DOCUMENT RESUME
ED 274 898 : CG 019 402

AUTHOR Ortiz, Elizabeth Thompson; Bassoff, Betty 2.

TITLE Proprietary Hospital Social Work: What Do We Know?
PUB DATE Sep 86

NOTE 2lp.; Paper presented at the Annual Meeting of the

American Public Health Association (1l4th, Las Vegas,
NV, September 28-October 2, 1986).

PUB TYPE Reports - Research/Technical (143) =--
Speeches/Conference Papers (150)

EDRS PRICE MF01/PCO0l Plus Postage.

DESCRIPTORS Financial Support; *Hospitals; *Nonprofit
Organizations; Persvnnel; *Social Services; *Social
Work

IDENTIFIERS *Proprietary Hospitals

ABSTRACT

The rapid growth of the proprietary sector in the
provision of social services creates a challenge for the social work
profession. Little is known about social work services in for-profit
organizations or about how they compare to similar non-profit
settings. A comparative study was conducted of social work services
in proprietary and non-profit hospitals which used the results of the
1985 Membership Survey of The Society for Hospital Social Work
Directors and a sample of 50 proprietary hospital social work
departments. Differences and similarities in the areas of services
and staffing, work settings, characteristics of directors, and
changes since the advent of the Diagnostically Related Groupings
(DRG's) were exauined for non-profit and for-profit groups. The
proprietary sample also described changes since DRG's in the areas of
discharge planning, direct patient services, administrative
responsibilities, new program development, and fiscal support. The
results revealed that proprietary hospitals, in contrast to
non-profit institutions, were often located in suburban areas, were
part of a multi-hospital system, and were small in size. The
proprietary hospital social work departments and those non-profits
sampled by the Society for Hospital Social Work Directors were found
to be different in size and type of staff. Several differences were
also revealed in the kinds of services provided by proprietary and
non-profit hospitals. The findings suggest several implications for
both social work and health care. (Author/NB)

***********************************************************************

* Reproductions supplied by EDRS are the best that can be made *
®

from the original document. *
************t**t*t********t********************************************




BEST COPY AVAILABLE

EU274898

FROFRIETARY HOSFITAL SOCiAL WORK: WHAT DO WE KNOW?

by

Elizabeth Thompson Ortiz, DSW
Assistant FProfessor
Department of Sccial Work
California State University Long Beach
Long Beach, California ——

and /f

Betty Z. Bassof+f, DSW
Frofessor, Maternal and Child Health Division
School of Fublic Health
s San Diego State University
San Diego, California

C6 01724V2¢

This paper was presented at the 114th Annual Meeting of the
American Fublic Health Association, September 28 -~ October 2,
1986 in Las Vegas, Nevada.

“PERMISSION TO REPRODUCE THIS

oMo o e improvamant MATERIAL HAS BEEN GRANTED BY
SOURCES INFORMATION ) ,
EDUCA“OMLC%%‘TER RS
V‘I:l‘ document has been ml‘“ [ ] < %M&. :
%M"n':m Mz,
O Minor chenges have been made (0 improve
reproduction quality.

2 TO THE EDUCATIONAL RESOURCES

* inthie doc
» Po ‘s olvieworomnons s et oficia INFORMATION CENTER (ERIC)."

men. 00 not NeCessanly represent otficial
OERI position or policy.




FROFRIETARY HOSFITAL SOCIAL WORE: WHAT DO WE KNDOW?

by
Elizabeth Thompson O-tiz, DSW
Assistant Frofessor. Department of Social Work
California State University Long Beach
Long Beach, California
and
Betty Z. Bassoff, DSW
Frofessor, Maternal and Child Health Division

School of Fublic Health, San Diego State University
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ARSTRACT .
/

The rapid growth of the proprietary sector {n the
provision of social services creates a challenge for the
social work profession. Little is known about social work
services in for-profit organizations, or about how they compare
to similar non-profit settings. This paper reports a
comparative study of social work services in proprietary and
non-profit hospitals, utilizing the results of the 1985
Membership Survey of The Society for Hospiéal Social Work
Directors and a sample Df S@ proprietary hospital social
work departments. Services and staffing, characteristics of
directors, and response to DRG's are contrasted. Implications
for the profession are presented.

