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HOME CARE SERVICES FOR OLDER
AMERICANS: PLANNING FOR THE FUTURE

MONDAY, MAY 7, 1979

U.S. SENATE,
SpeciAL COMMITTEE ON AGING,
Washington, D.C.

The committee met, pursuant to notice, at 10:10 a.m., in room
1318, Dirksen Senate Office Building, Senator Lawton Chiles (chair-
man) presiding.

Present: Senators Chiles, Pryor, Domenici, Heinz, and Cohen.

Also present: Kathleen M. Deignan and Deborah K. Kilmer,
professional staff members; David A. Rust, minority staff director;
Tony Arroyos, minority professional staff member; Marjorie J.
Finney, operations assistant; and Charlotte B. Lawrence, resource
assistant.

OPENING STATEMENT BY SENATOR LAWTON CHILES,
CHAIRMAN

Senator CuiLes. We are having this hearing today because we
think we have a problem. In fact, I know we have a problem.

Nineteen months ago, Congress asked the Department of Health,
Education, and Welfare to provide us with recommendations for
future directions for home health care: As a matter of fact, it was
my colleague on_this committee, Senator Cohen, who originated
this request as a Member of ‘the House of Representatives.

We have been struggling for some time now to find efficient ways
to make sure that our Nation’s elderly will have a solid base of
both institutional and home health care services they can turn to
when support is needed. We still do not have our problems with
nursing homes solved, but the most frequently missing element is
home care. The intent of our request was to enlist the expertise of
the administration to help us set some directions and goals in
home health care.

The report which was delivered to us does not do that. We have
no recommendations. We have no discussion of optional policy
directions and goals. We have a $62,000 report which rephrases the
questions and concerns this committee and others have been
asking the Department since 1975, and before.

We are told that this is because of budgetary restraints and
insufficient information.

Congress is also concerned about budgetary restraints. Congress,
I feel, is the agency that has to make the decisions of how much of
the taxpayer’s money we take from the taxpayer and how we
appropriate that money, whether we can afford to spend that
money or not, and what the tradeoffs are in regard to trying to
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bring inflation under control. Whatever steps we ultimately take to
insure comprehensive long-term care services is not going to
happen all at once, but we need a broader policy to work with as
we take these steps, and that is what we ask the Department to
help us with. Let's get the options out in the open, with the price
tags if we can, and then we can start making the decisions.

We have been told before that we don’t have enough informa-
tion.. That is why we asked for demonstrations under medicare and
medicaid back in 1972. That is why we gave new demonstration
authority to the Administration on Aging last year. That is why 1
pushed, in the Appropriations Committee, for more money for long-
term care demonstrations in the Health Care Financing Adminis-
tration. I said: “Tell us what you need and we will put it in.” We
had some figures in mind, and the Health Care Financing Adminis-
tration staff came up and said: “We can’t use it. Give us less.”

Is insufficient information really the problem? I think we had
better come to some agreement on that, and I hope we can in this
hearing.

I find it hard to believe that if there was a real concern for the
problems we face in long-term care, and any real expertise and
organization in the Department, thls process could have fallen
hostage to these excuses.

We don’t have any policy. We don’t have any focus. We don’t
have any responsibility. The report on home care services tells us a
lot about that.

I have tried to make these points before. We have had hearings
before. Secretary Califano and the Administrator of the Health
Care Financing Administration agreed that it was “essential that
the Department adopt a coordinated focus on these issues.” That is
his quote. We were told that was being done. We were told that
policy development in long-term care services was of the highest
priority. It looks like we have to start over again.

We don’t have that kind of time. There are 5,500 people who
reach their 60th birthday every day, right now, and that number
will increase rapidly. We are already considering health insurance
proposals which don’t address long-term care needs. The report
itself points out that we are probably wasting money and harming
some home care recipients because of inadequate attention to
issues of standards and coordination of services. States are having
a difficult time meeting their long-term care responsibilities in the
absence of any Federal policy.

We will be hearing about some of these State problems this
morning from Dick Batchelor, who is chairman of the Florida
House of Representatives Committee on Health and Rehabilitative
Services.

Florida has 27,000 elderly persons in nursing homes now. We are
told the State will need to have 100,000 nursing home beds by 1990.
Right now, there are about 120,000 noninstitutionalized elderly
persons in Florida who have an unmet need for some form of long-
term care, a large part of it home care services.

Before we hear from Representative Batchelor, I know there are
. members of the committee who have other opening statements.
Senator Domenici, we will start with you.
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STATEMENT BY SENATOR PETE V. DOMENICI

Senator DoMEeNIcL. Thank you, Mr. Chairman.

I will try to be brief. However, I want to open by commending
you.

Senator CHILES. Well, I want to point out the work that you have
done in this area. You have been in on some of these hearings that
we have been holding in the past and trying to get some answers in
this area.

Senator DoMENICI. I want to open by saying it is ‘almost impossi-
‘ble for me to understand the administration’s philosophy toward
health care. On the one hand the President wants to minimize
increasing hospital costs. That is an admirable goal—everyone real-

-izes that these expenditures are rising all the time. However, the
H.R. 3 report, which has been submitted to us, is proof that the
present administration refuses to support even the most basic
kinds of commonly accepted notions of change.

The requirement under current medicare law that infirm elderly
must be hospitalized for 3 days prior to becoming eligible for home
health care services is one reason for rising hospital costs. The
administration is essentially “burying its head in the sand” by
refusing to support the elimination of the 3-day prior hospitaliza-
tion requirement.

There is a very fundamental question that needs to be asked
here. Should we, or should we not, as a Nation, eliminate the trend
toward institutionalization? The report refuses to take a position
on this basic question, and the administration, in testimony before
the Senate Finance Committee, Mr. Chairman, does not even want
to address that issue. The reason given for nonsupport—budgetary
constraints—is an admirable one. However, I believe that unless
and until we as a Nation decide to eliminate this institutional bias,
continued talk about spiraling health care costs is a futile exercise.
The traditional policies of our Nation, which emphasize nursing
home and other types of institutionalized care for our elderly,
contribute to rising health care costs. We must come to the realiza-
tion that, even if we need to have a few more years of nursing
home and institutional costs running parallel to home health care
costs, eventually we will be saving resources, and doing a better job
in providing cost-effective, adequate, and more humane health care
services to-our elderly citizens.

Getting to the bottom of this problem, and then advocating and
insisting upon, some reasonable changes to eliminate the trend
toward institutionalization which pervades our present health care
delivery system is exactly the function which our committee can
and must perform.

Senator CHiLEs. Thank you.

Senator Cohen, you started all this.

Senator CoHEN. Thank you, Mr. Chairman.

Senator CHILES. I am sure.you have some opening remarks. We
are delighted to have you as a member of our committee and still
pursuing your interest in this area.

STATEMENT BY SENATOR WILLIAM S. COHEN

Senator CoHEN. I want to congratulate you, Mr. Chairman, for
calling this hearing, because I have no doubt that it hastened the
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release of the section 18 report which is required by Public Law
95-142.

As you pointed out, as the author of the original legislation that
prompted this report that forms the basis for this hearing, I have a
few things to say to the administration witnesses who will be
coming before the committee this morning. The best assessment I
can give this report is that it is a complete disregard of congres-
sional intent. A simple reading of the law tells me that the report
should develop methods to assure the quality of services provided,
improve efficiency of program administration, curb fraud and -
abuse, and provide for coordination between Federal in-home serv-
ice programs particularly with regard to reimbursement and pro-
vider qualifications. Qutside of some action on fraud and abuse
issues—of which compliance is already required by other laws and
sections of Public Law 95-142—fail to see that any of these issues
have been addressed after exceeding, as you pointed out, Mr. Chair-
glan, the statutory deadline by 6 months and spending some

62,000.

. Instead, HEW has applied its own unilateral criteria—that of
cost. While cast is, of course, important in assessing and assigning
our national priorities, Congress has the constitutional prerogative
to set those priorities. This agency was required to submit policy
options and recommendations. While those recommendations could
have included cost considerations, I think that Congress is the one
that is responsible for deciding when those constraints warrant no
action be taken.

Furthermore, I would point out, Mr. Chairman, that the asser-
tion that HEW lacks information necessary to even suggest policy
options, I think is indefensible, because the appendix which has
been submitted and indeed earlier drafts of the report, which 1
have had the opportunity to review, suggest that there is substan-
tive and substantial data available. I have a copy of an earlier
draft ! which I would like to have entered as part of the record, Mr.
Chairman, which is a January draft signed off, I believe, by Admin-
istrator Leonard Schaeffer. The red ink which we have drawn
through portions of this draft report indicates where the adminis-
tration stripped information from the bill that it did not feel was
convenient to discuss. I would like to know, first of all, as we get
into these hearings, who was responsible for cutting the original
draft prepared by the Administrator.

Also, I would like to say for the record that the history about
this legislation which has led to the requirement of this report
involved the situation where 1 sought initially to set up an inde-
pendent commission to establish standards of quality care for home
health services. The Carter administration objected because this
was a new administration and it should be given the opportunity to
prove itself by having responsibility for the report. Moreover, Presi-
dent Carter had a policy to cut back the number of governmental
commissions and advisory groups. The President may have succeed-
ed in the latter objective, but he has, in my opinion, wasted an
opportunity to contribute to the formation of a national policy on
home health care.

' See appendix 3, page 147.
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Despite the statements to the contrary, it seems clear to me that
the administration does not have a long-term health care policy.
The fact that the earlier drafts, including the January version, had
sections dealing with future directions in-home health care which
failed to appear in the final report, I think vividly shows that the
HEW is not developing a long-term care policy. If it did, I believe
the whole tone of this report would have been quite different.

So, after a year and a half, 1 hope that the witnesses who are
going to come before this committee can demonstrate how this
report makes any difference at all to the individuals who are.in
need or to providers of in-home care. Unless they can satisfy on
those points, Mr. Chairman, I am going to propose that the com-
mittee introduce a resolution directing the Senate Committee on
Finance and the House Ways and Means Committee to reject_this
report.

I hope during the hearing we can focus on the broader aspects of
the hearing. I do want to welcome the other witnesses and look
forward to their comments on the future direction in home care
services. I think we have seen the demographic handwriting on the
wall, as the chairman has pointed out. In order to deal with the
realities of the future, we must acquire some vision about the
issues before us today.

Thank you, Mr. Chairman.

Senator CHILES. Thank you, Senator Cohen. Our first witness is
.the Honorable Dick J. Batchelor, Chairman of the Committee on
Health and Rehabilitative Services in the Florida House of Repre-
sentatives and Chairman of the Ad Hoc Subcommittee on Aging of
that house.

- Dick, I am delighted to have you come before our committee. It is
of great interest to me to see how your career has progressed.

When I was walking through Florida, I met this young man who
was working his way through junior college at the time, and he
was an officer in the student government at the junior college. He
gathered together some of his fellow students that were interested
in government and provided one of the largest audiences I had had
up to that time in my campaign for the U.S. Senate.

I am delighted to see that you pursued your education and also
your interest in government and are now a member of the Florida
House. We are delighted to see the work that you have done in this
area on aging and to have you come before our committee.

STATEMENT OF HON. DICK J. BATCHELOR, CHAIRMAN, COM-
MITTEE ON HEALTH AND REHABILITATIVE SERVICES, AND
CHAIRMAN, AD HOC SUBCOMMITTEE ON AGING, FLORIDA
HOUSE OF REPRESENTATIVES ’

Mr. BarcHeELOR. Thank you very much, Senator. I appreciate
those comments. I remember I knew the Senator when he used to
walk every place, including across the State of Florida, and I think
he can recall me when I had hair.

Let me, if I might, Mr. Chairman and members of the committee,
make a statement and then respond to any particular questions
because we all recognize that the State of Florida, because of its
aging population, could be severely.impacted if a comprehensive
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plan on long-term care is not established by the Department of
Health, Education, and Welfare.

The Senator and I are certainly from the State that is graying
faster than any other State in the Union. Almost one-quarter of its
population is over the age of 60, and with between 8,000 and 15,000
additional elderly people making it their home every month it is
approaching an era in which we must think creatively about long-
term care. | believe that Florida is an indicator as to what lies
ahead for the rest of the Nation, and as former chairman of the
Florida House Subcommittee on Aging and present chairman of
the Committee on-Health and Rehabilitative Services it is all too
apparent to me that Florida and the Nation cannot afford, either
financially or morally, not to start formulating a policy on long-
term care.

