
 

 

Senate Bill 21 (SB 21) was signed into law in 2013, requiring the Department of Human Services (DHS) to 
improve Oregon’s publicly funded long-term care system (DHS, 2015). This bill requires strategic 
planning to: (1) serve seniors and persons with disabilities in their own homes and community settings of 
their choosing; (2) support independence and choice while postponing/avoiding the entry of 
individuals into publicly funded long term care; and (3) to serve individuals equitably, in a culturally and 
linguistically responsive manner. The Oregon Office of Rural Health compiled this report on the 
demographics of aging in rural and frontier Oregon, the availability of home and long-term care health 
services and, specifically, the challenges facing rural and frontier Home Health Agencies. 
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What Is Considered Rural and Frontier? 
There is no uniform definition of rural. As a result, data sources define rural areas and populations 
differently. This makes standardizing information on rural services difficult. The variance among these 
definitions must be considered when assessing the needs of the aging population. This report utilizes the 
ORH definition of rural whenever possible: 
 
All geographic areas in Oregon ten or more miles from the centroid of a population center of 40,000 
people or more. Frontier counties are defined as those with six or fewer people per square mile. Ten of 
Oregon’s 36 counties are frontier. 

 
 
Much of the data used in this report comes from the U.S Census Bureau. The U.S. Census Bureau defines 
rural as any area not included in an urban area. Urban areas are defined as densely settled areas of at 
least 500 people per square mile that total a population of 2,500 or more.  
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The Demographics of Aging in Rural and Frontier Oregon 
Currently, Oregon is home to over half a million (667,498) residents aged 65 years and older, of which 
43.5% reside in rural areas1. The 65+ population in Oregon is expected to increase by 105% by 20502. 

Mortality and Life Expectancy 
o In 2015, the life expectancy in Oregon was 79.7 years. Life expectancy ranged from 82.8 years in 

Benton and Grant counties to 76.0 in Curry County. 3 
o Twenty-three counties had a life expectancy below that of the state average. Eighteen of these 

were rural without urban areas4 (14) and frontier (4) counties.5  

Income and Poverty6 
o Almost 9% of rural Oregon residents 60+ are living below the Federal Poverty Level (FPL).  
o Sixteen rural and frontier counties have a poverty rate among rural residents 60+ that is 

significantly greater than the state average of 9.2%.  
o The average median annual household income for seniors 65+ in Oregon is $35,299, adjusting for 

inflation.  
o Thirteen counties had median household incomes among seniors significantly below the state 

average, all less than $33,000 per year. 

Disability Status7 
o Nearly 40% of all Oregonians 65+ report having one or more disabilities. 
o In Oregon, the disability rate among rural seniors is slightly lower (37%) than that of seniors 

residing in urban areas (38.9%). 
o The disability rates for aging persons are disproportionately higher among counties in Eastern 

Oregon, with Harney County having the highest in the state at 52.1%.  
o The correlation between median household income and disability status was moderate 

(r=0.571); however, of the 13 Oregon counties with median senior household incomes below 
$33,000, all but one had disability rates of 40% or higher. 
 

Information on life expectancy, income, poverty and disability by county is available in Appendix A. 

 
 
 
  

                                                   
1 Nielsen Inc. ZIP Code Population Facts for Oregon, 2016. 
2 Shrestha, 2015. 
3 Oregon Health Authority Center for Health Statistics, Vital Statistics Annual Report Volume 2, 2015. 
4 See the map on page 4 for which rural counties have urban areas. 
5 Oregon Health Authority Center for Health Statistics, Vital Statistics Annual Report Volume 2, 2015. 
6 All data:  

• United States Census Bureau (2013a). B19049: Median household income in the past 12 months (in 2013 inflation 
adjusted dollars) by age of householder. 2013 American Community Survey 5-Year Estimates.  

• United States Census Bureau (2013b). B27010: Poverty Status in the past 12 months by age.  2013 American Community 
Survey 5-Year Estimates.  

