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Application submission must include:
T One electronic copy of your application, including any applicable attachments i no
paper copy is required.
1 A check or money order for the review fee of $21,968 payable to Department of
Health.

Include copy of the signed cover sheet with the fee if you submit the application and fee
separately. This allows us to connect your application to your fee. We also strongly
encourage sending payment with a tracking number.

Mail or deliver the application and review fee to:

Mailing Address: Other Than By Mail:
Department of Health Department of Health
Certificate of Need Program Certificate of Need Program
P O Box 47852 111 Israel Road SE

Olympia, Washington 98504-7852 Tumwater, Washington 98501

Contact Us:
Certificate of Need Program Office 360-236-2955 or FSLCON@doh.wa.gov.

DOH 260-035 September 2021
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Application Instructions

The Certificate of Need Program will use the information in your application to determine
if your project meets the applicable review criteria. These criteria are included in state law
and rules. Revised Code of Washington (RCW) 70.38 and Washington Administrative
Code (WAC) 246-310.

General Instructions:
1 Include a table of contents for application sections and appendices/exhibits

Number all pages consecutively

Make the narrative information complete and to the point.

Cite all data sources.

Provide copies of articles, studies, etc. cited in the application.

Place extensive supporting data in an appendix.

Provide a detailed listing of the assumptions you used for all of your utilization and financial
projections, as well as the bases for these assumptions.

1 Under no circumstance should your application contain any patient identifying
information.

Use non -inflated dollars for all cost projections

Do not include a general inflation rate for these dollar amounts.

Do include current contract cost increases such as union contract staff salary
increases. You must identify each contractual increase in the description of
assumptions included in the application.

T Do not include a capital expenditure contingency.

If any of the documents provided in the application are in draft form, a draft is only

acceptable if it includes the following elements:

a. identifies all entities associated with the agreement,

b. outlines all roles and responsibilities of all entities,

c. identifies all costs associated with the agreement,

d. includes all exhibits that are referenced in the agreement, and

e. any agreements in draft form must include a document signed by both entities
committing to execute the agreement as submitted following CN approval.

A= 4 4 A

f.
Do not skip any questions in this application. If you believe a question is not
applicable to your project, explain why it is not applicable.

Answer the following questions in a manner that makes sense for your project. In some
cases, a table may make more sense than a narrative. The department will follow up in
screening if there are questions.

Program staff members are available to provide technical assistance (TA) at no
cost to you before submitting your application. While TA isn't required, it's highly
recommended and can make any required review easier. To request a TA meeting,
call 360-236-2955 or email us at FSLCON@doh.wa.gov

DOH 260-035 September 2021
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Certificate of Need Application
Hospice Agency

Certificate of Need applications must be submitted with a fee in accordance with
Washington Administrative Code (WAC) 246-310-990,

Application is made for a Certificate of Need In accordance with provisions in Revised Code of
Washington (RCW) 70.38 and WAC 246-310, rules and regulations adopted by the Washington
State Depariment of Health. | attest that the statements made in this application are comrect to
the best of my knowledge and belief.

Signature and Title of Responsible Officer Date 01-23-2028
Mk Tk Check Tracking# EJ875213261US
W?mb./aﬂ (ow e )
Email Address
Telephone Number  209-495-2504
info@goldenangeishospice.com
Legal Name of Applicant Provide a brief project description
& New Agency
Golden Angels Hospice and Palliative Care, LLC | [J Expansion of Existing Agency
O Other:
Address of Applicant
Estimated capital expenditure: $32000
3560 Bridgeport Way West Ste.
1-D University Place, WA 98464

Identify the county proposed to be served for this project. Note: Each hospice application must be
submitted for one county only. If an applicant intends to obtain a Certificate of Need to serve more
than one county, then an application must submitted for each county separately.

Pierce County

Page 3 of 86
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Applicant Description

Answers to the following questions will help the department fully understand the role of
the applicant(s). Your answers in this section will provide context for the reviews under
Financial Feasibility (WAC 246-310-220) and Structure and Process of Care (WAC 246-
310-230).

1. Provide the legal name(s) and address(es)of the applicant(s).
Note: The term fiapplicanto for this purpos
a ten percent or greater financial interest in the partnership or corporation or other

comparable legal entity as defined in WAC 246-310-010(6).

1 Marinela Placintar
(Member/Manager)
3560 Bridgeport Way West
Ste. 1-D University Place, WA 98464

1. Identify the legal structure of the applicant (LLC, PLLC, etc.) and provide the Unified
Business Identifier (UBI).

1 Golden Angels Hospice and Palliative Care, LLC
UBI# 605 966 183

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

I Kathy Ahearn, RN, BSN, PHN
CEO - ALECC, Inc T Consultant ( www.ALECC.com )
2635 Madison Ave. #14
Carlsbad CA 92008
760-814-7530
Kathy@alecc.com



https://apps.leg.wa.gov/WAC/default.aspx?cite=246-310-220
https://apps.leg.wa.gov/WAC/default.aspx?cite=246-310-230
https://apps.leg.wa.gov/WAC/default.aspx?cite=246-310-230
http://apps.leg.wa.gov/wac/default.aspx?cite=246-310-800
http://www.alecc.com/
mailto:Kathy@alecc.com

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

T

Kathy Ahearn, RN, BSN, PHN

CEO - ALECC, Inc T Consultant ( www.ALECC.com )
2635 Madison Ave. #14

Carlsbad CA 92008

760-814-7530

Kathy@alecc.com

4. Provide an organizational chart that clearly identifies the business structure of the
applicant(s).

il
il

See Exhibit # 1 Organizational Structure

See Organizational Structure P&P Exhibit# 2

5. Identify all healthcare facilities and agencies owned, operated by, or managed by
the applicant or its affiliates with overlapping decision-makers. This should include
all facilities in Washington State as well as out-of-state facilities. The following
identifying information should be included:

= = =4 -4 -8 -8 19

Facility and Agency Name(s)

Facility and Agency Location(s)

Facility and Agency License Number(s)

Facility and Agency CMS Certification Number(s)

Facility and Agency Accreditation Status

If acquired in the last three full calendar years, list the corresponding month

and year the sale became final
Type of facility or agency (home health, hospice, other)

See List of Assisted Living Facilities 1 Exhibit # 3

Project Description

1. Provide the name and address of the existing agency, if applicable.

T

Not applicable - no existing agency.

2. If an existing Medicare and Medicaid certified hospice agency, explain if/how this
proposed project will be operated in conjunction with the existing agency.

1

Not applicable - no existing agency .


http://www.alecc.com/
mailto:Kathy@alecc.com

3. Provide the name and address of the proposed agency. If an address is not yet
assigned, provide the county parcel number and the approximate timeline for
assignment of the address.

1 Golden Angels Hospice and Palliative Care , LLC
3560 Bridgeport Way West Ste. 1-D University Place, WA 98464

4. Provide a detailed description of the proposed project.

Gol den Angel s Hospi ce aQolden RmélsiHospited ¥ ep Capes
new Medicare-certified and Medicaid-eligible hospice agency in Pierce County,

Washington, with its office at 3560 Bridgeport Way West, Suite 1-D, University Place,

WA 98464. The agency will serve adult hospice patients living in private homes,

assisted living facilities, adult family homes, and skilled nursing facilities across Pierce

County. In practical terms, the project is sized to the Department o f He ad202®h 6 s
Hospice Numeric Need Methodology and to the utilization assumptions described in

Section A, rather than to an aggressive growth target.

The owner brings nearly three decades of on-the-ground experience operating assisted
l'iving communities that routinely care for
residents, many of whom have received hospice services in those settings. Golden
Angels Hospice is intentionally structured as a locally owned, family-centered agency
rather than a corporate chain, with leadership and core clinical staff drawn from the
Tacoma and Pierce County community. The care model relies on an interdisciplinary
team i medical director, registered nurse case managers, licensed practical nurses,
certified nursing assistants/home health aides, social workers, spiritual care providers
and volunteers i led by an Administrator/Director of Clinical Services responsible for
day-to-day operations, regulatory compliance, and quality improvement. We have
planned RN caseloads at roughly 127 13 patients at a stabilized average daily census of
45 and will flex staffing by acuity and geography consistent with the FTE tables and
financial projections in this application.

Golden Angels Hospice will work closely with hospitals, medical groups, skilled nursing
facilities, assisted living communities, and adult family homes across Pierce County to
improve timely access to hospice, with particular focus on the high-need ZIP codes
identified in Exhibits 9, 11, and 12. The agency intends to contract with Altea Medical /
Post Acute Medical, PLLC for medical director and transition-of-care support. In our
experience, this type of partnership improves identification of appropriate hospice
candidates in post-acute settings through 24/7 on-site access, supports earlier
goals-of-care discussions and hospice education, and helps reduce potentially
preventable hospitalizations by utilizing predictive modeling assessing for risk. Vendor
agreements for durable medical equipment, pharmacy, transportation, and related
services will be executed prior to start-up to support a full hospice benefit from day one.
Golden Angels Hospice will serve a diverse patient population, including immigrant
communities such as the Romanian community with which the owner have
long-standing ties, and will rely on a Professional Advisory Committee and an
experienced hospice consultant (Exhibit 4 ) to guide culturally responsive outreach,



ongoing staff education, and adherence to hospice Conditions of Participation and WAC
246-310-230.

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

Yes. Golden Angels Hospice will be located at 3560 Bridgeport Way West, Suite 12D,
University Place, WA 98464, and will be available and accessible to the entire
geography of Pierce County, including Auburn, Lakewood, Puyallup, Gig Harbor,
Bonney Lake, and surrounding communities.

6. With the understanding that the review of a Certificate of Need application typically
takes at least six to nine months, provide an estimated timeline for project
implementation, below:

Table #1 i Project Implementation Timeline
Event Anticipated Month/Year
CN Approval 10/1/2026
Design Complete (if applicable) N/A
Construction Commenced* (if applicable) N/A
Construction Completed* (if applicable) N/A
Agency Prepared for Survey Jan. 2, 2027
Agency Providing Medicare and Medicaid hospice
services in the proposed county. April 2, 2027

* If no construction is required, commencement of the project is project completion,

commencement of the project is defined in WAC 246-310-010(13) and project
completion is defined in WAC 246-310-010(47).

7.

8.

Identify the hospice services to be provided by this agency by checking all
applicable boxes below. For hospice agencies, at least two of the services
identified below must be provided.

Table #2 1 Golden Angels Hospice and Palliative Care, LLC Services

xSkilled Nursing XDurable Medical Equipment
xHome Health Aide x IV Services

XPhysical Therapy &Nutritional Counseling
Occupational Therapy &Bereavement Counseling
XSpeech Therapy X Symptom and Pain Management
XIRespiratory Therapy ¥Pharmacy Services

XMedical Social Services X Respite Care

XPalliative Care kSpiritual Counseling

O Other (please describe)

If this application proposes expanding an existing hospice agency, provide the
county(ies) already served by the applicant and identify whether Medicare and
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Medicaid services are provided in the existing county(ies).
1 Not Applicable - no existing agency .

9. If this application proposes expanding the service area of an existing hospice
agency, clarify if the proposed services identified above are consistent with the
existing services provided by the agency in other planning areas.

1 Not Applicable - no existing agency .

10.Provide a general description of the types of patients to be served by the agency
at project completion (age range, diagnoses, special populations, etc).

Golden Angels Hospice and Palliative Care, LLC (Golden Angels Hospice) is committed
to providing timely, well-coordinated, comprehensive, competent, quality, and
supportive care by utilizing a multi-disciplinary team to meet the individual, terminally ill-

patientds needs while promoting comfort an
who meets the hospice eligibility criteria and only on the recommendation of the Medical
Director or hospice-phy si ci an designee in consultatior

attending physician (if any). Golden Angels Hospice will serve adult patients, generally
18 years of age and older, who meet Medicare and Medicaid hospice eligibility criteria
and choose a comfortZocused plan of care.

Patients will be considered for admission without regard to race, color, national origin,

age, disability, sex, sexual orientation or preference, gender identity, marital status,

veteran status, political or religious affiliation, or ability to pay, consistent with the
agencyo6s Charity Car e a ikxhbit®bandg )eWhileha eligicde p o
patient is turned away from hospice services, the scope of services may be adjusted to

the amount of organizational resources available.

The agency and hospice team reviews criteria and potential primary diagnoses/co-
morbidities to draw from the following information to help determine hospice eligibility.

We work with patients, families, the community and referral sources on what is needed

for patients to become hospice eligible. Golden Angels Hospice also wants to serve as

a resource regarding the Medicare/ Medi cai d
with the primary terminal diagnosis. (dementia related to Al z h e i, respiratorg,

cardiac).

Worsening clinical status to initiate a hospice referral (frequent hospitalizations/ER
Visits)

Decline in clinical status (multiple MD visits with worsening prognosis, symptom
exacerbation)

Functional status decline (LOC, ADL assistance, bowel/bladder)

Co-morbidities or coexisting conditions

Diagnostic findings, lab testing to support primary terminal diagnosis

Patient is requesting palliative, not curative treatment

Diagnosis date and course of illness

Recurrent or intractable infections (pneumonia, sepsis, UTI)

ToToToToToTe o
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A Documented quantifiable decline as evidenced by: Weight loss (10% or greater past
6 months), serum albumin/Cho levels, mid-arm circumference, dysphagia that leads
to inadequate oral intake, documented decreased food consumption over time.

9 Source: LCD Guidelines Exhibit #7

Golden Angels Hospice will also work with special populations whose conditions or
trajectories do not always fit neatly within the LCD examples. In those situations, the

Medical Director may rely on clinical judgment to support a timeZimited hospice

evaluation period, with ongoing review of documentation and functional status. If
progressive decline is not observed during the benefit period, the patient will be safely
discharged from hospice and referred to a more appropriate level of care, such as home
health or palliative care, with continued followZr p t o reduce the ri sk
through the cracks. o

Special populations defined by unique needs or diagnoses will be matched, whenever
possible, with clinicians who have relevant experience and training. Golden Angels
Hospice will maintain an experienced hospice consultant/educator who is available to
staff for case consultation, education on eligibility and documentation, and support in
determining whether the agency can appropriately meet the needs of a given patient or
should refer the patient to a different provider.

We are prepared to serve all of the accepted primary hospice diagnoses:

Cancer

Dementia including Al z hei mer 6 s

Neuro conditions (Parkinsonods, MS, ALS)
Stroke

COPD

Cardiovascular, Heart Failure
Liver Disease
Renal Disease, End Stage Kidney

E

11.Provide a copy of the letter of intent that was already submitted according to WAC
246-310-080 and WAC 246-310-290(3).

l See Exhibit # 8 Letter of Intent

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

1 Yes, Golden Angels Hospice and Palliative Care, LLC will be licensed
and certified by Medicare and Medicaid.

If this application proposes the expansion of an existing agency, provide the
existing agencyo6s |icense number and Medic

IHS.FS. N/A

Medicare #:N/A

Medicaid #: N/A

12
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Not applicable, there is no existing agency.

Certificate of Need Review
Criteria

A. Need (WAC 246-310-210)

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

1. For existing agenci es, using the
historical utilization broken down by county for the last three full calendar years.
Add additional tables as needed. Not Applicable - no existing agency.

COUNTY

Total number of admissions
Total number of patient days
Average daily census

2. Provide the projected utilization for the proposed agency for the first three full years
of operation. For existing agencies, also provide the intervening years between
historical and projected. Include all assumptions used to make these projections.

t abl

e

Partial Year*
PIERCE COUNTY 2026 2027 2028 2029
Total Number of Admissions 10 106 218 257
Total Number of Patient Days 499 6,418 13,626 16,473
Average Daily Census 4.1 17.6 37.2 45.1

Source: Applicant * Period 09/2026 - 12/2026

Projected admissions and patient days are derived by applying the Department of
Health statewide average length of stay of 64.06 days to a ramp4ip pattern in which
average daily census increases by approximately 1.5 patients per month, beginning in
September 2026 and stabilizing at an average daily census of 45 patients by 2029. This
approach aligns the agency@ projected utilization with the Department® hospice need
methodology while conservatively capping census below the total unmet need identified
for Pierce County.
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3. ldentify any factors in the planning area that could restrict patient access to
hospice services. i See Exhibit #9 Access to Healthcare in Pierce County

Pierce County has several wellZlocumented barriers that restrict timely access to
hospice services. As outlined in the TacomaZierce County Health Department@
OGAccess to Healthcare in Pierce County€ report (Exhibit 9 ), residents experience
challenges related to timeliness, insurance coverage, a regular source of care, and
the availability of properly trained, culturally competent providers. These factors
contribute to gender, racial, and ethnic disparities in basic healthcare access, which
ultimately carry through to serious4liness and endf4jfe care.

The report identifies areas with shortages of primary care providers (Bonney Lake,
Eatonville, Longbranch, and West Tacoma) and rural areas where there are fewer
providers who accept Medicare, as well as communities that remain unserved or
underserved for broadband, including parts of Puyallup, White River, Nisqually, Key
Peninsula, and Alder Lake. In addition, Pierce County has 1,335 residents per
physician compared to the state average of 1,176 residents per physician (Exhibit
12), indicating a relatively weaker primaryZare infrastructure and longer waits for
appointments. Together, these conditions make it more difficult for residents to
obtain consistent primary and specialty care, have early goalszfZare discussions,
and receive timely hospice referrals.

Within this context, underserved populations i such as communities of color,
immigrants, rural residents, and those with limited broadband or transportation i are
at particular risk of late or missed hospice referrals. Golden Angels Hospice plans to
address these barriers by: aligning its service area with highzeed ZIP codes
identified in Section A and related exhibits; partnering with local hospitals, post-acute
care providers, and community clinics to standardize referral pathways and
transitions of care; and using its Professional Advisory Committee to guide outreach
and education in underserved neighborhoods and cultural communities.

The intent and goal of Golden Angels Hospice is to make hospice information and
services more visible and practically accessible across the full geography of Pierce
County, not only in betterZesourced areas. This includes a commitment to hiring
passionate and qualified individuals to our teams to serve as a hospice resource to
better serve underserved neighborhoods and communities.

4. Explain why this application is not considered an unnecessary duplication of
services for the proposed planning area. Provide any documentation to support
the response.

Golden Angels Hospice is not considered an unnecessary duplication of services

because the Washington State Department of Health 2025-2026 Hospice Numeric

Need Met hodol ogy f o Numeric Bleed Meth@olagyot)y i (dtehnet i i
sufficient unmet need to support up to three (3) additional hospice agencies (Exhibit

10). Using the same criteria, use rates, and average length of stay as the Numeric Need
Methodology, Table 3 extends the DOH projections through 2030 and overlays Golden

14



AngelsHo s pi c e @pto a stabiliged average daily census of 45 patients. As shown
in Table 3, this results in Golden Angels Hospice serving approximately 29 percent of
the DOH-projected unmet-need average daily census in 2029 and 25 percent in 2030,
meaning the proposed agency will satisfy less than one-third of the unmet need
determined by the Department.

Table #3 - Golden Angels Hospice Projected Utilization

PIERCE COUNTY 2026 2027 2028 2029 2030
Projected Population

Ages 0 - 64 808,567 812,200 815,742 819,285 822,828
Ages 65+ 168,469 174,493 180,518 186,542 192,567
Total 977,036 986,693 996,260 1,005,827 1,015,395
Projected Patients

Ages 0 - 64 534 536 539 541 543
Ages 65+ 3,651 3,781 3,912 4,043 4,173
Total 4,185 4,318 4,451 4,583 4,716
Unmet Need

Admissions 481 614 747 880 1,013
Patient Days 30,843 39,359 47,873 56,386 64,900
Average Daily Census 85 108 131 154 178
Golden Angels Hospice

Admissions 10 106 218 257 257
Patient Days 499 6,418 13,626 16,473 16,473
Average Daily Census 4 18 37 45 45
% of Unmet Need

Admissions 2% 17% 29% 29% 25%
Patient Days 2% 16% 28% 29% 25%
Average Daily Census 5% 16% 28% 29% 25%

Source: Department of Health, 2025-2026 Hospice Numeric Need Methodology (Distributed November
14, 2025) and Applicant.

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

1 Yes. Golden Angels Hospice will be located at 3560 Bridgeport Way West, Ste. 1-
D, University Place, WA 98464, and we will be available and accessible to the
entire planning area of Pierce County, including Auburn, Lakewood, Puyallup, Gig
Harbor, and Bonney Lake.
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6. ldentify how this project will be available and accessible to under-served groups.

Golden Angels Hospice and Palliative Care, LLC (Golden Angels) is committed to providing
timely, well-coordinated, comprehensive, competent, quality, and supportive care by utilizing a
multi-disciplinary team to meet the individual, terminally ill-p a t is seeds While promoting comfort
and dignity to all they serve. This includes the underserved populations in Pierce County. It is the
intention of Golden Angels Hospice and Palliative Care, LLC to establish a volunteer Professional
Advisory Committee (PAC) with members representing the underserved populations and
communities. The PAC can help with a greater understanding of the cultural needs of the
underserved population along with increasing the presence of hospice and hospice education
within this community.

In 2017, Washington State Office of Financial Management released a report detailing PPH
(potentially preventable hospitalizations) rates across the state. The report, based on data from

United States Agency for Heal t hcighesePPR @ateantaltyc h ,

preventable hospitalization) rates are in 6 Pierce County zip codes in the 27t legislative district
(98404, 98405, 98408) and 29" legislative district (98409, 98418, 98444). In 2021, based on
further data, they added 2 new focus zip codes: 98498 and 98439. The analysis confirmed that
Pierce County has a higher PPH rate than the state as a whole.

Source: Tacoma Pierce County Health Department T Exhibit # 11 Potentially

Preventable Hospitalizations
https://tpchd.org/professionals/provider-resources/potentially-preventable-hospitalizations/

In addition, Pierce County:

o In Pierce County there are 1,335 residents per every physician.
o This is worse than the state average of 1,176 residents/physician.
o This remains a challenge for access to care with Pierce County.

Source Access to Healthcare Services Tacoma Pierce Co Health Dept Exhibit # 12
https://tpchd.org/info/data/access-to-healthcare-services/

Golden Angels Hospice and Palliative Care, LLC intends to reduce disparities in access to
care by bringing the Providers to the people. Golden Angels Hospice will contract with
ALTEA Medical / Post Acute Medical, PLLC to provide Medical Director services. Altea
Medical with Altea Healthcare provides the following additional services within the
healthcare community that we will serve.
1 Predictive modeling to monitor high-risk populations
1 Education onsite with 24/7 staff within skilled nursing facilities to align with best
practices.
1 Integration and communication across care continuums.
(Source: Exhibit # 13 Altea Healthcare Transition of Care)
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This will assist with preventing potential hospitalizations and rehospitalizations within the
healthcare community with a focus on skilled nursing facilities. With the use of Al, predictive
modeling and on-site practitioners, Golden Angels Hospice believes this well help with
access to care and appropriate services.

These added benefits on potentially preventing hospitalizations (PPH) and readmissions,
utilizing predictive analytics to monitor for high-risk populations, will provide greater access
to appropriate care in the underserved groups. We will be part of the care continuum
providing a solution for access to both appropriate and more timely hospice care.

In addition, when we speak of the underserved, there is still a percentage in WA state that
fall below the national average of hospice utilization. There is opportunity to serve more
with hospice via the diagram below. National average of hospice utilization for 2023 was
approximately 52%. There is room to grow hospice. Utilizing technology, predictive
analytics, avoiding hospital readmissions and providing the right access to care will
hopefully improve the percent of Medicare Decedents that Use Hospice.

Table #4 : Percent of Medicare Decedents that Use Hospice
v % Medicare Decedents that Use Hospice |

“washington ‘."
7 4
/

South Dakota
46%

Foweresby Bing
= Geiames, nitraan, Tom

Source: KNG Health analysis of Medicare Standard Analytic Files, 2023.
The Percent of Medicare Decedents that Use Hospice is calculsted as the number of Medicare decedents that used hospice services in 2023 divided by the total number of Medicare decedents in 2023

Source: KNG Health Analysis of Medicare Standard Analytic Files, 2023 (Hospice Chart Book 2024) i Research Institute for Homecare

Exhibit # 14 Hospice Chart Book 2024

All referred patient will be considered for hospice agency admission without regard to
race, sexual orientation or preference, color, national origin, handicap, age, political
affiliation, veteran status, or ability to pay. While no one is turned down for hospice
services, the amount of service may be limited to the amount of resources available
(See Exhibit # 5 Charity Care P&P /Donated Funds P&P Exhibit #6 ).

7. Provide a copy of the following policies:
1 Admissions policy i See Exhibit 15
1 Charity care or financial assistance policy i See Exhibit 5
1 Donated Funds P&P i See Exhibit 6
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Patient Rights and Responsibilities policy i See Exhibit 16
Non-discrimination policy T See Exhibit 17

Death with Dignity Acti See Exhibit 18

Advanced Directive i See Exhibit 19

Communicating with Patients i See Exhibit 20

Suggested additional policies include any others believed to be directly related
to patient access (death with dignity, end of life, advanced care planning)

= =4 -8 -4 -9

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

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

1 The applicant commits to serving Medicare and Medicaid patients; and

1 A specific population is underserved; or

1 The population of the county is low enough that the methodology has not
projected need in five years, and the population of the county is not sufficient
to meet an ADC of thirty-five.

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

This project does not rely on WAC 246-310-290(12) because the Washington State

Department of Health 2025-2026 Hospice Numeric Need Methodology for Pierce County
demonstrates sufficient numeric need to support approval of this application and up to two

(2) additional hospice projects. The data reflected in the Numeric Need Methodology

therefore provide an adequate basis for numeric-need approval without invoking the
Afabsent numeric needao31p290912). si ons of WAC 246

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

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

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

1 Pro Forma revenue and expense projections for at least the first three full
calendar years of operation using at a minimum the following Revenue and
Expense categories identified at the end of this question. Include all
assumptions.

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

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

Revenue Expenses

Medicare, including Managed Care  Advertising

Medicaid, including Managed Care  Allocated Costs

Private Pay B & O Taxes

Other, [TriCare, Veterans, LNI, etc.] Depreciation and Amortization

detail what is included

Non-operating revenue Dues and Subscriptions
Education and Training
Employee Benefits
Equipment Rental
Information Technology/Computers

Deductions from Revenue: Insurance

(Charity) Interest

(Provision for Bad Debt) Legal and Professional
(Contractual Allowances) Licenses and Fees

Medical Supplies

Payroll Taxes

Postage

Purchased Services (utilities, other)
Rental/Lease

Repairs and Maintenance

Salaries and Wages (DNS, RN, OT, clerical,
etc.)

Supplies

Telephone

Travel (patient care, other)

Other, detail what is included

Please refer to Exhibits 21 (Proforma Revenue and Expense Projections) and 22
(Proforma Balance Sheet)

2. Provide the following agreements/contracts:
1 Management agreement i Not applicable
1 Operating agreement i See Exhibit 23
1 Medical director agreement i See Exhibit 24 for Golden Angels Hospice and
Palliative Care Altea Medical Director Agreement Draft
1 Joint Venture agreement i Not applicable

Note, all agreements above must be valid through at least the first three
full years following completion or have a clause with automatic renewals.
Any agreements in draft form must include a document signed by both
entities committing to execute the agreement as submitted following CN
approval.



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

M See Exhibit #25 for Hawkins -Poe Real Estate Services, Lease
Agreement

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

If this is a new hospice agency at a new site, documentation of site control

includes one of the following:

a. An executed purchase agreement or deed for the site.

b. A draft purchase agreement for the site. The draft agreement must
include a document signed by both entities committing to execute the
agreement as submitted following CN approval.

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

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

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

Item Cost
a. Land Purchase $N/A
b. Utilities to Lot Line $N/A
c¢. Land Improvements $N/A
d. Building Purchase $N/A
e. Residual Value of Replaced Facility $N/A
f. Building Construction $N/A
g. Fixed Equipment (not already included in the construction | $
contract) N/A
h. Movable Equipment $ 32,000
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5.

i. Architect and Engineering Fees $N/A

j- Consulting Fees $N/A
k. Site Preparation $N/A
. Supervision and Inspection of Site $ N/A

m. Any Costs Associated with Securing the Sources of
Financing (include interim interest during construction)

1. Land $N/A
2. Building $N/A
3. Equipment $N/A
4. Other $N/A
n. Washington Sales Tax $
Total Estimated Capital Expenditure $ 32,000

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

1 Marinela Placintar (member/manager)
3560 Bridgeport Way West Ste. 1-D University Place, WA 98464

Identify the amount of start-up costs expected to be needed for this project. Include
any assumptions that went into determining the start-up costs. Start-up costs
should include any non-capital expenditure expenses incurred prior to the facility
opening or initiating the proposed service. If no start-up costs are expected, explain
why.

ITEM COST
Application Fee $ 21,968
Pre-Opening Rent Expense 4,225
Pre-Certification Costs 3,500
Vendor / Contract Deposits 1,550
Attorney Retainer 2,500
Consultant 50,000
TOTAL $ 83,743

Each of the start-up costs itemized above has either already been incurred or is
contractually required to establish the agency, and owner equity and available cash
reserves are sufficient to fund these pre-opening expenses without the use of long-term
debt.

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

more than one entity is responsible, provide breakdown of percentages and
amounts for each.
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1 Marinela Placintar (member/manager)
3560 Bridgeport Way West Ste. 1-D University Place, WA 98464

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

The addition of Golden Angels Hospice in the planning area is not expected to increase

overall costs or charges for healthcare services. Hospice shifts eligible patients from
higherZost, hospitaldased care toward coordinated, comfortZocused care in the home

and longZerm care settings, which typically reduces emergency department use,

hospital admissions and readmissions, and other highZntensity services at the end of

life. The National Alliance Care at Home report, & al ue of Hospice in |
(Exhib it 26), found that total Medicare spending in the last year of life is lower for

beneficiaries who use hospice, particularly for those with a length of stay of 15 days or

more, supporting the conclusion that appropriate hospice utilization is costAaving rather

than cost4ncreasing to the Medicare program and the healthcare system overall.

9. Explain how the costs of the project, including any construction costs, will not result
in an unreasonable impact on the costs and charges for health services in the
planning area.

The provision of hospice services is covered by Medicare, Medicaid, VA, or commercial
insurance. Our financial analysis, as reflected in the pro forma revenue and expense
statements, shows that reimbursement for services is adequate to cover the projected
cost of providing care at the modeled utilization levels. For conservatism, all patient
days are modeled at the routine home care rate rather than relying on
higherZeimbursed continuous care or general inpatient days. The capital costs of the
project, which are limited to basic office equipment and furnishings, are minimal and do
not add any cost that would materially affect overall healthZare costs or charges in the
planning area.

10.Provide the projected payer mix by revenue and by patients by county as well as
for the entire agency using the example table below. Medicare and Medicaid
managed care plans should be included within the Medicare and Medicaid lines,
respectively. | f Aot hero i s a category, define wha

The projected payer mix at stabilization is 90% Medicare, 5% Medicaid, and 5% VA /
Other by both revenue and patients. This mix reflects the predominance of Medicare
eligibility among hospice patients in Pierce County while recognizing a smaller but
important presence of Medicaid and VA beneficiaries. The financial projections also
include a separate allowance for charity care, so the payer4nix percentages shown here
represent only billed payers and do not rely on unrealistically high commercial or
selfgay volumes.
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PERCENTAGE OfF PERCENTAGE B
PAYER MIX* GROSS REVENUE PATIENT
Medicare 90% 90%
Medicaid 5% 5%
VA /| Other 5% 5%
TOTAL 100% 100%

Source: Applicant
*At stabilization; rounded to whole percentage point

11.If this project proposes the addition of a county for an existing agency, provide the
historical payer mix by revenue and patients for the existing agency. The table
format should be consistent with the table shown above.

1 Not applicable - no existing agency .

12.Provide a listing of equipment proposed for this project. The list should include
estimated costs for the equipment. If no equipment is required, explain.

UNIT TOTAL

PHONE / EQUIPMENT / IT UNITS COST COST*
Desktop Compute! 6 1,750 $ 10,500
Monitors 6 115 690
Laptop Computers 3 1,200 3,600
Cell Phones 6 890 5,340
Tablets 6 890 5,340
Color multi-function printer 1 1,100 1,100
Staff Refrigerator 1 450 450
Microwave 1 250 250
Coffee Machine 1 85 85

Total Phone / Equipment / IT $ 27,355

UNIT TOTAL
FURNITURE UNITS COST COST

Conference Table 1 1,750 $ 1,750
Conference Table Chairs 8 150 1,200
Desks 3 305 915
Desk Chairs 3 150 450
Filing cabinet 3 110 330

Total Furniture $ 4,645
GRAND TOTAL $ 32,000

* Cost includes WA state sales tax



The equipment and furniture items listed above represent the full capital needs for this
project and are based on specific unit counts and current vendor pricing, including
Washington state sales tax. No additional capital contingency has been included,
consistent with Department of Health application instructions.

13.ldentify the source(s) of financing (loan, grant, gifts, etc.) and provide supporting
documentation from the source. Examples of supporting documentation include:
a |letter from the applicantdés CFO committ.i
from a financial institution.

1 Marinela Placintar (member/manager)
3560 Bridgeport Way West Ste. 1-D University Place, WA 98464
See attached Exhibit 27 1 Bank Statement

14.1f this project will be debt financed through a financial institution, provide a
repayment schedule showing interest and principal amount for each year over
which the debt will be amortized.

1 Not applicable i self
financed (see Exhibit 27)

15. Provide the most recent audited financial statements for:
1 The applicant, and
1 Any parent entity responsible for financing the project.
1 Not applicable i self financed (see Exhibit 27)

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

Projects are evaluated based on the criteria in WAC 246-310-230 for staffing availability,
relationships with other healthcare entities, relationships with ancillary and support
services, and compliance with federal and state requirements. Some of the questions
within this section have implications on financial feasibility under WAC 246-310-220.

1. Provide a table that shows FTEs [full time equivalents] by category for the
county proposed in this application. All staff categories should be defined.
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Table#57T FTEO s

Partial Year*

STAFFING / ROLES 2026 2027 2028 2029
Average Dalily Census 4 18 37 45

Administrator 0.50 0.50 0.75 1.00
Medical Director (Contract) 0.09 0.39 0.83 1.00
Director of Clinical Services 0.09 0.39 0.83 1.00
RN Case Manager 0.34 1.47 3.10 3.76
Staff RN / On-Call / Per Diem  0.23 0.98 2.07 2.51
LPN 0.26 1.10 2.33 2.82
CNA 0.41 1.76 3.72 4.51
Social Worker 0.15 0.65 1.38 1.67
Spiritual Care / Bereavement| 0.09 0.39 0.83 1.00
NP (Contract) 0.02 0.10 0.21 0.25
Hospice Liaison 0.08 0.35 0.74 0.90
Volunteer Coordinator 0.06 0.27 0.57 0.69
Admissions / Clinical Support| 0.09 0.39 0.83 1.00
Office Manager / HR 0.09 0.39 0.83 1.00
TOTAL FTEs 2.51 9.12 19.01 23.14

Source: Applicant

* Period 09/2026 - 12/2026

Staffing FTEs are scaled to the projected admissions and average daily census shown

in Section A to maintain safe and compliant caseloads for each discipline. At
stabilization, each RN case manager carries approximately 12 to 13 patients, with

additional support from LPNs, CNAs, social work, spiritual care, and a contracted nurse

practitioner to meet or exceed hospice Conditions of Participation and the staffing
expectations under WAC 2462310230. Personnel expenses in the pro forma financial
statements are calculated by multiplying these FTEs by disciplineZpecific wage and
benefit rates, ensuring that the proposed structure and process of care are fully

reflected in the financial feasibility analysis.
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2.

If this application proposes the expansion of an existing agency into another
county, provide an FTE table for the entire agency, including at least the most
recent three full years of operation, the current year, and the first three full years
of operation following project completion. There should be no gaps in years. All
staff categories should be

defined.

1 Not applicable - no existing agency .

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

FTE assumptions for Golden Angels Hospice are based on projected admissions
and average daily census, informed by the National Alliance for Care at Home
(formerly NHPCO) Hospice Staffing Framework (Exhibit 28)  and current industry
norms. The framework is used as a structured tool to evaluate appropriate
clinicianZozatient ratios given our model of care, expected patient mix, geography,
and quality goals. At stabilization, RN case managers are planned at approximately
1:12, with additional field/perdliem RN capacity, LPN, CNA/home health aide, social
work, chaplaincy, and contracted nurse practitioner and medical director support to
maintain coverage and respond to acuity changes.

Table 6 summarizes the resulting FTE assumptions by role, including triggers for
adding leadership positions as the census grows (for example, adding additional
executive leadership once the census is consistently greater than 45 patients).
These assumptions were then incorporated into the pro forma financial statements
by applying disciplineZpecific wage and benefit rates, so that the staffing model
required to meet hospice Conditions of Participation and WAC 2462310230 is fully
aligned with the project@ financial feasibility.

Table #6 1 FTE Assumptions

Staffing Categories for Golden Angels Hospice
and Palliative Care, LLC

Golden Angels Hospice and Palliative
Care, LLC FTE Assumptions

Administrator/Director of Clinical Services

Position occupied by one qualified
individual through 2027 until the census
is greater than 45 when additional
executive leadership will be added if not
sooner.

RN Case Managers 1:12
Staff/Field/Per Diem RN 1:18
LPN 1:16
Social Work 1:27
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Med. Dir./NP (contract only) 1:45 - 55
Rehab (PT/OT) and Speech Therapist Contract only
Home Health / Hospice Aide 1:10
Chaplain 1:45

Source: Applicant

The proposed clinicians and numbers are based off of routine hospice services offered
throughout the state of WA and nationally. Additional positions for marketing/liaison added
as outreach to the community will be critical in anticipation of a targeted approach to post-
acute care (skilled nursing and assisted living) and underserved communities will be the
first priority of Golden Angels Hospice.

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

The proposed staffing levels are adequate for the projected number of patients and
visits because they are built from specific clinicianZozatient ratios, validated against
the National Alliance for Care at Home (NHPCO) Hospice Staffing Framework
(Exhibit 28) and current hospice practice. RN case manager caseloads are planned
at approximately 1:12 at stabilization, with additional per4liem/field RN support,
CNA/home health aide staffing at roughly 1:10, and social work and chaplaincy
ratios that allow for timely psychosocial and spiritual assessments, care planning,
and ongoing support. These ratios are consistent with safe practice and with
maintaining visit frequencies that meet or exceed hospice Conditions of Participation
and WAC 2462310230 expectations.

Golden Angels Hospice will also retain an experienced hospice consultant to assist
leadership in monitoring census, visit volumes, and quality indicators (such as
symptom control, hospital utilization, and timeliness of visits) and to recommend
staffing adjustments as needed. This combination of ratiodased planning, use of an
established staffing framework, and ongoing consultant oversight provides a
structured process to ensure that staffing remains aligned with the actual number of
patients and visits over time.

5. Provide the name and professional license number of the current or proposed
medical director. If not already disclosed under 210(1) identify if the medical
director is an employee or under contract.

1 Nishita Bhumkar, MD
NPl 1922268176
License: MD60940610

6. If the medical director is/will be an employee rather than under contract, provide
the medical directordés job description.

See attached 24 exhibit T contained within the Medical Director
Agreement
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7.

Identify key staff by name and professional license number, if known. If not
yet known, provide a timeline for staff recruitment and hiring (nurse manager,
clinical director, ect.)

91 Nicole Rebecca Leahy, RN, BSN
WA State License #6047430 Exp. 08/09/2026
Administrator/Director of Clinical Service

See Exhibit 1 Or ganization Chart
See Exhibit 2 Organization Structure P&P

= =4

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

1 Not Applicable T no existing agency.
Describe your methods for staff recruitment and retention. If any barriers to

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

Golden Angels Hospice and Palliative Care, LLC will employ a variety of methods for

recruitment and retention. Currently, the owner Marinela Placintar has been in the

Assisted Living business in central CA since 1997. Marinela has employees who

with a work history of 15-17 years within her Assisted Living facilities. She retains

employees and has a high employee satisfaction and low turnover rate.
(See exhibit # 29 Employee Letters ) Source: Applicant

Gol den Angels Hospice and Palliative

andworkenvi ronment o t hat wi | | attract cl

Car e

serve members of their community. We will build our staff by the following methods:

1 Advertise job opportunities in multiple online recruitment sites including Indeed,

publications/newsletters, and other media (e.g., social media networks,
professional Lmkedyraetcl).z ati ons o,

1 Word of mouth referrals.

1 Collaborate with public school systems, nursing schools, health fairs and
other community stakeholders with the intention of recruiting and building
potential workforce and diverse staff pipelines to meet the needs of the
community.

1 Recruiters for leadership positions if warranted.

1 Consultant for mentorship/training of staff and leadership.

9 Contracts with local staffing agencies.

1 Local healthcare associations and providers to help build a per diem pool

and train new hospice recruits interestedinma ki ng a change
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careo tac ufigosgtar e. 0 bo@rdteaches Hospica A-Zdar all
new recruits interested in learning Hospice and making a clinical career
change.

1 Professional Advisory Committee 7 from the community (word of mouth
recruiting).

It is the Policy of Golden Angels Hospice and Palliative Care, LLC

Golden Angels Hospice and Palliative Care, LLC considers its personnel as the key
component to its success in serving its patients and is committed to attracting and
retaining qualified personnel to provide Hospice services. The personnel selection
process will be consistently applied, and include a completed application, interview,
at least three reference checks, license verification, educational requirements,
eligibility to provide Medicare services, competency checks (if applicable), criminal
background check, immigration status, and such other items as appropriate to the
position being filled and/or regulatory mandates. Personnel files are considered
confidential and are treated as such.

1. To ensure a fair and consistent process for the selection of qualified hospice
personnel.

2. To comply with Equal Opportunity and Affirmative Action requirements.

3.  The Americans with Disabilities Act guidelines will be followed in making
reasonable accommodations for qualified applicants. (Golden Angels Hospice
currently has on board a staff member with a service dog)

See Exhibit # 30 Personnel Selection

Once hired staff completes a training program and competency check. Training
is extensive per the regulations and maintains a level of quality of care.
Competency checklists are completed, joint visits for supervision and oversight
and additional mentoring and guidance as needed until the hospice staff
member is comfortable in their role to deliver quality hospice care. All
regulations are followed regarding staff T orientation and training checklists,
competencies, personnel files with all required documents for onboarding.

Volunteers are recruited from all over the community. Generally, most volunteer
recruits come from individuals that have had an experience with hospice and
community outreach. Per the regulations, Golden Angels Hospice and
Palliative Care, LLC will post Volunteer recruitment on their website, marketing
materials, Linkedin, all social media, word of mouth and in community outreach.
Volunteer training will be provided through a third-party Volunteer Educator to
meet regulations. Volunteers are treated by the regulations as employees and
therefore require orientation, training, competency, personnel files with all
required documents for onboarding.

.Identify your intended hours of operation and explain how patients will have
access to services outside the intended hours of operation.

General administrative office hours for Golden Angels Hospice are Monday through
Friday, 9:00 a.m. to 5:00 p.m. Hospice services themselves are available 24 hours a
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day, 7 days a week, including evenings, nights, weekends, and holidays. Outside of

of fice hours, all calls are routedzZéllhroug
Director of Clinical Services and the onZall hospice physician/Medical Director (or
advanced practice provider, as applicable), who can triage concerns by telephone

and dispatch field staff for urgent visits. This structure ensures that patients and

families have continuous access to clinical support and inZerson visits whenever

medically necessary.

11.For existing agencies, clarify whether the applicant currently has a method for
assessing customer satisfaction and quality improvement for the hospice
agency.
1 Not Applicable 71 no existing agency.

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

1 Not Applicable i no existing agency.

13. Identify whether any of the existing ancillary or support agreements are expected
to change as a result of this project.

T Not Applicable T no existing agency.

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

Golden Angels Hospice will establish contracts for all required ancillary and support
services, including shortZerm respite and general inpatient care,
rehabilitation/dietary/staffing, radiology and laboratory, pharmacy and IV therapy,
durable medical equipment and supplies, transportation, communication and
languagednterpretation services, and bioZvaste removal. Key contracts will begin to
be executed in the summer 2026, with all arrangements finalized by August 31,
2026, to ensure the full hospice benefit is available to begin admitting patients
effective September 1, 2026.

15.For existing agencies, provide a listing of healthcare facilities with which the
hospice agency has documented working relationships.

1 Not Applicable 1 no existing agency.
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16. Clarify whether any of the existing working relationships would change as a result of
this project.

1 Not Applicable i no existing agency.

17.For a new agency, provide the names of healthcare facilities with which the
hospice agency anticipates it would establish working relationships.

Golden Age Hospice and Palliative Care, LLC has intentions of establishing
working relationships with the following healthcare facilities:

ASSISTED LIVING:

Hearthside Manor Memory Care
Weatherly Inn Tacoma

Merrill Gardens at Tacoma
Bridgeport Place

Puget Sound Assisted Living

NURSING HOME:

Life Care Centers of America

FrankeToby Jones

Orchard Park Health and Rehabilitation Cente
Park Rose Care Center

Alaska Gardens health and Rehabilitation Center
Avemere Traditional Care of Puget Sound

HOSPITALS:

Multicare Allenmore Hospital
Mulitcare Tacoma General
St. JosepiMedical Center

St. Anthony Hospital

St. Clare Hospital

Other agencies to contact:

Tacoma Vet Center

Tacoma Medical Center

Pierce County Area Agency on Aging
Pierce County Homeless Agencies
Senior Centers
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18. Identify whether any facility or practitioner associated with this application has
a history of the actions listed below. If so, provide evidence that the proposed
or existing facility can and will be operated in a manner that ensures safe and
adequate care to the public and conforms to applicable federal and state
requirements. WAC 246-310-230(3) and (5)

a. A criminal conviction which is reasonably related to the applicant's
competency to exercise responsibility for the ownership or operation of a
hospice care agency; or No

b. A revocation of a license to operate a health care facility; or  No

c. A revocation of a license to practice a health profession; or  No

d. Decertification as a provider of services in the Medicare or Medicaid
program because of failure to comply with applicable federal conditions of
participation. No

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

Golden Angels Hospice will promote continuity of care by integrating hospice into
existing hospital and postZcute care pathways rather than creating parallel or
duplicative processes. The agency has entered into a Medical Director agreement
with Altea Medical / Post Acute Medical, PLLC (Exhibit 24 ), whose clinicians
already work extensively in local skilled nursing facilities, assisted living
communities, and other postZcute settings in Pierce County. This relationship
allows hospice physicians and advanced practice clinicians to participate directly in
discharge planning and goalsdfZare discussions, helping to ensure that appropriate
patients transition smoothly to hospice instead of cycling between facilities and the
hospital.

Altea uses predictive modeling and facilityZevel dashboards to identify patients at

high risk for potentially preventable hospitalizations and readmissions (Exhibit 13 ).

Golden Angels Hospice will use these tools, together with shared communication

pathways and standard transitionzfZ£are protocols, to coordinate closely with

referring providers and longZerm care partners, reduce fragmentation, and maintain

a single, coherent plan of care for each patient across settings. OnZite education

and consultaton by Al teads advance practice clin
further align practices around serious4liness and endfdife care, supporting

continuity within the broader Pierce County healthZare system.
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Hospital Skilled Nursing Facility Home

Altea Primary Medical Services

- . o Altea and Home Health
(with on-site presence)

. _, A

K ALTEA ‘e X ALTEA l

Transition Cave Program Transition Cave Frogram

7~ ALTEA

Tronsition Care Monogemiant

Source: www.alteahc.com info@alteahc.com

Golden Angels Hospice intention is to have a greater presence within the post-

acute facilities, a focus for the agency. We are combining a local hometown
hospice agency fAat mosphereodo with-acetst abl i s
sector of health care services, technology, Al and predictive modeling to

promote continuity of care and avoid unwarranted fragmentation of services.