This peper was presented at the 114th Annual Meeting of the

American Fublic Health Association, September 28 - October 2,
1986 in Las Vegas, Nevada.
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FROFRIETARY HOSFITAL SOCIAL WORK:
WHAT DO WE KNOW?

INTRODUCTION

The rapid growth of the proprietary sector in the
provision of social services which have been traditionally
administered under non—-profit or government auspices creates
problems and challenges for the social work profession.
The time~honored conceptual, theoretical, and values models
of the profession assume that social welfare benefits and
services will be provided outside of market criteria, and that
the delivery system will be non—profit (either gnvgyﬁmental or
voluntary). While great concern has been voiced in the
profession, little is actually known about =ocial work
services delivered in for-profit organizations, or about the
ways in which they are similar to or different from comparable
non—profit settings 1.

1his paper reports on a comparative study of social work
services in proprietary and non-profit hospitals, utilizing the

results of the 1985 Membership Survey of The Society fo- Hospital
2

-~

Social Work Directors in comparison with a sample of 5@
proprietary hospital social work departments. Ways in which
department services and staffing are similar and dissimilar are
reported, recent developments in response to DRG’'s are summari=zrd,
and implications of this material)l for the role of social work in

health care are presented. While the health area was selected
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hecause the trend toward proprietary provision is far
advanced in this sector, the issues in relation to service
delivery are important for ali social workers since this is a
general trend.
BACKGROUND: GROWTH OF THE FROFRIETARY SECTOR

The large scale growth of proprietary agencies in social
service delivery is a relatively recent phenomenon, beginning in
the 1960°'s and mushrooming since the early 1978's. However, it

should be ncted that historical precedents for proprietary

>

approaches date back to the 18th century . While a small
profit—-maliing sector in social welfare has always been with us,
the expanded use of contracting with the private sg;éor in the
78's, has provided opportunities for rapid proprietary growth
in recent years.

The health care field in particular has seen censiderable
rxcent growth, with about S3% of the 23,600 long term care
facilities (including nursing homes, homes for the aged,
psychiatric institutions, facilities for children, the mentally
and physically handicapped, and chronic disease hospitals)

’ 4

in the United States operated for—-profit . Within that

group nursing homes have & higher rate (75%) of for—-profit

S

ownership . American Hospital Association figures for

1983 showed over 11% of general hospital membership to be
6

investor owned (for profit) . Additionally, an

increasing number ot non-profit hospitals are managed by

proprietary corporations. Hospitals and health care have




become big husiness, but quality information analyzing the
7
impact of these chanaecs is just beginning to appear (.

In the 1980 °'s for-profit agencies have also bhecome
firmly entrenched as providers of home health services,
homemaker and chore zervices, and in many other community
services focussed on the aged and disabled. Child welfare
and day care are two additional areas where for-profit agencies
have bzcome major providers. The 1977 National Study of Social
Services to Children and Their Families found that S1i% of
residential treatment, 487% of institutionel care, and 587 of
group home care financed by public child welfare- agencies were
provided by proprietaries. In addition, fnr—prnfit/éntities
provided 31% of child day care and 29% of day treatment
financed by public agencies 8.

Given these trznds professional social workers are
increasingly employed under for—-profit auspices, although
reliable data describing this shift are not yet available. The
1985 survey of the National Association of Social Workers'
membership 9, in which 12.31% of all membercs responding
reported primary employment in & for—profit context and 63.29%4
reported secondary employment for—-profit, grovides the only
information located by these researchers.

THE STUDY
The study presented in this paper compared social work

services in 5@ randomlv selected, acute care, general hospitals

in California with a similar study conducted by the Association




of Hospital Social Work Directors of the American Hospital
Association in 1985 IB. The Society randomly suwveyed 468 of
its members by telephone during February and iMarch of 1985,
obtaining a total of 308 completed gquestionnaires. The authors
of this paper utilized an adapted form of the Society's
questionnaire to survey S0 acute care proprietary hospitals in
California, randomly selected from the 170 such institutions
listed in the 1985 edition of Hospital Statistics published by
the American Hospital Association 11.