The current methods of coping with our frail elderly are simply
too expensive. In Florida, we have 28,000 people in nursing homes.
By the year 2000, this figure is predicted to increase four times
over, to approximately 100,000 people in nursing homes in our
State. Nursing home care is expensive.

As an aside at this point, we recognize the importance of the
administration’s efforts to do something about hospital cost con-
tainment because 75 percent of all medicaid dollars in Florida are
being expended in institutional care. Unfortunately, this exceeds
the national expenditure of 70 percent. In addition, Florida has
approximately 1,700 elderly patients in State mental hospitals. The
vast majority of these people, some 1,400, are there for primary.
reasons other than mental health. I was recently told that these
people could be discharged if there were appropriate community
care available. A staggering amount of money is spent in the kind
of care that most elderly people don’t want and quite frankly don’t
need. Again, I might interject that in the State of Florida, in our
four mental institutions, we have over 850 clients that have been
diagnosed as having no sign of mental illness but yet they were put
into mental institutions prior to the time that there were alternate
placement facilities.

InsTiITUTIONAL CARE ONLY OPTION

There are alternatives that should be encompassed in a long-
range plan for long-term care, but. I do not feel that the adminis-
tration, at this point, has developed such a plan. I think it should
be on the conscience of HEW that if we are going to harbor people
in our State mental institutions it is because there are no plans for
alternative placement and the only option in many of these States
happen to be institutionalization, be it a nursing home or a State
mental institution.

Besides being expensive, institutional care is too often a heartless
solution to a delicate social problem. I say a delicate social problem
because I believe that our lack of policy for alternatives in long-
term care reflects the cultural lag in which our elderly are caught.
In our modern transient society, in which families are sometimes
spread across the continent, the family is often not around to care
for, and much less revere, 'its elderly members. Nothing in our
society has emerged to fill the void frequently left by the family,
except institutional care, which I submit is unacceptable in its
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current form. A different type of care, a less stigmatizing care,
would be a very important part of the continuum of long-term care;
thus, institutionalization would be more acceptable to our society.

But until a Federal policy for long-term care is established so as
to place institutional care in its proper perspective, America will
have shirked her responsibility to her frail elderly. As leaders in
this country, we have the responsibility to establish policies that
" guard our constituents’ inalienable right to life with more and
lasting dignity. If the only option we leave open to our frail elderly
is unnecessary institutionalization, then surely we have done little
to assure this liberty.

In an era in which our pouplation is aging rapidly, we must look
for alternatives in long-term care. Warehousing our elderly is ex-
pensive; it is a sad replacement for the family. We must enter an
era of creativity with regard to long-term care, and we must enter
this era with a plan in mind, with a policy set forth, or we will
soon be forced to establish an ad hoc policy for a problem that has
engulfed us. You at the Federal level must establish a policy to
cope with the problem of caring for our frail elderly. I am afraid
that if you don’t, the magnitude of the problem will dictate the
establishment of a patchwork undeveloped policy.

When I talk about policy, I am talking about developing a strat-
egy for a continuum of care for the elderly. It is a continuum of
care that addresses the problem of an elderly person with an eye
toward the specific kind of care that particular person needs. Right
now, our financing mechanisms dictate our policy. Largely in re-
sponse to the funding available under medicare and medicaid, the
nursing home industry has expanded with gigantic strides, but I
believe that caring for our frail elderly in institutions is short-
sighted when home delivered services might keep many of these
people from entering a nursing home and do so at a greatly re-
duced cost.

In Florida, we have developed seven demonstration projects to
experiment with various kinds of community based services. These
projects are funded under the State’s Community Care for the
Elderly Act. A recent evaluation of these community services indi-
cated that even the most expensive kind of community based care
is les$s expensive than nursing home care.

. It should also be noted that community ecare was most often
provided to people who were “at risk”—in danger of being placed
in an institution. The State legislature is now in session and both
the House and Senate budgets contain money to begin expanding
these programs statewide. This increased funding, I might add, is
largely the result of a ground swell of support from individuals
around the State.

In Florida it is hoped that community care for the elderly will

soon be part of a well-established continuum of care. Ideally, this
continuum will include senior centers, home delivered services—
such as meals, homemaker and chore services—day care, respite
care, family placement, transportation, nursing homes, hospitals
and hospices. As a side note I am happy to report that last week
my committee approved legislation to license hospices, a concept
_ whose time has arrived. Since Florida has a higher percent of
elderly than any other State, as well as the highest incidence of
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cancer, innovations in caring for the terminally ill should be pio-
neered in the State.

I also mentioned family placement. This is a program Florida
began 2 years ago, in which a family is paid to keep an elderly
person at home. It was our feeling that if the State could pay to
place a person in a nursing home, that we should also pay to allow
a person to stay with a loved one. This can be viewed as a commit-
ment to the family. It also expresses the legislature’s realization
that a person’s mental health is probably better preserved if they
are allowed to remain in familiar surroundings. In developing a
continuum of care for the elderly, we have come to realize that a
person’s mental, as well as physical, health is an essential consider-
ation.

In summary, glaring statistics mandate immediate action. Be-
tween fiscal years 1950 and 1977, personal health care expenditures
increased from $10 billion to $143 billion. Figures also indicate that
personal health care expenditures increase with age, and that the
85-plus population is the fastest growing segment of our society.
Since community based services are usually a more appropriate
and less costly approach to dealing with the needs of our elderly,
we must be creative in developing a policy for long-term care, and
we must do it now.

In closing, if I might, Senator, I had the opportunity to review
two reports. One is the report that I have submitted to your coni-
mittee staff that my Committee on Aging developed in the State
after holding extensive hearings. The unique part about our report
is that we not only have a compilation of the problems that we
have and can substantiate those problems, but we made specific
recommendations about what to do as far as coordinating delivery

- systems to address the whole person and not just categorical fund-

ing to some isolated problem that some people don’t have. This
report is now being implemented through the legislative process.
There are particular problems that call for action by HEW or in
fact the U.S. Congress.

The second report that I had an opportunity to review is the one
that the U.S. Congress mandated HEW to complete. It is late, as
has been indicated, and since that time, based on the number of
people who have moved to the State of Florida, we have probably
denied services to at least a portion of some quarter of a million
people who have moved to Florida because we have such an ever
increasing rate of people coming to our state every day.

I think if you just look at the summary of the report or the
introductory comments you won’t want to read the rest of the
report because they have an automatic disclaimer that we know
what the total is to do, we know what needs to be done, but we
don’t have that here—we have a recitation of the problem. I think
it is presumptuous on the part of HEW to assume that they would
be making the budget agreements anyway. What we are saying is
that it is not necessarily appropriate to try to find more funds, but
if you increase the cost of effectiveness of an integrated service
delivery system then you can in fact hold the cost down to serve
more people in a more realistic approach. »

This reminds me of a syndrome that I have seen time and time .
again throughout so that I have dubbed this “Analysis Paralysis.”
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Because of the public report we say we don’t have the answers here
but we will do another 2-year report. I submit another 10,000
. people will not have been served in that time.

I will close with those comments, Senator, and I will be glad to
respond to any questions.

Senator CHiLES. Thank you very much for your statement.

Let me first say that it sounds to me that the family placement
program is an innovative program and one in which we really need
to see what experience States will have with that program. Is it
going to be an answer? On the surface it appears that it will, but
how are you going to control it? How are you going to see that it is
used properly? How are you going to see that it is not something
that someone could try to use to milk funds or to take funds?
Certainly that is in the area I think States ought to be experiment-
ing under our Federal system and ought to be trying that program.
We can learn by seeing what kinds of experience that Florida has
in that program.

Why did you need to get a waiver? Explain that to me.

Mr. BATcHELOR. Senator, let me try to explain it to the best of
my knowledge. First of all, family placement, I think, is probably
the best approach to allow somebody to stay with the family intact.
So many of our categories such as medicaid and medicare seem to
lend themselves to forces that put a person into institutional care
so that they can at least benefit for his money but the family
placement would allow somebody to stay in the home.

We really needed an SSI waiver because when you receive sup-
plemental security income and you count any other income in that
household towards the recipient’s income you would disqualify
them from SSI so we simply needed to allow an SSI waiver demon-
stration project to see if this family placement would work. We
have had it in the State of Florida now for 2 years and it has been
extremely successful where people are still wed to the family
concept.

Senator CHiLES. You said that 75 percent of the State’s medicaid
program goes to pay for institutional care now. What are you going
to do to meet the need for that 100,000 beds; that is, additional beds
that are going to be necessary in 10 years’ time? .

Mr. BatcHELOR. Well, the only obvious choice we have now is to
try to be as creative as possible. We would like to establish some
alternative to institutionalization. We have tried to do that again
with the community care for the elderly concept; the whole concept
of community based services is to try to avoid institutionalization.
If you have homemaker or chore services, home health care, meals
on wheels, some transportation for the nonambulatory clients, I
think you have an opportunity to allow people to remain in their
own homes and communities. They will not be forced into the
institution.

We would like to have an innovative approach to the funding
mechanisms available to both medicaid and medicare. With some
of the waivers I think we can demonstrate further that when you
integrate the plethora of services that you can keep people out of
the nursing homes. I am not sold on the idea that we have to have
100,000 nursing home beds.
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Senator. CHiLES. I think that survey is based on present pro-
grams which are pressed by the financial end rather than by the
actual physical need. .

Mr. BATCHELOR. Yes, sir. I think it can be reduced substantially
if there is a continuum of home care to prevent
institutionalization.

Senator CHILES. Are there any other questions?-

Senator DomMENIcI. I want to continue with one point, Mr. Chair-
man. In my opening remarks, I failed to make the cover letter
which accompanied the H.R. 3 report a part of the record, and ask
now that this letter be included in the record,* dated April 16, 1979.
It is directed to the Honorable Frank Church, as chairman of the
committee. He is no longer chairman of the committee. The letter
also indicates that he is in the House of Representatives, even
though he is a Senator. That is the mailing address, and is signed
by 519 Secretary. These inaccuracies probably indicate how
important this report was in the eyes of HEW.

Senator CoHEN. Would the gentleman yield?

Senator DoMENICL Yes.

Senator CoHEN. I am sure this is not an isolated example. The
Air Force has proposed the reduction of an air base in Maine. They
prepared an environmental impact study on the proposal, but they
had the base located in the wrong part of the State.

- Senator DoMENIcI. Let me ask this. Do you generally agree,
based upon your in-depth studies to this point, that we need to
expand home health care services in order to have an appropriate
response to the needs of our elderly for health care? .

Mr. BATCHELOR. I think the answer is yes, and I think it is ver
clear because of the increasing costs of hospital care. I think when
a doctor has no choice and he is not allowed to offer any type of
care other than hospitalization and then you tell the doctor, well,
you can take the patient out and they can survive 3 days and enlist
them in another home health care program, I think you have just
produced the options to that position to have alternative care. I
think hospice is a very good example. We have the three demon-
stration projects there for the terminally ill patients.

I think the answer is yes because we all know what is happening
in hospital care in our State. If I might just for a second digress,
our population has increased 38 percent since 1965. The number of
hospital beds in our State increased by 90 percent. The number of
dollars spent for hospital care increased 695 percent. So you can
see the proliferation forced institutional care, the first choice being
hospitals. I think the economics alone dictate that we have to
establish a different type of long-term care.

Senator DoMENICI. Just one last question. Many of us are push-
ing very hard for an expanded home health care program for this
country, including the elimination of some of the arbitrary condi-
tions—such as 3-day prior hospitalization for the seniors—which
impedes the development of home care services. We have two pro-
grams, medicare and medicaid, running side by side. Seniors have
to go to the hospital first before they receive home health care
services, but the poor of America don’t, they can get home health
care without this and other impediments.

! See appendix 2, page 60.
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How would you explain that, in the long run, this may not cost
more money? Most of us think that, to continue on as the adminis-
tration is doing, will cost us many millions of additional dollars
without improving the quality of health care delivery. This ap-
proach does not answer the resource allocation question. We must
develop a home health care system side by side with the other
aspects of our health care system or else everyone is going to be
taken care of in either nursing homes or hospitals. At a point in
time—2 years, 5 years, 10 years out, we will find that it will be far
more expensive to operate a system without a strong home health
component than one with it.

Do you basically agree with that premise? If so, have you found
any way of putting that into actual dollar figures or not?

Mr. BaTrcHELOR. Well, let me respond this way. I think it is that
commentary that is to increase our medicare deductibles and it
would be arbitrary for me to give you a number or deny hospital-
ization because they cannot generate the $160 deductible which in
fact, without that type of deductible on home health care, they
would be able to have an option to take care of their medical needs.