7 All data: United States Census Bureau (2013d). C18108: Age by number of disabilities. 2013 American Community Survey 5 
Year Estimates. 
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Service Landscape for the Aging Rural and Frontier Population  
Older rural residents face unique challenges to age in place, including lack of access to and 
availability of health and social services, limited transportation options and lack of financial resources. 
In a recent survey of Oregonians over the age of 45, eighty-five percent responded that as they age 
and begin to experience difficulties in basic tasks of life, they wish to remain in their own homes with 
caregiver assistance rather than relocate to institutional-based care8. Depending on the extent of 
assistance needed and services that are accessible, remaining in one’s home is not always possible. In 
that situation, many rural seniors also face limited availability of residential care options within their 
communities.  

Oregon’s Residential Care Options9 
o Availability of residential options (Nursing Facilities, Adult Foster Homes, and Community-Based 

Care facilities which includes Assisted Living and Residential Care facilities) was lower per capita 
for seniors in rural Oregon than urban Oregon. 

o The availability of Adult Foster Homes (AFHs) is greater in urban communities than in rural ones. 
Sixty-four percent of Oregon’s population lives in urban communities, where nearly three-
quarters of the state’s AFHs are located (see Appendix C). 

o There are 29.9 rural residents aged 65 and older for every bed available in rural Community-
Based Care (CBC) facilities, as compared to 17.6 urban seniors for every available bed in urban  

o Residents in Baker, Grant, Jefferson, and Tillamook counties had both Activities of Daily Living 
(ADL) scores and Nursing facility (NF) length of stays significantly higher than the state averages 
of 3.53 and 210.42 days respectively.10 (See Appendix B) 

Equitable Care 
o A search of services on the Aging and Disability Resource Connection (ADRC) of Oregon site 

returned results indicating that only 3% of service sites provided services in a language other 
than English. See Methodology and Limitations. 

 
Maps of Oregon’s rural and frontier Adult Foster Homes and Nursing Facilities are available in Appendix 
B and C. 

  

                                                   
8 AARP, 2015 
9 Oregon Department of Health Services Office of Licensing and Regulatory Oversight (unpublished), 2015. 
10 Data Source: MDSv3, Cost Reports and Revenue Statements for Oregon Fiscal Year 2014. Data provided by Oregon State 
University, College of Public Health and Human Sciences. Data unavailable for Gilliam, Harney, Sherman, and Wheeler 
counties. Data not stratified by rural vs. urban. 
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Rural and Frontier Home Health Agencies 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Changes in healthcare payment policies through the Affordable Care Act and Oregon’s healthcare 
transformation have resulted in shorter hospital stays, as well as primary care alternatives to avoid 
hospitalizations and improve post-discharge outcomes. Oregon’s rural and frontier Home Health 
Agencies (HHAs) are a critical patient care service to help Oregon achieve these system goals and to 
help Oregonians remain independent, in their homes and communities.  
 
There are currently 27 rural and frontier HHAs in Oregon. Five rural and three frontier counties do not 
have an HHA. This report distinguishes between two types of HHAs: 

o Hospital-Based (HB): Home Health Agencies that are owned by a hospital or hospital system, and 
o Freestanding (FS): Independently owned or part of a larger chain organization. 

 
Home Health Agencies are most commonly freestanding. Oregon, however, has one of the highest 
percentages of HB agencies in the United States. Of the 27 rural and frontier HHAs, 17 (63%) are HB. The 
Oregon Office of Rural Health (ORH) interviewed 20 HHAs, 13 HB and 7 FS to better understand the 
challenges rural agencies are facing. This report is a qualitative overview of their challenges. This report 
focuses only on licensed Home Health Agencies that are reimbursed by the Centers for Medicare and 
Medicaid Services (CMS). This does not include private and custodial care home health services. 
 
ORH will work with the HHAs and partners to identify areas where they can support enhanced 
operational scale and efficiencies (e.g., Electronic Health Record implementation, incentives to 
providers, etc.) that are needed to meet administrative and regulatory requirements. 
 
A list of Oregon’s rural and frontier Home Health Agencies, the services they provide and their CMS star 
rankings are available in Appendix D. 
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Challenge 1:  Home Health Care: Program Regulation and Reimbursement 
 

Reimbursement: Prospective Payment and the Rural “Add-On” 

 
Medicare Patients 

o The HHAs interviewed for this report reported that Medicare patients were the majority of their 
census. Percentages ranged from 47% to 100% with an average of 76% (n=12 respondents).  
 