The adapted survey used on the Califcrnia sample
conzisted of 32 questions constructed as follows? 47 were
reproduced exactly from the Society’'s survey, so thﬁé results
could be compared. These questions ;nlicited the size and
organizational structure of the hospital and the social work
department, as well as educatingal characteristics of the
social work department staff, and membership in the Societvy.
Information regarding the social work role in directing various
hospital functions, such as discharge planning, utilization
review and employee assistan;e was obtained. AN addtional S
questions were asked in the adapted swvey; four were
open—ended requests for information about changes in the
department since the advent of the DRG (Diagnostically Related
Groupings) system 12, and one concerned membership in NASW.

The survey was carried out by t=lephone between April and

May of 1986, using social worlk department heads or designated

personnel as respondents. Nine of the S0 hospitals were dropped




from the sample because they provided primarily psychiatric
services, and thus did not represent social work services in

an acute care general hospital context. Ten more of the

original S0 were found to cormtract out their social work services
and had no on—-site department; they were also dropped from the
study (but should not be dropped from our awareness). Surveys
were completed for the remaining 31 hospitals.

The limitations of the study should be kept in mind as
the data which follows are read. First, the 1985 study by The
Society included an 11.434%Z proprietary hnspitéls, since
it randomly selected from membership. Second,-the differences
in characteristics between the 234 of the the Sncigyé’s sample
on which surveys were not completed and the hospitals which
did provide data are not known. Third., data were not obtained
from the 207 of the California proprietary sample which used
contract services. Finally, social work services in California
proprietaries may not be typical of services in proprietaries
nationally. The above limitations notwithstending, the following
results provide considerable new information about social work ih
proprietary hospitals.

COMFARISON OF SOCIAL WORK SERVICES IN PROPRIETARY AND NON-FROFIT
HOSFITALS '

1. Work Setting

The setting within which medical social services are
delivered is significantly different for the proprietary hoszpitals.
Slightly over one half are located in suburban areas compared to

I0% of the nonprofits sampled by the Society, and fewer are located

e
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in rural areas. Most of the proprietar.es are part of a
multi-—-hospital system (7774 compared with 39% of the Scciety sample:?
and none were university affiliated. Froprietary hospitals are
small in size! none of our sample was larger than F00 beds,

while 40% of the SHSWLD sample were over this size. Thirty-five
percent of our sample represented settings under 200 beds in size.

2. Staffing

Dnly 42% of the 31 social work directors interviewed in
the proprietary sample were membetrs of the Society for Hospital
Social Work Directors (the major professional organization for
this group). 0OFf these, 19% had been members f;:ﬁfouc years or

’
more, compared with 75% of the Society’'s sample. Aéditiona}ly.
only 48% were members of NASW (comparable data were not available
from the Society sample).

In terms of race and ethnicity, 84% were white, 10% were
black, and &% were "other". This was very similar to the Society’'s
results, with the exception of the percent of black directors
(only S.5%). THe proportion of women to men was greater in the
proprietaries than in the Society survey, 87% to 72%Z. A related
sidelight to this issue is the question of salary, which was not
addressed in our study. However, a salary survey of 80 members
of the Southern California Chapter of the Society for Hospital
Social Work Directors conducted in 1982, showed an average annual
salary of $34,587 in public hospitals, #33,161 in Erivate
nonprofits, and $25,55@0 in proprietary hospitals 14.

Years of experience as an administrator adds another




dimension to the profile. As shown in Table 1, 42% of the
proprietary hospital directors have held such a position for =
vears or less compared to 16% in the Society survey (where

almost &63% have been directors for more than & years).

TABLE 1

YEARS OF EXFERIENCE AS A SOCIAL WORK ADMINISTRATOR

SHSWD FROPRIETARIES
N=308 =31

LESS THAN 2 YEARS 14¢ 4.5) 10(32.3)

2 - 3 YEARS J6(11.7) 3 9.7)

4 - 5 YEARS 54(17.3) 4(12.9)

6 - 1@ YEARS 183(33. 4) —=5(16.1)

11 - 15 YEARS 73I(23.7) 20 6.5

16 OR MORE 23¢ 7.5 4(32.9)

DOES NOT AFFLY S 1.7) IC 9.7

| evel of educational background and graduate social work
training further differzntiated the two samples, as Tables 2 and
3 reveal. No proprietary directors held social work doctorates,
and only S2% had masters degrees in any field (48.47 in social

work). Iﬁ contrast just under 80% of the Society's sample had

a masters or higher degree in social work.