Second, is the demonstration project under our community care?
We did an evaluation project of all the seven demonstration pro-
jects and we can identify very clearly the number of people that
either, No. 1, would have been denied the service or, No. 2, would
have been forced into institutional care if those services were not
available. The whole continuum of things, people need a different
type of service, but sometimes the costs of our being involved with
categorical funding, and that they don’t specifically fit this identity
factor, they then are denied the service. ’

Senator DoMEeNiIct. How would you be able to identify senior
citizens who would benefit from home health care but were
institutionalized instead? Do you get that information from the
professionals?

Mr. BaTtcHELOR. Well, we have again the community care con-
cept for services such as home health care, the meals-on-wheels,
day care for the aging, some nonemergency medical transportation.
Probably the most popular one is the homemaker-chore service.

Senator DomENIcI. The what?

Mr. BarcHELOR. The homemaker-chore service, a service that you
provide. You identify an old person that is not any longer inde-
pendent, but if you go into his home and you cook two or three
meals a week and tidy up for him, take him to the pharmacy, take
him to the doctor, take him shopping, or call him once a day or
whatever, that service might be what allows that person to stay in
the home. They might be aging. Seventeen percent of those over 70
suffer from progressive atrophy, which is a deterioration of the

_brain. We seem to forget things. People cannot be maintained
independently, but if someone is there to provide those types of
support services, you can keep them in the home.

If those services are not provided, the record will clearly reflect
that the only option is the nursing home. We have gone back to
look at all these services and interview the clients that were
served, and at least 50 percent say clearly: If I did not have the
support service in the community, the only optiori I would have
would be to have my children put me in a nursing home, because
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they did not have the day care facilities to drop me off during the
day, or the home-delivered meal was not available to me, or those
types of things.

Senator, if I might interject one thing that is of growing impor-
tance to the aging demographic, it is in the area of mental health.
On medicare, you can only have up to $250 a year for outpatient
psychiatric services. Now you can be institutionalized and that will
cover the cost for some 190 days if you can pay the medicare
deductible.

It is my concern that as the population gets older there are those
people that have progressive atrophy that are being denied mental
health services. Again, the cost of the guidelines is on the medi-
care, when in fact you should be able to go to some of your
community mental health programs and have access to that
system, which is certainly less costly than being forced into a State
hospital for short-term crisis intervention or being forced into a
State mental institution simply because you have a problem which
might be a very, very mild problem.

Senator CHILES. The administration has proposed in their budget
request raising that figure, I think, to about $750. The legislation is
not here yet to go along with that but that budget request has
been made which would be of some help

Mr. BATCHELOR. I see that as an embarrassing crisis, and we are
trying to address it in our State, but in this continuum of long-
term care one has to keep in mind that it not only precludes people
from being put in an institution but if you have the mechanism
available you can get some of the people out of those mental
institutions that need not be there, and I think that is just as
important.

Senator DoMENICI. The reason I asked the question, how did you
prove it, was because it is obvious that the principal prescriber
for institutionalization is the doctor. He or she is the one who
basically prescribes hospitalization. Likewise, they are the princi-
pal prescribers of home health care.

Now, as to seniors, it would be very difficult to get an array of
medical doctors to say, we didn’t need to put him in the hospital.
That is often very hard for them to say. They may, in private, say,
if we could have prescribed home health care, we would not have
put him or her in an institution, but you cannot have a survey and
get doctors to admit that, because someone will immediately say
your motives were to utilize the hospital, to make your own life
easier. We all know doctors who are confronted almost daily with
this all or nothing situation. That is the reason I asked if you had
the evidence and I appreciate your observations.

Thank you, Mr. Chairman.

Senator CHiLES. Senator Cohen.

Senator CoHEN. A couple of points, Mr. Chairman.

Mr. Batchelor, I would take a little bit of issue with you when
you suggest that our mental capacity or intellect deteriorates with
age. The Jackson Laboratory, located in Maine, had an extensive
study which showed that mental and intellectual capacity does not
_ diminish with age; it depends a great deal upon the diet, upon
neglect, upon 1nd1fference, upon love and upon act1v1ty—that all of
this is involved with one’s mental capacities.
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What we do is set up sort of an institutional mind set which
becomes a self-fulfilling prophecy and we assume that because a
person reaches a certain age that that person’s mental capacities
will diminish as well as his physical capacities. So I don’t think we
should make that assumption. We are trying to reverse that, as a
matter of fact, with legislation which was enacted during the last
Congress that wipes out mandatory retirement for people who
reach the arbitrary age of 65. :

Mr. BATcHELOR. Senator Cohen, if I may interject, I said that
some of the people over 70 suffer from irreversible atrophy and
irreversible brain damage. I apologize if I did not state that accu-
rately. As you get older, you have the diminution of—in fact, my
one intern is 91 years old and finishing courses for his Ph. D. in
history at Florida State University. ‘

Senator CoHEN. Perhaps I misunderstood you. I think you have
covered this.

We tend to talk about home health care as an alternative to
institutionalization and really we should not propose it as an alter-
native but rather as part of the continuum health care in this
country. One of the bills that I sponsored last year with Congress-
man Pepper of Florida, which in part has been incorporated into
the Older Americans Act, is to have a single entry form into our
health care system. For example, if a person 65 or older were to
come to a member of this committee and say, Mr. Cohen, or Mr.
Chiles, or Mr. Domenici, I have a problem, can you help me with it
in terms of which agency I might qualify with for home health
care? Whether it is title XVIII, title XIX, or title XX. I would
venture to say that neither I nor any member of this committee
could tell that person what to do. I suspect you have the same
problem in your own State with the overlap of programs.

I am looking at a chart here prepared to show the different types

of qualifications for reimbursement under titles XVIII, XIX, and
XX. You have to be a Ph. D. to figure it out in terms of where you
go.
The one thing that I proposed several years ago was to have a
single entry point at the community level, some are already in
place, where a person could go to have an evaluation done as to
what type of medical care is appropriate for that individual—home
health care with periodic visits with some homemaker service
would be sufficient for that person. As the needs change the treat-
ment would change.

As a Federal program, this type of service is only in a demon-
stration stage. In fact, as you pointed out, we don’t have the policy
right now. We have a series of overlapping statutory regulations
which are confusing to the average person, and I suggest even to
the professionals, and what makes this particular report so frus-
trating is it has done nothing to alleviate that confusion.

One final point. I understand that Florida has a regular problem
of private and nonprofit providers. I wonder how we can deal with
this situation?

Mr. BATCHELOR. Well, can you be more specific?

Senator CoHEN. Have you had any situations in which private,
nonprofit providers have been abusing the reimbursement policies?
Do you have that in Florida?

50-227 0 - 79 - 2
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Mr. BatcHELOR. I think we have had a history of that. We have
had some problem with it because we did not think the guidelines
were clear enough, but we have now moved to put into our office
the certification which I think is more in proportion with it.

There has been abuse throughout this Nation where the investi-
gation was precipitated by that type of abuse, but we think our
guidelines are very, very clear, and I think they are very conscious
about them. As an example, we were trying to expand our limited
medicaid program this year to pay for hearing aids. In my proposed
bill, we also had the prior approval, and so we are very conscious of
that, but we have had some problems in the past.

Senator CoHEN. Is that the principal reason that you have not
made greater use of in-home provider services in the State of
Florida?

Mr. BarcHELOR. We have moved toward it with our care concept
which interestingly enough was introduced by then Senator
Graham, who is now the Governor, back in 1975. I think 1975 was
the advent and we are now fully funding the whole community
care concept. We have just about reached the $14 million figure
this year, and will perhaps increase the funding. So we take all the
demonstration projects that we employed in 1975 and provide all of
them in a continuum of care in our districts throughout the State.
Some, of them, as you suggest, there is a designated place where
the person can go to try to access one or more of those services.

Senator CoHEN. I think that too often some of us on the commit-
tee point to the HEW studies which show that between 14 and 25
percent of the people who are currently in nursing homes don't
have to be there, don’t need that level of care, thereby concluding
that perhaps we are wasting a great deal of money. There are
people that do need that care and those beds, so it is not saving 14
to 25 percent of the nursing beds, we are still going to have those
nursing beds filled.

Mr. BATCHELOR. Yes.

Senator CoHEN. Thank you.

Senator CHILES. Senator Pryor.

Senator Pryor. I don’t have any questions at this point, Mr.
Chairman. Thank you.

Senator CHiLeEs. Thank you, Mr. Batchelor. We thank you very
much.

Mr. BarcHELOR. Thank you very much. I appreciate it.

Senator CHILES. Our next witnesses making up a panel are the
Honorable Fred Bohen, Assistant Secretary for Management and
Budget, Department of Health, Education, and Welfare, and Robert
C. Benedict, who is the Commissioner on Aging. We also have some
people from the Health Care Financing Administration. I don’t
know who those other members are. Please introduce them for us.
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STATEMENT OF HON. FRED M. BOHEN, ASSISTANT SECRETARY
FOR MANAGEMENT AND BUDGET, DEPARTMENT OF HEALTH,
EDUCATION, AND WELFARE, ACCOMPANIED BY ROBERT C.
BENEDICT, COMMISSIONER, ADMINISTRATION ON AGING,
AND CLIFFORD GAUS, ASSISTANT ADMINISTRATOR FOR
POLICY, HEALTH CARE FINANCING ADMINISTRATION

Mr. BoHEeN. I will; Mr. Chairman and members of the committee,
I.am pleased to be here this morning as the Secretary’s representa-
tive to review and answer such questions as you-may have on the
Department’s report on home health services under medicare, med-
icaid and title XX. Since I did not personally participate in the
decisions concerning this report, or its development, I am accompa-
nied by Robert Benedict, who leads the Administration on Aging in
HEW, and Dr. Clifford Gaus, Assistant Administrator for Policy of
the Health Care Financing Administration, both of whom did work
on the report, and both of whom represent agencies in this area.

Let me at the outset express my personal chagrin and the Secre-
tary’s deep regret, to you and to the other members of the commit-
tee for the indefensible errors and sloppiness in the transmittal of
the report to you. While we may have differences with respect to -
this report, I can assure you that the Secretary does not
countenance the mistakes that we made, and we are all embar-
rassed by that sloppiness. :

Senator CHILEs. Mr. Secretary, that really does not concern me,
that is something that is kind of amusing maybe as far as a cover
letter. What really does concern me is what you have just told me
and that is that you did not personally participate in the drafting
of this report or in the makeup of this report.

Mr. Benedict, did you participate in this personally-as the Com-
missioner of Aging?

Mr. BeENeDICT. The Commissioner of Aging was not responsible
for the drafting of the report. During its evolution, we had an
opportunity to comment on that while it was being prepared.

Senator CHILES. Who did it? :

Dr. Gaus. Mr. Chairman, my office in the Health Care Financing
Administration was responsible for preparing the various drafts of
the report, and this last draft we did participate in, but were not
involved in the final changes. : .

Senator CoHEN. Would the Chairman yield?

Senator CHiLEs. I yield.

Senator CoHEN. Was it your office that prepared this initial draft
signed by Mr. Schaeffer?

Dr. Gaus. Yes, it was.

Senator CoHEN. You say once it came from Mr. Schaeffer it went
up to the HEW administration itself. You shipped it over to the
OMB and that is where all the changes and revisions were made, is
that correct? ' .

Mr. BoHEN. Senator Cohen, some of the changes in that report
resulted from review in the Office of the Secretary and decisions -
made by the Under Secretary. Some represented decisions made in
the administration after specific proposals or recommendations
were made in the Department.

Senator CoHEN. Do you recognize this original report from what
was submitted to this committee?
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Dr. Gaus. I recognize parts of it.

Senator CoHEN. What parts?

Dr. Gaus. There were substantial changes made.

Senator CHILES. Well, who made the decision to do that?

Dr. Gaus. The changes?

Senator CHILES. Absolutely.

Mr. BoHEN. Mr.:Chairman, I am prepared to go forward with the
testimony indicating why changes were made.

Senator CHiLEs. Well, I understand that you are ready to go
ahead with the statement, Mr. Secretary, and we will put your
statement in full in the record.!

My concern is I don’t know how this panel can ask questions and
get responsive answers if you were not a participant in the actual
decisions that were made. If you are sent up here now with the
statement, once you get out of the four corners of your statement,
how are we going to get responsive answers? We know that HCFA
sent up a report and then changes were made after that. Was
Under Secretary Champion the one that made some of these deci-
sions?

Mr. BoHEN. In the long-term care area of the Department the
Secretary relied very heavily on the Under Secretary during the
process. This report was reviewed by-the Under Secretary; it was
commented on by all the staff offices, it came to the departmental
level for review after the Department submitted its legislative
program and budget to OMB for this year, and it was, in some
respects, inconsistent in the sense that it was advancing recommen-
dations and suggestions that were not in our legislative program
and not in the budget. It was on the basis of those inconsistencies
that the proposals were, in effect, not endorsed but carried over for
further study.

Senator ChiLes. Well, then are you telling us it was OMB and
the budget decisions were what drove the report and made the
changes? :

Mr. BoHEN. Budget factors were very significant. The report
came forward after the budget had been put to bed. As you know,
from service on the Appropriations Committee, in preparing its
budget for 1980, and then in responding successively to tighter
planning ceilings, the Department had difficult choices to make
with respect to the budget, and some of these recommendations
were a part of that decisionmaking—in HEW and OMB as well.

Senator DomeNici. Mr. Chairman. :

Senator CHILES. First I want to insert in the record at this time a
copy of the report as it originally came out of the Health Care
Financing Administration.?

I also want to insert in the record at this time, without objection,
a copy of “Home Health Line,” issue 4, which I think is valuable
because it points out, in chronological order, all of the hearings and
actions that took place prior to the issuance of the report, really
going back to 1965, and I think provides a very important chronolo-
gy of events that took place.

+ See appendix 1, item 1, page 49.
2 See appendix 3, page 147.
3 See appendix 5, page 227.
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Then, again, I really want to express the concern of the Chair
that we are still dealing with a report without having parties
before us now who I think can answer our questions as to why
certain decisions were made and why certain decisions were not
made, other than on a secondhand basis, these being budget deci-
sions you have told us. I would think maybe some of those deci-
sions would have come out of your office, but you were not an
actual participant, you say.

Mr. BoHEN. I began my duty as Assistant Secretary for Manage-
ment and Budget in November 1978, after the initial budget sub-
mission had been made to OMB. I am familiar with certain aspects
of the budget decision that came after that.

Senator DomENICI. Mr. Chairman.

Senator CHILES. Please.

Senator DoMEeNiIcl. Mr. Chairman, I also want to state that I
intended nothing personal by introducing this letter into the
record. I introduced the letter to illustrate the general attitude, as
I saw it, toward this congressional mandate on home health care.

Mr. Chairman, the committee wrote and asked that either the
Secretary or Mr. Champion, the man who obviously made many or
most of these decisions, come before us and explain this report, and
they did not choose to do so. It appears to me we are never going to
make any sense out of these disparities unless one or both of them
comes before us. Either Mr. Champion or Mr. Califano ought to be
asked again in a more urgent manner, Mr. Chairman, to come
before this committee and explain why they failed to live up to the
minimum legislative mandate. I would also like them to explain
what was behind the changes made between the January draft
report and this document. Even though we ‘are all busy, I think we"
have to insist that either Secretary Califano or Under Secretary
Champion come here and defend this report, and I would hope that
you, Mr. Chairman, would join in telling them that you think it is
imperative that they do so.

Senator CHILES. I really think that the committee is entitled to
be able to ask people questions and they can respond to those
questions on the part of the decisions that have been made. To tell
you the truth, Mr. Bohen, I don’t think it is fair for them to send
you up here.

"Senator DomEeNicl. I don’t either.

Mr. BoreN. Mr. Chairman——

Senator CHILES. You are the new man in the barrel, and on that
basis, they may have felt that they could send you up here, but
that is not adequate and, as I say, I don’t think it is fair to you. It
is not fair to this committee, and it is not responsive to the legisla-
tive mandate that asks for this report. If it was not that we have
some further witnesses, I would recess the hearing right now, but
vs}xle have some GAO people and I think we ought to hear from
them. :

Mr. BoHeEN. Mr. Chairman, I think that both the Secretary and
Under Secretary read your letter as indicating you wanted a policy
levél representative of the Secretary here. I believe I have recon-
structed, as best I could, the sequence of events, and they are set
forth in my testimony, which the whole Department stands behind.
I think in this situation both the Department and the administra-
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tion were faced with the problem of having a requirement to the
Congress that was moving in ways difficult to reconcile with the
Department’s commitments under the budget and the administra-
tion’s program. It gave us some difficulties, and that is certainly
part of the explanation for the delay, as well as some major part of
the explanation for the changes that were made. We cannot send a
report to the Congress without clearing it through the Department
and reconciling it as best we can with other obligations we have,
and indeed getting the administration’s support through the OMB.
Each of the elements in the chain are affected by that.

Senator CHILEs. I understand that, but those changes and the
tradeoffs that are made are something that we would become vital-
ly interested in in trying to determine what drove those decisions,
and in order for us to be able to explore that I think we have to
have people who actually participated in those decisions.them-
selves. I think, really, because the other witnesses from the GAO
are going to be also concerned with responding on some of the
issues that we had here. I really want to apologize to the other
members of the committee, but I think that we really ought to
recess now and reschedule this when we can have Mr. Champion or
the Secretary come before us.

Senator HeiNz. Mr. Chairman.

Senator CHILES. Yes, sir.

Senator Heinz. I agree with the Chairman. I remember, on far
too many occasions, when I served in the House of Representatives
the Nixon administration would get hold of something the Con-
gress would ask for and it would never see the light of day again. It
concerns me, as it does the Chairman, that we are once again being
put in a box where Congress cannot have the information it needs
to legislate. The Department of HEW is created by statutory man-
date from the Congress—it is not created by the Office of Manage-
ment and Budget. Therefore, since the Secretary, Under Secretary,
and others are confirmed by the Congress, the Senate being the
body confirming on behalf of the Congress, there is a legislative
requirement in the law that you report to us, not to OMB.

I think, Mr. Chairman, that the administration has done itself
harm, second only to the harm they are doing to our senior citi-
zens. We will have lost, as a result of this absolutely indefensible
meddling by OMB, the better part of 2 years. We all know the
demographics of how more and more senior citizens are going into
the above 80 years of age category .and of the groups which need
home health care. Thanks to OMB, they are going to .be without
the benefit of anything that we in the Congress wish to consider.
So it seems to me that the Carter administration has shortchanged
not just the Congress, but also our senior citizens, and I hope that
is what you well recognize.

I would like to join you, Mr. Chairman, and Senator Domenici, in
getting some answers from Mr. Champion and Secretary Califano
as to why they want to shortchange the senior citizens.

Senator CHILEs. I think it might be appropriate if we do submit a
full list of the questions we would like to see answered, and I would
ask all of you to submit, through your staff or through the full
committee staff, questions so we can send them to the Secretary.




19

Then maybe we can have a good hearing and try to get some of the
answers to these questions.

Mr. BoueEN. Mr. Chairman, I just would like to be sure that
nothing I said left Senator Heinz with the impression that the
primary responsibility for review and decisionmaking on this
report took place in OMB. There were certain aspects of the report
that indeed were reviewed by OMB because they raised issues of
both policy and budget, and the Department and agency is under
the obligation to clear those, but the final responsibility for both
the development of the report and then the handling of it rests in
the Department, and I am sure either the Secretary or the Under
Secretary would agree that we, not OMB, bear this responsibility.

Senator CHiLEs. Mr. Secretary, I think you performed coura-
geously under fire and charged into the cannon, and we thank you
very much for your appearance.

We will recess our hearing now.

[Whereupon, at 11:15 a.m., the hearing was. recessed.]




HOME CARE SERVICES FOR OLDER
AMERICANS: PLANNING FOR THE FUTURE

MONDAY, MAY 21, 1979

U.S. SENATE,
SpeciAL COMMITTEE ON AGING,
‘ Washington, D.C.

The committee met, pursuant to notice, at 9:35 a.m., in room
1318, Dirksen Senate Office Building, Senator Lawton Chiles (chair-
man) presiding. :

Present: Senators Chiles, Glenn, Pryor, Heinz, and Cohen.

Also present: E. Bentley Lipscomb, staff director; Kathleen M.
Deignan, professional staff member; David A. Rust, minority staff
director; Tony Arroyos, minority professional staff member; There-
sa M. Forster, financial assistant; and Eugene R. Cummings, print-
ing assistant.

OPENING STATEMENT BY SENATbR LAWTON CHILES,
CHAIRMAN

Senator CHIiLES. We are reconvening today to continue this hear-
ing which I recessed on May 7. It was the sense of the committee at
that time that we should have either Secretary Califano or Under
Secretary Champion appear before us to explain why this home
health. care report makes no substantive recommendations, sets
forth no options as to policy directions and goals, and certainly
does not indicate a coordinated focus within HEW on the issue of
long-term care.

It seems to me that the Congress in requesting this report could
be likened to a group developing a subdivision. They would go to an
architectural firm and ask for a plan or blueprint laying out the
options and costs associated with the proposed development. In-
stead of getting our plan, we are now being told that the 50 States,
like 50 builders, are putting into place programs which, by analogy,
range from vacant lots to mansions—all of this without policy,
guidance, or long-range goals which would assure any overall co-
herence.

We are told with this report, and we have been told before, that
we don’t have the knowledge and experience to lay out a policy or
plan. Congress has asked for and funded demonstrations under
medicare and medicaid since 1972. Congress has given demonstra-
tion authority and funding to the Administration on Aging. I
pushed in the Appropriations Committee for more money for long-
term care demonstrations in the Health Care Financing Adminis-
tration. I am not sure what it will finally take, or how long it will
take, to get policy or focus or responsibility for this vital area.

(21
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Since one of the main problems, we are told, is a lack of informa-
tion, we will take testimony first from the General Accounting
Office on a new and promising information system they have devel-
oped and then we will hear from Under Secretary Champion.

Mr. Ahart, if you would introduce your colleagues to us.

STATEMENT OF GREGORY AHART, DIRECTOR, HUMAN RE-
SOURCES DIVISION, GENERAL ACCOUNTING OFFICE, ACCOM-
PANIED BY WILBERT AMMANN, SYSTEMS ANALYST, AND
WILLIAM LAURIE AND THOMAS WALSH, SUPERVISORY AUDI-
TORS

Mr. AHART. Thank you, Mr. Chairman.

On my left is Mr. Ammann who has had a heavy hand in the
development of the study. On my right are Tom Walsh and Wil-
liam Laurie.

We are pleased to be here this morning. I understand that you
are a little bit pressed for time, so I will try to be as brief as I can
and offer my full statement for the record.:

We are pleased to be here today as your deliberations focus on
planning for the future of home care services for older Americans.
My comments, as I have indicated; are based on our proposed
report to the Congress on the conditions of older people and the
need for a national information system for long-term planning for
the delivery of services to older people.

To design and plan for the delivery of services to older persons,
society, the Congress and the executive branch need information
on: (1) Their well-being, (2) what factors make a difference in their
lives, and (3) the impact of services on the well-being of older
people. Currently, this information, to the extent it is available, is
spread piecemeal throughout Federal, State, local, and private
agencies. As a consequence, Federal agencies have not evaluated
the combined effect of these services; and, in the absence of such
information, it is difficult to assess the impact of various programs
on the lives of older people.

Based on our study of the well-being of older people in Cleveland,
Ohio, we believe it is possible to collect, measure, and evaluate
inforlmation on the personal conditions of, and services to, older
people.

Our study shows that information from such a system can be
used in multiprogram evaluations which can: Measure the current
conditions of older people; identify the current cost of helping older
people; demonstrate the effects of help on improving the problems
and conditions of older people; and estimate future costs of helping
all older people in need and costs of alternative kinds of help.

We used an interview instrument that was developed with Feder-
al funding. We interviewed older people at one point in time and
reinterviewed them a year later.

In the process, we measured the change in our measurement of
their well-being in five areas—social, economic, mental, physical,
and the activities of daily livihg.

We also developed ‘specific definitions of 28 services being pro-
vided to older people and the techniques for quantifying those
services. We identified the providers of services, including family

' See appendix 1, item 3, page 53.
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and friends and over 100 social service agencies. We obtained infor-
mation about the services provided to each person in our sample
and the source and intensity of these services. We also developed
an average unit cost for these services based on the cost experience
of Federal, State, local, and private agencies.

Each piece of data was collected so that it could be related to an
individual in our sample. By relating these data to the individual,
we were able to make comparative analyses of sampled older
people for over 500 different variables. We believe that these kinds
of measurements are important to an information system.

We measured the personal conditions—health, security, loneli-
ness, and outlook on life—and I have included in appendix 1! to
my prepared statement definitions of these four conditions. We also
combined these conditions into an overall condition for each
person. About a third of the sample were in the best overall condi-
tion. At the other end of the spectrum, more than one-fifth were in
the worst condition.

An information system should contain data on illnesses and the
degree these illnesses lead to many older people having trouble
doing routine daily tasks. As older people become more and more
impaired in their ability to do daily tasks, their probability of being
institutionalized increases.

Nearly all of the people in our sample had one or more illnesses.
However, for many the illnesses did not greatly interfere with their
activities. The most common illnesses that greatly interfered with
activities were mental impairments,. arthritis, circulation trouble,
heart trouble and high blood pressure, as you would expect. These
illnesses, along with the wearing out process of aging, lead to many
oldig people, some 39 percent, having trouble doing routine daily
tasks. ’

We think an information system should also have the capability
for measuring change in conditions over time. One year after our
first interview, we reinterviewed most of our original sample. The
overall personal condition of older people improved for 18 percent
and declined for 18 percent. The most change was in the outlook on
life condition followed by security. The least change was in loneli-
ness and health.

Helps provided by family and friends are significant. The ability
to identify the kinds and costs of these helps is crucial and, conse-
quently, another important element of an information system.

We found that older people could receive six kinds of help: (1)
Treatment for illnesses; (2) compensatory help to compensate for
an older person’s inability to do daily tasks; (3) financial help, of
course; (4) social and recreational help; (5) care-giving help when
the older person feels there is no one to provide care if he or she .
becomes sick or disabled; and (6) developmental help—for example,
educational and employment services—to enrich the life of the
older person.

In Cleveland, the annual cost of providing these kinds of help
averaged about $6,600 a person. Various agencies provided about
$4,600 worth of help, and family and friends provided the remain-
ing $2,000. The greatest portion of help is financial, the next great-
est is compensatory help with daily tasks and then medical.

! See page 58.
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The results of our work are not statistically projectible to the
entire country because we cannot demonstrate that Cleveland is
typical. However, to illustrate the information that could be ob-
tained from a national information system, we have made national
estimates for the 21 million noninstitutionalized older people 65

_ years old and older in the Nation. I want to make it very clear that

the estimates I will be presenting were not made on a statistical
basis but were done for illustrative purposes only.

Mr. Chairman, based on our work—which was based in turn on
work that had been done by HEW in the past—we recommended
that HEW build the kind of a national information system which
would tell the Congress and the executive branch the conditions of
people, what their characteristics are, what kinds of help they
need, where the gaps are in Federal, State, and local programs, and
so on. Such a system is needed to get the kind of information that
we believe the Congress needs when it takes up consideration of
such things as home health services and the other kinds of services
that older people need. With this system, we would have a better
feel for just what it is that is needed out in the country and to
bet%ar structure our program—or several programs—to meet those
needs.

We have presented these recommendations to HEW. We believe

 that the methodology that we have built is sound. We ran this by a

lot of experts around the country and they agree that it is sound
and that the HEW ought to take up the ball at this point and build
the kind of a national information system which would be very
helpful for policymaking purposes.

We have received an informal response from HEW. We are dis-
appointed, quite frankly. It recognizes the merit of the research
that we have done and of the methodology that we have developed,
but it stopped short of agreeing to go ahead with building the kind

" of an information system that we believe is necessary. HEW has

taken almost a wait-and-see attitude—saying they want to work
with other systems, get more information, and see what they can
put together before they try to put together a comprehensive na-
tional information system which we believe is important in this
area.

That briefly summarizes my statement, Mr. Chairman, and we
will be pleased to answer any questions that you might have.

Senator CHILES. Why do you think such a system has not been
developed within HEW today?

Mr. AHART. I think part of the problem, Mr. Chairman, is the
fragmentation that we have. As I mentioned in my statement, we
have a lot of pieces of information that are housed at State, and
local, and private agencies, and various parts of HEW. A lot of
different information systems working, but none of them go to
measure the overall well-being of the older population. I think it is
not just a difficulty in HEW, and I think the Government as a
whole should try to put these things together, in terms of an
overall well-being of people as opposed to one specific need, another
Tpec]iﬁc need, another specific need at the State, local, or Federal
evel.

Senator CHILEs. Is it possible to compare the present systems
that they have, or the information that they have, coming from
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some of their present systems? Can HEW correlate and prepare the
information that they now are receiving from all these different
programs?

Mr. AHART. That can be very difficult because all the informa-
tion systems are built on different bases and deal with different
aspects of individuals. I would like to ask Mr. Ammann here, who
is an expert in information systems, to comment further on the
difficulties of putting that kind of information together.

Mr. AMMANN. Yes, I would like to comment on that. The infor-
mation picked up by questionnaire varies for every contract and
grant and can’'t be aggregated, particularly when it is based on
different concepts. You can find correlations between the different.
variables, but that won’t allow you then to say that there is this
percent of people out there that had this percent of characteristics
and that percent that had that kind of help. Nor will it allow you
to generate data on change over time. A lot of the data is cross-
sectional rather than longitudinal, which does not allow you to see
a person change or why that person changes.

Senator CHILES. You have recommended that HEW adopt a
system and you said that you are disappointed in their response.
Did their response indicate that they feel that their present sys-
tems are sufficient? _ :

Mr. AHarT. Well, it seemed to me their informal response, Mr.
Chairman, indicated they want to wait to see what could be done
by putting together the various studies that are ongoing with infor-
mation from the various data systems which are now in place, as
opposed to taking the initiative to put together a more comprehen-
sive and, in our view, a more usable system for policymaking
purposes.

Senator CHILES. How often do you think this information should
be gathered, and how much would it cost to come up with a system
capable of making national measurements and projections?

Mr. Auarr. Well, we think the kind of a system we are talking
about ought to be in 5-year waves; in other words, collect the data
each 5 years, perhaps in conjunction with a census-taking oper-
ation. As far as cost is concerned, based on estimates of the type of
work by the Census Bureau, to gather the data on the individual
sample. and their well-being would cost in the neighborhood of
three-quarters of a million dollars.

Senator CHILEs. Three-quarters of a million dollars. That would
}:)l'? a?one-time basis, it would not be costing that every 5 years after

at? : ’

Mr. Anart. Well, it would be costing that every 5 years for that
data gathering part. Another part would be gathering information
on the services that are delivered to the people during that same
time frame, and we really don’t have an estimate on that. At the
same time, although three-quarters of a million dollars sounds like
a lot of money, it strikes us that we have an awful lot of systems
out there that you cannot aggregate since both State and local area
agencies on aging have to make a needs assessment. Further, the
needs assessment that is now going on is not in a form which could
be aggregated for national policymaking purposes. ’

Senator CHILES. Could this system be used for analysis of other
issues? Could it be used, for example, to determine how and when
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older people are more likely to enter an institution or whether it
would be necessary for certain groups to enter into institutional
care?

Mr. AHArT. Yes, we think it could, Mr. Chairman. OQur sample
was not large enough to make it a good measurement of how many
people would be expected to enter institutions and what conditions
they would be in. But at the same time, we feel that if you properly
structured a national data system you could get some good mea-
surements of the need for long-term institutional care and of the
conditions of people that need that kind of care.

Senator CHILES. You use the term compensatory and care-giving
-help. Are you talking about home care services and transportation
when you are using those terms? '

Mr. AHART. Yes, that is part of it. I will ask Mr. Ammann to
expand on what we mean by those two terms.

Senator Cuirgs. All right. '

Mr. AMMANN. That means help that you give to someone to
enable them to do something without removing their capability to
do it themselves. In other words, if you go shopping for them when
they cannot go shopping, you are just compensating for their in-
ability to go shopping. That is compensatory help.

The care-giving help is that kind of help that we use to let older
people know someone will help them if they need it, like outreach
and information and referral. It is designed to help older people
who don’t know someone that will care for.them, to at least feel
somebody out there knows about them and will provide help if
needed.

Senator CHILES. You say 76 percent of this kind of compensatory
help is now being provided by family and friends and the rest by
government. Do you have any projections of how many people who
need this kind of help are not receiving it from any source? )

Mr. AHART. I think we have that data. Mr. Walsh can respond, I
believe, Mr. Chairman.

Mr. WaLsH. Yes, sir, Mr. Chairman. In our sample about 16
percent of the older people were in need of more compensatory
help and about 9 percent were in need of more care-giving help. If
you look at that on the national basis, that would be about 3.4
million people in need of compensatory and 1.9 million in heed of
care-giving help.

Senator CHiLes. Then about 84 percent of the people are receiv-
ing compensatory help either from family or friends or the govern-
ment, but there are some 16 percent that are not, and then about
91 percent of the people are receiving some care-giving help.

Mr. WaLsH. Yes. A portion of those are not in need. Roughly,
nearly all of the 91 percent would not be in further need of
care-giving help.

?enator CHILES. Sixteen percent are in need of compensatory
help.

Mr. WaLsH. Yes.

Senator CHILES. Does your analysis identify incentives to encour-
age family members and friends to provide more help to older
people?

Mr. AHART. Let me ask Mr. Laurie to respond.
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Mr. Laurik. Our analysis does not get into that. Unfortunately,
it does not get into the alternatives, or incentives or what impact
they would have. Given a longer period of time, however, you can
design the information systems to provide that information because
you can watch for changes after the implementation of tax incen-
tives and see what happens as far as the level of help from family
and friends is concerned.

Senator CHILES. So it could predict changes in factors that would
provide either encouragement or discouragement to the family to
carﬁ?for older persons or changes in the use of public services as
well?

Mr. LAURIE. Yes, sir.

Senator CHILES. Senator Cohen.

Senator CoHEN. Thank you, Mr. Chairman.

Gentlemen, the reason you are here today is that the Congress,
by law, mandated that the HEW come back and comply with a
request for a report of established guidelines for a national pro-
gram for home health care: In fact, we got a report that was 6
months late at the expense of $62,000, as I recall, that did nothing
more than simply to state the confusion or fragmentation that
currently exists in the departments and agencies in the programs
we are currently running. We will have a witness from HEW
following- your presence here this morning, but it is my under-
standing that you did present your information to HEW, is that
correct?

Mr. AHART. A draft of our study is with the HEW for comment.
We have received informal comments.

Senator CoHEN. It is clear that HEW did not make use of the
information and principally because of, No. 1, budget constraints
according to the report; and No. 2, a lack of information—which
certainly does not seem to be the case if they had in fact accepted
your report and included it in some fashion in the report that they
were to submit to the Congress—and third, the statement just
given to Senator Chiles, what the impact will be on the family. It
seems to me, in listening to your testimony, you have done some
studies to find out what the impact would be. ’

I have a question which has caused some confusion in my mind. I
noticed from the report that has been filed by HEW that they list
medicare expenditures for fiscal 1979 as $724 million and in your
report you have $786 million. The GAO report just released is
datec}) May 15, 1979. Do you have any explanation for that discrep-
ancy? ‘
c I;l’lr. AHART. I am not familiar with the figures you have, Mr.

ohen. ' .

Senator CoHEN. Well, I can pass over that for the time being and
later you can submit that for the record so we can find out why
there is this discrepancy.

[Subsequent to the hearing, Mr. Ahart supplied the following
information:]

The difference between the two figures is that one includes estimates for home
health services for the disabled and the other does not. The 1979 budget 'shows the

following breakdown of estimates for home health services for fiscal year 1979:
Aged, $724 million; disabled, $62 million. -

Senator CoHEN. On page 9 of your statement, you indicate:
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Our illustrative projections nationwide for the 65 to 69 age group over the next 20
years shew that if medical treatment were expanded to all in need, total medical
costs over the 20 years would be slightly decreased from $4.5 billion to $4.3 billion.

Is that for the total 20-year period or on an annual basis?

Mr. AHarT. That would be an annual figure, Senator Cohen.

Senator CoHEN. That is on an annual basis. You say:

Also, the cost of compensatory help would be reduced significantly due to the
effects of expanded medical treatment from $12.6 billion to $11.4 billion. In total, a

reduction of about $1.4 billion results—$1.2 billion in compensatory help and $.2
billion in medical treatment.

Again, that is on an annual basis?

Mr. AHART. That would be an annual figure also.

Senator CoHEN. I think that is important to take into account
the kind of savings we are talking about, particularly in view of
the fact that the President’s cost containment program is estimated
to have a first-year savings of about $403 million. That is a signifi-
cant amount less than the kind of cost you project, as far as having
home health care and the range of treatment that we would like to
see develop.

1 don't believe I have any more questions other than have you
seen the HEW report that has been filed with this committee?

Mr. AHART. Yes, we have had an opportunity to look at that
report.

Senator CoHEN. Did you also have the opportunity to compare it
with prior draft reports submitted?

Mr. AHART. No, I don’t think we had that opportunity, sir.

Senator CoHEN. All right. I would like to have you also take a
look at the earlier draft reports, in that there has been significant
changes from the submitted report, with the simple statement that
information is not available. I think that that is what we are
trying to explore this morning.

Thank you, Mr. Chairman,

Senator CHILES. Senator Glenn.

Senator GLENN. Thank you, Mr. Chairman.

Mr. Walsh, in your review of the Cleveland situation, was this
done in Cleveland proper, within the city limits, or within the
whole county area?

Mr. WaLsH. It was within the city limits. :

Senator GLENN. What kind. of opinion do you have as to the

applicability of this to other areas, or how well this would repre-
sent the general population across the country? Do you have any
feel for that?
-~ Let me give you a little background. In Cleveland proper there is
a very high ethnic community, as you are aware, and they tend to
have a cohesiveness and a loyalty to family members. There are
probably more family members taking care of family members
than might be applicable in the population at large across the
country. That is the reason I asked the question. Do you think that
the figures in the studies developed out of Cleveland are generally
applicable to the general population? .

Mr. AHART. As | pointed out in my statement, Senator Glenn, we
cannot make a projection from the Cleveland sample because we
cannot stipulate that Cleveland is typical. There are a lot of differ-
ent factors that go into that. What we did was make some national
projection to illustrate to you and to the public the kinds of infor-
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mation that you could get from a nationally based information
system which we think would be quite useful. The numbers that I
was talking about with Senator Cohen are not firm statistically
sound numbers but they do show the kind of information that we
could get from the national information system built on this model
with whatever improvement can be made to it as it is developed
further. Such a system could give a national projection, and if it .
was designed properly, it could also give numbers for Cleveland,
Chicago, New York, and other cities or area agencies, depending on
how refined you wanted to make your statistical sample.

Senator GLENN. I think you found that 8 out of 10 people sam-
pled received service from family or friends in Cleveland. I con-
ducted a hearing for the committee in Cleveland in July 1977. I
think that Cleveland is an excellent test tube to look into what is
working and what is not working in certain areas. They had, I
believe, 134 different organizations or agencies that.were working
with the elderly, and it was a matter of coordinating many of their
activities, some of which has been done within Cleveland itself, to a
fairly sophisticated degree. That is the reason I was wondering
whether this would really be typical of all places across the coun-
try, as far as setting up a national program.

Mr. Anarrt. I might just mention, Senator, that we were very
much impressed with the degree of cooperation we got from the
agencies in Cleveland when we were making our study. In particu-
lar, the Cleveland Foundation gave us a lot of help in the early
part of our study, and I think they have been very supportive of
the objectives we had in mind. Mr. Walsh can comment on the
degree of cooperation we got. I think we can say almost universal-
ly, 100 percent, from everybody out there.

Mr. WaLsH. Yes, sir. All the agencies, with the exception of one,
agreed to give us data which involved sometimes up to a week of
going through their records to find the services that are being
provided. I might also add that as a result of having this data
available to the people in Cleveland, we were able to use it as a
tool to further that coordination which you are talking about. We
have had several meetings with the people from the agencies in
Cleveland and find them using the data that we have got. They are
using the same terms. They are communicating much better be-
cause they are using the terms and services that we talk about and
they are designing their information systems so they can use ours
and compare the people they serve to the city as a whole. For
example, the Benjamin Rose Institute used the same methodology
on everybody who is served through their service centers.

Senator GLENN. How much of the information that you were
gathering concentrated on government programs or established
community programs as opposed to family care? What we would
like to be driving toward is families taking care of families. Some-
times that is not possible. Families are spread all over the country.
A daughter may be in New York, a son in San Diego, and a father
and mother in Oklahoma City; it is a difficult situation. We would
all like to go back to a time when families took care of families,
and it did not become a big Federal responsibility.

What I am asking is how much did your study delve into why
and how families do take care of families, or friends take care of
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friends? This would be the ideal situation. I would like to see any
Federal program which would encourage people taking care of
people, at their own level, rather than having some new big feder-
ally mandated program come out from Washington, valuable
though it may be. Did your questioning, and did your information,
develop any facts or patterns that would help us do something that
could encourage activities at the local level that would encourage
and assist families to take care of families?

Mr. WaLsu. We did not get into the whys or the incentive that
could be provided-to get family members to provide more help.
What we did do is capture what is going on. For example, 30
percent of the total help that was provided to the older people in
our sample did come from the family members and friends and
most of that was compensatory help. We made some further analy-
sis which would support what you are saying in terms of the dollar
savings.

For example, we estimated that to provide compensatory help to
everyone who needed it would cost an estimated $10 billion. Howev-
er, if the family and friends of older people could be encouraged in
some way to provide expanded help, in the same proportions that
they are now helping that would amount to about $8 billion. This"
would mean about $8 billion savings in terms of what the public
sector would have to provide. So it certainly does support the value
of that type of an approach.

Senator GLENN. The sampling showed $6,617, I believe it was,
expended per elderly person, of which $2,001 came from family and
friends, and the remainder of $4,616 came from government
sources. Do you have any breakdown of figures as to what percent
of that was Federal funding?

Mr. WaLsH. Most of it, about 90 or 95 percent, was federally
funded.

Senator CHILES. Do you have further questions, Senator Glenn?

Senator GLENN. No. Thank you.

Senator CHILES. Thank you. Senator Heinz.

Senator HeiNz. Thank you, Mr. Chairman. I was not here in

. time to hear the testimony of Mr. Ahart of the GAO, but I do think
in looking it over relatively quickly, it is a very helpful starting
point and could easily have been a starting point for HEW in
meeting the mandate of the Cohen amendment. I will have a brief
statement when Mr. Champion is introduced, but I would like to
request that my prepared statement be put in the record at this
point.

Senator CHiLEs. Without objection, Senator Heinz’ statement will
be entered into the record at this time.

[The statement of Senator Heinz follows:]

STATEMENT OF SENATOR JOHN HEINZ

Mr. Chairman, I am extremely disappointed with the final report on home health
care which HEW has sent to the Congress.

For some time, the Congress and the Nation have recognized our all too easy
acceptance and overreliance on institutionalization as the principal means of provid-
ing care for the frail elderly. All too often an elderly person is forced to enter a
nursing home, even though they could, with the appropriate support services, con-
tinue to live in their own homes. We have relied on institutionalization because it
was readily available and made so available through medicare and medicaid, where
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at least seven-eighths of each Federal dollar goes for institutionalized care of the
elderly.

In many situations, home health care services are preferable and desirable to
institutionalization. Clearly, such services should be made available to more older
Americans, and evidence has been accumulating to suggest that it could be made
available 'to larger numbers of people at less cost than comparable nursing home
care.

While sensing the urgent need to completely make home health services an
integral part of our health delivery system for the elderly, Congress in 1977 also
recognized the need for additional information regarding home health care services
under titles XVIII, XIX, and XX of the Social Security Act. We need to know (1) the
most effective combination of home health services and institutionalized care, (2)
ways to coordinate home health services between the three programs, (3) ways to
assure the quality of services provided, (4) ways to make the administration of the
program more efficient, and (5) ways to curb fraud and abuse. With extensive
information being gathered by then Department of Health, Education, and Welfare,
the Secretary was viewed as being in the best position to provide such information,
and thus help Congress set some direction for home health care.

My colleague on this committee, Senator Cohen, expressed the will of the Con-
gress in 1977 with his amendment to H.R. 3, the Medicare and Medicaid Fraud and
Abuse Amendments, which required the Secretary of HEW to report to Congress on
the home health and other in-home services authorized under titles XVIII, XIX, and
XX of the Social Security Act.

This legislation specifically mandated that the report be submitted “no later than
1 ye8ar after the date of enactment of this act,” which made the deadline October 25,
1978.

Further, this legislation specifically mandated that the report include recommen-
dations for changes in regulations and legislation so that Congress would have
information on policy options before making statutory changes necessary to improve
the program.

The Cohen amendment specifically mandated that the report include “an analysis
of the impact of implementing such recommendations of the cost of such services
and the demand for such services, and the methods of financing any recommended
increased provision of such services.” This would have provided Congress with the
information on financial implications of any statutory changes.

This legislation specifically directed the Secretary of Health, Education, and
Welfare to prepare and submit the report to Congress, since HEW administers the
programs and had conducted field hearings on home health services.

This is what we asked for in October 1977. Instead, we have been sent-the report
on home health and other in-home services of the Office of Management Budget, 6
months late, completely devoid of any recommendations for statutory change and
devoid of recommendations for any legislative policy options, “because of budget
constraints.” -

The intent of the Congress was not for OMB to decide which recommendations
might fall within the President’s fiscal year 1980 budget, but to obtain information
on the options for statutory changes with their funding implications. The Congress
will then decide which recommendations to pursue.

Let me remind HEW that the expenditure of any funds and the authority for
spending lies entirely with Congress. We are fully cognizant of our budgetary
restraints and realize that some recomendations may require additional funds to
implement. Let us know what these legislative recommendations are, with their
program costs, and the Congress will take the responsibility for evaluating them.

Two weeks ago, the statement of the HEW witness indicated that legislative
recommendations were contained in earlier agency drafts, but none “gained the
support of the Secretary nor the administration.” I for one would be interested in
knowing about these recommendations and why they did not gain the support of the
Secretary nor the administration.

Mr. Chairman, this report is once again evidence of the Department’s inability to
develop, agree on, and enunciate a position on home health care services. It is
indicativé of the fragmentation within the department and contributes to the de-
partment’s inability to formulate a comprehensive long-term care policy. One of the
most repeated frustrations.I heard voiced last year during hearings I held on the
Federal nursing home standards was the lack of a comprehensive long-term care
policy. This even though we have had repeated assurances from HEW that a long-
term care policy was being developed.

This report, I believe, is also indicative of the flagrant disregard the Department
of HEW has for Congress. . .
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I think it is also indicative of the Department’s general level of awareness that
the report should be sent to this committee addressed to the Honorable Frank
Church, Chairman of the Senate Special Committee on Aging, House of Representa-
tives.

Mr. Chairman, this report does not meet the requirements for the report as
mandated in section 18 of Public Law 142. The statute requiring legislative recom-
mendations is a mandatory directive—nothing discretionary about it. This report is
inadequate and unacceptable to the Congress, and I doubt that today’s witness will
provide us with the requisite legislative recommendations.

Mr. Chairman, I suggest that we join our colleague Senator Cohen in sponsoring
the resolution to reject this report and return it to the Secretary to be completed as
stipulated in the statute.

Mr. AHART. I might make a clarifying comment.

Senator CHILES. Yes, sir.

Mr. AHART. I think the type of approach we have used is certain-
ly a starting point for the policymaking information that this
committee is searching for. I don’t think it would be fair, in con-
Jjunction with the study that has been supplied to this committee,
to say that HEW should have used this as a starting point because
it was not available at that point in time. This is something that
would take time to put into effect nationally. I think it would
- eventually provide, however, the kind of information necessary to
do a better job than is now possible in measuring the need for
home health services and other kinds of services for the elderly.

Senator CHILES. Senator Pryor. _

Senator Pryor. The system of accounting, or the projection
method that you used in GAO, is that system today capable of
projecting and comparing costs between home health care services
per individual versus the cost that we are expending per patient in
a nursing home? Do you have that capability of comparison?

Mr. AHART. It is a little bit difficult. I think what you can do is
determine, over time, what kinds of people need insti-
tutionalization and what kinds of characteristics they have. The
sample we used in Cleveland did not include people that were
already institutionalized. But we did do a study which measured
the cost of helping those people with a chronic condition, and we
found that it becomes more economic to treat them at an institu-
tionalized setting as opposed to treating them in the community
through health services and other kinds of caregiving and compen-
satory care. I think, over time, yes, this could be measured. As I
mentioned in response to an earlier question, I believe our sample
was not large enough and not over a long enough period of time to
capture very many people that moved from a home setting into an
institution. So our data base is not rich enough to address that, but
with the national sample and over a longer period of time, we feel
that this would be possible and would be very useful.

Senator Pryor. I also think that there must be some difference
in cost between the rural area of America, vis-a-vis, that of an
urban area such as Cleveland, and I don’t know whether that has
been or will be taken into consideration or not.

Mr. AHART. Well, this could certainly be taken into ¢onsideration
in a national sense. Certainly, with just a study of Cleveland, you
cannot measure those kinds of regional or geographic areas.

Bill Laurie may want to comment. .

Mr. Laurie. We are currently doing work on comparing rural
population to Cleveland. We have two similar data bases that have
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been developed in Oregon and Kentucky. Your committee has re-
quested that we look into the data bases to see the differences
between the well-being of the rural population versus Cleveland
and also to get at, if we can, the support coming from the family,
from friends, and from the agencies that are in that area. That
currently is ongoing and we don’t have the results yet. We are now
feeding the data into the computer and we will be supplying that
information to you.

Senator Pryor. That is all I have at this time.

Senator CHILES. We thank you very much for your testimony.

Senator GLENN. Mr. Chairman, may I ask one more question?

Senator CHiLES. Yes, sir.

Senator GLENN. How much more study do you think is neces-
sary? Some of the programs are good. We should start right now,
as opposed to waiting for a study on into the future, while people
languish in their inability to take care of themselves. We should
move ahead with some of this without waiting for a 1-year, 2-year,
3-year study, or whatever it is. :

Mr. AHART. Our interest here this morning is to try to get the
data base in being that will help over a period of time. I don’t
think we would have anything to say about whether there is or is
not a particular program that should go ahead. -

Senator GLENN. I understand that, but you have all looked into
this and you have looked at the problems and you have looked at it
through the other members of the committee. Do you think there
are parts of this that we can move ahead on now?

Mr. AuarT. We were supportive of proposed amendments to the
home health portion of medicare which would expand home health
services. Our support was based in part on the study we did in
Cleveland, because we found these services would not cost that
much more, and we feel would be supportive and very helpful to
the older population. We gave testimony about a year ago on that,
and we could provide more details on that.

Senator GLENN. We have to have information on which to move,
I realize that, but sometimes our Washington solution is that we
recreate another study, and I just would not want to see that
happen. I know we have to have information.

Thank you, Mr. Chairman.

Senator CHILES. Senator Heinz.

Senator HeiNz. Mr. Chairman, my understanding is that GAO
did this study on their own initiative. Is that correct?

Mr. AHART. That is correct, Senator Heinz.

Senator HEINz. I appreciate your statement earlier that this was
not available to HEW or to any of the agencies in HEW, AOQOA,
Health Care Financing, Public Health, or any of the other agencies
that are charged with being generally concerned about the condi-
tions of people, including senior citizens. I might say, Mr. Chair-
man, I think it is remarkable that the largest bureaucracy in
Washington, D.C.—namely, HEW—apparently has done nothing on
their own initiative in this area. GAO has done many things that
we required of them. They operate day after day trying to meet a
variety of requests of committees of Congress and Members of
Congress. I think we should commend GAO for their initiative
because frankly, gentlemen, if you had not done this we, I suppose,
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would still be waiting for HEW to do something, and we might just
as well wait until the cows come home. So we sincerely thank you.

Now I do have one specific question. If this has been asked
previously I apologize, Mr. Chairman, and please indicate if it has.

In that relatively large collection of agencies and bureaus and
offices at HEW, why isn’t there anyone down there who might
have thought, some time between our last committee meeting -and
some future point or some past point, that some basic information
might be a good thing to have? Who should we look to, if anybody,
at HEW for some sense of responsibility and initiative in this area?

Mr. AHART. Well, I would have to comment that during the
course of our study we received a high degree of cooperation from
the Administration on Aging, which is the focal point for informa-
tion gathering on older people in the Federal Government—I think
that cooperation has been quite good. They have had an awful lot
of interests in the study that we have done. They have asked for a
transfer of our data base to their archives, as well as the method-
ology which we developed, which I think is a kind of a break-
through. We would expect them to build on the work that we have
done, as we built on the work that they had done at Duke Univer-
sity and elsewhere, in upgrading methodology on the analysis and
collection of data. We would expect them to go forward with a
national information system building on our work.

I think, as far as looking for information on the elderly popula-
tion, the focal point should be the Administration on Aging within
the Office of Human Development Services and 1 would expect
them to go forward. I say we are a little bit disappointed with their
response to our study because it does not indicate that they will go
forward very swiftly. :

Senator HEiNz. Mr. Chairman, if I may just continue.

It troubles me that a very large Department such as HEW,
which should have the capacity to assemble information, analyze it,
and evaluate it, and develop planning options based on it, is appar-
ently unable to do so. Again, we commend you for your initiative,
but frankly, in many respects the mandate of GAO is to make sure
that when we do something we do it right. When the agencies
downtown do something they can learn from the oversight of GAO,
either on their initiative or on our request. But we are talking, it
seems to me, and maybe I am underestimating your study, but I
don’t think we are, about an incredible breakthrough when we ask
HEW to give us information and evaluate that information and
draw conclusions from it. They may not have hit upon your partic-
ulag method of doing this study. Is that a valid criticism of HEW or
not?

Mr. Auart. Well, it is to some degree, Senator. I think we have
an awful lot of program fragmentation. When we did our study, we
looked at a lot of different Federal, State, and local programs. Each
one of those depends for data generally on that which is gathered
for program operations. As Mr. Ammann pointed out in response
to a previous question, unless you have the same conceptual frame-
work for your data gathering, it is very difficult to aggregate across
program lines and come up with something that is very easy to
work with in the national policymaking framework, It is much
more useful if you are talking about a particular program at a
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particular location than it is to try to gather it all up and analyze
it across program lines.

Yes, I think HEW should have a leadership role in building the
kind of information system which is useful for policymaking, but at
the same time they had a fairly short time frame. I think it is not
surprising that they could not pull together all the information
across program lines and get the answers to the kinds of questions
that we are searching for in the national information system. So it
is a yes or no kind of an answer.

Senator HEiNz. Thank you, Mr. Chairman.

Senator CHiLEs. Thank you very much for your testimony.

Mr. AHART. Thank you very much. :

Senator CHiLES. The ranking minority member of our committee,
Senator Pete V. Domenici, is unable to be with us today. He has
‘submitted a statement for the record, and without objection, it will
be inserted at this time.

[The statement of Senator Domenici follows:]

STATEMENT OF SENATOR PETE V. DoMENICI

Mr. Chairman, I am pleased to join with you in resuming the Special Committee
on Aging’s hearing on the H.R. 3 report and the future of long-term care in this
country.

I am delighted that Under Secretary Hale Champion will be appearing before our
committee this morning. Unlike the HEW witnesses who were sent to testify on
May 7, Mr. Champion is clearly one of the top policymakers in the Department and
the individual who is reported to have been responsible for overseeing the handling
of this report. I believe that Secretary Champion can provide us with direct and
explicit answers to our questions on this report. I look forward to receiving his
testimony.

Mr. Chairman, regardless of how well Mr. Champion explains the policy consider-
ations before us tqoday, his testimony cannot, in itself, correct the deficiencies and
incompleteness of the report which was transmitted to the Congress on April 16. I
remain firmly convinced that the Congress should return this inadequate report to
the Department with instructions that they carry out the legal mandate required
them in Public Law 95-142. | firmly support the resolution proposed by the Senator
from Maine (Mr. Cohen), which would achieve this objective.

Senator CHiLEs. We will now hear from Under Secretary Cham-
pion. If you have a statement, we will be happy to have you submit
it and we will put it in the record and allow you to go on from
there. Whichever way you would like to proceed.

STATEMENT OF HON. HALE CHAMPION, UNDER SECRETARY,
DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE

Mr. CHampION. If I may, Mr. Chairman, I would like to read the
statement. I will try to get through it as quickly as possible. It is
not a long and comprehensive statement, it just tries to set out
some position. :

Senator CHiLES. All right.

Mr. CaamriON. I am pleased to have this opportunity to answer
questions you may have on the Department’s report on home
health services.

The Department’s report, mandated by section 18 of Public Law
95-142, better known as H.R. 3, documents the growth and the cost
of home health care under medicare, medicaid, and title XX.

Medicare expenditures for home health care rose from $100 mil-
. l1ig’1119 in fiscal year 1974 to a projected $724 million in fiscal year
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In answer to that earlier question regarding the difference be-
. tween this and the figure offered by GAO, it may be that they are
using an estimate at a different point in time. We keep updating
the estimates and we are still within the fiscal year. We will look
into that and find out what problem, if any; there is.

Some 393,000 medicare beneficiaries received home health bene-
fits in 1974, compared to over 530,000 today.

Medicaid expenditures for home health care increased from $24
million in 1972 to $179 million in 1977.

In the same period, the number of medicaid recipients who used
home health services more than doubled, from 113,000 to over
260,000—medicaid in-home benefits still amount to only 1 percent -
of total medicaid expenditures.

Most States spend a substantial portion—at least 10 percent—of
their title XX budgets on home health services. California actually
spent 62 percent of their title XX money for this area.

The Department’s report examines a full range of issues relating
to problems in the delivery of in-home services and assesses cur-
rent problems that must be resolved in order to improve the qual-
ity of these services. Candidly, I think that one of the problems
here is that we don’t know as much as we should about some of
those problems—that we should know about—and we can deal with
that later.

You are well aware that preliminary drafts of the report, pre-
pared by the Health Care Financing Administration, contained
legislative and budget proposals addressing some of these issues,
and you are aware that these recommendations were not approved
by the Department. Let me just tell you quickly the-process we go
through and why this would happen.

The Health Care Financing Administration did that report on its
own without participation of the other major interested depart-
ments and agencies in HEW—some of those were referred to by
Mr. Ahart. When that report came forward, it was then examined,
as is our regular practice, by all of the other line and staff agencies
that had an interest in this subject—and there are a lot of them.
There were many disagreements in this case—not only disagree-.
ments as to what ought to be done, but as to the advocacy of the
reporting recommendations and so on. After some discussions back
and forth failed to resolve those disagreements, the report came to |
my office for a series of decisions.

That accounts for the differences in the report that you have and
the draft report that was originally prepared by HCFA. Since it
became clear there was a kind of deficiency involved in this proc-
ess, we have put together a departmental task force to make sure-
that all of the people who should be are involved in the basic
working out of a report to avoid a repetition of that problem.

The administration is not recommending any service or eligibil-
ity expansion of home health care at this time under titles XVIII,
XIX, or XX, and therefore none were submitted to the Congress.
Quite simply, as you have heard before, we do not currently have -
enough knowledge tc make bold changes in how home health care
services are delivered. Even small policy shifts can often mean
major increases in expenditures.
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Probably the most difficult program we administer in HEW is
meédicaid. All of you have heard the original estimates on which
medicaid was based and the estimates that were made at various
times as the program was expanded. All of them were wrong, and
all of them were wrong on the low side. The fact is we have
frequently gone ahead in these areas without knowing what we
were doing, what the parameters were. We have had this very
large growth in these programs, which I outlined to you earlier,
without any changes or recommendations and the conclusion was
that before moving ahead we should put any recommendations in
the context of how they might fit into a coordinated system.

We believe the report. does make important administrativé rec-
ommendations which are key to our ability to eliminate fraud,
abuse, and waste, therefore insuring quality within the home
health system.

Briefly, in the area of fraud and abuse, the Department plans to:

First, prohibit medicare-only providers by requiring a certain
percentage of patients to have sources of payment other than medi-
care. This is necessary because, in our view, a home health
agency—or any other health care provider which only serves one
segment of the population—poses the special risks of the lack of
observation by and comparison with other clients and systems.

Second, designate a series of intermediaries to serve home health
agencies on a geographically determined basis.

Third, increase field audits of cost reports by the intermediary.

Fourth, increase departmental auditing activities in order to im-
prove detection of fraud and abuse where they occur. This has been
undertaken.

To improve the reimbursement system and controls over deter-
- mining allowable costs for home health care services the Health
Care Financing Administration will: :

Revise the regulations governing allowable costs for the expenses
of related organizations.

Publish additional instructions to fiscal intermediaries advising
them on how to deal with home health agencies which inappropri-
ately solicit patients. ' :

Aild intermediaries in determining and identifying costs which
are substantially out of line with those of other providers by sup-
plying them with national data and guidelines.

Develop criteria for a policy of postpayment claims review on a
sample basis.

These are the improvements we are prepared to recommend,
based on our current knowledge. They clearly won’t solve all the
problems, but we need to know more before we do more. To that
end, we have contracted for a number of demonstrations which
have been going on. In addition, we have requested $30 million in
our fiscal year 1980 budget to begin a further demonstration pro-
gram designed to evaluate alternative approaches to the organiza-
tion and delivery of a long-term social and health care services at
the community level.

It has been the view expressed, I think, by most of the involved
agencies in our Department that this is a problem that is best
solved, as Senator Glenn said, on a community basis, on a neigh-
borhood basis, on a State basis, and that what the Federal Govern-

~
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ment needs to do is to devise a program that will serve the pur-
poses of such agencies, and we need to know which kinds of agen-
cies at that level’ work and which kinds we ought to support.

We will test different models of channeling and monitoring agen-
cies at the community level to serve as single entry and case
management points for clients. Some models to be tested include:
HMO-like organizations providing long-term care services; congre-
gate living facilities that also deliver long-term care services, and
hospital based agencies.

To insure that these actions are coordinated on a departmental
level, we have given the responsibility for coordination, in both the
information and program planning areas, to the Assistant Secre-
tary for Planning and Evaluation, and he is working with a steer-
ing committee composed of representatives from the Public Health
Service, the Social Security Administration, the Health Care Fi-~
nancing Administration, and Human Development Services.

I will be pleased to answer any questions you may have.

Senator CHILES. Secretary Champion, I want to say at the outset
that I think the Congress and the American people will long be in
your debt for the work that you did in civil service reform. I
consider that to be probably one of the most outstanding pieces of
reform legislation that I have seen since the period I have been in
the Congress. I think it gives us a great opportunity to turn around
some of the directions that the bureaucracy is going in, and some
of the directions that most frustrate the American people.

I also want to say that I view with much regret the statement
that I saw recently in the paper that you are thinking about
{a.efgaving the Government service for the greener fields of private
ife.

I wanted to give you both of those statements because we are
getting ready to give you a little unshirted hell here.

Mr. CauampioN. I appreciate the introduction.

Senator CHiLEs. I want to preface my remarks——

Mr. CHamPION. Maybe I should speed my departure.

Senator CHILES [continuing]. Oh, no—and say again when I first
found that you were leaving, then I scratched my head for awhile
and said: . ‘

Oh, my goodness. We recessed the last hearing because we thought we had
somebody before us that was not going to be able to testify about anything in the

report, and now we are going to have Under Secretary Champion and he is getting
ready to leave.

Maybe we should tell Joe he better come up here. But then I
thought maybe it would be very valuable to have you come, be-
- cause maybe you can speak from the other side of the pail, so to
speak, in that you are getting ready to leave. . :

We are tremendously frustrated on this committee, those of us
that have been involved in this area for any length of time. We are
tremendously frustrated. You have told us today that this report
was out of the Health Care Financing Administration and-that
they prepared the report and that is what constituted the first
draft. And when the other Departments began to look at this draft
and comment on it, then they saw some changes should be made,
and they sent it up to your office, and then you had to resolve some
of those disputes, and based on that we end up with a second
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report. Then you go on to tell us that now we have a departmental
task force that is going to really coordinate all of those.

You know, my mind is like I am hearing a broken record. Two
years ago, in front of this very table, I was asking these same
things, and at that time we were assured by the Health Care
Financing Administration, by the Public Health Service, and by no
less than the Secretary of HEW himself, that we were going to
have a coordinated head of this and it was going to the Health
Care Financing Administration. It was going to be where we were
going to coordinate this and no longer would we have fragmenta-
tion. So we sat back and felt: “Oh, goodness, something is going to
happen, we are going to see some coordination,” and now, 2 years
later, we are hearing exactly the same thing.

We found out that HCFA was to service this, supposedly, and
their authority was what they were given by the Secretary himself.
They in fact had no authority. They in fact were one Department
that had a report.

Let me say the first draft 1 consider to be very weak. We keep
talking about the first draft like it got its legs cut out from under
it. I don’t think it had any legislation to start with.

I didn't find any recommendations in the first draft. I found
some legislative options and they were weak, but I didn’t find any
recommendations. We were told that this is something that is very
important, we don’t want to step off half cocked. We don’t know
where we are going. We are talking about tremendous sums of
money. We are talking about $8 billion that is being spent in
nursing home care and home health care until the present bill that
we now have. ,

Many of the members of this committee are pushing and saying
in the bill form we are not going to require the 3 days prior
hospitalization that you have to have to go into home heath care.
You have to send somebody to the hospital before he can avail
himself, under medicare, for home health care. How much money
has that cost us to have to put somebody in? I don’t think we have
any way of knowing, but I think we now know that that is some-
thing that we should have addressed years ago. .

I find that this talk now about having to study again is just very,
very hard to ascertain. Congress has been willing to give demon-
stration money and a lot of that has been forthcoming. Try to put
that in the appropriations bill. I have been one of the ones putting
in the money to require demonstrations. We have had demonstra-
tions and studies. With the funding of demonstrations such as the
home health care programs, we feel that they should carry with
them the responsibility on the part of HEW to continually monitor
the programs and collect information on them. How is it working?
I don’t feel that we are really getting the monitoring results of
those demonstration programs. :

Mr. CHAMPION. Mr. Chairman, we have done a lot. The early
monitoring that was done in home health, as you may be aware,
was because of the substantial amount of fraud and abuse activity
which had been turned -up. We have difficulty. This is something
we have tried to get changed with -recommendations to Congress.

As you know, providers nominate their own intermediaries. Fre-
quently, when we would turn up information, we got in fact the
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intermediaries. We got very slow reaction from them in terms of
pursuing the people who nominated them in the first place as
intermediaries. That was one of the early problems, but I don’t
mean to give you the whole litany of difficulties in monitoring this
program.

I think you are right, that we have not given it the kind of
attention that it deserves. I think, however, that the problem be-
tween the last study and the ones we are now conducting is the
change in emphasis and the change in view on the part of the
Department, and it goes in two ways. One is that we cannot have a
huge Federal program that will successfully carry this out.

Like many of the other problems in medicaid, this does not lend
itself to a large entitlement program. The present view in many of
the demonstrations that are being put together are in. terms of
State and local, and indeed neighborhood, solutions which are quite
different, as you noted earlier, between city and rural situations
and otherwise, and finding some way to fund those.

A lot of the money that is being spent most effectively in this
area now is title XX money that we made available to the States
and in which they make basic choices. We are looking to a heavier
involvement of social services in this, not looking at it solely as a
health problem, and we are looking at it as a State and a neighbor-
hood set of concerns rather than a Federal and State entitlement
program, and that is a change in emphasis from the way HCFA
addressed this problem from the start. So it is not as if we have not
observed something or drawn some conclusions and designed some
demonstrations that are different than the ones.that went before.
We have done that thing of changing our mind.

Senator CHILES. Mr. Secretary, I think probably the most graphic
demonstration of our feeling that no one is in charge of home care
in the Department is what you have given us this morning when
you tell us that you had not seen the GAO report. Did the GAO
report call for a national information system for a long-term plan-
ning for the delivery of services to older people? GAO tells us that
HEW has turned down the fact that they have a need for that. You
have not seen the GAO report?

Mr. CHAMPION. Mr. Chairman, I heard Mr. Ahart’s testimony.
That is not the situation. They have discussed the report with the
Administration on Aging, which talks to them about it, then pre-
sents its views, its conclusions, which then come forward to me
along with those of others in the Department. The report has not
yet reached me, but it will inevitably, and before my departure I
might add, and there will be a departmental position and a depart-
mental response. I am quite interested in what Mr. Ahart had to
-suggest.

Senator CuiLes. Well, GAO tells us that the Inspector General of
HEW, Tom Morris, has told them they don't agree with their
recommendations.

Mr. Caampion. Well, I will have a chance to make the judgment
for the Department, subject to concurrence by the Secretary, when
Mr. Morris’ opinion and GAQ’s come to me, but -he does not speak
for the Department.
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Senator CHILEs. Well, I want to try to use the 10-minute rule this
time because I know all of the members present have some ques-
tions. I will pass now to Senator Cohen.

Senator CoHEN. Thank you, Mr. Chairman. .

I would say that I share your sense of frustration in dealing with
this particular problem, Mr. Champion. I am sorry to see John
Glenn had to leave. He and I also serve on the Armed Services
Committee, and we are now trying to cope with MPS system to
determine where our ICBM’s are going to be located. That is the
same sort of feeling I get dealing with the issue that a year or so
ago we had dramatic televised hearings over in the House about
how HEW was going to make this investigation and recommend to
the Congress how it was going forward. HCFA was going to be the
centralized focal point to carry out this intensive study. Now you
come before the committee today to suggest that that was the
wrong approach, it is much too narrow a focal point.

What we have to do is take that into account and expand it,
within the HEW bureaucracy, so now we have to have a task force
to answer the same questions. It is a very difficult situation to tell
who is on first and what is on second or I don’t know who is
heading for home. At best, we are a year or two behind where we
started.

Now you indicate you think that this report has made some
recommendations for legislative and regulatory changes. I went
through the report and it gives the appearance of making
changes—but most of them have already been implemented by
other sections of the law. The administrative recommendations
that I have seen are “possible” on page 20, “potential” on page 25,
“exploring” on page 26, “will pursue” on page 33, “actions under
consideration” on page 55, ‘‘should be encouraged” on page 65,
“will begin” on page 34, “will review” on page 34, “planning,’
“work toward,” and “then be suggested.” The question, exactly, is
what have we done?

Mr. CHampiON. I don’t know what objects surround that lan-
guage.

Senator CoHEN. Do you think this report honestly can be used as
a basis for a national home health care program?

Mr. CuampioN. No. )

Senator Cohen, One that is—

Mr. CHampiON. Basically, the report says it cannot. There is not
adequate information, there are problems that are not solved, there
are things that we don’t know, there are techniques that have not
yet been developed, and that is what the report basically says.

I apologize. I should say that after the report came through that
long initial process with the recommendations, that the report does
not make a very coherent statement of that kind and should have
been much better, given the time delay involved in reworking that
report. We thought it would be better to get it to you than to redo
it.

Senator ConEN. Would it not be better if HEW simply took the
report back, took the new task force and updated or substantially
revised its recommendations, rather than submit that report to this
committee as a means of compliance with the mandated law?
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Really, we cannot do anything with this report of any significance,
can we?

Mr. CuamrioN. No, I don’t think that it advanced your state of
knowledge any more than it advanced our knowledge, which is 'why
I refused to make any recommendations.

Senator CoHEN. We have spent some odd $60,000 and we are no
further down the line than we were those 18 months ago, other
than we have a lack of information and complications.

I guess what is frustrating, is that there were certain policy
positions made back in a July draft dealing with proprietary par-
ticipation, certificate of need, home health demonstration grants,
deemed status. The report, for example, points out a whole host of
problems with deemed status. I think there is an inherent conflict
of interest in that position, yet after listening to all of the objec-
tions of deemed status, the report concluded that HEW is consider-
ing that possibility in the future. I don’t understand that, after you
list all of the objections, that you suggest that we consider that as a
possibility, and that is what makes this report so inadequate, and it
really ought to be rejected.

I think it ought to voluntarily be taken by HEW, saying we have
not complied with the letter or the spirit of the law, and that you
are asking for time to file & new report as organized and re-
"searched by this task force and then present it to the committee as
compliance with the law. This report really does not tell us any-
thing and it is not in compliance with the law. In fact, and I still
may do it unless you are willing to take the report back, I am
going to offer a resolution!® tomorrow that the Finance Committee
return it as not being in compliance with what is mandated by
Congress.

Mr. CHAMPION. May I consider your suggestion, Senator?

Senator CoHEN. I certainly hope you will.

Let me turn to this notion of health aides. This notion of training
health aides has been kicking around I think certainly since 1975,
and yet HEW is not prepared to make any recommendations in the
matter ‘at all—not any. I would like to know how you account, for
example, for the discrepancy for estimates by HEW actuaries of
$28 million for the additional costs of occupational therapy as
opposed to $4.6 million by the Congressional Budget Office. There
is no explanation for the difference in the report itself. Can you
help me out on that at all? .

Mr. CuampioN. I would be glad to have the actuaries make
somewhat conservative assumptions, but I don’t see that account-
ing for that kind of difference. I would be glad to do that.

Senator CoHEN. You say that you don’t have sufficient informa-
tion to make recommendations with respect to proprietary agen-
cies. I would assume that HEW does collect some information from
the 23 States, as I recall, where proprietary agencies are directly
reimbursed. Has there not been any experience gained in your
recordkeeping?

Mr. CHaMPION. Experience of what kind, Senator?

Senator CoHEN. To make a judgment as to whether the agencies
should be treated the same as nonprofits under the law. In other
words, there was a recommendation, as I recall, in the original

! See appendix 4, item 1, page 224.
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draft report that said the proprietary should be treated just as a
nonprofit and that was stricken in the final report, saying insuffi-
cient information. The question I have, is that we have 23 States
now that allow it. