clinic has caused quite a bit of controversy among
our members. Since Nov. 18, when the report was
released to the public, I and other members of our
staff have spent hours and hours talking with rural
hospital administrators, hospital public relations
staffs, and news reporters concerning the results of
the Center’s study. Hospital administrators and
public relations staffs have, in turn, spent hours
and hours talking with individuals and businesses
in their communities concerning this report.

I must tell you that we at the North Carolina
Hospital Association and our member hospitals
are extremely disappointed in the Center’s ap-
proach to this issue. We are disappointed at the
manner in which the study was conducted and at
the Center’s handling of the issue. Let me explain
our concerns about the study.

m ... [T]he study data is inconclusive and does
not offer a complete picture of rural hospitals’
financial health. The study included only inpa-
tient data. It did not include revenues generated
from outpatient services, home health agencies,
long-term care, hospices, and philanthropic gifts.
If inpatient revenues were the only source of rev-
enues for hospitals in North Carolina, 57 percent
of all rural hospitals would operate in the red;
about 56 percent of urban hospitals would operate
at a deficit.

= It was not clear to us whether or not all the
hospitals in the study counted “swing beds.” It
appeared some may have, some may not. If thatis
the case, the study compared apples with oranges.

= The study’s data was two years old. Health
care is a dynamic field, and a good many things
have changed in two years. Hospitals on your list
have diversified services. While the Center’s re-
port did mention the EACH/PCH program, it did
not allude to some of the diversified services these
hospitals have offered. Some have opened long-

term care units, for example. Others have begun
joint ventures with larger hospitals.

... [W]e continue to receive calls from poten-
tial employees wanting advice on whether they
should take jobs at these “at risk” hospitals, calls
from administrators who are speaking to local
community groups assuring them the hospital will
remain open, and calls from administrators who
are angry that the Center’s story has caused so
much confusion for their patients and their em-
ployees. On behalf of those hospitals, NCHA asks
for an apology.

—Barbara Barnett
Director of Communications
North Carolina Hospital Association

We, the trustees of Beaufort County Hospital,
hereby formally express our concern and displea-
sure over the recent study released by the N.C.
Center for Public Policy Research which desig-
nated Beaufort County Hospital as being a moder-
ately “at risk” rural hospital.

Drawing such a broad conclusion through the
use of just five statistics, all of which measured
only inpatient activity, is incredulous at best, and
raises serious questions about the “research” being
done at the Center. To disregard the impact of the
shift to outpatient activity, as well as the omittance
of any analysis of financial statistics or indicators
from the study is inexcusable.

The negative impact of the report was exacer-
bated by the distribution of a press release from the
Center entitled “NC Center Says 16 Rural Hospitals
Are ‘At Risk,”” which enticed newspapers to print
bold headlines and created concern, particularly
among the elderly, regarding the ongoing availabil-
ity of medical care in our community. The ensuing
newspaper article did extensive damage to Beaufort
County Hospital’s image, public relations efforts,
physician recruitment, and reputation.
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In the case of Beaufort County Hospital, the
conclusion drawn by the study is totally inaccu-
rate. The hospital experienced a banner year in
1991, a year which continued a five year upward
trend of strong earnings, financial stability, and
facility improvement. Physician recruitment ef-
forts were successful, new services were offered
and existing services expanded, and over $1.6
million (almost 9 percent of net revenues) was put
back into the facility in the way of renovations and
capital equipment expenditures.

Beaufort County Hospital has mirrored the
changing face of health care over the years and has
metamorphosized into an institution cognizant of
its mission. Through planning and a demonstrated
ability to change, the hospital has positioned itself
to continue to fulfill that mission.

We urge the Center to temper their future
efforts at analysis of health care issues with a more
thorough understanding of the myriad of factors to
be considered in evaluating the viability of a hos-
pital. We also urge that the proper discretion be
used in the presentation and dissemination of the
findings of such studies.

—The Board of Trustees
Beaufort County Hospital

The Center Responds

The Center received four letters from hospital
officials complaining of its analysis of the chal-
lenge facing rural hospitals (“Rural Health Care in
North Carolina: Unmet Needs, Unanswered Ques-
tions,” November 1991, pp. 67-92). In addition to
the letter from the North Carolina Hospital Asso-
ciation, the other three letters came from hospitals
which were labeled “at substantial risk” or “at
moderate risk” in the Center study.

Critics make four main points which are re-
flected in the letters above. Those complaints are:
(1) that the study did not provide a complete pic-
ture of a hospital’s financial health; (2) that it was
not clear whether “swing beds”—those used for
both long-term and acute care—were counted in
the study; (3) that the data were two years old and
things have changed in the hospital field; and (4)
that the “at risk™ designation hurt staff recruitment
efforts at hospitals and confused the public.

The Center believes each of these points to be
worthy of response, but first we’d like to explain
why we undertook this project. The North Caro-
lina Hospital Association in 1989 surveyed its
members and found that hospital administrators
anticipated that as many as 20 hospitals in North
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Carolina might close by the year 2000. In an effort
to examine the causes of difficulties in the hospital
industry, the N.C. Center for Public Policy Re-
search asked researchers at the Department of
Health Planning and Analysis and the Cecil G.
Sheps Center for Health Services at the University
of North Carolina at Chapel Hill to examine rural
hospital utilization rates to determine whether some
hospitals might be at risk of failing to serve their
missions.

The researchers chose five measures of inpa-
tient activity deemed reliable indicators of a
hospital’s health. But researchers also obtained
net revenue figures the hospitals themselves re-
ported to the federal Health Care Financing Ad-
ministration. These figures are defined to include
revenue from all sources, so the argument that the
Center included only revenue from inpatient ac-
tivities is problematic.

The fear that we counted swing beds in some
hospitals: and not in others is groundless. Re-
searchers chose not to include swing beds in the
study on grounds that use of beds for long-term
care would be more a measure of nursing home
care than hospital care. Some hospitals wanted
swing beds included and provided us with infor-
mation on their use of swing beds. This would
have invalidated comparisons with other hospitals
which did not supply the information, and it rein-
forced our decision not to include swing beds.

The project began in January 1991, and the
data used were the latest publicly available. Asis
Center practice for all research reports, the results
of this research, along with a lengthy narrative
article, were sent to more than 55 reviewers state-
wide. The list of reviewers included all the rural
hospitals mentioned in the report—including Beau-
fort County Hospital, top officials of the N.C.
Hospital Association, and nearly three dozen more
state officials, economists, health professionals,
advocates, state legislators, academicians, educa-
tors, and other interested parties. That mailing
asked each hospital for a written response. In
addition, the hospital administrators were sent a
separate copy of the HCFA information as soon as
it became available.

Those mailings were sent to all administrators
of the rural hospitals on Sept. 13, 1991, and Oct. 2,
1991. The magazine was published Nov. 19,
1991—a full six weeks after the final review.
Several hospital administrators took the opportu-
nity to explain how their circumstances had
changed, and the Center made every effort to in-
clude their responses in the article or to re-evaluate



the risk. One hospital’s response resulted in re-
moval of the “at risk” designation. Another hospi-
tal administrator was disappointed not to be la-
beled “atrisk.” The Center found Beaufort County
Hospital to be deficient on two of five indicators
included in our study. Of particular concern was
the fact that the hospital’s occupancy rate was 48.2
percent when the statewide average for hospitals
with 100 or more beds was 66.9 percent. As a
result, Beaufort County Hospital was labeled “mod-
erately at risk of failing to meet its service mis-
sion.”

A final point was that the labeling of hospitals
as “at risk” hurt their image in the community.
While the Center regrets any difficulty this may
have caused local hospitals, we think that increased
discussion of the role of rural hospitals will prove
to be beneficial in the long run. We were careful
to point out that the “at risk” designation did not
predict closure for any of the 16 hospitals in-
cluded—only that these hospitals were at risk of
failing to meet their service mission.

The research, the Insight article and the press
release all explicitly stated that the data do not
predict closure, but instead make it clear that state
and local policymakers must focus attention on the
needs of rural hospitals if they are to continue as
vital links in the health care chain in rural North
Carolina. Our purpose in releasing this report
was to help state policymakers and the affected
communities focus their debate about what health
services they need and can afford.

—Ran Coble
Executive Director

More on Health Care

Kudos for the current double issue of North
Carolina Insight. You’ve added valuable new
information (and insight!) to the mountains of
references I’ve accumulated for our consumer
decision-making approach to health care costs.

For whatever it’s worth, I do have one com-
ment. In studying the article [on cost containment
(Health Care Cost Containment: Does Anything
Work?” November 1991, pp. 48-66)], I was sur-
prised to find no mention of the cost of drugs (both
prescription and over-the-counter) and medical
equipment. I’m not talking just the overcharges . . .
—but the profit margin (affer genuine research
and development costs) of both pharmaceutical
and medical equipment companies . . . Looking
forward to seeing the balance of the story.

Again, many thanks to everyone involved in
this mammoth project. You’ve addressed a mon-
strously complex issue in a logical, comprehen-
sible manner, and are to be commended for pro-
viding both data and human considerations to our
public policymakers as they wrestle with the deci-
sions ahead.

—Janice Holm Lloyd

Extension Specialist in

Family Resource Management

North Carolina Cooperative Extension Service

I wanted to thank you for my copy of the
November issue of North Carolina Insight. It has
been interesting reading. I would say it generally
reflects the frustration most Americans are feeling
about our health care system. After all these years
of trying to contain the cost and deliver the ser-
vices, universally we are spending more to serve
too few, too late. Obviously there is a multitude of
reasons for this, and no single cure is going to
work. I have some ideas of my own, none likely to
win me any popularity contests, but I certainly do
not have the solution.

—Alice R. Hammond
Assistant Administrator
Randolph Hospital, Inc.

In my new capacity, I just wanted to say what
a great job the N.C. Center for Public Policy Re-
search has done on its publication “Health Care in
North Carolina: Prescription for Change.” The
series of articles featured in the November issue of
North Carolina Insight addresses one of the most
serious issues facing our state in a timely, accu-
rate, and informative manner. No doubt the issue
will play an important role in educating our state’s
leaders in the public and private sectors about the
impending crisis in health care. The articles were
intelligent, balanced, and offered clear explana-
tions of some very complex issues.

I know I will use the information gathered to
better educate business and industry statewide about
the problems we face—and about some possible
solutions.

I salute you and the staff at the Center for
Public Policy Research for a job well done! I am
proud that the Governor’s Commission will soon
be joining your board of corporate members.

—Ben Garrett

Coordinator of Business

& Industry Initiatives
Governor’s Commission on
Reduction of Infant Mortality
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