TABLE 2

HIGHEST EDUCATIONAL DEGREE ATTAINED

SHSWD FROFRIETARIES
N=308 =31
DOCTORAL ¢ 2.9 @
MASTERS 255(82. 1) 16(51.6)
BACHELORS 42(13.6) 11(35.5)
ASSOCIATE 2 .6) @
NO DEGREE 2 30 9.7)
NO ANSWER 2¢ .6 1¢( 3.2
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TABLE 3

MASTERS OR HIGHER SOCIAL WORE DEGREE

SHSWD FROFRIETARIES
N=Z09 N=31

YES 246(79.9) 15(48.4)

NO 62(20. 1) 16(31.6)

The proprietary hospital social work departments and
those sampled by the Society were strikinmgly different in sire
and type of staff (Table 4). Fart of this difference
can be attributed to the smaller institutional.size in the
proprietary sample. All of the proprietary social yérk
departments samplea consisted of 6 or fewer people {(compared to
S0% cof the Society sample), and almost S5% had feweé than 2 full
time squivalents. Even more striking is the difference in use
of trained social work personel. O0Only 58%Z of proprietary

hospital social service staff were social workers compared with

9% in the Society sample.
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TABLE 4

DEFARTMENT STAFFIMNG: SOCIAL WORK FERSOMNEL
AND TOTAL FULL TIME EGUIVALENTS

SHSWD PROFRIETARIES
N=328 N=Z=1
SW TOTAL SW TOTAL
STAFF STAFF STAFF STAFF
NONE 30( 9.7) 29( 92.4) 10(32.3) b(19.4)
LESS THAN 2 61(19.8) 49(15%.9) 14¢45.2) 11(35.3)
2 -5 87 (28.2) 76(24.7) 7(22.6) 14(45.2)
& - 18 81(16.6) o8(18.8) n) 2
11 ~-15 34¢11.@) IB(12.3) 0 2
16 - 20 g0 1.8 11¢ 2.&) (5} @
21 OR MORE 40(12.9) 47{15.3) 2 2
3. Services N

Respondents in both samples were given a li;£ of fifteen
kinds of services commonly provided in hospitals and were asked
to indicate which ones were offered in their huospital and whether,
if offered, they were administered by the social work department.
Table & displays the respcnses of the two groups. An asterishk is
used to indicate those services which, if available, proprietary
social service directors are (at least 10%) more likely to

administer.




SELECTED SERVICES:

SERVICE

* DISCHARGE FLANNING
HOME HEALTH CARE

* LONG TERM CARE
HOSFICE

* EMPLOYEE ASSISTANCE
* STRESS MANAGEMENT

* MENTAL HEALTH

% CHEMICAL DEFENDENCY
* EATING DISORDERS
FATIENT EDUCATION

* FPERS EMERG RESF SYST
* BIOETHICS COMMITTEE
* UTILIZATION REVIEW
DRG COORDINATION
CHILD LIFE

TAELE 9

SWHSD
N=308

SERVICE
OFFERED

299(97.@)
145(47. 1)
70(22.2)
82(26.2)
139(31.6)
130(42.2)
139(31.6)
130(42.2)
82(26.6)
262(83. 1)
124 (40.3)
1535(50.73)
2946(96.1)
249 (80.8)
96(18.2)

SwW
ADMIN

261(87.3)
41(28.3)
34(48.6)
22(26.8)
69(4353.4)
45 (34.6)
42(26.4)
21 (16.2)
13(15.9)
S2(19.8)
40 (32.3)
13 8.4)
28¢C 2.9)

23 9.2)
18(32.1)

FROFDRTION OF HOSFITALS OFFERING
THEM AND FROFORTION ADMINISTERED RY SOCIAL WORK

FROFRIETARIES
N=31
SERVICE S
OFFERED ADMIN.
2110 3F0(96.3)
16(51.6) 6(Z7.5)
4(12.9) I(75.)
6(19.4) 2(3T. 3
26(83.9) 19(73.1)
14(45.2) 11(78.%)
7(22.6) S(71.4)
2(29.0) 9 (186
S(16.1) o (10D
—28(90.3) 6(21.4)
?(29.0) 4¢44.43)
14( 4) SH{Z20.D)
’%?mm) 8(25.3)
29(93.' 4(13.3)
6(19.4) 1(16.7)

Several differences are immediately apparent from the data.