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

Similar response to #19. Golden Angels Hospice and Palliative Care, LLC has
contracted (see exhibit # 24 ALTEA Medical / Post Acute Medical, PLLC 1
Medical Director Contract) with Altea Healthcare to provide a Medical
Director and additional Advanced Practice Clinicians as needed. This decision
was made due to the fact that Altea Healthcare has a large presence in the
post-acute care industry within the planning area providing solutions to
providers.

They use predictive modeling and facility dashboards to help drive a reduction
in hospital admissions and readmissions. Altea Healthcare fosters collaboration
by breaking down silos and integrating data across healthcare systems,
enhancing communication and care coordination for smoother transitions and
guality patient care. On-site advance practice clinicians and medical directors
provide education for alignment with best practices and to better support
communication and integration within the continuum of care.

(Source: Exhibit # 13 Altea Healthcare Transition of Care)

Hospital re-admissions and potentially preventable hospitalizations is data that
can always help a healthcare system. We will build on current relationships with
Altea Healthcare and our own within the community. With data related to
identifying high risk for potentially preventable hospitalizations and re-
hospitalizations, we are able to work with healthcare providers in the planning
area on outcomes. Predictive modeling, data analytics, working with a Pierce
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County community assessment re: patient needs, engaging referral sources
and identifying their needs and serving as a solution will appropriate
relationship to the service area's existing health care system as required in
WAC 246-310-230.

Table #7 Leading Causes of ER Dept. visits by number of visits by gender.

Leading Causes of Emergency Department
(ED) visits by number of visits (by gender)

Pierce County, 2020
Number
Male of Visits
Skin and Subcutaneous Tissue Infections 220
Other Upper Respiratory Infections 2121
Superficial Injury: Contusion 1711
Abdominal Pain 1361
MNonspecific Chest Pain 1424
Open Wounds of Extremnities 1368
Other Injuries and Conditions Due 1360
to External Causes
Sprains and Strains 1351
Open Wounds of Head: Meck; and Trunk I 1079
Fracture of Upper Limb 863
Number
Female of Visits
Other Complications of Pregnancy 3890
Abdominal Pain 3258
Other Upper Respiratory Infections 2674
Urinary Tract Infections 2283
Superficial Injury: Contusion 1907
MNonspecific Chest Pain 1851
Skin and Subcutaneous Tissue Infections 1823
Sprains and Strains 1808
Other Injuries and Conditions Due 1311
to External Causes
Spondylosis: Intervertebral Disc Disorders: 1271
Other Back Problems

Souvrce: Washington State Health Care Authonty, 2020,

Source: Pierce County Community Health Needs Assessment 2022 Exhibit # 31


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

Table #8 Leading Causes of death within Pierce County.

Top 10 Leading Causes of Death
Pierce County, 2015-2019

OVERALL Rate* WA Rate®
Heart Disease 1579 135.6
Cancer 1576 1481
Unintentional injury 445 428
Cerebrovascular Disease 443 350
Chronic Lower Respiratory 403 36.4
Alzheimer's 359 439
Ciabetes 21.0 210
Suicide and Intentional Self-Harm 19.5 16.0
Crug-Related 194 17.0
Chronic Liver Disease 124 1.7

1 rate per 100,000 people, standardized to the U5, 2000

State Departrment of Health, Center for Health Statistics,

Source: Pierce County Community Health Needs Assessment 2022 Exhibit # 31

High-risk areas that benefit from predictive modeling include chronic disease
states such as heart disease and diabetes, and risk of infection. As noted by the
tables above, there is opportunity to build appropriate relationships to the
service area's existing health care system as required in WAC 246-310-230.
There is a need as seen within the top 7 leading causes of death within Pierce
County, 6 are appropriate hospice primary terminal admitting diagnosis (see
response #10 under project description). With the goal of access to care, better
outcomes for health care systems, continued education re: hospice care and
patient choice, Golden Angels Hospi
health care system in the planning area.

21.The department will complete a quality-of-care analysis using publicly available

information from CMS. If any facilities or agencies owned or operated by the
applicant reflect a pattern of condition-level findings, provide applicable plans
of correction identifying the facil

1 Not applicable i no facilities or agencies that meet this criteria.

22.1f information provided in response to the question above shows a history of

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

1 Not applicable i no facilities or agencies that meet this criteria.

C
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D. Cost Containment (WAC 246-310-240)
Projects are evaluated based on the criteria in WAC 246-310-240 in order to identify the
best available project for the planning area.

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

The following process was undertaken with associated alternatives
considered prior to submitting this project:

1 Hire a consultant to research prospective areas within the nation (focus in
western region) to open a Medicare/Medicaid certified hospice agency.

1 Establish a licensed hospice agency in Pierce Co.

1 Begin the CN application process.

1 Do Nothing

Choosing not to pursue a new hospice in Pierce County would leave the documented
unmet hospice need and related hospital and ED utilization unchanged, whereas
establishing Golden Angels Hospice here directs resources to a county where the

De par t me nric aeed nmethadelogy demonstrates capacity for additional providers.

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

Options i take action, or take no action.
Taking no action now was not a consideration based on the following:

1) There is numeric need for nearly three additional agencies identified in the need
methodology.

2) National vs state specific data all demonstrate the underutilization of hospice
services. In 2022 the National average for Medicare Hospice Utilization was 49.1%,
WA State came in at 40.96%. There is significant room for increasing hospice
utilization within WA.


http://apps.leg.wa.gov/wac/default.aspx?cite=246-310-240

What proportion of Medicare decedents were

served by hospice? Haspice Hospice
Of all Medicare decedants’ in CY 2022, 491% receved one day or e Beneficidries Urilization
mare of hasplce core and were enrclled In hospice at the ome of IL 58,605 45.63%
dearh. This Is the first increase in vulizauon since 2019 Utoh hod - .
the highest hospice volizauon by Medicore decedents (59.61%) v 6,332 46255
and Fuerto Rico had the lowest utlizadon (211.36% TH 40,753 46.09%
1 Dvacadients mds moMedhone benalidara wiho iowe died. A 372 395 &6.05%
. . VA 40,526 45 745
Figure 3: Share of Medicare decedents who _" -
. Py 72087 45.41%
used hospice (percentage)
HM 1339 45.08%
MD 25,195 44 BB%
CT %100 &4 58%
51.6% £9.1% —
473% M 37709 43.99%
44.0% CA Ta754 4398%
HI 6,692 A377T%
VT 3359 43.36%
sD i 42 B5%
M5 wroio 42.56%
i N74 4215%
2010 209 2021 2022 KY 2ER 41.84%
Soevrer Mad Foc Morch 3004 Feport to Congrass, Table 9-2 WA 75 LD D69

Source: NHPCO Facts and Figures 2024 Report  Exhibit # 32

3) In addition, Golden Angels Hospice and Palliative Care, LLC has contracted their
Medical Director through Altea Healthcare as has been mentioned throughout this
application.

Through this agreement, Golden Ancpenecsed Hospi
model, which integrates physicians, patients, and post-acute facilities. The applicant

chose to contract with this group because of its existing footprint in local skilled nursing

and assisted living facilities and its established data-driven care-coordination model.

These features support cost containment by reducing avoidable hospitalizations and
emergency-department use while improving care coordination.

Within Pierce County, there still remains the worst state average of residents per every
physician. This continues to make access to healthcare a challenge. Working with a
Afconnected model 6, Gol den Angel s Hospiimpeoveand
access to care.

o In Pierce County there are 1,335 residents per every physician.
This is worse than the state average of 1,176 residents/physician.

o This remains a challenge for access to care with Pierce County.
Source: Tacoma Pierce Co. Health Dept. i Access to Healthcare Services Exhibit# 12
https://tpchd.org/info/data/access-to-healthcare-services/)

o

It is the goal and desire of Golden Angels Hospice and Palliative Care, LLC with the
assistance of their Medical Director and staff, to educate the community especially in
areas with poor hospice utilization 1 skilled nursing (long term care), the underserved
populations and where disparities exist. The black and Hispanic communities, lower
socio-economic communities and where access to care remains a challenge.
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We believe alternatives to starting a hospice agency in another region/area was not a
consideration at this time due to our market research and identifying a need. Our
research was based on historical hospice utilization (CMS), demographics provided
by the U.S. Census Bureau, government oversight i enhanced oversight of hospice
agencies related to hospice start-u p 6 s and purchases, mar ket
populations served. In addition, we utilized the previous year information and data
provided by the Department of Health in its 2024-2025 Final Hospice Numeric Need
Methodology (See Exhibit # 10, 2024-2025 Final Hospice Numeric Need
Methodology) . The owner Marinela (member/manager) after extensive research
provided felt at this time it was in the best interest to pursue her dream and vision to
open a hospice agency within Pierce County.

In addition to the above considerations, we evaluated the cost of a start-up agency,
reviewed staffing considerations, quality of care of other hospice agencies in the area,
overall need within the county, history of individuals involved in the start-up including
years worked in healthcare and felt this was the right time to move forward.

Golden Angels Hospice and Palliative Care, LLC has proceeded with the Licensed
Agency option in the meantime to get established in Pierce County.

3. If the project involves construction, provide information that supports
conformance with WAC 246-310-240(2):

Not Applicable as this project does not involve construction.

1 The costs, scope, and methods of construction and energy conservation
are reasonable; and

1 The project will not have an unreasonable impact on the costs and charges
to the public of providing health services by other persons.

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

The National Association for Home Care & Hospice (NAHC) and the National Hospice
and Palliative Care Organization (NHPCO) commissioned NORC at the University of
Chicago (NORC) to assess the value of hospice to the Medicare program and to
beneficiaries, their families, and caregivers. The National Alliance Care at Home
Report, AVal ue of Hospice in Medicareo, i s a
(see Exhibit #26 Value of Hospice in Medicare ).

38



Key findings:

1 In the last year of life, the total costs of care for Medicare beneficiaries who
used hospice was 3.1 percent lower than the adjusted spending of beneficiaries
who did not use hospice. This relatively modest reduction in adjusted Medicare
spending translates to an estimated $3.5 billion less in Medicare outlays for
beneficiaries in their last year of life.

1 Examination of Medicare spending in policy-relevant length of stay groupings
(0-14 days, 15-30, 31-60, etc.) found that total Medicare spending in the 12
months preceding death is consistently lower for beneficiaries with LOS of 15
days or more, compared to beneficiaries who did not use hospice, regardless
of disease group.

1 Hospice stays for six months or more add value to Medicare. For those who
spent at least 6 months in hospice in the last year of their lives, spending was
11 percent lower than the adjusted spending of beneficiaries who did not use
hospice.

0 When sorted by disease group, spending ranged from being 4 percent
lower for neurodegenerative disease to 25 percent lower for chronic
kidney disease/end stage renal disease (CKD/ESRD).

1 Hospice care benefits patients, family members, and caregivers. From
increased satisfaction and quality of life to improved pain control, to reduced
physical and emotional distress, and reduced prolonged grief and other
emotional distress, hospice offers multiple benefits to patient, families, and
caregivers.

NORCO6s quantitative analysis focused o
of health care services and total costs of care for Medicare beneficiaries. Based on
the findings, on average, the hospice benefit was associated with a difference of 3.1

percent in total costs of care between hospice users and non-hospice users.
Source: The National Al liance Care at Home Repor
Report/March 2023 Exhibit # 26

Hospice care has been demonstrated to be a cost-effective service as identified in the
Nati onal Al liance Care at Ho me R eHogpicetis
for pain and symptom management, patients who choose to enroll in hospice choose
pain and symptom management versus curative and aggressive treatment. This
provides lower costs to the Medicare program as well as a better quality of care and
patient choice related to end of life considerations.

Hospice care is a holistic approach that treats the physical, emotional, mental, and
spiritual well -being of a patient facing a life-limiting illness, aiming to improve their
guality of life by managing symptoms, providing comfort, and offering comprehensive

n
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support to both the patient and their family. This "whole person” care addresses pain,
anxiety, existential questions, and spiritual needs, not just the disease itself, focusing
on dignity and peace as death approaches.

Researchers found that patients who entered hospice care toward the end of their
lives reported greater satisfaction, better quality of life, and reduced physical and
emotional distress. Specifically, recent research shows that hospice admissions in the
last six months of life correlate not just with increases in patient satisfaction, but with
better pain control, fewer hospital days, and fewer deaths in the hospital including with
an intensive care unit (ICU) admission.

To summarize the improvements hospice brings to healthcare, patients, family
members, and caregivers experience the value of hospice through increased
satisfaction and quality of life, improved pain control, reduced physical and emotional
distress (patients), and reduced prolonged grief disorder and other emotional distress
(family/caregivers). It is the goal of Golden Angels Hospice and Palliative Care, LLC
with the assistance of their Medical Director and staff, to educate the community
especially in areas with poor hospice utilization 1 skilled nursing (long term care), the
underserved populations and where disparities exist.

Hospice Agency Superiority

In the event that two or more applications meet all applicable review criteria and there
is not enough need projected for more than one approval, the department uses the
criteria in WAC 246-310-290(11) to determine the superior proposal.

Multiple Applications in One Year

In the event you are preparing more than one application for different planning areas
under the same parent company i regardless of how the proposed agencies will be
operated 7 the department will require additional financial information to assess
conformance with WAC 246-310-220. The type of financial information required from
the department will depend on how you propose to operate the proposed projects.
Related to this, answer the following questions:

1. Is the applicant (defined under WAC 246-310-010(6)) submitting any other
hospice applications under eit her Thsf
could include the same parent corporation or group of individuals submitting
under separate LLCs under their common ownership.

No, Golden Angels Hospice and Palliative Care, LLC is not submitting any
ot her applications in either of this

If the answer to this question is no, there is no need to complete further questions
under this section.

2. If the answer to the previous question is yes, clarify:
1 Are these applications being submitted under separate companies owned
by the same applicant(s); or
9 Are these applications being submitted under a single company/applicant?

t his

year ¢
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1 Will they be operated under some other structure? Describe in detail.

3. Under the financial feasibility section, you should have provided a pro forma
balance sheet showing the financial position of this project in the first three full

calendar years of operation. Provide pro forma balance sheets for the applicant,
assuming approval of this project showing the first three full calendar years of
operation. In addition, provide a pro forma balance sheet for the applicant
assuming approval of all proposed projects inthisy e a revdesv cycles showing
the first three full calendar years of operation.

4. Inthe event that the department can approve more than one county for the same
applicant, further pro-forma revenue and expense statements may be required.
1 If your applications propose operating multiple counties under the same
license, provide combined pro forma revenue and expense statements
showing the first three full calendar years of operation assuming approval

of all proposed counties.
1 If your applications propose operating multiple counties under separate
licenses, there is no need to provide further pro forma revenue and expense

statements.
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Certificate of Need Program Revised Code of Washington (RCW) and
Washington Administrative Code (WAC)

Certificate of Need Program laws RCW 70.38

Certificate of Need Program rules WAC 246-310

Certificate of Need Program ¢ Fr e q WAskediQluye st i ons o

Commonly Referenced Rules for Hospice Projects:

WAC Reference | Title/Topic

246-310-010 Certificate of Need Definitions

246-310-200 Bases for findings and action on applications

246-310-210 Determination of Need

246-310-220 Determination of Financial Feasibility

246-310-230 Criteria for Structure and Process of Care

246-310-240 Determination of Cost Containment

246-310-290 Hospice servicesd Standards and need forecasting method.

Certificate of Need Contact
Information: Certificate of Need
Program Web Page Phone: (360) 236-
2955

Email: FSLCON@doh.wa.gov

Licensing Resources:

In-Home Services Agencies Laws, RCW
70.127 In-Home Services Agencies Rules,
WAC 246-335 Hospice Agencies Program

Web Page



http://apps.leg.wa.gov/rcw/default.aspx?cite=70.38&full=true
http://apps.leg.wa.gov/wac/default.aspx?cite=246-310
https://www.doh.wa.gov/LicensesPermitsandCertificates/FacilitiesNewReneworUpdate/CertificateofNeed/FrequentlyAskedQuestions
https://app.leg.wa.gov/wac/default.aspx?cite=246-310-010
https://app.leg.wa.gov/wac/default.aspx?cite=246-310-200
https://app.leg.wa.gov/wac/default.aspx?cite=246-310-210
https://app.leg.wa.gov/wac/default.aspx?cite=246-310-220
https://app.leg.wa.gov/wac/default.aspx?cite=246-310-230
https://app.leg.wa.gov/wac/default.aspx?cite=246-310-240
https://app.leg.wa.gov/wac/default.aspx?cite=246-310-290
https://www.doh.wa.gov/LicensesPermitsandCertificates/FacilitiesNewReneworUpdate/CertificateofNeed
https://www.doh.wa.gov/LicensesPermitsandCertificates/FacilitiesNewReneworUpdate/CertificateofNeed
mailto:FSLCON@doh.wa.gov
https://apps.leg.wa.gov/RCW/default.aspx?cite=70.127
https://apps.leg.wa.gov/RCW/default.aspx?cite=70.127
https://apps.leg.wa.gov/WAC/default.aspx?cite=246-335
https://apps.leg.wa.gov/WAC/default.aspx?cite=246-335
https://www.doh.wa.gov/LicensesPermitsandCertificates/FacilitiesNewReneworUpdate/HospiceAgencies
https://www.doh.wa.gov/LicensesPermitsandCertificates/FacilitiesNewReneworUpdate/HospiceAgencies

Golden Angels Hospice and Palliative Care,

Certificate of Need Application

EXHIBIT 1 Organizational Structure

LLC
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Golden Angels Hospice and Palliative Care, LLC
Organizational Chart
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Golden Angels Hospice and Palliative Care, LLC

Certificate of Need Application

EXHIBIT 2. Organizational Structure Policy and Procedure
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Golden Angels Hospice and Palliative Care, LLC
Policy and Procedures

Organizational Structure 30

Policy

Golden Anpels Hospice and Palliative Care, LLC isa Hospice Agency poverned by a board of directors®
and operated by administrative personnel. The agency follows its bylaws and an established plan of
authority and responsibility.

Purpose

L
2

To ensure accountability and responsibility in the provision of effective agency services,

To delineate lines of authority.

Procedure

1

e |
B

The agency is a licensed agency with articles of incorporation and legal authority to
operate under the laws of the state of Washington.

The Governing Body is ultimately responsible for all aspects of hospice operations and
appoints the Administrator and Director of Nursing to handle day-to-day hospice
operations.

The Administrator assumes responsibility for the daily operations of the agency.
The agency's hours of operation are as follow:

a.  Theapency's business hours are 9:00AM to 5:00PM/

b, The office will be closed on all nationally observed holidays.

¢ Apency services are accessible 24 hours per day, 7 days per weel, including
weekends and holidays.

d.  On-call services are available after regular business hours, including weekends
and holidays.

The agency serves Pierce County.

The patient care and personnel operations of the agency are the responsibility of the
Administrator and the [DG. In the absence of the Administrator, an alternate has been
designated by the Governing Body to assume responsibility for the agency and the
services provided. In the absence of both the Administrator and the alternate Hospice
Supervisor, an RN with the required experience may be designated to assume supervisory
responsibilities on a temporary basis.

The Medical Director is responsible for the Medical Management of the Hospice Program.

The IDG is responsible for all aspects of patient care including coordination with other
organizations serving the hospice patients.

Golden Angels Hospioe and Palliative Care, LLC Rewised December 2025
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Golden Angels Hospice and Palliative Care, LLC
Policy and Procedures

9. The agency maintaing a current organizational chart that reflects the lines of authority and
accountability of all personnel. Amendments will be documented as changes in the agency

aocur.
10, Appropriately qualified personnel are emploved to deliver patient services and report to
the Hospice Supervisor.
References:

CM542 CFR 418.56, 418,58, 418,64, 418.66, 418.70, 418.74, 418108, 418,110, 418.116418.100
ACHC H5P1-1A, HSP1-4A, HSP1-4E, HSP1-4B.01, HSP1-5A.01

CHAP HSLG 1.1, HALG 2.0, HSLG 3.1, HSLG 5.1

WAC-335-615:1 and 5

Golden Angels Hospioe and Palliative Care, LLC Rewised December 2025
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Golden Angels Hospice and Palliative Care,

Certificate of Need Application

EXHIBIT 3. List of Facilities

LLC
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Golden Age Homes

i Facility Information

Golden Age Home 1
Location:; 3521 Effingham Lane, Modesto, CA
95357 License #: 50700187

Golden Age Home 6
Location: 2008 Damask Court, Modesto, CA 95355
License #: 507005492

Golden Age Home 2
Location: 3112 Iron Gate Drive, Modesto, CA
95355 License #: 507002688

Golden Age Home 7
Location: 1709 Mable Avenue, Modesto, CA 95355
License #: 507206765

Golden Age Home 3
Location: 3101 Iron Gate Drive, Modesto, CA
95355 License #: 507004123

Golden Age Home 8
Location: 8013 Queens Gate Court, Modesto, CA
95355 License #: 50700162

Golden Age Home 4
Location: 3019 Iron Gate Drive, Modesto, CA
95355 License #: 507004860

Golden Age Home 9
Location: 4121 Acclaim Court, Modesto, CA 95356
License #:50700437

Golden Age Home 5
Location: 3301 Sharon Avenue, Modesto, CA
95355 License#: 507005174

Golden Age Home 10
Location: 3213 Inverness Street, Modesto, CA 95350
License # 50700820
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Golden Angels Hospice and Palliative Care, LLC

Certificate of Need Application

EXHIBIT 4.CV forKathy Ahearn, RN,BSN, PHN
CEO and Founder ALEC@Oyc.
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Kathy Ahearn, RN, BSN, PHN
CEO and Founder
ALECC, Inc.

Phone: (760) 814-7530
Kathy@alecc.com

Kathy Ahearn, BN, BSN, PHM, holds dual bachelor's degrees in nursing and social werk and has over
30 years of experience in Hospice, Home Health, and Palliative Care. As CEO and founder of
ALECC, Inc., she provides consulting, leadership mentoring, and tailered education focused on
regulatory compliance and best practices. Kathy is nationally recognized as an educator and
resource for her expertize in agency assessment, survey readiness, leadership training.
operational improvement, and strategic planning. Her work supports agencies and state
associations in navigating and simplifying complex regulations to achieve aoptimal cutcomes
through practical, firsthand guidance.

Background:
Extensive history in the healthcare industry.

Expertise and experience in Post-Acute Care {long-term care/skilled nursing, hospice, home
health, home infusion, homecare)with education, operations, compliance/regulatory, clinical,
sales, managed markets, government contracting, business/program development, licensure, and
accreditation.

‘Website/Linkedin: www.alecc.com
https:/fwww.linkedin.com/in/ kathy-ahearn-52b 83011/

State Conference and Mational Speaker: CAHSAH/CHAPCASOH.
RM Speaker/ RN Advisory Board - Horizon Therapeutics
Oceanside Pacific Kiwanis Rookie of the Year Award 2019
Matienal Pain Committes - 1395 Developed Mational Pain Scales - 5" Yital Sign (Fain)
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0422 - present ALECC, Inc. CEQ & Founder

Education, Collaboration and Consulting in post-acute care and health
care systams. (Hospice/Homae HealthfHome Infusions Skilled Mursing).
Mational Educator Post-Acute Care - Hogpice and Home Health Webinar
Metwork [regulatory/compliance).
Speaker Mational Healthcare Conferences
On-site and remote management and clinical consulting and agency
leadership mentoring.
Due Diligence.
QAP - Chart audits, education of staff, survey prep, licensing,
accreditation.
Additicnal Documentation Review (ADR)
o Assist agencies with responding to Medical Documentation
Review including redeterminations and appeals.
Expert Witness (remote/on-site needed)
o Provide education re: Regulatory interpretation
(DIG/CMS/State), job duties, and responsibilities, etc.
o Audits/identify potential questions, areas of risk for focus.
o Review responses to "proffer” questions, provide response per
client requirements (written/verbal)

0B/ M - D4/22 Ahearn Advisement Partners (new ALECC, Inc.)

Leadership, Education, Survey Prep, Agency Start-up, Interim
Mamagement, Regulatory Expert: Home Health/Care, Infusion, Hospice
and Skilled Mursing.

Education - State Hospice and Home Health Associations re:
Compliance/RegulationsfBest Practices/Care Continuum -

ACHC Certified Consultant (2020 - present).

Managed Care contracting (regional/national) for Post-Acute Care
(Hospice VBID, Home Health, Infusion) all Managed Markets including
Government.

Hospice Advisor for CA Hospice Agencies. Compliance, Regulatory,
Medical Audit Reviews, QAPI, Survey, Program Integrity, Operations,
Billing, Leadership, CHMS Appeals, Clinical and Management training.
Business Development, Interim Managemaent (HospicesHome Health),
Market and Strategic Flan Development.

Kaplan MacLean Infusion Center Manager/Business Development
Licensure and Accreditation for Home Infusion Pharmacy
Program/Specialty Pharmacy (CME, Joint Commission, ACHC)

Due Diligence and Risk Assessments

916 - Present Essential Educations Webinar Natwork [Ahearn Advisement

Partners/ALECC)

Frovide Mational Education Webinars to State Health Care Asscciations
for Hospice/Mome Health/Homecare re; COVID-18,
Regulatory/Complianced Documentation, Managed Care

Contracting/ Niche Markat Opportunities,
Recruitment/Onboarding/Retention

Primary Educater for Hospice Compliance and Clinical Management
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Golden Angels Hospice and Palliative Care, LLC
Paolicy and Procedures

CHARITY CARE

PURPOSE

To identify the criteria to be applied when accepting patients for charity care.

POLICY

Patients without third-party payer coverage and who are unable to pay for medically necessary
care will be accepted for charity care admission, per established criteria.

Golden Angels Hospice and Palliative Care, LLC. will establish objective criteria and financial
screening procedures for determining eligibility for charity care.

The organization will consistently apply the charity care policy.

PROCEDURE

1. When it is identified that the patient has no source for payment of services and requires
medically necessary care/service, the patient must provide personal financial information
upon which the determination of charity care will be made.

2. Asocial worker, as available, will meet with the patient to determine potential eligibility for
financial assistance from other community resources.

3. The Executive Director /Administrator, with the appropriate Clinical Director/Director of
Clinical Services, will review all applicable patient information, including financial declarations,
physician [or other authorized licensed independent practitioner) orders, initial assessment
information, and social work notes to determine acceptance for charity care.

4, All documentation utilized in the determination for acceptance for charity care will be
maintained in the patient's billing record.

5. When financial declarations reveal the patient is able to make partial payment for services, the
Executive Director/Administrator, with the appropriate Clinical Director /Director of Clinical
Services, will determine the sliding-fee schedule to be implemented.

6. The revised sliding-fee schedule will be presented to the patient for agreement and signature.

7. After acceptance for charity care, the patient’s ability to pay will be reassessed every 60-90
days.

8. When the organization is unable to admit the patient or to continue charity care, every effort
will be made to refer the patient for appropriate care/service with an alternate provider.

8. The referral source will be advised of acceptance, non-acceptance, continuation, or discharge
from charity care.

Golden Angels Hospice and Palliative Care, LLC Revised December 2025
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Golden Angels Hospice and Palliative Care, LLC
Policy and Procedures

Donated Funds

PURPOSE
To provide guidelines for the acceptance and use of donated funds.

POLICY

Golden Angels Hospice and Palliative Care, LLC will accept donations from individuals who
wish to support the hospice program and services. Most donations are in memory of patients
who have been served by the program. Funds will be utilized to promote the home health
and'or hospice program. Funds will be utilized in a constructive and consistent manner.

PROCEDURE

1.

When a surviving family/caregiver inquires as to the procedure regarding donation funds to
the organization, the following information can be given:

A, The donor forwards a check with a note or card identifying in whose name the donation
iz being made. The check is made out o Golden Angels Hospice and Palliative Care,
LLC

All donated funds received will be forwarded to the development depariment. This
department will keep a record of all donations, make a copy of the check and
comespondence for its files, and send an acknowledgment to the famiky/caregiver and a
thank-you letter to the donor. The Executive Director'Administrator will sign a card
expressing appreciation, which will be included in the card sent to the donor. The donated
check will be forwarded to the business office.

Request for use of donated funds can be made by any organization team member.

All expenditures of the donated funds will be approved by the Executive
Director/Administrator. Criteria for use or request:

A, To purchase items that increase comfort of patients and families/caregivers

B. To pay for personal care services that are needed but not covered under the
Medicare/Medicaid benefit

. To provide for special supplies or equipment that patients cannot afford and which will
allow the patients to stay at home or return home

D. To pay for expenses associated with the bereavement program
A report on the amount of donations and their usage will be submitted biannually to the

hospice Governing Body by the Executive Director/Administrator. At any time, information
about monies will be available from the Executive Director/Administrator.

Gakden Angels Hespiee ard Palliative Care, LLC Revised Decemiber 2025
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Local Coverage Determination (LCD)

LCD - Hospice Determining Terminal Status (L34538)

Links in PDF documents are not guarantaed to work. To follow a web link, please use the MCD Website.

Contractor Information

CONTRACTOR NAME CONTRALCT TYPE

CONTRACT NUMBER

JURISDICTION

STATES

CGS Administrators, LLC HHH MAC

15004 - HHH MAC

1-15

Colorado

Delaware

District of Calurnbia
lowa

Kansas

Maryland

Missouri - Entire State
Montana

Nebraska

Morth Dakota
Pennsylvania

South Dakota

Utah

Wirginia

Wast Virginia
Wiyarming

LCD Information

Document Information

LCD ID
L34538

LCD Title
Hospice Determining Terminal Status

Proposed LCD in Comment Period
My A

Source Proposed LCD
M/A

Original Effective Date
For services perfarmed on or after 10/01/2015
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Revision Effective Date saking copies or utilizing the content of the UBCIDG Manual, incuding the

For services performed on or after 06/27/2024 codes ard/for descriptions, for intermal purposes, resale and/for to be used
in any product or pubfication; creating any modified or dervative work of

the UBOI04 Manual andfor codes and desoriptions; andfor making any

Revision Eﬂdil‘lﬂ Data comimercial ese of UBO04 Manual aor any pertan thereof, including the
A epdes and/or descriptions, i only authorized with an express license from
MY thie American Hespital Asseciatiaon, The American Hespital Associatian (the

“AHA") has not reviewed, and is not resporsshle far, the completensss or

acouracy of any infarmation contained in this mabesial, ner was the AHA or

Retirement Date any of its affilsates, involwed in the preparation of this matenal, or the

M/A analysis of information provided in the material. Tha wiews and/or poasitions
presented in the material do not necessanty reprasant the views of the
AMA. CMS and its products and services are not endorsed by the AHA or

Motice Period Start Date any of its affsates,

N/A

Motice Period End Date
M/A

Issue

Issue Description

This LCD outlines coverage for hospice as indicated in the coverage and indications section.

CMS National Coverage Policy

- Spcial Security Act, Sections 1102, 1812 {a)(4) and (d); 1813 (a) (4); 1814 {a)(7) and (I); 1862 {a}(1}, (&), and
(9); 1861 (dd), 1871

- 42 CFR Part 418

= CMS Publication 100-02, Medicare Benefit Policy, Chapter 9.

- CMS Publication 100-04, Medicare Claims Processing, Chapter 30.

Coverage Guidance

Coverage Indications, Limitations, and/for Medical Necessity
GENERAL INDICATIONS:

Medicare coverage of hospice depends on a physician's certification that an individual's prognosis is a life expectancy
of six months or less if the terminal illness runs its normal course. This policy describes guidelines to be used by
Home Health & Hospice (HHEH) MAC in reviewing hospice claims and by hospice providers to detarmine eligibility of
beneficaries for hospice benefits. Although guidelines applicable to certain disease categories are included, this
policy is applicable to all hospice patients. It is intended to be used to identify any Medicare beneficiary whose
current clinical status and anticipated pregression of disease is more likely than not te result in a life expectancy of
six months or less,

Clinical variables with general applicability without regard to diagnosis, as well as clinical variables applicable to a
limited number of specific diagnoses, are provided. Patients who meet the guidelines established herein are expected
to have a life expectancy of six months or less if the terminal illness runs its normal course. Some patients may not
meet thesa guidelines, yet still have a life expectancy of & months or less. Coverage for these patients may be
approved if documentation of clinical factors supporting a less than &-menth life expectancy not included in these
guidalines is provided.

Croated on 11/24/2024. Page 2 of 16
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If a patient improves or stabilizes sufficiently over tima while in hospice such that he/she no longer has a pregnosis
of six months or less from the most recent recertification evaluation or definitive interim evaluation, that patiant
should be considered for discharge from the Medicare hospice benefit. Such patients can be re-enrolled for a new
benefit period when a decline in their clinical status s such that their life expectancy is again six months or less. On
the other hand, patients in the terminal stage of their iliness who originally qualify for the Medicare hospice benefit
but stabilize or improve while receiving hospice care, yet have a reasonable expectation of continued decline for a life
expectancy of less than six months, remain eligible for hospice care.

SPECIFIC INDICATIONS:

A patient will be considered to have a life expectancy of six months or less if he/she meets the non-disease specific
dedine in clinical status guidelines described in Part 1. Alternatively, the baseline non-diseasa specific guidelines
described in Part I plus the applicable dissase specific guidelines listed in the appendix will establish the necessary
expectancy.

Part I. Decline in clinical status guidelines

Patients will be considered to have a life expectancy of six months or less if there is documented evidence of decline
in clinical status based on the guidelines listed below. Since determination of decline presumes assessment of the
patient’s status over time, it is essential that both baseline and follow-up determinations be reported where
appropriate. Baseline data may be established on admission to hospice or by using existing information from records.
Other dinical variables not on this list may support a six-month or less life expectancy. These should be documented
irn the clinical record.

Thesa changes in clinical variables apply to patients whose decline is not considered to be reversible. They are listed
in order of their likelihood to predict poor survival, the mest predictive first and the least predictive last. No specific
number of variables must be met, but fewer of those listed first (more predictive) and more of those listed last {least
predictive) would be expectad to predict longevity of six months or less.

1. Progression of disease as documented by worsening clinical status, symptoms, signs and laboratory results
a. Clinical Status
i. Recurrent or intractable infections such as pneumonia, sepsis or upper urinary tract.
ii. Progressive inaniticn as documented by:
A, Weight loss not due to reversible causes such as depression or use of diuretics
B. Decreasing anthrepomorphic measurements (mid-arm circumference, abdeminal girth), nat
due to reversible causes such as deprassion or use of diuretics
C. Decreasing serurn albumin or cholesterol
iii. Dysphagia leading to recurrent aspiration and/or inadequate oral intake documented by decreasing
food portion consumption.
b. Symptoms
a. Dyspnea with increasing respiratory rate
b. Cough, intractable
€. Nausea/vomiting poorly responsive to treatment
d. Diarrhea, intractable
e. Pain requiring increasing doses of major analgesics more than briefly.

€. Signs
a. Decline in systolic blood pressure to below 90 or progressive postural hypotension
b. Ascites
c. Venous, arterial or lymphatic obstruction due to local progression or metastatic disease
d. Edema

Created on 11/24/2024. Page 3 of 16

60



e, Pleural / pericardial effusion
f. Weakness
g. Change in level of consciousness
d. Laboratory (When available. Lab testing is not required to establish hospice eligibility.)
a. Increasing pCO2 or decreasing pO2 or decreasing Sad2
b. Increasing calcum, creatinine or liver function studies
¢. Increasing tumor markers (e.g. CEA, PSA)
d. Progressively decreasing or increasing serum sodium ofF increasing serum potassium
2. Decline in Kamofsky Performance Status (KPS) or Palliative Performance Score (PPS) from <70% due to
progression of disease.
3. Increasing emergency roocm visits, hospitalizations, or physician's visits related to hospice primary diagnosis
4, Progressive decline in Functional Assessment Staging (FAST) for dementia (from =7A on the FAST)
5. Progression to dependence on assistance with additional activities of daily living {See Part 11, Section 2)
6. Progressive stage 3-4 pressure ulcers in spite of optimal care

Part II. Non-disease specific baseline guidelinas
(both of these should be met)

1. Physiclogic impairment of functional status as demonstrated by:
Karmofsky Performance Status (KPS) or Palliative Performance Score (PPS) <70%. Note that two of the disease
spedific guidelines (HIV Disease, Stroke and Coma) establish a lower qualifying KPS or PPS.
2. Dependence on assistance for bwo or more activities of daily living (ADLS)
a. Feeding
b. Ambulation
c. Continence
d. Transfer
e, Bathing
f. Dressing

See appendix for disease specific guidelines to be used with these {Part I1) baseline guidelines. The baseline
guidalines do not independently qualify a patient for hospice coverage.

Mota: The word “should” in the disease specific guidelines means that on medical review the guideline so identified
will be given great weight in making a coverage determination. It does not mean, however, that meeting the
guideline is obligatory.

Part III. Co-morbidities

Although not the primary hospice diagnosis, the presence of disease such as the following, the severity of which is
likely to contribute ko a life expectancy of six months or less, should be considered in determining hospice eligibility.

A, Chronic obstructive pulmonary disease
B. Congestive heart failure

C. Ischemic heart disease

D. Diabetes mellitus

Croated on 11/24/2024. Page 4 of 16
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E. Neurclogic disease (CVA, ALS, MS, Parkinson's)

F. Renal failure

G. Liver Diseasa

H. Meoplasia

I. Acquired immune deficiency syndrome

1. Dementia
LIMITATIOMNS:
Medical review of records of hospice patients that do not document that patients meet the guidelines set forth
herein may result in denial of coverage unless other clinical circumstances reasonably predictive of a life
expectancy of six moenths or less are provided.
The condition of some patients receiving hospice care may stabilize or improve during or due to that care, with
the expectation that the stabilization or improvement will not be brief and temporary. In such dircumstances, if
the patient's condition changes such that he or she no longer has a pregnosis of life expectancy of six months
or less, and that improvement can be expected to continue outside the hospice setting, then that patient
should be discharged from hospice.
Oni the other hand, patients in the terminal stage of their illness who originally qualify for the Medicare hospice
benafit but stabilize or improve while receiving hospice care, yet have a reasonable expectation of continued
dedline for a life expectancy of less than six months, remain eligible for hospice care.

Summary of Evidence
MyA
Analysis of Evidence {Rationale for Determination)

NA

General Information
Associated Information

General Guidelines:

Documentation certifying terminal status must contain enough infermation to support terminal status upon review.
Documentation of the applicable criteria listed under the "Indications™ section of this policy would meet this
requiremnent. If other clinical indicators of dedine not listed in this policy such as psycholegical and spiritual factors
form the basis for certifying tarminal status, they should be documented as well. Recertification for hospice care
requires the same clinical standards be met as for initial certification, but they need not be reiterated. They may be
incorporated by specdific reference as part (or all) of the indication for recertification. Note, however, paragraph 3 of
'‘General Indications' under "Indications and Limitations of Coverage and/or Madical Necessity" regarding patients
who improve or stabilize.

Documentation should "paint a picture” for the reviewer to clearly see why the patient is appropriate for hospice care
and the level of care provided, i.e., routine home, continuous home, inpatient respite, or general inpatient. Tha
records should include observations and data, not merely condusions. However, documentation expectations should
comport with nermal clinical documentation practices. Unless elements in the record require explanation, such as a
non-morbid diagnosis or indicaters of likely greater than G-month survival, as stated below, no extra or additional
record entries should be needed to show hospice benefit eligibility.

The amount and detail of documentation will differ in different situations. Thus a patient with metastatic small cell CA
may be demonstrated to be hospice eligible with less documentation than a chronic lung disease patient. These
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62



situations are obvious. Patients with chronic lung disease, long term survival in hospice, or apparent stability can still
be eligible for hospice benefits, but sufficient justification for a less than six month prognosis should appear in the
record.

If the documentation indudes any findings inconsistent with or tending to disprove a less than 6-maonth prognosis,
they should be answered or refuted by other entries, or specifically addressed and explained. Most facts and
observations tending to suggest a greater than & month prognosis are predictable and apparent, such as a prolonged
stay in hospice or a lew immediate mortality diagnosis, as stated above. But specific entries can also call for an
answer, such as an opinion by one team member or recovery of ADLS when they were part of the basis for the initial
declaration of eligibility. Alse, the lack of certain documentation elements such as a tissue diagnosis for cancer will
not create non-eligibility for the hospice benefit, but does necessitate other supportive documentation.

Documentation submitted may include information from periods of time that fall outside the billing period currently
under review. Include supporting events such as a change in the level of activities of daily living, recent
hospitalizations, and the known date of death (if you are billing for a pericd of time prier to the billing period in which
death ocourred.)

Documentation should support the level of care being provided to the patient during the time period under review,
i.e. routine or continuous home or inpatient, respite, or general. The reviewer should be able to easily identify the
dates and times of changes in levels of care and the reason for the change.

In addition the documentation must comply with the requirements found in accordance with CMS IOM 100-02
Chapter 9 Section 20.

Disease Specific Guidelines
Mote: These guidelines are to be used in conjunction with the "Non-disease specific baseline guidelines” described in
Part I1 of the basic policy.

Section I: Cancer Diagnoses

A, Disease with distant metastases at presentation OR

B. Progression from an earlier stage of disease to metastatic disease with either:
1. a continued decline in spite of therapy

2. patient declines further disease directed therapy

Mota: Certain cancers with poor prognosas (e.q. small cell lung cancer, brain cancer and pancreatic cancer) may be
hospice eligible without fulfilling the other criteria in this section.

Section II: Non-Cancer Diagnoses

A. Amyotrophic Lateral Sclerosis
General Considerations:

1. ALS tends to progress in a linear fashion over time. Thus, the overall rate of decline in each patient is fairly
constant and predictable, unlike many other nen-cancer diseases.

2. However, no single variable deteriorates at a uniferm rate in all patients, Therefore, multiple clinical
parameters are required to judge the progression of ALS,

3. Although ALS usually presents in a localized anatomical area, the location of initial presentation does not
correlate with survival time. By the time patients become end-stage, muscle denervation has become
widespread, affecting all areas of the body, and initial predominance patterns do not persist.

4, Progression of disease differs markedly from patient bo patient. Some patients decline rapidly and die quickly;
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others progress more slowly. For this reason, the history of the rate of progression in individual patients is
important to obtain to predict prognosis.

5. In end-state ALS, two factors are critical in determining prognosis: ability to breathe, and to a lesser extent
ability to swallow. The former can be managed by artificial ventilation, and the latter by gastrostemy or other
artificial feeding, unless the patient has recurrent aspiration pnedmaonia. While not necessarily a
contraindication to Hospice Care, the decision to institute either artificial ventilation or artificial feeding will
significantly alter six-month prognosis.

6. Examination by a nedrologist within three months of assessment for hospice is advised, both to confirm the
diagnosis and to assist with prognosis,

Criteria:
Patients will be considered to be in the terminal stage of ALS (life expectancy of six months or less) if they meet the
following criteria. {Should fulfill 1, 2, or 3).

1. Patient should demonstrate critically impaired breathing capacity.
a. Critically impaired breathing capacity as demonstrated by all the following characteristics occurring
within the 12 months preceding initial hospice certification:
i. Vital capacity (WC) less than 30% of normal (if available);
ii. Dyspnea at rest;
jii. Patient declines mechanical ventilation; external ventilation used for comfort measures only.
2. Patient should demonstrate both rapid progression of ALS and critical nutritional impairment.
a. Rapid progression of ALS as demonstrated by all the following characteristics ocourring within the 12
mofths preceding initial hospice certification:
i. Progression from independent ambulation toe wheelchair to bed bound status;
ii. Progression from normal to barely intelligible or unintelligible speech;
jii. Progression from normal to pureed diet;
iv. Progression from independence in most or all activities of daily living (ADLs) to needing major
assistance by caretaker in all ADLs.
b. Critical nutriticnal impairment as demonstrated by all the following characteristics occurring within the
12 maonths preceding initial hospice certification:
i. Oral intake of nutrients and fluids insufficient to sustain life;
ii. Continuing weight loss;
jii. Dehydration or hypovalemia;
iv. Absence of artificial feeding methods, sufficient to sustain life, but not for relieving hunger.
3. Patient should demonstrate both rapid progression of ALS and life-threatening complications.
a. Rapid progression of ALS, see 2.3 above.
b. Life-threatening complications as demonstrated by one of the following characteristics cccurring within
the 12 menths preceding initial hospice certification:
i. Recurrent aspiration pneumonia (with or without tube feedings);
ii. Upper urinary tract infection, e.q., pyelonephritis;
iii. Sepsis;
iv. Recurrent fevar after antibiotic therapy;
v. Stage 3 or 4 decubitus ulcar(s).

B. Dementia due to Alzheimer's Disease and Related Disorders
Patients will be considered to be in the terminal stage of dementia (life expectancy of six months or less) if thay
rieet the following criteria. Patients with dementia should show all the following characteristics:
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1. Stage seven or beyond according to the Functional Assessment Staging Scale

2. Unable to ambulate without assistance;

3. Unable to dress without assistance;

4, Unable to bathe without assistance;

5. Urinary and fecal incentinence, intermittent or constant;

6. Mo consistently meaningful verbal communication: stereotypical phrases only or the ability to speak is limited
to six or fewer intelligible words.

Patients should have had one of the following within the past 12 months:

1. Aspiration pneumaonia;

2. Pyelonephritis or other upper urinary tract infection;

3. Septicemia;

4. Decubitus uleers, multiple, stage 3-4;

5. Fewver, recurrent after antibiotics;

6. Inability to maintain sufficient fAluid and calorie intake with 10% weight loss during the previous six months or
serum albumin <2.5 gm/dl.

Mote: This section is specific for Alzheimer's Disease and related disorders, and is not appropriate for other types of
dementia, such as multi-infarct dementia.

C. Heart Disease

Patients will be considered to be in the terminal stage of heart disease (life expectancy of six months or less) if they
meet the following criteria. {1 and 2 should be present. Factors from 3 will add supporting documentation.):

1. At the time of initial certification or recertification for hospice, the patient is or has been already optimally
treated for heart disease or is not a candidate for a surgical procedure or has declined a procedure. (Optimally
treated means that patients who are not on vasodilators have a medical reasen for refusing these drugs, e.qg.,
hypotension or renal disease.)

2. The patient is dassified as New York Heart Association (NYHA) Class IV and may have significant symptoms of
heart failure or angina at rest. (Class IV patients with heart disease have an inability to carry on any physical
activity without discomfort. Symptoms of heart failure or of the anginal syndrome may be present even at rest.
If any physical activity is undertaken, discomfort is increased. ) Significant congestive heart failure may be
documented by an ejection fraction of =20%, but is not required if not already available.

3. Decumentation of the following factors will support but is not required to establish eligibility for hespice care:

a. Treatment resistant symptomatic supraventricular or ventricular arrhythmias;
b. History of cardiac arrest or resuscitation;

c. History of unaxplained syncope;

d. Brain embolism of cardiac origing

e, Concomitant HIV disease.

D. HIV Disease

Patients will be considered to be in the terminal stage of their illness (life expactancy of six months or less) if they
meet the following criteria. {1 and 2 should be present; factors from 3 will add supporting documentation):
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1. CD4+ Count 100,000 copies/ml, plus one of the following:

a. CNS lymphoma;

b. Untreated, or persistent despite treatment, wasting (loss of at least 10% lean body mass);

€. Mycobacterium avium complex (MAC) bacteremia, untreated, unresponsive to treatment, or treatment

refused;

d. Progressive multifocal leukoencephalopathy;

&, Systemic lymphoma, with advanced HIV disease and partial response to chemotherapy;

f. Visceral Kaposi's sarcoma unresponsive to therapy;

g. Renal failure in the absence of dialysis;

h. Cryptesporidium infection;

i. Toxoplasmosis, unresponsive to therapy.
2. Decreased performance status, as measured by the Karnofsky Performance Status (KPS) scale, of £50%
3. Decumaentation of the following factors will support eligibility fer hospice cara:

a. Chronie persistent diarrhea for one year;

b. Persistent serum albumin <2.5 gm/dl;

c. Concomitant, active substance abuse;

d. Age =50 years;

e, Absence of, or resistance to effective antiretroviral, chemotherapeutic and prophylactic drug therapy

related specifically to HIV disease;

f. Advanced AIDS dementia complex;

g. Toxoplasmosis;

h. Congestive heart failure, symptomatic at rest;

i. Advanced liver disease,

E. Liver Disease

Patients will be considered to be in the terminal stage of liver disease (life expectancy of six months or less) if they
meet the following criteria. {1 and 2 should be present; factors from 3 will lend supporting documentation.):

1. The patient should show both a and b:
a. Prothrombin time prolenged more than 5 seconds over control, or International Mormalized Ratio (INR)
=1.5;
b. Serum albumin <2.5 gmy/dl
2. End stage liver disease is present and the patient shows at least one of the following:
a. Ascites, refractory to treatment or patient non-compliant;
b. Spontanecus bacterial peritonitis;
¢. Hepatoranal syndrome [elevated creatinine and BUN with oliguria)
d. Hepatic encephalopathy, refractory to treatment, or patient nen-compliant;
e. Recurrent variceal bleeding, despite intensive therapy.
3. Documentation of the following factors will support eligibility for hospice care:
a. Progressive malnutrition;
b. Muscle wasting with reduced strength and endurance;
¢. Continued active aleohalism (=80 gm ethanol/day);
d. Hepatocellular carcinoma;
e, HBsAg (Hepatitis B) positivity;
f. Hepatitis C refractory to interferon treatment.

Patients awaiting liver transplant who otherwise fit the above criteria may be certified for the Medicare hospice
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benefit, but if a donor organ is procured, the patient should be discharged from hospice,

F. Pulmonary Disease

Patients will be considered to be in the terminal stage of pulmonary dissase (life expectancy of six months or less) if
they meet the following criteria. The criteria refer to patients with various forms of advanced pulmonary disease who
eventually follow a final common pathway for end stage pulmonary disease. (1 and 2 should be prasent.
Documentation of 3, 4, and 5, will lend supporting decumentation.):

1. Severe chronic lung disease as documented by both a and b:

a. Dizabling dyspnea at rest, poorly or unresponsive to bronchodilators, resulting in decreased functional
capacity, e.g., bed to chair existence, fatigue, and cough: {Documentation of Forced Expiratory Volume
in One Second (FEV1), after bronchaodilator, less than 30% of predicted is objective evidence for
disabling dyspnea, but is not necessary to obtain.)

b. Progression of end stage pulmonary disease, as evidenced by increasing visits to the emergency
department or hospitalizations fer pulmonary infections and/or respiratory failure er increasing physician
harme visits prior to initial certification. {Documentation of serial decrease of FEVL =40 mifyear is
objective evidence for diseasa progression, but is not necessary to obtain.)

2. Hypoxemia at rest on room air, as evidenced by pO2 =55 mmHg; or oxygen saturation =BB%, determined
either by arterial blood gases or exygen saturation monitors; (These values may be obtained from recent
hospital records.) OR Hypercapnia, as evidenced by pCO2 =50 mmHg. (This value may be obtained from
recent [within 3 months] hospital records. )

3. Right heart failure {RHF) secondary to pulmonary disease {Cor pulmonale) {e.g., not secondary to left heart
disease or valvulopathy).

4, Unintentional progressive weight loss of greater than 10% of body weight over the preceding six months,

5. Resting tachycardia =100/min.

G. Renal Disease
Patients will be considered to be in the terminal stage of renal disease (life expectancy of six months or less) if they
mieet the following criteria.

Acute renal failure:
(1 and either 2 or 3 should be present. Factors from 4 will lend supporting documentation.)

1. The patient is not seeking dialysis or renal transplant or is discontinuing dialysis;
2. Creatinine clearance GFR <15 ml/min
3. Serum creatinine =8.0 mg/dl {>6.0 ma/dl for diabatics);
4, Comorbid conditions:

a. Mechanical ventilation;

b. Malignancy {other organ system);

¢. Chronie lung disease;

d. Advanced cardiac disease;

e, Advanced liver disease;

f. Sepsis;

g. Immunosuppression/AIDS;

h. Albumin

i. Cachexia;

j. Platelet count <25,000;

k. Disseminated intravascular coagulaticn;
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|. Gastrointestinal bleeding.

Chronic renal failure:
(1 and either 2 or 3 should be present. Factors from 4 will lend supporting documentation.)

1. The patient is not seeking dialysis or renal transplant or is discontinuing dialysis;
2. Creatinine clearance GFR <15mil/min
3. Serum creatinine =8.0 mg/dl {>6.0 ma/dl for diabetics);
4, Signs and symptoms of renal failure;
a. Uremia;
b. Oliguria
¢. Intractable hyperkalemia (>7.0) not responsive to treatment;
d. Uremic pericarditis;
e, Hepatorenal syndrome;
f. Intractable fluid overload, not responsive to treatment.

H. Stroke & Coma
Patients will be considered to be in the terminal stage of stroke or coma (life expectancy of six months or less) if
they meet the following criteria,

Stroke:

1. Kamofsky Performance Status (KPS} or Palliative Parformance Scale (PPS) of 40% or less;
2. Inability to maintain hydraticn and caloric intake with one of the fellowing:
a. Weight loss =10% in the last & months or =7.5% in the last 3 months;
b. Serum albumin <2.5 gmy/dl
. Current history of pulmonary aspiration not responsive to speech language pathelogy intervention;
d. Sequential calorie counts documenting inadequate caloric/Muid intake
e. Dysphagia severe enough to prevent the patient from receiving food and fluids necessary to sustain life,
in a patient who declines or does not receive artificial nutrition and hydration.

Documentation of diagnostic imaging factors which support poor prognosis after stroke include:
For non-traumatic hemorrhagic stroke:

1. Large-volume hemorrhage on CT:
a. Infratentorial: =20 mi.;
b. Supratentoerial: =50 mil.
2. Ventricular extension of hemorrhage;
3. Surface area of invelvemant of hemorrhage =30% of cerebrum;
4, Midline shift =1.5 cm.;
5. Dbstructive hydrocephalus in patient who declines, or is not a candidate for, ventriculoperitoneal shunt.

For thrombotic/embolic stroke:

Craated on 1172472024, Paga 11 of 16
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1. Large anterior infarcts with both cortical and subcortical involvement;
2. Large bihemispheric infarcts;

3. Basilar artery occusion;

4, Bilateral vertabral artery ccclusion,

Coma (any eticlogy):
Comatose patients with any 3 of the following on day three of coma:

1. Abnormal brain stem response;

2. Absent verbal response;

3. Absent withdrawal response to pain;
4, Serum creatinine >1.5 mg/dl.

Documentation of the following factors will support eligibility for hospice care:

Documentation of medical complications, in the context of progressive clinical decline, within the previous 12
miefths, which support a terminal prognosis:

1. Aspiration preumaonia;

2. Upper urinary tract infection (pyelonephritis);
3. Sepsis;

4, Refractory stage 3-4 decubitus ulcers;

5. Fewver recurrent after antibictics.

Sources of Information

1. Medicare Contractor Medical Directors' Hospice Waorkgroup

2. B. Friedman, M. Harwood, M. Shields. Barriers and enablers to hospice referrals: an expert overview. J
Palliative Medicine 2002; 5; 73-84

3. K. Ogle, B. Mavis, G. Wyatt. Physicians and hospice care: attitudes, knowledge, and referrals. J Palliative
Medicine 2002; 5; B5-92.

4, K. Ogle, B. Mavis, T. Wang. Hospice and primary care physicians; attitudes, knowledge, and barriers. Al
Hospice B Palliative Care, 2003; 20; 41-51.

5. M. Christakis, E. Lamont. Extent and determinants of error in doctors’ prognases in terminally ill patients:
prospective cohort study. British Medical Journal 2000; 320; 469-472.

6. E. Lamont, M. Christakis. Prognostic disclosure to patients with cancer near end of life. Annals of Internal
Medicine 2001; 134; 1097-1143,

This policy consolidates, simplifies and supercedes the several current hospice local medical review policies on
determining terminal status previously implemented by this contractor whose references are incorporated herawith.
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December 18, 2025

Via Email: ESLCON@DOH. WA.GOY, CH@doh.wa,gov

Department of Health
Certificate of Need
111 Israel Road SE
Tumwater, Wa 98501

RE: Letter of Intent - Golden Angels Hospice and Palliative Care, LLC
To Whom It May Concern:

| am Kathy Ahearn, Consultant for Golden Angels Hospice and Palliative Care, LLC [*Golden Angels Hospice™ or the
“@pplicant”), and have been authorized by its Manager/Member, Marinela Placintar, to submit this letter of intent
on behalf of the Applicant to establish a new hospice program in Pierce County.

Golden Angels Hospice intends to submit a certificate of need application to establish a new hospice agency in the
service area of Pierce County and will file the certificate of need application before the filing deadline of January 31,
2026,

In accordance with WAC 246-310-080, please find the following information:
1. Description of Services proposed: Golden Angels Hospice proposes to establish, license, and operate a
new Medicare and Medicaid eligible hospice agency.
2. Estimated Cost of the Proposed Project: Total 532,000.00
3. Identification of the Service Area: The proposed service area will be Pierce County, WAL

The legal name, mailing address, and contact information of the Applicant is as follows:
Golden Angels Hospice and Palliative Care, LLC
3560 Bridgeport Way West Suite 1-D, University Place, WA SB464
Telephone: (253) 393-6223
Facsimile; (253) 250-2741.

All correspondence regarding this project and application should be directed to the undersigned, the Applicant’s
Consultant and Authorized Representative, at:

2635 Madison Ave. #14, Carlsbad CA 52008
Phone: (760) B14-7530
Ermnail address: kathy@alecc.com

Thank you for your support. We look forward to one day serving and providing valuable hospice services to patients
in Pierce County, WA. Flease feel free to contact me with questions or concemns.

Sincerely,

GOLDEM ANGELS HOSPICE AMD PALLIATIVE CARE, LLC
f{ﬁ% wThean

By: Kathy Ahearn, BN, BSN, PHN

CEO/Founder ALECC, Inc.
Applicant's Consultant and Authorized Representative
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Agpess to Healtheare in Frerce County

Abbreviations in this report

COVID-19 = novel coronavirus disease 2019, TNAA = Third Mext Available Appointment,

NH = Mot Hispanic, NHOPI = Mative Hawaiian or Other Pacific |slander,

AlJAN = American Indian and Alaskan Mative, CHIP = Children's Health Insurance Program,

CDC = Centers for Disease Contrel and Prevention, ACS = American Community Survey,

M.D = Medical Doctor, DUO. = Doctar of Ostespathic Medicine, CMS = Centers for Medicare and Medicaid
Services, LMHC = licensed mental health counselors, LMFT = licensed marriage and famiby therapists,
USPSTF = United States Preventative Services Task Force, HRSA = Health Resources and Services
Administration, DTaP = diphtheria, tetanus and pertussis, DOH = Department of Health
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Agpess to Healtheare in Frerce County

Executive Summary

Four factors influence your access to healthcare:

Timeliness.

Coverage.

A reqgular source of care.

Properly trained, culturally competent healthcare staff.

& & @ @

This report focuses on the last 3 factors.
Pierce County made progress in several areas. These include:

= More people have health insurance. That includes prepaid plans and Medicare/Medicaid.

o Federal legislation around Medicare and CHIP likely helped.
= We have more primary health care and mental health care providers per resident than we did in 2016.
= Fewer people skipped healthcare because of COVID-19 fears compared to 2020

Some areas got worse. Some areas that we need to improve on:

= Prenatal care.
= Childhood vaccinations.
»  Our number of mental kealth providers,
o Though this improved from years past we would benefit from more providers after the trauma
of the past two years.

We continue to see evidencae of gender, racial and ethnic disparities in several areas:

+ People who have health insurance—Men and people who identify as Hispanic are less likely than
women and pecple who identify as white to have health insurance.

» People who didn't get healthcare because of cost—\Women and pecple who identify as Hispanic are
miore likely to have an unmet healthcare need because of cost than men and those who identify as
being white.

+ Regular healthcare provider—Men and those who identify as Mative Hawaiian or Other Pacific
Islander or Hispanic/Lating are less likely to have a regular provider than wamen and people who
identify as white.

+*  Prenatal care—Mothers whao identify as Amercan Indian/Alaskan Mative or Native Hawaiian or Other
Pacific Islander are less likely to have adequate prenatal care than mothers who identify as white.

» Provider shortages—Four areas in Pierce County have too few primary care providers: Bonney Lake,
Eatonville, Longbranch and West Tacoma.

MNumber of providers who accept Medicare in rural areas.
Internet access—Five areas in Pierce County are unserved or underserved for broadband access.
Those include parts of Puyallup, White River, Nisgually, Key Peninsula, Alder Lake.
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Introduction

The Mational Academies of Sciences, Engineering, and Medicine defines access to healthcare as the “timely
use of personal health services to achieve the best possible health outcomes"* To achieve this, you need:®

s Timely care.

+ Coverage: The ability to use the healthcare system.

+ A regular source of cane.

+ Properly trained, culturally competent staff. A minimum number of staff in each facility must receive
proper training. Staff should understand and respect the values, attitudes and beliefs of patients'
cultures.

Yau can think of timeliness as a system’s ability te provide care soon after patients knows they need it? Many
systems struggled to provide timehy care during the pandemic because:

» They conducted many visits virtually.
+ They didn't have encugh staff,
= Many patients delayed or canceled elective visits and surgeries.

Mental and behavioral health services had an especially hard time. Demand for mental and behavioral health
services increased as people tried to cope with the pandemic.® It strained the healthcare system and increased
walt times.™

“Third Mext Available Appointment” is a common way to track access to care. TNAA measures the number of
days until the third-next available appointment at the time you schedule it It is difficult for us to provide
reliable data on THNAA bacause:

Providers don't make it available or track it in different ways.

It does not fully describe barriers to acoess,

It doesn't show underlying causes for delays, Items that give important context like provider choice,
part-time providers, day-of holds, and block scheduling are not included.

Although we don't have local data about recent wait time, we believe times for mental and behavioral services
remain leng.

A lack of timely health services can lower the guality of care patients receive. For example, if you leave the
emergency department without being seen because you had a long wait, you are at risk for complications. On

U Miliman M, editor, Accass to haalth care in America; Instituta of Madicing (US5) Commities on Manitaring Acoess o Personal Health Cara, Washington
{DC): Kational Academiss Press (US); 1993,

’EmmﬂhmmHmhh{am Cmiarrthstmvm-adlune EI:IIB .ﬁmrl:yherl‘Inre Research and Quality, Rockille, MD,

# Hwﬂw P'mplt EI:IEII- A-l:uasa m Hrﬂli'- Sqmcns. Wnshlrhgmn, bc: U, S Dmammrlt of Health and Human Services, Office of Disease Prevantion and
Health Promotion. Fittp: i healthypenple gov 2020/ tapics-o biectives  tapic/ Acess-to-Haalth-Senvices. Acosssed April 14, 2016,
* mmerican Paychological Association. Demand for mental bealth Lreaum!rt mnuuua ta i'nu’eas&, 8y pe,.mugm Created October 19, 2021,
Aocessed on August 18, 2022, Awvailable at: o e, 0]
der"ﬁn‘ﬂ#“— tpxt= The%z[‘rmmbeﬁﬁlﬂﬂztmswrah}gﬁB‘!-ullilwru ma%znﬂmmmmemmamw.c

* Barmetedn, L. This is wiry it's £ hard 1o find mental health courseling right now, The Washingfon Post. Published Mareh &, 2022, Accessed on Agust
18, 2022, Availabla at fitps:/ fwww, washin gion post, comy'haalth 202 203,06/ therapist-covid-bumcaty
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Agpess to Healtheare in Frerce County

the other hand, if you receive care soon after you arrive, you will likely receive better care. This report does not
cover quality of care bacause we don't have encugh data.

This report focuses on:

» Coverage.
= Regular, continued sources of care.
+ Properly trained, culturally competent staff.

Many potential barriers can stand between you and these three factors. They include:

Whether you have insurance.
Cost.

Your financial outlook.
Language barriers.

Internet access.

Staffing.

" & & & & @

These are the barriers we'll discuss in detail, but they aren’t the only barriers people face. And many of these
barriers are related to each other, For instance, language and cultural barriers can lead to poor guality of care
and fewer routine check-ups if the patient struggles to schedule visits. Or if you don™ have a job, you might
opt out of insurance and be less likely to have a regular source of care.

We'll lock at these barriers using the most recent reutine data. We reviewed a wide range of indicators to look
at each category in different ways. When possible, we stratified the data by race, ethnicity, and gender to
highlight potential disparities.

Healthcare coverage barriers

Healthcare coverage

Insurance can help you access healthcare before problems get worse. [t helps reduce costs to bath you and
the system. Since 2008, the percentage of working adults (age 19-64) in Pierce County who are uninsured
has been equal to or slightly lower than the state. The proportion of residents reperting they had no health
insurance dropped significantly after the Patient Protection and Affordable Care Act was enacted in 2010, We
saw the largest effects in 2014-15 (Figure 1).

Still, big gaps remain in insurance coverage throughout Pierce County. In this report, we count you as
uninsured if vou don't have:

»  Employer sponsored insurance.
# Private insurance.

» Medicare.

»  Medicaid.

= Medical Assistance.
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A low-income plan.
TRICARE (military).
» Indian Health Services.
» eterans Administration.
»  Other health plans.

From 2016-2020, an estimated 5.9% of Pierce County residents weren't insured. This was not much different
than the state (6.2%). Among Pierce County residents, kids under 19 and older adults [75+) were least likely
to be uninsured:

» Children: 2.8%.
»  Older adults: 0.2%.

Table 1 shows men weare more likely 1o be uninsured than women [men: 6.7 %, women: 5.1%). People who
identify as Hispanic or Latine [any race) were more likely to be uninsured than white non-Hispanic people:

* Hispanic: 13.0%.
= White non-Hispanic 4.5%.

Health insurance coverage increased with increasing income levels and more education. People who don™t
hawve a high school diploma or GED were more likely to be uninsured than those with a bachelor's degree or
higher:

= Nodiploma: 18.8%.
+« Bachelor's degree or more: 3.3%.5

Table 1: Demographic Infermation for Uninsured People, Pierce County, 2016-2020

Percent
Characteristic uninsured 95% CI
Age [years)

< B 2.4% 2.3% -2.5%

6-18 3.0% 2.9% -3.1%

19-25 5.6% 9.4% -9.8B%
26-34 11.1% 10.9% -11.3%

35-44 5.1% B.9% -9.3%

45-54 T.1% 6.9% -7.3%

55-64 5.4% 5.3% -5.5%

65-74 0.7% 0.6% -0.B%

275 0.2% 0.2% -0.2%

Gender
Male 6.7% 6.6%-6.8%
Female 5.1% 5.0%-5.2%
Race/Ethnicity

 American Census Bureau, Selected Characteristics of Health insurance Coverage In the United States, Table 53701, 2016-2020
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White NH 4.5% 4.4% -4.6%
Black NH 3.0% 7.8%-3.2%
AlfAN NH 12.2% 11.5% -12.9%
Asian NH B.6% 6.4% -6.8%
MNHOFI MH 9.2% B.7% -9.7%
Other MH 20.8% 20.3% -21.3%
Multirace 5.2% 505 -5.4%
Hispanic,/Latino 13.0% 12.8% -13.2%
Yearly Income
Under 525,000 S.4% 9.2% -9.6%
525,000-54% 959 3.6% 3.4% -8.8%
550,000-574,959 3.2% 23.1%-83%
575,000-599,959 5.B% 5.7%-59%
5100,000 and above 3.6% 35%-37%
Employment Status
Employed 7.4% 7.3% - 7.5%
Unemployed 20.3% 19.7% - 20.9%
Dizability Status
With a disability 3.6% 3.5%-3.7%
Mo disability 6.3% 6.2% - 6.4%
Educational Attainment®
No High School Diploma 18.8% 18.4% - 19.2%
High School Diploma or GED 3.5% B.4% - 8.6%
Some College or Associate's Degree 5.0% 4.9% -5.1%
Bachelor's Degree or higher 3.3% 3.2%-3.4%
! = Mot Hispanic/Lating

t = ameng individuals aged 15649 yrs,
¥ =hmnong adults 25 yrs. and aver
Sowrce: Amesican Cersus Bureau, Selected Oharacteristics of Health Irsurance Coverage in the United States, Table 53701, 2006-2020
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Figure 1: Percentage of Employed Adults Under 65 Years who are Uninsured, 2008-2020

Employed Adults Under 65 Years who are Uninsured,
Pierce County, 2008-2020

IDDE 3002 2010 2001 2012 2013 2014 3045 0A6 10dY 2018 2019 2020

¥ear

Perieert ot Emipleseed Adults who are Lininsured

e P COUNTy s W Achington Stahe

Data Sourca; Amencan Census Burcau, Selected Characteristics of Health Insurance Coverage in the United States, Table 52701

Financial barriers to coverage

Cost

Your ability to get healthcare depends in part on whether you can pay for it. Without health insurance, most
people can't afford it About 45% of people in Pierce County who don't have insurance reported they couldn’t
meet a healthcare need in 2016-2020 because it cost too much. Even among those with health insurance,
costs can be a problem. Among those with insurance, about 10% reported they couldn™ meet a healthcare
need in 2016-2020 because it cost too much.

In 2016-2020, regardless of health insurance, the percentage of Pierce County residents with an unmet
healthcare need because of cost was not much higher than the state. Howewer, you can see big gender and
racialfethnic disparities. As a whole, women and people who identified as Hispanic were more likely to hawve
an unmet healtheare need because of cast (Table 2).7

Table 2: Percentage of Adults with an Unmet Healthcare Need Because of Cost, Pierce County, 2016-2020

Percent with
unmet healthcare
Characteristic need due to cost 95% Cl

Gender

" Wiashiregtan State Bahavicral Risk Factor Surveillance System, 20146-2020.
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Male 10.0% 8.5-11.4%
Female 13.3% 11.6-15.0%
Race/Ethnicity*

White-NH 10.3% 9.1-11.6%
Black-MH 12.8% 8.0-17.6%
AlSAN NH 19.1% b.6-31.6%
Asian NH 6.6% 2.2-11.1%
NHOPI NH 17.3% 4.0-30.5%
Multiracial 15.4% 9.5-21.3%
Hispanic/Lating 19.5% 14.5-24 5%

! = Not Hispanic/Lating
Spurce: Washirgton State Behavioral Risk Factor Surveillance System, 2006-2020.

We found similar trends in prescription drug use. In 2017, people without insurance were more likely to try to
lower prescription drug costs than people who were on Medicare or had private insurance (p <0.058).° They
tried to lower costs through things like:

= Asking for cheaper medication.
= Mot taking it as prescribed.
»  Alternative therapies,

Economic conditions

Many people lost their job during the pandemic. In March 2020, unemployment in the Tacoma-Lakewood area
peaked at 18.1%.% As businesses reopened, the rate dropped. It remained at a higher level (excluding October
and Movember 2021) than before the pandemic (5.8%) until March 2022 (5.7%) [Figure 2).

8 Catwen R.A., Boersma P, and Vehratian A, Strategies Used by Adults Aged 1B-59 to Reduce Their Prescription Drug Costs, 2007, MOHS Dara Sriafl

March 2019; Mo 333, Accessed on September 13, 2082, Available at; hitps://'stacks cdc, eoviviow/'ode/ P6621,

9 Buresu of Labar Statistics, August 2022, Accessed Awgust 10, 2022
ata, Ciks.g [ O i
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Figure 2: Unemployment Rate in Tacoma-Lakewood Area, 2019-2022

Unemployment Rate in Tacoma-Lakewood Area, 2019-June 2022
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[ata Source: Bursau of Labor Statistics, Sugusk 2022, 1

Adults (18-64 years) most eften get health insurance through an employer. Fram 2016-2020, about 65.1% of
Pierce County residents in this age range were insured through an employer.*! However, peaple in some racial

groups are less likely than people who identify as white to be insured through an employer. Those groups
include:

»  Black/African American.
= Hizpanic.
»  American IndianfAlaskan Mative.

Minarity groups are more likehy to hold lower-paying jobs that don't offer these benefits. And people who are
unemployed often lose their insurance. As Table 1 shows, about 20% of uninsured people are unemployed.

The most recent insurance coverage estimates are not vet available, but we expect the numbers will be
sirmilar.

It iz still possible to have insurance if you do not have a job. The Affordable Care Act in 2010 set up a low-cost
market based on your income and household size. You have 60 days to enroll if you lost your job. You also
may qualify for Medicaid through Apple Health in Washington if you earn less than 51,563 a month, **

= BLrﬂu af Labsar Emn:s. Augm 24]22 .ﬂmaﬁd fusgust J'SIr FLUFFS

" lru;i.ldm nliu'lchuis suhlr mm‘wd try mphwr heah:h ﬂmrdr-m, mdﬂmﬁewlh 2 ur rr-um rtsl.lrdrlm; imphverhmlﬁ l15|.|rama and ancther), Data
Sopures: American Cersus Bureau, Types of Haalth Insurance Coverage by Age, Table Bzmm, 2016-2020.

1 Health Care Authority, ERgibilty: Individual adults, Aocessed August 10, 2022 hifps: v :
midicaid-covarage/individual-adults,
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When the unemployment rate increased quickly early in the pandemic, the percentage of people with
insurance didn't increase as much as we feared. Several federal policies helped millions of Americans keep
their coverage.

For example, the U5, government lowered monthly premiums for many people through expanded subsidies in
2021." Additionally, the 2020 Families First Coronavirus Response Act ensured the federal government
would pay more Medicare costs if states maintained "continuous coverage” for Medicaid enrollees. ™ This
requiremant helped increase Medicaid and Children's Health Insurance Program (CHIP) enrallment by 24%
since March 20221 While many peaple enrolled in Medicaid and CHIP for the first time during this periad,
others who likely would've lost coverage retained it. That played a big role in the increase.

The policy also reduced the disparity in healthcare coverage because people who identify as a minority race or
ethnicity are more likely to be on Medicaid. This policy allowed them to maintain healthcare coverage that they
otherwise may not have had.

As of October 2022, the continuous coverage requirement will expire no more than 12 months after the public
health emergency ends. '™ The extra subsidies are set to expire at the end of 2022.Y If sne o both policies
end, we'll likely see an increase in:

» Healthcare premiums.

= People skipping appointments because of cost

= People with no health insurance.

Hospital charity care

Hespitals offer charity care to people whose income is less than 200% of the federal poverty level. You ean
use it if you're uninsured or if you have insurance but can't afford deductibles or hospital expenses that aren't
covered. Charity care increased dramatically in Pierce County hospitals in 2020 but went back down in 2021
(Figure 3).

Y5, Congress (2021-2022). &R 1219 - Amevican Rescur Plan Adt af 2021, bitps: | feew.congrass, gov Bl 11 theconaressihouse-bilf 1319,
11,5, Congress (R15-2020). &% G200 - Famites Aist Corpnavines Respanse Act. bittps:/eerer, cangress.gow/bilf 11 6sth-congress, house-bill 201, texd,
1 Hardn 2020 - A.prll 2022, MEﬂﬂhﬂ Bnl:l EHIP EI'rﬂlI'ﬂEl'll:Trend Snapshob. P‘IE\'.I:EBIE gm' P.E:Es.eﬂ Al.lgLEt 11 2022,

= w.aH'uhghm State Health c.amemu-nrt,- .lupplﬁ. Healh merage'ni contie d.JrIng th.e publh: health en‘ﬂga‘q‘ Puhiﬂhe:l Ju,- 21 2022 Accessed
on August 11, 2022, Avaidable at: hitps: /M hoa por Ay H = AiL=ii

" 1.5 Dapartmant of Health and Human Senrm Fan'Shaat ‘|'||1'|I‘t happms mmmms rfﬂmqm h-ui}fnm lh-a .-l'-l.rraam:m Rm'emﬂqﬂmms?
Pubilishied June 22, 2022, Arcessed on August 11, 3023, Available at= nbtps:)fwww.hie. gos sbout/neves 200206/ 23 Tact-sheet-what -hagpans-
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Figure 3: Percent of Adjusted Patient Revenue that is Charity Care, Plerce County, 2018-2021

Percent of Adjusted Patient Revenue that is
Charity Care, Pierce County, 2018-2021
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“fddfusted resenue is total revenue minus revenue from Meadicare and Medicaid.
Data Source: Wh state hospital year-end reports, Center Tor Health Statistics Hospital and Patient Data Systems

Continuity of care

Preventive services

Preventive services like routine exams and screening can catch health problems early. That allows you to treat
them quickly at minimal cost. You're more likely to get preventive care when you have a consistent primary
care provider. Many preventive care measures decreased in 2020, We're working with healthcare providers to
remind cur residents about these important visits,

In 2020, the percentage of Plerce County adults who had a regular healthcare provider was not much
different than the state. Pierce County women were more likely to have a regular healthcare provider thar
men. People who identified as Native Hawaiian and other Pacific lslander or Hispanic/Latino were less likely to
have a regular healthcare provider than people who identified as white (Table 3).

Table 3: Demographic Characteristics of Those who Had a Regular Healthcare Provider, Pierce County
adults, 2020

Percent with Regular

Characteristic Healthcare Provider 95% Ol
Age (years)
18-24 54.2% 41.2 - 67.2%
25-34 62.0% 53.4 - T0.5%
35-44 62.8% 54.1-71.6%
45-54 BD.6% 75.0 - B6.2%
10
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55-64 BB.TH% B4.2-93.2%
65+ 91.8% B8.0 - 95.6%
Gender
Male 66.1% 61.2-70.7%
Female 79.7% 75.1-83.6%
Race/Ethnicity
White NH 76.9% 73.0 - BD.4%
Black MH 63.7% 50.5 - 75.0%
AlfAN NH 64.7% 44.1- 31.0%
Azian MH 75.0% 59.2 - B6.2%
MHOPI MH 34.6% 25.1-45.4%
Multirace T2.6% 60.5-82.1%
Hispanic/Latino 59.3% 48.2 - 69.6%
Yearly Income
Under 525,000 66.8% 50.3 - B3.4%
Under 550,000 65.8% 55.1- 76.5%
Under 575,000 T7.9% 69.5 - B6.4%
575,000 or morne 80.0% 75.1-84.8%
Health Insurance Status
Imsured 73.9% T0.0-T77.8%
Uninsured 38.2% 24.9-51.4%

MH = Mat Hisparic
Sowrce:; Washington State Behavieral Risk Factor Surveillance System, 2020,

If you had insurance and a usual source of eare, you were more likely to get a chedk-up in the past 2 years
(Table 4).

Table 4: Percentage of Adults with a Regular Health Check-Up in the Past Two Years by Health Insurance
Status and Usual Source of Care, Plerce County, 2016-2020

Characteristic Estimate (%) 95% CI (%)
Insurance Status
Insured 81.2 ED.0-82.3
Uninsured 53.7 48.7 -57.8
Have a usual source of care??
Yes 51.2 90.2-52.2
Mo 59.0 55.7-62.2

¥ = Usual spurce of care delinad as hawirg at least ene health care provider thal the respondant thought of as their ‘ocen personal dodtor,
Data Source: WA State Beharoral Risk Factor Sunveillanoe System, 2006-2020,
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Cancer screening

The United States Preventive Services Task Force (USPSTF) sets cancer screening guidelines in the United
States.'® People with insurance and a usual source of care were more likely to fallow the guidelines (Table 5).

Table 5: Percent of Eligible Adults who Received Selected Cancer Screening Services, by Insurance and
Care Status, Pierce County, 2016-2020

Health Insurance and Usual Source of Care Status

Preventative Eligible Have usual source Do not have usual
Service Population: Insured (%) Uninsured (%)  of care (%) source of care (%)

Mammography Women
inthe past2  aged 50-74

years yre. 785 (71.9-85.1)  43.6(12.2.751) B17(76.7-87.0)  50.0{30.1-659.9)
Women
Pap Test aged 21-65
yrs. 75.5(69.5~815) 482(26.3-70.2) 75.3(69.0-816) 65.6(52.0-79.2)
Colorectal
Cancer Adults 50-75
Screening¥ years 71.0(64.7-77.4)  34.0(10.9-57.0) B0G(75.8-853) 38.5(243-527)
PSA test last 2
years Menz40yrs 209 (147-27.1) 105 (0.0-30.0) 292 (22.8-357) -

-- = Sample size oo small to caloulate & reliable percentage

¥ = Reflects tha percantage meeting pre-2021 colorectal cancer screaning guidalines (ages 50-75 years). In 2021, these guidelines changed to indude
individuaks aged 45-50.

¥ = Usual source of care dafined as having at least one health care pravider that the respondent thought of as their ‘ven persanal doctor,
Data Source; WA State Bohawioral Risk Factor Survellance System, 2006-2020,

Prenatal care

We measure prenatal care using Kotelehuek's Adequacy of Prenatal Care Utilization index. The index tracks
how early you begin care and how many expected visits you complete. Barriers to care include:

»  Transportation,

= Mo regular trusted doctor.

» Childcare.
»  Language.
+  Money.

» The mother's education level.
# Lack of insurance,

The percentage of Pierce County moms who didn't have adequate prenatal care was higher than the rest of
the state from 2017-2021:

»  PFierce: 33.9%.

Y Current guidelines may differ slightly from Table 5 because the most recent data we have [2016-2020) reflects older guidelines.

12

91



Agpess to Healtheare in Frerce County

= ‘Washington: 29.5%.

Fierce County mams wha identified as American Indian/Alaskan Native or Mative Hawaiian and Other Pacific
Islander were less likely to have adequate prenatal care (Table 6).

Table 6: Demographics of Mothers with Inadequate Prenatal Care, Pierce County, 2017-2021

Percentage with
Inadequate Prenatal
Characteristic Care 5% CI
Owerall
WA 29.5% 25.4-29.7%
Pierce County 33.9% 33.4-34.4%
Age of Mother
15-17 44.3% 37.4-52.2%
18-1% 46.2% 42.6-50.1%
20-24 35.8% 38.6-41.1%
25-15 33.9% 33.0-34.9%
30-34 31.3% 3004 -32.3%
35-35 30.1% 28.9-31.4%
40-144 2E.0% 25.2-31.0%
45-45 24.2% 15.5-36.1%
Race and Ethnicity
White MH I0.7% 30.1-31.3%
Black NH 38.2% 36.2-41.3%
AlfAMN NH 46.8% 41.0-53.2%
Asian MH 34.3% 32.3-36.4%
MHOPI NH 52.1% 48.7-55.6%
Multirace 35.7% 33.8-37.6%
Hispanic/Lating 37.2% 35.8-38.6%

NH = Met Hispanic
Seurce: Washingten State Department of Health, Community Health
Assessment Tool (CHAT), 2017-2081

Again, lack of a regular healthcare provider can be a barrier to prenatal care. Table 3 shows the number of
people who had a regular healthecare provider and identified as Native Hawaiian or Other Pacific Islander was
lower than other groups. Similarly, the percentage of moms who didn't have adequate prenatal care and
identified as Mative Hawaiian or Other Pacific lslander was higher (Table 6). While the degree of overlap is
unclear, the two are correlated.
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Childhood vaccination

Before COVID-19, the World Health Crganization listed vaccine skepticism as one of the top ten threats to
alobal health.* People had become more warried about the ingredients in vaceines and the infreguent
incidence of the diseases they prevent.

During the pandemic. many people wanted COVID-19 vaccines quickly. It didi't seem likely at first because
scientists had never developed a vaccine in less than four years.® In the meantime, communities used public
health measures to slow the spread of COVID-19, Seme of these measures required healtheare offices to limit
in-pearson visits, One consequance is that fewer people had a chance to get immunized for other diseases,

The first vaceine for COVID-19 bacame available in December 2020.* The short imeline increased vaeeine
skepticism. A few waeks after the vaccine became available, states began to report breakthrough cases of
infections.* As those become more commaon in 2021, some people questionad whether the vaccines weorked,

These factors led to fewer children receiving their regular immunizations. Worldwide, the United Mations
Children's Fund estimated:

» 227 million children missed a dose of diphtheria-tetanus and pertussis (DTaP).
+ 223 million children missed their first measles dese. ™

In the United States, the CDC reported vaccination coverage among US. kindergarteners fell by one percent
between 2019 ta 2020 far:*

= [DTaP.
»  Waricella.
»  Measles, mumps and rubella (MME).

The Washington State Department of Health (WA DOH) estimated fewer vaccines were given to all children
in the state in 2021 compared to pre-2019. We see similar trends in Pierce County data. The milestone age
groups are 19-35 months, 4-6 years, 11-12 years and 13-17 years. The percentage of fully vaccinated
children declined more than the state in each of those groups. The largest percentage decline was among the
two youngest groups (Table 7).%5

' yWarld Health Organization. 2009, Ten treats to global health in 2015, Aocessed on: August 15, 2022, Available at: hbps: /v wio.int mews-
roamEpatightten-threats-to-glebal-health-in-20 1%

= jgall, P. The lightning-fast quest for COAVID vaccines = and what it means for other diseases. Accessed August 15, 2022, Published on Decembaer 18,
2020. Available at: hitps:/tesess. nature, comyarticlesd4 1 586-020-03636-1-

= gall, P. Tha lightring-fast quaest for COVID vaccines - and what it means for cther dissases. Aooessed August 15, 2022, Published on Decombaer 18,
2020, Available at: https: /e, nadurg, comyarticles) g4 1 586-020-03626-1.

i Gupta, B, Tepol, EJ. COVID-1% vacdne breakthrough infections (2021). Soenee 374 (6575); 1561-1562. Doil 10.1126/crierce. abiB84E7

 Linited Natiors Children's Fund (2021). COVID-1% pandemic leads ta major backsliding on childhood vaccinations, new WHO, UMICEF data shows,
Published July 15, 2021, Accessed on August 16, 2022, Avalable at: hips:/fewewunicef, om/ press-releases/covid- 19-pandemic-leads- major-backsliding -

23 saither R, Laury ), Mugarssa-Kasuifa &, Knighton CL, Blad €L, 2022, Vaccination Coverage with Selected Vacones and Exemption Rates Amorg
Chilldrean in Kindergaren — United States, 2030-21 Schoal Year. MMWE Morb Mortal Wkly Rep; 71:561-568. DOL:

hitip: . dol.ang 10,1 5585  mmmwr.mm7 11621

 Washinglon State Department of Health, 2022. Efects of the COVID-19 Panderic on Vectine Doses Administerad and Routine Childhood Vacdnation
Cowarage: June 2019-Decamber 2021, Published May 2022, Accassed on Awgust 16, 2022, Available at: Mtps . doh,wa, gon stesidefailt fles 2022-
05 348-867-Childhpod ImmunizationRapert 201 5-203 1, pdf
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This may be partly because parents were skeptical or had a hard time getting appointments. This would
match other studies that showed parents became more worried about the safety of routine childhood vaceines
from April 2020 to March 2022 2%

Table 7: Percent Change in Coverage for Fully Vaccinated Children by Selected Age Group, Pierce County,
June 2019 to December 2021

Percent Change in Coverage for

Age Group fully vaccinated children
WA State Pierce County

19-35 ma. -9.6% -14.7%

4-6 years -3.9% -B.5%

11-12 years -3.6% -6.6%

13-17 years 1.3% =1.1%

* Data comparad to 2019
Mot all age groups shown
Data Sowrce: Washirgton State Department of Health, Haalth Statistics.

Regular dental checkups

To prevent cavities and promote dental hygiene, yvou should be routinely screened by a dentist. The
percentage of Pierce County residents who had a routine dental checkup in the past year wasn't much
different than the state:

= Adults: 56.8% (95% Cl: 63.7-69.9%) (from 2016-2020).
«  Youth: 73.1% (95% Cl: 66.8-79.3%)) (from 2021).

Pierce County youth who identified as Mative Hawaiian or Other Pacific |slander were the least likely group to
have seen a dentist in the past year (65.5%). We see no significant differences among races and ethnicities for
adults or youth.®®

Healthcare workforce barriers

Your ability to get healthcare partially depends on how much is available where you live. Although provider
shortages affect everyone, they often harm low-income families most The minimum ratio of provider to
resident an area needs to avold being classified as a "health professional shortage area" differs by specialty.

i Shah, M.D., Salagyi, P.G., Shetgir, . et al. 2022 Trends in Parents’ Conflidence in Childhood Vaccires Duding the COVID-19 Pandemic. Fealatnes
Preprint. Dai: 10,1542/ peds. 2022-057855

¥ He, K., Mack, W.,, Meely, M, ot al. 3023, Farental Perspactive on Immunizations; Impact of the COVID-19 Pandemic an Childhood Vaccine Hesitancy,
J Communit) Flaafth, 47(1): 39-52. Doi: 10.1007/'s10900-021-01017-9

A iputh data comes from the Healthy Youth Susey, wieseaskhysnet, 2021, Adult data comes fram the Washingtan State Behavioral Health Risk Factar
Surveillance Systam, 2006-2020,

15

94



Agpess to Healtheare in Frerce County

Generally, the minimurm ratio for primary care is 3,500 residents/1 pravider. For mental health, its 30,000
residents/1 provider but can range to 20,000 residents/1 provider given the level of need. ™

Ratio of primary care providers

Acearding to the American Medical Association's Physician Masterfile, Pierce County had 678 Medical Doctars
and Doctors of Osteopathic Medicine in 2019.%° That means we have 1,335 residents for each physician.
That's better than our previous high in 2016 but worse than the statewide ratio of 1,180 to 1 (Figure 4).3*

Figure 4: Humber of Residents per Primary Care Provider, 2010-2019.
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Data Source: Area Health Resounce Files,

The Health Resources and Services Administration found several areas in Plerce County with primary care
shortages:

Bonney Lake.
Eatonville.
Lengbranch.
West Tacoma.

Table B* shows how many more full -time providers we need in each area to reach the minimum resident to
provider ratio of 3,500 to 1 and remove the healthcare professional shortage area designation.

1 Haalth Resources and Services Admintstration. HPSA Find, Accessed September 10, 2022 Available at: bitps:/\data. brsa oovtooks/shortace-
area hpsa-find

* County Health Rarkings. Accessed August 1, 2022, htps:feeee courtyhes i

Health Resaurces and Services Administration, HPSA Find. Accossed August 3, 2022, Availabie at: Mﬂsﬁmﬂm

# Health Resources and Services Administratian, HFSA Find, Accessed August 3, 2022, fvailable at: hitps:/'data.hrsa, ooy tools shortaga-areahipsa-find
3 Haalth Resources and Services Administration. HPSA Find, Accessed August 3, 2022, Available at; bitps://data. hrsa.cavitosls shartage-area/ hosa-find
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Table B: Primary Care Health Professional Shortage Areas in Plerce County

Number of Full Time Providers
Additionally Needed to Remove HPSA
Health Professional  Designation (3,500 Residents/1

Shortage Area physician ratio)
Bonney Lake 2094
Eatonville/Roy 7.38
Longbranch 9.41

West Tacoma 30.06

* Data does not incude federally owned Tacoma Morthwest Datention Canter,
Drata source: Health Resources and Services Administration, HPSA find. ™

Ratio of other providers (not M.D. or D.O.)

Murse practitioners, physician assistants and clinical nurse specialists {"other”) also provide primary care.
According to Centers for Medicare and Medicaid Services [CMS), Pierce County had 760 "other” primary care
providers per resident in 2021, The state averages 950 ather primary care provider per resident.™ Both Pierce
County and Washingten State continue to improve their ratios (Figure 5).

Figure 5: Mumber of Residents per Other Primary Health Care Provider, 2013-2021, Plerce County, WA
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# Area Health Resources Files [(AHRF) 2020-2021, LS Department of Health and Human Senvices, Health Resources and Services Administration, Bureau
af Health Weekforce, Rockvilie, MD. Accessed Aug 4, 2032. Available at: hitps:data. hrsa.goy) datadowrioad.

* Cambars for Medicara and Medicaid Sandcss, National Provider Idertification Registry. Accessed August 3, 2022, Available at:

ftipss vl o, gowin| JHPL_Fil |
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Ratio of mental healthcare providers

Behavioral health is key to your overall health. It includes hiow you think, feel and act. Studies link poor mental
health with chronic diseases like hypertension, diabetes, heart disease and eancer 5% 4 positive self-image
and good mental health can help prevent or delay health problems and costs,

In 2021, CMS estimated Pierce County had 4,823 mental health providers. That means we have 190 Pierce
County residents for each mental health care provider. ¥ While this ratio is better than the state (230
residents/1 mantal health provider], we would prefer to have more providers after the trauma of the past two
yvears. Recent reports found mental health providers struggled to keep up with demand and their wait times
increased.®®

Prior to 2020, the Health Resources and Services Administration (HRSA) designated Longbranch as a mental
health professional shortage area. HRSA estimated that Longbranch needed an additional 1.82 full-time
mental health providers to achieve the minimum provider: resident ratia). >

We see other gaps in the county as well. About 30 percent of people in Washington used Medicare or
Medicaid as their primary health care insurance in 2020.% Meither of these include licensed mental health
counselors (LMHCs) or licensed marriage and family therapists [LMFTs) as approved providers. That leaves
out:

9,467 mental health counselors.

2,588 mental health counselor associates,
2,245 marriage and family therapists.

G685 marriage and family therapist associates, ¥

This gap harms those providers and the communities they serve.* In 2021, less than half of Medicaid
members who needed mental health services received them [Table 9).4

bt v negltiy peo phe. gowy 2020 eading -healh-indicabons 2020- Ihi-topics/Mental-Health ¥ 2,

# Chapman DR, Perry G35, String TW. 2005, The vital ink batwean chronic dissase and depressive disorders, Freventing Chronic Diseasa, Adanta, GA;
Centers for Disease Conbrol and Presention. Aveilable Tram: hitpe fwew.coe govfpod) issues 2005 fan /04_D0GE.him

¥ Centars for Medicars and Mediceid Sardices, Mational Provider Tdentification Registry, Accessed August 4, 2022, Available at:

btz i chavenl e o gov nppes NPT Files, biml

M The Guerdian. 2020, Ore in four waiting theee moaths o mare for mental health hedp, [onfire]. Aotessed July 5, 2021, Availabla

at; hitps: s, ian ! S, ! Fione-in-foyr- -three-menths-or-more-for-mental-health-help,
 Health Resources and Senvices Administrakion, HPSA Find. Accessed August 4, 2022, fvailable at: hitps:/data, hrsa, govitools shortape-areahpsa-
find

“ Cenbers for Medicare B Medicaid Services, 2022, Retrieved fram hifps:

midicaid-raportsmed icare-total-gnrol imant

A Washington State Department of Health, Health Provider Credential Diata Portal. Accessed on September 15, 2022, &vailable at:

it data, wa.gov/Health/Find-a-Health-Provider-Credential k3 56-mc 56

“ Margan, A., Fullen, M., Wilsy, 1 2022. A Case af the Tal Wagging the Dog: The Madicare Mental Health Caverage Gap and It Impact on Providers
and Benaficianes. Journal of Mental Health Counsaling, 44(1): 32-48,

ity fdbai.oea/ 10, 17744 mehe. 54, 1,04

4 yyashington Departrent of Social and Health Sarvices, Washingtan State Health Care Authority (HCA). 2022 Retrieved fram
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Table 9: Medicaid Access to Behavioral Health Services, 2019-2021, Pierce County, WA

Observed Arcess to Mental Health Services

Twelve Manths Ending

Regional Service Arsa 201902 202002 202102
Pierce a47.7% 47.5% 48.1%

Data Source: WA Health Cane Autharity, 2022

Part of this gap may be because too few providers in rural areas accept Medicare and Medicaid.

Youth have also been harmed by the trauma of the last two years. The 2021 Healthy Youth Survey reported
41.6 percent of Pierce County tenth graders said they stopped some of their usual activities almost every day
for two weeks or more in the past 12 months because they felt sad or hopeless. Data on anxiety, depression,
and suicidal ideation was equally poor and is getting worse each year.™ We need more mental health
providers, especially those trained to work with teenagers and youth.

Other barriers

Other things might stand between you and quality healthcare, like:

»  Avoiding care because of COVID-19.
» lLanguage barriers.
# Internet issues that make it hard or impossible to get telehaalth,

Missing visits because of COVID-19

Many people didn't want to make in-person healthcare visits during the pandemic. This fear was greatest
early on when scientists didn't understand COVID-19 well. The Centers for Disease Control and Prevention
found that by the end of June 2020, about 41% of U5, adults had delayed or avoided medical care because of
COVID-19 concerns. Of the adults in that group, 12% delayed going to urgent or emergency care and 31%
delayed routine care.

People who identified as Hispanic/Latino or Black were more likely to avoid urgent or emergency care than
those who identify as white.* And 12% of people on Medicare said they delayed or avoided medical care
early in the pandemic

Thesa numbers have all improved recently. ¥

“ Healthy Youth Sureey, 2021, v, 2skhgs.net

% Craislar HI:I, Marynak &, Clarke KE, et al. June 2020, Delay or Avoidance of Medical Care Becauss of COVID-19-Related Concams — United Siates,
MMWE Morks Mortal Wely Rep 2020,69: 13501257, DI hittp: /fdx. ded.ong/ 10, 15585 mnmer. mimES035a4

% pamk 5, Stimsan 1P, 2021, Trends in Sell-repoerted Forgane Medical Care Among Medicare Bereficianies During the COVID-19 Pandemic. 2404 Heah
Foromy 2 (12): e214259, [oi: 10,1001 famaheatthfarum, 2021, 4259

o fhened A, Song ¥, Wadhera R. K., 2022. Racial/Ethnic Disparities in Delaying or Mot Receiving Medical Care During the COVID-19 Pandemic. 1. Gan,
Ins. Med. ;37 134143, Doi; hitps:)/doi.org/ 10100751 1606-022 0 7406-7

1%
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Language

Compared to the state. Pierce County had a lower proportion of people whose primary language isn't English
who spoke English “less than very well:”

» Pierce County: 5.5%.
»  ‘Washington: 7.6%.

Table 10 shows among primary spaakers of different languages who are 5 and older, the proportion who
spoke English less than very well was highest among those who primarily spoke an Asian or Other Pacific
Islander language. [t was lowest among those who spoke non-Indo-European and non-Asian or Other Pacific
lslander languages, which we label "Other Languages” {Table 10).

Table 10. Primary Language of Those Who Speak English ‘Less than Viery Well' (36), Pierce County, 2015~
2019

Primary Language Estimate 95% CI
Spanish 34.2% {317 - 36.7%)
Other Inda-European Language® 32.0% {288 - 35.1%)
Asian or Other Pacific Islander

Language’ 46.2% (438 -48.5%)
Other Language 30.2% {235 - 36.8%)

! Other Indo-Eurapean Languages= French, Haitian, Italian, Partuguese, German, Yiddish, Gresk, Russian, Polish, Serbo-Croatian, Ammenian, Persian,
Gujarati, Hindi, Urdu, Funjabi, Bengal, Mepali, Mamathi, Teluge, Tamil, Malayalam, Kanrada, Albanian, Lthuanian, Fashio, Romanian, Swedish
Ipgian o Other Pacific Islander Language = Navajo, Apache larguages, Cherokes, Lakata, Tahono, Arabic, Hebres, Amharic, Chaldaan Nea-Aramaic,
Seenadi, Tigrinya, Akan, Tgksa, Woled, Yaruba, Ganda, Kinyarwanda, Lingale, Swahill, Hungarian, Jamaican Crecle English
Inchudes indrviduals aged 5 years and clder
For mare information about ACS language classifications, please see hitps: | fww, cersus. gos)topics/ papulation/|anguage-ussiabout. bim|
Data Seuree: U5, Cersus Bureau, American Cammunity Survey (ACS), S-year estimates 2015-2019

Internet Access

The number of telehealth visits among Medicare fee-for-service members was 63 times higher in 2020 than
2019

« 20159 840,000,
2020: 52.7 million.*

People who seek telehealth services need an adequate broadband internet connection. From 2016-2020, an
estimated 90% of Plerce County residents had broadband. This is similar to the state's percentage. In 2022,
Pierce County identified five areas that were "unservedf/underserved” with regards to broadband access.
These include parts of:

»  Puyallup.
+ White River.

“ gameon, L, Terazl, W., Turrin, G., Sheingakd, 5., Medicare Beraficiarias” Uke of Telehaalth Services in 2020 — Trends by Beneficiary Characteristics
and Location (Issue Briel Mo, HP-2021- 7). Office of the Assistant Secretary for Planning and Evaluation, U.5. Department of Health and Human
Services. Decambar 2021,
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Agpess to Healtheare in Frerce County

= Nisgually.
» Koy Peninsula (Morth and South).
»  Alder Lake

# piarce County Council (2022). An Ordinance of the Preree Couwnly Councl Rabtad fo the Pravizion of Affardabis Broadband Sarvice; Repaaling Chapler
IBALER af the Peree Cowunly Code (PO, “Brosband Devalypment fneentives, * and Adapling 2 New Chapter 12.35 PCC, "Broadband Develgamant
Incentives®; Extatlisiing Broaciand Develapment Distnicts; Adapting Fndings of Gt and Setting an Sfectie Oate. (Ordirance Number 2022-38),
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Golden Angels Hospice and Palliative Care, LLC

Certificate of Need Application

EXHIBIT 10. Department of Health 2024-2025 Final Hospice Numeric Need
Methodology
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2024-2025 Final M

WAC246-310-290(8)(a) Step 1:
Calculate the following two id
statistics data:

WAC 246-310-290(8)(a}(}) The percentage of patients age sixty-five and over who wil use hospice services. This
percantage s calculated by dividing the aversge number of undupicated admissions over te last three years for patients

predicted hospice use rates using department of health survey and vital

Department of Health

ric Need Methodology
Distnbwted October 29, 2024

suty five and over by the average number of past three years statewide fotal deaths age sudy-fve and over.

WAC246-310-290(8)8)(il) The percentage of patients undar sixty-five who will use hospice services. This percentage is
caloulated by dividing the average number of unduplicated admissicns aver the last three years for patients under sidy-five
by the average rumber of past three years statewide total of deaths undar sixty-five

DO 20020 Coazowr 204

Hospice admissions ages 0-64 Deaths ages 0-64
Year Admissions Year  Deaths _
2021 3883 2021 18018 Use Rates
2022 33 2022 17.2m 0-64 2044%
2023 3,309 2023 16,708 65+ 54.75%
average: 3538 average: 17,308
Hospice admissions ages 65+ Deoaths ages 65+
Yoar Admissions Yoar  Deaths
2021 27,885 2021 50717
2022 28,503 2022 52,002
2023 26,755 2023 49.130
average: 27,714 average: 50,616

Vol HEALTH

Bowten

Self Fapor Pravider LS aaion Seveys for Years 38342033
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Department of Health
2024-2025 Final Hospice Numeric Need Methodology

Distnbwted October 29, 2024

WAC246-310-290(8)(b) Step 2:
Calculate the average number of total resident deaths over the last three years for each planning area by age cohort,
0-64 65+
2021-2023 2021.2023

County | 2021 2022 | 2023 |Average Deaths County 2021 | 2022 | 2023 | Average Deaths
Adams 23 25 30 26 Adams 92 91 84 L1)
Asotin 43 45 74 54 Asotin 188 227 236 217
Banton 536 566 414 505 Benton 1610 | 1739 | 1332 1,560
Chelan 256 226 58 213 Chelan 870 873 617 87
Clallam 85 179 190 185 Clallam 06 235 1,019 953
Clark 1078 | 1002 | 1058 1,046 | Clark 3705 | 3709 | 3399 3,604
Columbia 11 12 15 13 Columbia 43 a7 40 40
Cowlitz 401 3n 310 341 Cowlitz 1,100 89 1,033 1,041
Douglas 45 45 a9 60 \Douglas 174 205 270 216
Ferry 21 22 26 23 Ferry 63 60 105 76
[Franklin 110 79 178 123 Franklin 261 234 364 286
Garfield 4 2 5 4 Garfield 24 24 20 23
Grant 208 180 243 214 Grant 523 533 616 557
Grays Harbor | 236 223 309 256 Grays Marbor | 580 683 762 678
Istand 118 117 146 126 Island 504 548 732 595
Joflerson 54 59 58 57 Jaflerson 295 298 349 314
King 4892 | 4302 | 4217 4,670 \King 11,896 | 12,448 | 10,961 11,768
Kitsap 489 462 556 802 | Kitsap 1,832 | 1,805 | 1809 1,879
Kittitas 88 78 76 81 | Kittitas 241 261 7 273
Khckitat 50 50 58 53 Klickitat 164 130 175 156
Lewis 186 191 248 208 Lewis 723 753 811 762
Lincoin 24 24 35 28 Lincoln 76 &7 120 (1]
Mason 168 152 202 174 (Mason 461 414 646 507
Ol n 22 106 112 103 |Okanogan 324 341 407 357
Pacific 59 69 72 67 Pacific 239 238 206 256
Pend Oreille 55 44 47 43 Pend Oreille 119 127 184 137
Piarce 2574 | 2518 | 2320 2471 Piarce 6264 | 6412 | 5695 6,124
San Juan 24 12 37 24 San Juan o) 78 134 101
PH 334 258 282 291 Skagit 1,180 | 1215 | 1168 1,191
Skamania 25 20 48 k3 Skamania 56 60 89 68
Snohomish 1563 | 1468 | 1637 1,556 Snohomish 4478 | 4833 | 4660 4,657
Spok 1842 | 1603 | 1,340 1,598 Spokane 4810 | 4603 | 38080 4,468
Stevens 114 107 141 121 Stevens 304 336 423 354
Thurston 763 709 626 699 Thurston 2285 | 2419 | 2175 2,293
‘Wahkiakum 7 ] § 8 Wahkiakum 25 24 54 34
Walla Walla 138 157 10 135 (Walla Walla 586 598 567 87

om 443 487 475 462 Whatcom 1674 | 1863 | 1562 1,626
Whitman 59 65 63 62 | Whitr 278 233 237 249
Yakima 699 628 694 674 Yakima 1644 | 1682 | 1,803 1,643
DO 260020 Dcisber 204
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Distnbuted October 29, 2024

2024.2025 ﬂmlm:;\’odﬂru'?d Methodology ' .. ' i."'EK i..f.i'.

WAC246-310-290(8)(c) Step 3,
Multiply each hospice use rate determined in Step 1 by the planning areas’ average total resident deaths determined in
Step 2, separated by age cohort.
0-64 65+
2021-2023 Projected Patients: 2021-2023 Projected Patients:
Average Deaths | 20.44% of Doaths County Average Deaths | 54.75% of Deaths
Adams 26 5 Adams & 49
‘Asotin 54 11 Asotin 217 119
Benton 508 103 |Benton 1,560 854
Chelan 213 44 Chelan 787 431
Clallam 185 38 Clallam 953 522
Clark 1,046 214 Clark 3,604 1,974
Columbia 13 3 Columbia 40 2
Cowlitz 341 70 Cowlitz 1,041 570
Douglas 60 12 Douglas 216 118
E’“’ 23 5 [Ferry 76 a2
Franklin 123 25 Franklin 286 157
Garfield 4 1 Garfield 23 12
Grant 214 44 Grant 657 05
Grays Harbor 256 52 Grays Marbor 678 an
Istand 126 26 Island 595 326
Jefferson 57 12 I_Jclhnon a1a 172
King 4670 855 K 11,768 6,444
Kitsap 502 103 Kits 1,879 1,029
Kittitas a1 16 Kittitas 273 149
Klickitat 53 11 Klicki 156 [
Lewis 208 43 Lewis 762 417
Lincoin 28 6 Lincoln ) 43
Mason 174 3% Mason 507 278
Okanogan 103 2 as7 186
Pacific 67 4 Pacific 256 140
Pend Oreille 49 10 Pend Oreille 137 75
Pierce 2471 505 Plorce 6,124 3,353
San Juan 24 5 San Juan 101 66
Skagit 291 60 IQ‘T 1191 6§52
Skamania 31 6 Skamania 65 37
‘Snohomish 1,556 318 Snohomish 4,657 2,680
Spokane 1586 326 Spokane 4,468 2,448
Stevens 121 25 Stevens 354 194
[Thurston 698 143 Th 2,293 1,256
Wahkiakum ] 2 Wahkiakum 3 18
Walla Walla 135 28 Walla Walla 587 321
Whatcom 462 s Whatcom 1,626 850
Whitman 62 13 Whitman 243 1a7
|Yakima 674 138 Yakima 1,643 800
Bowten
Sell Regoe Pravider USaation Sevess oo Years 3024303
W Saatais Desd Duke for Yours 20202002
DO 20220 Oz 204 Prapased by DOM Pragram St
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WAC246-310-290(8)(d) Step 4:
Using the projected patients calculatad in Step 3, calculate a use rate by dividing projected patients by the three-year historical average population by county, Use this

Department of Health
2024-2025 Final Hospice Numeric Need Methodology
Distibwted October 29, 2024

Yol HEALTH

rate to detarmine the potantial volumae of hospice use by the projected population by age cohort using Office of Financial Management (OFM) data.
0-64
Projectad |2021-2023 Average| 2024 projected | 2025 projectsd | 2026 projected 2024 potential 2025 potential 2026 potential
Patients Population population population population wvolume volume volume

Adams 5| 18,382 18,748 18,931 19,076 5 5 6
Asotin 11 u.so—al 16,350 16,244 16,150 1" 1 1
Benton 103 177,383 180,477 182,018 183 656 106 108 107
Chelan A4 62,984 63,139 63,217 63.358 a4 44 4
Clallam 38 52,399 52,704 52,857 53,039 38 33 38
Clark 214 429,086 437,545 441,774 445,732 218 220 222
Columbia 3 2,713 2,615 2,568 2534 2 2 2
Cowlitz 70 88,027 88,206 88,295 88,438 70 70 70
Do 12 35,501 35,746 35,869 36,040 12| 12 12
Ferry B 5,047 4,096 4,806 4,784 5 2 a
Franklin 28 90,044 92 687 93,859 96,174 26 2% 27
Garfield 1 1,570 1,569 1,569 1,565 1 1 1
Grant a4 86,185 87,363 87,952 88,582 a4 45 45
Grays Harbor 82 57,788 §7,179 56,875 56,714 52 51 51
Istand 2% 64,048 64,464 64,672 64,972 26 2% 26
Joflerson 12 20,192 20,040 19,964 20,079 12 12 12
King 985 1,084,180 2,003,368 2,012,962 2022512 964 [ o73
Kitsap 103 22,% 222729 222776 223,024 103 103 103
Kittitas 16 38,910 39,653 40,024 40,367 17 17 17
Kiickitat 1 17,103 16,874 18,759 16,746 1 1 11
Lewis 43 64,018 64,432 64,638 64,828 a3 43 43
Lincoln 6 7,794 7.775 7,765 7.769 6 [ [
Mason 36 50,196 50,594 50,793 51,105 36 3% 36
Okanogan 21 31,737 31,382 31,219 31,139 21 21 21
Pacific 14 15464 15,346 15,287 16,287 14 13 13
Pand Oreille 10 9,602 9,485 9,427 9.408 10 10 10
Piorce 505 794,221 801,48 805,114 808,657 510 512 514
San Juan Bl 11.sa__| 11,644 11,626 11,711 5 5 5
S 60/ 100,998 101,84¢ 102,270 102,688 60 &0 61
Skamania 6 9.121| 8,875 8,752 8.728 6 [ 6
Snohomish 318 717,100 725,839 730,209 734,203 322 324 326
Spokane 326 m,aul 482,277 453,733 456,178 328 123 3%
Stevens 25 35,550 35,071 34,832 34,983 24 24 24
Thurston 143 244,360 248,359 250,374 252.633 145 146 148
Wahkiakum 2 2,9%0| 2,803 2,890 2890 2 2 2
Walla Walla 28 50,370 2 50,388 50,438 28] 28 28|
om 94 186,794 189,395 190,696 192,079 96 % a7
Whi 13 42,503 42,531 42,545 42,568 13 13 13
[Yakima 138 219,982| 220,690 221,044 221,448 138 138 139

Bowten
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2024-2025 Final Hospice Numeric Need Methodology
Distibwted October 29, 2024

Department of Health

Yol HEALTH

WAC246-310-290(8)(0) Step 5:
Combine the two age cohorts, Sublract the average of the most recent thres years hospice capacity in each planning area from the projectad
I Iculated in Step 4 to d ine the of projected admissions beyond the planning area ity
: 2024 potential | 2028 potential | 2026 potential | CUTeN Supply | 2024 o Mo
County f A A of Hospice Need Need Need
Providers Admissions*® Admissions” Admissions*®
Adams. 54 56 56| 3767 17 17 18
Asotin 138 142 146 104.00 34 38 a2
'Banten 1,021 1.052 1,083 1,023.67, (3) 2 59
Chelan 503 518 531 761.70 (258) (244) 1230)
Clallam 572 578 585 353,90, 218 225 231
Clark 2,358 2,443 2,533 2,704.23) (348) (261) (171)
Columbia 25 26 2% 24.33) 1 2 2
Cowlitz 667 681 698] 752.00 (85) 71 (54),
141 146 180 508.70 (368) (363) (358).
50 51 52 37.33) 12 14 14
193 208 216 187.33 12 20 28
13 13 13| 7.33 & 6 &
a74 386 aga| 27533 a8 111 124
442 451 48| 351.37] a1 100 106
364 370 37| 477.33 (114) (107) (102)
184 188 202| 129.00 66 70 73
7,879 8,118 8,365| 8.516.53 (638) (388) (151)
1,205 1.243 1.280 1.200.17 6 43 80
173 176 180 144.33| 28 a2 36
108 108 111 86.33) 18 F7] 25
476 483 492 467.67 8 16 24
55 56 57 25.33] 30 31 31
330 338 348 529.03 (188) (180) (183)
229 236 239 160.33 [ 74 78
160 164 165] 73.33] 87 90 a2
91 84 6| 70.33) 20 z3 26
4,131 4267 4408 3,992 20 138 275 417
64 66 67 102.67 (38) {35) (35)
743 768 787 848.33 (39) (81) (61)
50 53 54 36.33 13 16 18
3,113 3238 3370 4,129.43 {1,018) (883) (759);
2,936 3,018 3.103] 3,543.77 (608) (526) (441)
239 249 253 140.67 a8 108 112
1,480 1,521 1,669 1,464 27 16 57 95
22 22 22 18.67 3 3 4
360 366 371 272,67, 87 93 98
1,041 1,068 1,087 1,727.80) (687) (659) (631)
165 158 161 66,33 88 @2 95
1,084 1107 1.133] 935.33] 149 172 197
b service ity ds the proj utilzation basad on the statewide use rate.

DOH 20220 Doz 204
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Digtribwdag Dofaber 23, 7024

2088:2028 nmﬂﬂt_ﬂﬂh Methodology '.. ’ "I_'I"'E"EI1 ifhi'l

WAC24E-210-290 [N Stop -
Multiply the unimat nead fram Step 5 by the stabswida avarage langth of stay a8 detarmined by CMS te detarmine unimat nead
patiert days in tha prejoction yaars,

] * ALOS| = Unmet Patient
2024 Unmet | 2025 Unmet | 2026 Unmet go | 2024Unmet | 2026 Unmet | 2026 Unme
Mot Maad [T "'m"‘" Mead Patinnt | Meed Patisnt | Nead Patiant
Admissions” | Admissions® | Admissions® Days” Days* Days*

Adams 17 7 I .79 1,003 1,015 1,078
Asatin 34 ] az [ERL) 7,045 7,054 TE14
Benton i = ) 5,78 {168 1,722 3 554
Chalan 1258) 1244) (230} 59,79/ [15,438) [14,565) 113, 764)
Clallam 218 228 21 £3.79 13,070 13,481 13,805
Clark [348) 1261) [RE&T] wa.Tn 20,698 15 5] 10,247}
Calumbia 1 ] z .79 &1 28 12
Cowlitz [EE) &R 154] .79 {5,055) 2,217 (3,224)
Douglas a6 k) [ %878 121,507 21,654 21,427)
Farry 12 14 1 AL Taz B30 [
Franiin 12 ] = =79 04 1,220 1.654
Garfiald [ ] B .79 337 332 333
Grant @ EE 124 wa.Ts E 840 [ T80
Grays Harbar L 100 106 52,79 5420 5,967 6,347
Inkand 4] [107) [0z} .79 {6,74) 8,421) {5,064)
Jofferson 5 0 3 %578 3,056 4,158 4,135
King (B34 {a5) (161} 25,78 (28,143 23,7827 R,551)
Hitsap [ 43 B0 =79 353 2,528 4,771
Hititas 28 £ 35 .79 1,688 1,885 FREL]
Klickitat 1 = T wa.T8 1,091 1,338 1,458
Lewis 8 16 T} 48,78 476 843 1,428
Lincaln ] 31 X 53,79 1,780 1,838 1,867
Mason 749 [ (183} 55,78 {11,883 17,3887 10,861}
Dkanogan (] T4 8 XL 4 07 4,443 4,550
Pacifie a7 [ [ 59,79/ 5,202 5,352 5,488
Pand Drailla 20 3 5 .79 1,218 1,398 1,533
Flerce 138 Fi] 27 w878 [F 16,445 74,807
San Juan [ 8] 135} %878 2,294) (2,181 i2,111)
| Bhagit (2 (81 {51} 53,79 (5,544 4,831) (3,542
Skamania 13 1 O %5.78 Tam 7R 1,068
Snohomish [1,018) =R (755} AT 50, 7561 [E3421) (45,352}
Bpkar {E0E) {528) 431} 59,79/ [36,340) (31,442) |26,353)
Btevans 28 108 11z =79 5 856 6,457 8,102
Thursicn 16 &7 55 w878 843 3,82 5 658
Wahkiakum 3 3 4 %878 172 R FE3]
Walla Walla a7 a3 5 59,79/ 5220 5,554 T
Whatcam [E&T) 1653) 1531} 53,79/ 141,075 [39,402) [37,738)
Whitman 7] 0 55 5,75 5,301 5473 & E85
Wakima 148 72 197 =19 8881 10,274 11,802

"a negatnie numbser indcates existing hospios service capacily exceeds the projecied ulilzation based on the slabewide use rabs.

B
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WAC246-310-290[8)g) Step T

Daparimant af Health
2024-2025 Final Mospice Mumeric Meed Methodology
Distrbidad Dotaber 23, 2024

VaF HEALTH

Divicde the unmai patient days fram Step & by 365 fo determine the unmet nesd ADC,
Stop 7 (Pationt Days | 368) = Unmet ADG
3024 Unmat Need | 2025 Unmet Nesd | 2026 Unmat Mead | 2024 Unmet Need | 2025 Unmet Nesd | 2026 Unmat Nend
Patient Days® Patient Days* Patient Days* ADCet Anc Apce

Adams 1,003 1015 1,078 ] E] a
Asalin 2,045 Z.204 2514 [ ] 7
Benton {16H) 1722 3,558 [T E [
Chelan {15 438) {14,585) (13,768 22 JELT) (28]
Clallam 13,070 13451 13,805 3 37 38
Clark {20,E598) (15.594) (10.247] 57) 143) (281
Columbia [ ] 121 [ i i
Cowlitz {5 055) 14,217} {32261 (1] {12} 13}
Dualiglas 121,597) 421604} (21.427) I50) {58} (591
Ferry T3z [ET] 850 F 2 ]
Franiiin i 1220 1,684 2 3 B
Garfiald 337 13z 333 1 1 1
Grant 5,850 6635 7,300 18 iE 0
Grays Harbar 5 420 967 6,327 18 18 T
Iskand i, 758) {6,420} {6,068 (19 {18} [
Jaffaraan 1,866 4.168 4,335 11 ik 12
Ming 138,143) {23.782) {8.895) 104) {65} (251
Kitsap 153 Zf5a 4,771 1 7 13
Kittitas 1,658 1885 2,130 E; 5 E
Klickitat 1,091 1.336 1,488 a 4 ]
Lewis 478 443 1,428 1 E] ]
Lincain 1,760 1,838 1,867 8 g B
Masen {11,693 {11.385) (10.951] 132) 131} {30}
Dhanogan 4 087 4443 4,608 11 12 13
Pacific B 202 (R B 400 12 15 16
Pond Oraillg 1,218 1,386 1,633 ] 4 a
Finrce 8,367 16445 24,207 23 a5 [
San Juan i2,25) [FALHH 2111 i) ) ]
Skagit 15,44} 14.831) 1.642) (1) (13} (10}
Bhamania 798 a5 1,065 2 E] 3
Sroh amish 160, 756) {52421} (45, 304) 1164) {146} (124}
Spokane 136,240 {31444} f:26, 353 [EET (B} i72]
Stevens. 5,56 G467 6,702 16 18 i
Thursion 543 3382 5 Ai5E E] a 16
(Wahkiakum 172 206 Zm [ 1 1
Wialla Walla 5,220 £.554 5,862 14 15 16 |
Whateam 41,075) {39402} (37.73E 1112) Rl [193}]
Whitman 5,301 5ATE 5,6HE 14 15 16
Yakima 88 10,274 11,802 | 24 L] ]

"B regatiis numbar indcaten aeiting POsDE sarice Gapacily asceads the prajeclad uliization basaed on the slabkeaics uae rmba,
Tunmet tead for 2024 is calculated by dividing by 366 days dis e & baing & leap year

D0 -1 30 Docasr B0
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Distbuted Octaber 29, 2024 HEALTH

Dupartmart of Haalth . —
2024.2025 Final Mospico Mumeric Noed Methodala gy '..’ T ——

WIAC246-310-290(8)h) Step B:
Determine the number of hospice agencies in the planning area that could swpport the unmet need with an ADGC of thirtyfive.
n Yoar
Btop T (Patient Days [ 365) = Unmat ADC Stap B - Nusmaric Nosd
2024 Unrmal Nead | 2025 Unmil Nasd | 2026 Uil Nasd Humbiar of New Aganciaes)
ADC ADC* ADC* = Hosded?™
Adarns 3 3 3 FALSE FALSE
Aszotin & L] 7 FALZE FALSE
Benton (0 i} 10 FALZE FALSE
Chalan 42 [0} {38) FALSE FALSE
Clallam £ a7 o] TRUE 1
\Clark. 57} [43) |28) FALZE FALSE
Calurmbia o a Q FALSE FALSE
Cawlitz 14) [12) [i2)] FALSE FALSE
Douglas [ 154) [T FALSE FALSE
\Farry 2 2 2 FALSE FALSE
Franklin 2 3 5 FALSE FALSE
Garfiale 1 1 1 FALSE FALSE
Grant 18 18 i FALEE FALSE
Grays Harbar 15 18 7 FALSE FALSE
Iakangd 1% [18) "7y FALSE FALSE
Jefferson 11 11 12 FALZE FALSE
 King [104) [&5) {25) FALSE FALSE
Kitsap ] 7 13 FALSE FALSE
Kiiilas 5 i ] FALSE FALSE
Klickitat F] 4 4 FALEE FALSE
Lewis 1 K] 4 FALEE FALSE
Lineoin 5 5 5 FALSE FALSE
Mazcn (32 [31) {30} FALSE FALSE
Okanogan 11 12 13 FALSE FALSE
Pacific 14 15 15 FALSE FALSE
Pand Dirailla 3 4 4 FALSE FALSE
Pigrce 23 45 ] TRUE [
San Juan (6] ] 3] FALSE FALSE
| Shagit (18] (13} 19y FALSE FALSE
Shamania 2 ] 3 FALSE FALSE
Snohomish [166) (144) (124} FALZE FALSE
Bpokane L] [56) {72} FALSE FALSE
Stevans 16 18 18 FALSE FALSE
| Thurston F] [ 16 FALEE FALSE
Wahkiakum [1] 1 1 FALEE FALSE
Walla Walla 14 15 18 FALSE FALSE
Whateom LLAFS] {1048) {103) FALSE FALSE
Whitman 14 15 16 FALESE FALSE
Yakima 24 28 2 FALSE FALSE

"a negatie number indicates existing hospics service capacily exceeds the projecied utilzation bassd on the slatesids use rabs,

"*Tha rumaric nesd methodology projects need for whole hospica agencies anly - nat partial hospica agencies. Tharatora, the resulis are
rounded down to the neanest whale number.

Tummed tead for 2024 is calculated by dividing by 356 days dise o & baing & leap year

B
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Daparimant af Health
2024-2025 Final Mospice Mumeric Meed Methodology

e Ll

Vo J HEALTH

FROIFHE) Agencias
Apelizatios & Aok i Yaar 0
Eupply waar 1 Riipal
Suppdy wear 3 ma
Siatewide KLOG 5.9
Dhalaed L Adssits = 35 K0C Fak i)
Supsly Years
g FlikF] 2023
iafie Certfeale Year Sofwey CHTET  Flbed Sy CH Yea? F Usaed SurviEy O Yt ? & Used
Dlyrmpic Mindizal Cinbar Clallas 2088 Hz7 213.7
Frow iderce Health B Sardicas Clark 2019 18 137 213.7
Erveision Hoapice Hing e 74 2187 213.7
Cisilifreii i Cati & St oot ki Snshiafmsh 2089
Errwision Hedpis Sncls h 2089 1 17 113.7
‘Glacier Feak Heahthcare (ilpha) 2019 117 2137 213.7
Heart of Hospice 20g 2137 213.7
Thi Pansant Group [Pugoet Seund Hespiss Thufstan 2088 19 17 213.7
(Cisnitirra i Caree of King King 2000 HET 2137 HIT? 213.7
Erveision Hoapice K&=ap 20 61 a7 213.7 120 213.7
EmpRas Healtheare Groug ‘Whatcom 20 2% 1137 213.7 G5 213.7
Thi Pa st Group [Pugon Seund Hespiss ‘Grays Harber 2001 & 7 213.7 31 213.7 H HIT
Empfa Healthcare Groug Kirg 2031 HLT 2137 2137 pi) HLT?
Sinaabasiin [ Bt il Caie) Kirg 2001 17 213.7 213.7 Fii LT
The Pennant Group |Puget Sound Hospica| Maaon 2021 1137 213.7 g 213.7 16 2137
Ermwision Hoepice Flerne 201 1Z1 2137 213.7 B 213.7 2137
P icliaacat Hialth & Seireicas Plisfti 2031 2 LT 2137 of 213.7 176 137
Ernpad Hasltheain Groug Svals b 2001 17 213.7 213.7 13 LT
Seanons [AcoamiCane) 2021 1137 213.7 213.7 3 2137
WaltiCare Healih 21 a7 213.7 213.7 117
Sir il Health Cana (Sehaangind Hogice Rael Chaaki 2003 213.7 Fo LT
Thin Pansant Group [Pugel Seund Hespesa| Kirg 223 213.7 7 ET
¥.B.G, Heathcans King FaLry 213.7 ] 2137
Contirsum Care of Snohomish Flene 2z =] 213.7 113 1T
Seaung [AecanlCan) Fifta 203 213.7 HIT
This Pandant Group [Pugel Seund Hespeos| Fiifia poiriy 213.7 1E? LT
Stride Health Care (hovanced Howploe Rorthd — Dougles 23 1 117
Wesley Homes Hosplce Pleme 23 = i) 4] 410 12 21T
Provs il Hialth B S#raicas Skt 203 45 HIT
Family Hospacs Sareices Kirg Fairly HIT
Shakom Howgioe of Puges Sound Kamp 2 117
EmpRas Healtheame Groug Spaicana 2 2137
WialtiCare Haahh Skt 2za LT

IR LT Sl i R
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Dwpartment of Health T T ——
2024-2025 Fi If“H. plt  Humeri tgﬂ.mlm '.,HE“LTH

1] He tl Bef
0-84 Total Admi [ — 454 Total by . Actual Survey Admits Count af Newly Approved Agences efault Adjustments Adjusted Admits

Hat Adjusted For Rewhy Approwed Only Lindsr S Njb Onky Linde: bl Onky Usler
Sum of 0-64 Sum aof 6= Al Agmnciey Newly Agprowed Only Newly Approved Only Newly Approved Only

County 2031 2033 2oxil County il or  dod FLrtd 081 b3 M0k 02l HnEr 20 021 0%
7 tAdams s s
0| |Asotin az &5 99| lAsotin ol 9z 113) | Asotin
1011 |Beron A% w5 500 (Benton 17 1130 1004) | Benton - -
33| |Chedan BB6 430 411 [Chelan 738 480 as4| | chelan ] o = 1 1 1 2137 13T
15| |Clalam i 1 265 (Clallam 45 268 284| | Clellem ] 1 2187 -
03| |Clark 2364 2380 2195 |Clark 21772 2647 243E| | Clark 18 1 2137
1| |coumbia 3 18 15| |Columba 34 2z 17| | Columbia
83| |Conmtie My B 562 (Cowlit 089 MR 617 | Cowlitr - -
1 0| |Douglas 217 B33 2| |Douglas 50 B34 | | Douglas o ] 1 1 1 1 2137 13T
4 4| |Fery LH k5 3| |Ferry EL] a4 55| | Ferry - -
3B 34| |Frarkin 134 157 137| |Franklie i51 185 215| | Franklin
1 o |Gartidd B 11 4| |Garfied B 1z 4| | Garfiekd -
arant o 5 4| |[Gramt 25 M) 36| MGrant 257 60 303 | Grant - - - Grant 2300 26600 ke R 27555
Grays Marbor & 40 3| |Geays Marbor B My 1) |Grays Herbor 10 24k 26| | Grays Markor ] n n 1 1 1 2187 Fa ki 3137 | | Grays Herbor nrM a5 A10F0 ASLET
tshand 68 41 M| [ishand a0 419 426 [isband S8 a6d asd| | isleed - - - Island $18.00 A6 O 43400 47758
Iefferson 15 Q 15| |leffersan 171 1 153 |pefierson 186 1 200 | efferson - - - fefierson 186,00 100 20000 129,00
Kirg H1F 06 RHE| [Kng 6502 625 B565) |King Toa Y4B PHOF| | King " [} Er3 ¥ & ] 14955 1,22 10685 | | King BEISS0 BAROO0 BASASD  #516.53
ERsag 3ga 57 E| |EEsap 704 B33 71| |Kisap 1093 747 @73 | Kisap 33 o z z 1 4z74 HIT4 1137 Khsap 1459.40 105440 108670  1200.17)
Kititas 15 -] &| [wrtitas 115 148 141 [Kitkas 130 156  147| | KittRas . . . Kittias 130.00 156 00 14700 14433
wickitat 13 13 5| [ifckinat B} @0 56| |Klickiat 95 103 61| | Klckitat . . . Klickitat 95.00 103 00 5100 86.33
Liwiks 3B 5% 35| |Lewiks 4zl &0r 451 |Lowis 459 454 490| | Lowds . . - Lirwis 459.00 454 00 450.00 487.67
Lircoln 5 1 &| |Limain 1z 17 33| |Uncoin 17 1B 21| | Uncedn . . - Lingoln ir.oo LE0D 4L.00 15.33
wason 3 e 34| |Mason 347 3 2E7| [Mason 334 357 321 | Masen ] 10 15 1 1 1 2137 F e 213.7 | | Masan 557.70 A70.TD 51870 520.03
‘D nogan 13 0 17| |Dianogan 1Bz  13@  113] |Dkanogan 02 149 130) | Okanogas . . - Okanogan 202.00 L&a00 130,00 160.33
Padific z 1z &| |Padfic z o 99| |Pacific 4 111 10s| | Faciic . . - Pacific 4.00 11100 105.00 73.33
Pand Oreilke 1z & 12| |Pend Orsille 55 55 69| |Pend Oredle 67 63 Bl | Pend Oveile . . . Pend Oredle E7.00 300 21.00 70.33
Pircie 33F 35 3I7| |Perce 2310 3137 2603 |Phete 3532 3457 2930| | Fierce m3 a4 BT & -] 3 13821 12812 1zE0.2 Pheroe 374120 451010 373530  3992.K0)
San Juan 5 a 11| |Ean Juam a5 a1 7| |San Juan o0 10D LOE| | SanJuan . . - Ean Juan 100.00 10000 i0d.00 102.67
Shagh 85 &7  &1| [Skagi S0 TS 767 [Skagit 235 862 B4E| | Skagit . . . Sagit 235.00 BEZ 00 248.00  B4B.33
& 1 7 3B 41 17| |Suamania 4z a3 4| | Shamaria . . - SMamania 42.00 A3 00 14.00 36.33
Snchomish 514 341 B69| [Snohomish 580 2784 BO06| [Smohomish 4084 1A% 3375 | Snahomish 118 i n [ 2 F 10685 axrA &7 | | Srohomish SAMASD  AS6RAD ETELAD  4120.43
Spokane 368 BBEE 45| |Spokane 2690 2504 ZR51) |Spokere MSE A9y 2803 | Spokane ] [ a5 L] 3 a Gal.1 BaL1 6411 | | Spokere EAS9.00  5ERI0 RASS10 ASAATT
hevers 3 16 18| [Stevers 111 156 108| [Stewmns 142 154 136| | Stewens - - - Stmens 142.00 15400 12600 140,67
Thuar ston 107 103 111 [Thurston 92§ 1157 1177 [Thursban 1030 1239 1288( | Thurston 14 i a ¥ 1 1 LFEY Fa ki 137 | | Thurston 143840 1a5RT0 150070 246427
Wahkiakum L] 1 3| |wWahkiakum 17 B 4| wahkikam 20 k] 27| | Wakkiskum - - - Wahkaloam et ] 200 FERiH] 1867
Wialla Walla i k] 1| |Walla Walla 245 PSE M| Walls Wally M d 260 | Walls Walls - - - Walls Walls T 26400 260,00 27267
Whatcom 115 2% 143] [Whatcom 1054 2118 1143) [Whatcom 1167 2394 1286 | Whetcom FL L] 1 1 2187 21T - Whattom LHAM 256270 128600 1717.80
Whitman 15 a | [Whitman 175 & 1| [Whitmen 190 & 1| | Whitman - - - Whitman 150000 o0 1.0 (18]
Fakima 161 116 1314| [Fakima 926 676 E14| [Yakea 1088 P9r  9XE| | Yekims - - - Yakima 10 0 a3 o0 S28.00 9358
55 ADC * 365 days per year = 13,775 defaukt patient days Bue calls include prosy corts for new sgencies
12,775 patient doys/S9. 75 ALOS = 2157 defoult admissions N Giramge cells kighlight when a new agency ot includedin the coust
F13.7 Defautt batause its surey adeits surpesed the misimum default admissions.
For affected counties, the actual wolimaes Trom thise recently approved agrecies will be subtracted, and defadt values will be added. Therehore actual admits ane courbed.
B
Bl R Prosier Uiaasos Suresps b Year 20012120
DOH 230 Dareber 235 Fropaned by D0H Fragae S0
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Daparineivl af Health
2024-2025 Final Mospice Numeric Need Methodology

Survey Disia
\Wakbinglen Hoselan: asd Husgice of Castral Basis, LUE |HSF5 60092413 Adamis mn 4 35
Waztington Momelare and Hozpice of Cesgral Basis, LT 15 F5 052413 Adams LFE] T %
Wastington Hometare 5 Hospice of Ceniral Basis, LG dibfs Aswired Howgles M5 F5 052413 Adems Wz [} *
Alpenwa Hiaithean Ing dba Elite Hom Hislth and Hispion | F5. 60384078 Astin i 3 BS
Alpenwa Heaitbhean Ing dba Elite Hom Hislth and Huspion |HS F5.60384078 Asutin FITE) m 5]
Alpenwa Heathean, ine. d /s Elite Heme Haalth & Hespao | F5 60384078 Agtin 03t 3 a3
Heartiiks 115 F5, 00000358 Bamion 7 17 03
Hertinks 145 F5. 000003568 Bartmn 22 i) 188
Heartlivki 1HSF5. 000003568 Baston FITE) 17 11
Tei Cithis Chaglainey 1HE F5 (0000456 Basten 03t a0 E25
Tl Cities Chaplaingy 1H5 75 00000456 Banaon FLE] 123 795
Tri Citles Chaglainoy 15 F5. 00000456 Bartan ELFE] [0 592
Advassid Hisjuios Nofbwist of Wanalhis |HA.F5.61 313856 Chilan FITE) [ =
Cantrad 'Washngtos Home Cane Servioes HS FEOB000 150 Chalan kel 53 BBE
Central Washngson Home Care Sarvioes 15 F5, 00000350 Chelan wmz (] am
Corduence Health Homecare Services 145 F5. 00000250 Chelan ELFE] EE] L7
Eshakil Hossics |HS F5.61165576 Chilan FI [ o
Pir thuizit Hislthacans Allasis, Ine 1HS F5. 00000129 Clallar 2 18 251
Porthuess Healthcam Allance, Inc. difby/'s Assered Home Heakh & Hompice 1H5 7500000229 Clallam 071 F1 .
Porthwess Heattncane Allance, Inc. /oy Assered Home Heakh & Hossice 145 F5. 00000729 Clallam ELFE] 13 65
Olbyrigsie Mhachial His i 1HS F5.00000393 Clallar FIe o o
Covsiimissity Heemi Haalth & Hispaos |H5 F5.60547 198 Clarie a0zt 57 ars
Community Home Hagith & Hospios 145 F5. 547190 Clark EL] an fre]
Een Kospice at Portland. LT 145 F5 61250232 Clar ELFE] ar FI]
\ieigitinng Hvigies Partners of Gregen, LLC JHiar of Hespae] |HS F5.60741443 Clart FIY [ o
Kaisar Perranani |HS F5. 00000353 Clart a0t a7 ans
Kalzer Permanente Cononung Care Services 115 F5, 00000353 Clark wmz I m
Kalser Permanente Cononung Care Senices 115 F5. 00000353 Clar 073 k] 242
Pascibaalth Hisgite Seuthmist |H5.F5.60331 126 Clart mn 167 15
PiisciHaalth Hissite Seuthmist |H5.F5. 60331 126 Clart FITE) e 1451
Pesceiasith Sointrawest Hospice 15 F5. EILI20 Clark 7 P LT
Providence Hospce 145 F5 2L4TE clark 021 1 17
Providence Hospice 1H5.F5.OE0L4TH Clark EL ) 56
Providince Hisps |HS F5. 60001476 Clarie FITE) & 205
wala Wiilla Community Hospics | FS GAEIA1 Cofurnbia 03t £ 2
'wals Wala Commnity Hospiee 115 F5 80441 Coumbia ELF] [ 18
walla Walla Commenity Hospice 15 F5 80441 Colmbia 3 1 1%
Covsirmissity Heemi Haalth & His s |HS F5. 00000162 Cormbi a0t k] 558
Covsirmissity Heemi Haalth & Hispios |HE FE. 00000162 Cormbir mn ar a1
Esen Boapice at Portland. LG 145 F5. 61230232 Cowit 073 bt T
Kalser Permanente 1H5 F5. 00000353 Cowitr nz [ i
Kaisr Perrananti Costnuing Care Servitis |HS F5. 00000353 Cormbi 2 1 17
Kalzer Permanente Contnuing Care Services 1G5 F5. 00000353 Covaditz W o 15
Praceidzalth Bospice Southwest 1H5.F5. 3ILI20 Cowitr ELiF] kX 27
Pencefiaaith Hospice Southwest 1M F5. 0331226 Cowitr 3 as EL)
PiiciHaadth Soutlrwest His i |H5 F5.60331 126 Cormbir FI 0] Fr)
Advassid Hspios Hommbwest o Wanatchis IHA.FS.61 30356 Deouglis FITE} o 1
Gentral Washngson Home Gare Servioes 1H5.F5. 0000050 Dougle 021 19 1]
Gentral Washngeon Home Came Servioes 1H5 F5. 00000250 Doules EL [ 530
Eshakil hosgics |H5 F5.61165576 Dituglich FI 4 12
Eshakit |HE F5.61165576 Diouglics mn 1 E]
Eshakit Hospice 15 P51 165575 Dougle 073 [ 1
Echakit Hospice |H5 F5 61165575 Ferry nz (] [
Heapic of Spoikane |HS F5.00000337 Fairy FI 3 EY)
Heapics of Spokane |HEFE. 00000337 Fairy mn 4 EH
Heapice of Spokane 145 F5. 00000237 Ferry 073 1 3
Hertiinks 15 F5. 000003568 Frankdin nz 1 E]
Hertinks 145 F5. 000003568 Frankin ELFF] a [
Heartlivki 1HE PS5 0000 358 Franblin FITE) (] g
Tei Cities Chaglainey | FS (0000456 Franblin 0t 16 15
i Cities Chaglainey 15 F5. 00000456 Frankdin mz EL] 151
Tri Cities Chaglainoy 15 F5. 00000456 Frankin 023 EN) 176
Alpenwa Heathean ing dba Elite Home Hislth and Huspon |HE F5. 60384078 Garfild mn 1 11
Alpowa Healhean ine dba Elite Home Hialth and Hospioe |HE FEE03EA0TE Garfuld piiE] a 4
Alpowa Heashcare, Inc. o sy Elfte Home Heaith & Hospioe 1H5 F5. 0384078 Garfield nzn [ [
Echakit Hospice 145 F5. 61165575 Grant 71 z 5
Eshakit hosgics |HE F5.61165576 Grast mn 1 16
Eshakit Hossice |6 F5.61 165576 Grast FIiE] a 1
‘Washington HomeCane and Hospice of Central Basin, LG |H5 F5 60052413 Grank mz = FFS]
‘Wastington HomeCane and Hospice of Central Basin, LT 145 F5. 60052413 Grank 023 a1 65
"Wakbinglen Hormilans asd Hiksd o of Cistral Basis, LT /s Akiurad Hogice |HS F5.60092413 Grast FIe F3 25
Harkurs Home Health & Hogsiee 1 FE. 00000306 Grays Harkbor 0t b1 2
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