Profitability 
“I don’t know how the independent agencies are doing it!” 

 
o Four (out of seven) FS HHAs reported financial losses. One (out of seven) FS HHAs reported 

breaking even (n =5 respondents). 
o Hospital-based HHAs were mixed: five (out of 13) reported financial losses. Two (out of 13) 

reported breaking even. Three agencies (out of 13) reported being profitable (n= 10 
respondents). 

o Almost all HHAs, whether FS or HB, commented that home health services are not profitable but 
that they are maintained due to community need or a mission-driven service line. 

o Many of the HHAs rely on grants and fundraising as well as subsidies from their hospital or the 
county. 

o Eleven (out of 20) HHAs provide hospice services in addition to home health services. All of these 
reported that without hospice reimbursement (a daily per diem rate), their agency would not 
survive (n= 19 respondents). 

o The up-front staffing and expenditure needed to set up hospice services prohibits many HHAs 
from doing so. 

o Some HB HHAs reported increasing their patient census and profits by working closely with 
physicians to identify soon-to be discharged patients and creating hospital integrated programs 
that include home care. Examples included: follow-up for patients with congestive heart failure 
or for patients who receive joint replacement surgery. 
 

PPS Rate 
o Almost all agencies reported that the PPS reimbursement rate is not adequate. They attribute this 

to the PPS system being designed for a case load in which the low acuity patients balance out 
the costs of the high-acuity patients. For many rural and frontier agencies, patient volume is 

When Medicare and Medicaid were established by Congress in 1965, both included cost-based 
reimbursement (CBR) for Home Health Agencies. Home Health Agency services expanded in the following 
decades as did the costs. The Balanced Budget Act of 1997 included a home health prospective payment 
system (PPS) to replace CBR and control HHA costs. Home health PPS was fully implemented in 2000. Under 
PPS, HHAs are paid a predetermined base payment that is adjusted for the health condition and care needs 
of the patient, as well as the geographic differences in wages for home health agencies. Several versions of 
a rural “add-on” payment have been implemented to supplement reimbursements for patients in rural areas 
where covering a large geographic area can result in much higher mileage and staffing costs. Add-ons 
have ranged from 10% (in 2001) and decreased steadily to 3% (2016). The current add-on expires at the end 
of 2017. (Rural Health Research Center, 2016) 
 
Medicaid is a joint state and federal program and as a result, reimbursement varies by state. Oregon 
Medicaid is well-known for offering the most options of all of the states for receiving home care, including a 
unique program called ‘Spousal Pay’ to help pay spouses who are the primary caregiver.  
 
Medicare is a federally governed program and the largest payer of Home Health Agency services, 
accounting for 80% of U.S. home health expenditures (Rural Health Research Center, 2016). Reimbursement 
rules are the same for all states. This section focuses on Medicare reimbursement. 
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small and the majority of patients seeking assistance are high acuity, resulting in higher costs per 
episode. 

 
Rural “Add-On” 

o Agency staff reported driving an average of 60-180 miles per patient. Road conditons and 
weather can add to the time it takes to conduct a visit.  

o Most HHAs reported that the 3% add-on, while important, does not sufficiently cover costs for the 
extensive mileage required in large rural service areas, vehicle depreciation or staff time.  
 
 

Face-to-Face Requirement and Plan of Care Certification  

 
Access to Physicians 

o In many areas of rural and frontier Oregon, patients are seen by nurse practitioners and 
physician assistants for their regular care, but these providers cannot certify the plan of care for 
home health services.	 

o The certification/recertification requirements conflict with CMS regulations for Rural Health Clinics 
(RHCs).  Many of the HHAs are within an RHC service area. RHCs are encouraged/required to be 
staffed by a NPP yet they are not able to certify/recertify patients.  Many locations do not have 
a local physician to see/refer/certify the patient. 

o The dependence on limited numbers of physicians in rural and frontier Oregon cause significant 
delays in care (See map on page 10). 

o This is more of a challenge for FS HHAs. Hospital-based HHAs have easier access to the hospital 
or hospital system physicians.  

o HHAs noted that patients new to the area or with out-of-area referrals must find a local primary 
care provider. With limited provider availability and the homebound eligibility requirements, 
being able to find a provider and remain eligible for services is a barrier for patients- especially 
those in poverty. 

 
 
 
 

Face-to-Face Encounter: Beginning in 2011, all patients needing Medicare-reimbursed home health care 
services are required to have a documented face-to-face encounter within the 90-day period before or 30 
days after the initiation of needed home health care services. In Oregon, this encounter may be with a 
certifying physician or other allowable non-physician provider (NPP) such as a nurse practitioner or physician 
assistant who is practicing in accordance with state law. 
Certification: NPPs are not able to certify or recertify home health care services. A physician must write a 
plan of care and “certify” that a patient is homebound (confined to his or her home) and eligible for 
Medicare home health services (skilled nursing care, physical therapy, speech pathology, or occupational 
therapy on an intermittent basis). The physician must document that he or she, or an allowed NPP has had a 
face-to-face encounter with the patient in this time frame. 
Plan of Care: The Plan of Care can only be certified by a physician. It includes: What services the patient will 
need, which health care professionals should give these services, how often the patient will need the 
services, the medical equipment needed, and what results the physician expects from the treatment.  
Homebound Requirement: To receive Medicare-reimbursed home health services a person must be 
considered “homebound.” Two criteria must be met: 1) The person is normally unable to leave home and 
doing so requires a considerable and taxing effort; 2) Leaving home isn’t medically advisable or isn’t possible 
without the aid of supportive devices, use of special transportation, or the assistance of another person. A 
person is still considered homebound if they leave home for short, infrequent absences for non-medical 
reasons, such as attending religious services (Centers for Medicare and Medicaid, 2016). 
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Physician Compliance 
“Our numbers dropped significantly when they changed the requirements for documentation. The 
physicians started pushing back. We can’t control the physicians and we’re small so we can’t afford to 
have to write things off because of documentation mistakes!” 

 
o Incorrect physician documentation can result in denied claims. HHAs reported a range of claims 

denied over the past year from 0 to 11, with over half being a result of incorrect physician 
documentation. 

o Appealing a claim denial can be a lengthy and complicated process with some HHAs reporting 
a process of up to one year. 

o For small, low volume HHAs with limited support staff, the lack of payment due to claim denials 
severely impacts financial stability and can be time-consuming, which impacts the number of 
patients that can be seen. 

o To correct this, HHAs report: 
o Investing time into educating physicians on regulatory changes and service criteria. 
o Dedicating FTE to intake and billing processes only. Fourteen out of 20 HHAs (3 FS and 

11HB) had at least one FTE dedicated to processing intake. Seventeen out of 20 HHAs had 
at least one FTE or hospital support for billing (n = 19 respondents). See also page 12. 

o Some HHAs report a decrease in patients due to physicians refusing to refer patients as a result of 
the cumbersome paperwork. 

 
To address these regulatory barriers, there are two pieces of current legislation: 

The Home Health Care Planning Improvement Act of 2015 (H.R.1342, S.578) would allow nurse 
practitioners and physician assistants to certify and recertify home health services. Introduced by 
Oregon Representative Greg Walden, H.R.1342 has been co-sponsored by all Oregon Senators and 
Representatives. As of April 2016 it had 50 co-sponsors in the senate, short one needed for a majority, 
and 183 in the House of Representatives. 

2015 Active physicians by FTE per 1,000 persons by county 
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The Home Health Documentation and Program Improvement Act of 2015 (S.1650) requires CMS to 
develop a standardized form for beneficiary eligibility which will allow home health agencies to 
complete the form to be reviewed and signed by the referring physician. This will ensure a more 
streamlined process for both home health agencies and referring physicians.  

For more information and to keep up to date on policy solutions, visit the Oregon Association of Home 
Care website at: http://www.oahc.org/. 

 

Paperwork and Technology 

 
Paperwork Burden and Operational Efficiency of Technology 

o Most HHAs reported that required admission, recertification and readmission paperwork took 
between 2 to 3 hours to complete. This does not include the time it takes to complete the visit.  

o For HHAs with limited staffing, this impacts the number of patients that can be seen. 
o Fourteen (out of 20) HHAs use an Electronic Health Record (EHR). Nine of these are HB. Only four 

of these have EHRs that “talk” to their hospital. 
o Fourteen out of the 15 HHAs with an average monthly census of 30 patients or more use an EHR. 
o Thirteen (out of 20) HHAs use laptops or tablets while out on their visits ( n=18 respondents). All of 

these agencies have an average monthly census of 32 or greater. 
o Only one agency reported using telehealth services. 
o In many areas, internet access and bandwidth is not sufficient to use real-time charting or 

telehealth. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Outcome and Assessment Information Set (OASIS): At 96 questions, the OASIS patient assessment form is 
required for all Home Health Agency patients reimbursed by Medicare and Medicaid - in addition to regular 
physical assessments and the admission forms. 
Recertification: Recertification is required at least every 60 days when there is a need for continuous home 
health care after an initial 60-day episode. Medicare does not limit the number of 60-day episodes for 
patients who continue to be eligible for the benefit. However, this necessitates additional paperwork every 
60 days. 
Home Health Star Ratings: Available in Home Health Compare, there are two types of star ratings. These 
were first published in July 2015: 

o The Quality of Patient Care Star Rating: based on OASIS assessments and Medicare claims data.  
o Patient Satisfaction Survey Star Ratings: based on HHCAHPS survey data. 
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Concerns About CMS Home Health Star Ratings (see Appendix D) 
“Does Medicare even want home health services? They create so many regulations! With homebound 
patients it is important to act fast and efficiently because the problems will only worsen. Instead of 
focusing on changing regulations, the focus should be on educating the public and doctors about 
what patients can be referred…” 

 
o The average CMS star rating across all 27 of Oregon’s rural and frontier HHAs is currently 2.9.  
o The national and state average is 3.0. 
o Thirteen of Oregon’s rural and frontier HHAs currently have a star rating of 3.0 or higher. 
o All HHAs noted that their patient satisfaction survey scores were high but the quality measures 

were based on improving patient outcomes that are unrealistic in situations where many 
patients will not improve.  

o Two HHAs reported that their star ratings were now being linked to insurance carrier payments.  
 
 

Challenge 2:  Home Health Care: Rural Workforce 

Recruitment and Retention 
“Our census is too low to be able to offer the full-time employment folks want.” 

 
o The average nurse vacancy rate in 2015 for home health and hospice was 16.7%, an increase 

from 2004 and 201011. 
o None of the HHAs reported significant challenges with retention but all of the HHAs reported 

significant challenges with recruitment. 
o Three agencies (out of 20) reported posting positions that were not filled for a year or more. One 

HHA reported the possibility of closing if a replacement could not be found before she retires. 
o HHAs could benefit from tax credit and student loan repayment or forgiveness programs to 

incentivize providers. 

Therapists and Speech Pathologists 
o Due to the limited availability of physical and occupational therapists, as well as speech 

pathologists, HHAs that offer these services reported these positions as traveling, contracted or 
shared with the hospital. 

o Hospital-based HHAs reported using a portion of FTE of therapists and pathologists employed at 
their hospital or hospital system. 

Sufficient staffing 
o The number of HHA clinical staff reported ranged from 1 FTE to 53 FTE. 
o For some agencies, a lack of nurses is negatively impacting their quality of patient care star 

rating. Staff are unable to meet the Medicare requirement for an initial assessment visit to be 
done within 48 hours of the referral or on the physician-ordered date. 

o The number of leadership and support staff ranged from 0.5 FTE to 12 FTE. 
o Fourteen HHAs (out of 20) have at least one FTE dedicated to intake work (n=19 respondents). 
o Seventeen HHAs (out of 20) have at least one FTE dedicated to billing (n=19 respondents). 
o There is a notable operational scale needed in order to be able to meet administrative and 

regulatory requirements while still seeing patients as needed.  
o Hospital-based HHAs are able to create staffing efficiencies that are unavailable to FS 

HHAs. Many HB HHAs report that the hospital or hospital system provides billing services, IT 
support and recruitment/Human Resources assistance. Samaritan North Lincoln and 
Samaritan Pacific share staff when needed. 

                                                   
11 Oregon Center for Nursing: The Demand for Nursing Professionals, 2016. 
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Methodology and Limitations 
 
Demographics 
Demographic information on Oregon’s rural aging population was collected using the U.S. Census 
Bureau’s Fact Finder tool. Rural census tracts were determined by matching ORH rural zip codes to their 
corresponding census tract. When data by census tract was unavailable, data was sorted by county. 
All statistical analyses of demographic data were performed using Stata (StataCorp, 2013. College 
Station, TX). R-values were determined by performing a pairwise correlation analysis of the 65+ 
population living below FPL by county (U.S. Census Bureau, 2013b) and the percentage of rural seniors 
living with one or more disabilities by county (U.S. Census Bureau 2013d). The same analysis was 
performed for the median household income for the population aged 65 years and older by county 
(U.S. Census Bureau, 2013a). Pairwise t-tests were performed in determining which counties had 
statistically significant disability rates among the rural 65+ population higher than the state average. The 
same analysis was also performed in order to determine which Oregon counties had ADL scores 
among patients admitted to NFs and lengths of stays among NF residents higher than the state 
averages. Statistical significance for these tests were determined at alpha level p=0.05.  
 
Community-Based and Long-Term Care Services 
Services to support aging in place were inventoried from: 

• Licensing information including facility location, capacity, Medicare acceptance was provided 
by Oregon DHS Office of Licensing and Regulatory Oversight (unpublished, 2015).  

• Rural hospitals, clinics, and critical access pharmacies were collected from Oregon Office of 
Rural Health databases.  

• In order to maintain standardization across counties as best as possible, the Aging and Disability 
Resource Connection (ADRC) was utilized to conduct a search of rural services: 
https://www.adrcoforegon.org/consite/index.php. The search was conducted by county 
utilizing the registered service terms provided by the Administration for Community Living (ACL) 
(2013). For institutional based care, the ratio of rural and urban seniors to rural and urban beds 
was calculated by dividing the total number of seniors in each area by the total number of beds 
in the corresponding area. 

 
Challenges Facing Rural Home Health Agencies 
In-person and telephone interviews were conducted with 20 rural home health agencies between July 
and September 2016. Interviews included questions on the organization type, patient census, staffing, 
regulatory requirements, administrative and clinical processes and overall challenges.  
 
Limitations 
There is no standard for tracking the availability of services by community and ensuring the same types 
of information, such as location, services provided, cost, etc. are made readily available to consumers. 
The ADRC relies heavily upon the state Area Agencies on Aging (AAAs) to add the services in their 
areas to the registry. The funding and staffing of each AAA greatly impacts the completeness of the 
information provided. Additionally, many services provided by non-governmental agencies are not 
listed in the ADRC, thus limiting the utility of this search tool. The inventory of services may not be a 
complete catalog of all services available to rural seniors. However, because the ADRC search tool 
used is the same one available to seniors, it provides an accurate representation of the services for 
which seniors could most readily access information. 
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Appendices 
Appendix A. Life expectancy, income, poverty and disability by county 
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Appendix B. Rural and Frontier Nursing Facilities12  
 

 
 

 

 

 

 

 

 

 
 
                                                   
12 Oregon Department of Health Services Office of Licensing and Regulatory Oversight (unpublished), 2015. 

Licensed Nursing Facility Characteristics Rural Urban State 
Number of facilities 54 83 137 
Percent of Oregon facilities 39.4% 60.6% 100.0% 
Total capacity 4,705 7,309 12,014 
Percent of Oregon capacity 39.2% 60.8% 100.0% 
Average capacity/facility 85.5 87 86.4 
Percent accepting Medicare 94.5% 86.9% 89.9% 
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Appendix C. Rural and Frontier Adult Foster Homes13  
 

 

  

                                                   
13 Oregon Department of Health Services Office of Licensing and Regulatory Oversight (unpublished), 2015. 

Adult Foster Home Characteristics Rural Urban  State 
Number of Adult Foster Homes 463 1,273 1,736 
Percent of Oregon Adult Foster Homes 26.7% 73.3% 100.0% 
Total capacity 1,797 5,814 7,611 
Percent of Oregon capacity 23.6% 76.4% 100.0% 
Average capacity/facility 3.9 4.6 4.4 
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Appendix D. Rural and Frontier Home Health Agencies with CMS Star Ratings14 
 

  

                                                   
14 Centers for Medicare and Medicaid. (2016, September 21). Home Health Compare Datasets.  
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