First,

is different,

long term care, chemical dependency,

than the Society sample.

the profile of services offered by the proprietary hospitals
since they are less likely to offer mental health.

and eating disorder programs

They are more likely to offer Employee'

Assistance and DRG coordination programs.

With regard to the social work role in directing these

programs, we see that in 10 of the 15 services social work

personnel
to direct the programs

an eleventh program,

home health care).

in the proprietary sample are over 10% more likely
(and almost 10%Z more likely to direct

Furthermore they are

over 80% more likely to direct chemical dependency and eating

13



disorders programs when they are present, and 48X more likely
to direct stress management and mental health programs. They
are also over I@% more likely to direct long term care and
employee assistance programs. The only program which the
Society sample social workers were more likely to direct is
Child Life (by 15.4%).

4., Changes since DRG's

The advent of the DRG (Diagnostically Related Groupings)
system was heralded by dire prognistications from the health field;:
social work was no exception. We were curious to learn about the
actual effects on social services in the proprietaries, and were
able to make limited contrasts with the Society stuy? data
(Table 6), although it should be noted that since the Society’'s
data were from 1985 and ours from 1986 the proprietary sample had
one more year to register changes. Additional information was

obtained from the proprietary sample alone.

TABLE 6

CHANGE IN SOCIAL WORX DEFARTMENT SIZE SIMCE DRG'S

SHSWD FROPRIETARIES
=308 N=31
INCREASED 76(24.7) S(16.1)
DECREASED 24¢ 7.8) (29.9)
NOT CHANGED 149(48.4) 16(51.6)
NOT APFPLICAEBLE 4B0(13.@) 1(3.2)
NO RESFONSE 19¢ 6.1) 7]

About the same pr—nortion of proprietaries and
non-gprofits, roughly half, have experienced rno change in

staff since DRG's, a surprising finding considering the




anticipated impact of the new system. Of those who have
experienced change, proprietaries proved to be the most
vulnerable as 29% lost staff. A surprising number of
departmnents (almost 257 of non—-profits and 16%Z of
proprietaries) have gained staff.

The proprietary sample was also asked to describe any
changes which had occcured in five specific service areas:
direct patient services, discharge plarning, administrative
responsibilities, nmew program development., and fiscal support.
The fnllbwing is a summary of the responses.

A. Discharge Planning

The greatest proportion of proprietaries deécribed
changes in this area (84%) Descriptions of these changes were
focussed on earlier contacts with patients, greater work load.
issues of maintenance of people in their homes, screening for
those needing most attention, and rapidity of the process
generally. While scme reporte? decreased resources, others
noted the expanding ability to purchase home supﬁnrts for
patients. Respondents commerited on the increased complexity
of the cases and prnblemé faced in discharge planning because
of the more acute medical status of patients at the time of
discharge, and an expansion of grief counseling with families.

B. Direct Patient Services
Seventy—one percent of the proprietary sample indicated

a change in direct patient services since the DRG's. The most

frequent responses were those stating increase in services to

15




patients, increased needs of patients being served, and
decreased resources available inside and out of the hospital.
Overall comments indicate that the visibility and importance of
social services has increased post DRG's in the proprietaries.
Responses on the status of counseling and "clinical” services
was ambiguous as some respondents described decreasing
possibilities while others spoke of increased opportunities.
€. Administration

Sixty~eight percent of proprietary social work directors

indicated an oversall increase in administrative roles and tasks.

———

Major areas of added responsibility feli into categogies of
’
working with community home health agencies to secuée beds,
searching for discharge alternatives, increased involvement in
utilization review, and increased reports and analyses of
services. In some instances billing responsibilities had
been assigned to the social work department. Increased time
spent in commmittees and in working with other staff also
seemed to be a common theme. ’
D. New Frogram Development

Sixty—-five percent of proprietary respondents reported
an increase in new program development activities, mostly in
relation to programs listed in Table &. In addition, directors
were involved in developing protocols for diagnosis,
psychological outreach, patient ombudsman programs, linkages

with community and pre—-admission outreach.

E. Fiscal Support

-1 -
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In regard to the critical questiorn of whether the
increased program responsibilitiés described above have been
financially supported by the hospital funding of social work
services, over 77% of the respondents reported unchanged
(41.9%) or increased (35.5%) financial support for their
programs.

IMFLICATIONS FOR SOCIAL WORK AND HEALTH CARE

1. Acknowledgement of Differences

The information which emerged from the study shows the
proprietary hospital social work departments to differ.frnm
their non-profit companions. These difference;_;ugges£ both
strengths and weaknesses in the current state of prégtice
knowledge and provide insights as to needed developments in
social work education at various levels and in professional
outreach.

The smaller work ccitext of the proprietary hospital
social worker js conducive :0 greater visibility and to
administrative responsibility for programs which are seen as .
marketing to special populations. The advent of DRG's has
served, for the most part, to heighten the influence of these
social workers in their settings. One cen hypothesize that skills
in program planning and administratior would be great assets to
workers who may well have assumed their jobs trained as clinicians.
It would be interesting to know the training background of the

more than 50% of the sample who did not hold s degree in social

work (a good subjeczt for further study).
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The profit motive of the proprietary setting appears to
influence practice in & number of ways. Certainly the far lower
level of trained social work staff is an outgrowth of this
dynamic. With more than 388 coccupations listed as health—-related14
the proprietaries have made choices which minimize costs.

While old territory and boundary problems in the health field
are reactivated, the "bottom line" is represented by the
difference in salaries of non—-profit and for—-profit directors.

Another effect of the profit motive is the marketing of
services and programs to special populations and the liklihood
that social service directors will hold admini;;;atiye
responsibilities for these programs. Again, the dyhamic in the
typically small size proprietary flows from cost—-saving motives
which are likely to place the social worker in the role of the
staff member who is most highly trained in the psychosocial area.
In comparison, the larger non-profits often abound with competitive
departments and specialties such as psychiatry and psychology,
ever éager for new territories. ,

2. Recognition o* Similarities

While thé study did not attempt to assess quality or
gquanti+ty of service delivery, it did demonstrate that the same
array of social care exists in both proprietary and non—-profit
settings, although it is provided by personiniel at a lower
educational level in the proprietaries. These personnel were

involved in almost all areas of hospital service, with a clearly

increasing focus on discharge planning and community resource




location. Effects of the DRG’'s on service delivgry appeared
identical to those reported by the non-profits 1d.

Respondents spoke of increased patient loads,
pressure for rapid community resource location and placement,
more complex and demanding cases. However, they also spoke about
the growing diversification of their roles which included chairing
vutilization review and ethics committees. Given the demands
placed on social work in hospital settings, burn-out seems to be

a particularly acute risk for both proprietary and non-profit

providers.

3. PFromotion of Frofessional Identificationf"

It appears to the authors that a major conc{usion which
can be drawn from this study lies in the need and opportunities
for the social work profession to promote itself with proprietary
hospitals and their social services staff. Less than half of the
directors were members of either the Society or NASW. An aggressive
outreach campaign on the part of both organizations would likely
attract proprietary members, parﬁicularly if their affiliation w9u1d
assist in upgrading salaries. Consultation to proprietary hospitals
regarding recruitment and hiring of appropriately trained staff
should also be developed, and would benefit guality of services
overall.

In another vein, there are lessons to be learned by

social worl educators about the “generalist" (as opposed to

"clinical" skills needed by social workers in health care who

may increasirngly find themselves practicing in proprietary




settings. A first job in the field could find the social wnorker
carrying out the roles of discharge planner, family cocunselor,
grief counselor, community resources catalyst, program develcper
and administrator. Our curricula in schools of social work at
the bachelors and masters levels are not prepared to meet the

siill needs of such workers.

Continuing education is anoth~r area in which the needs
of this group couid be addressed. Cornferences held by the
society and by units of NASW need to specifically address

proprietary sector social workers and to support their

——

competency through training in program developmetent and
administration. Froprietary sector social work is é;t a fleeting
phenomenons it is of growing importance and influence in health
care and needs to be brought within the fold.
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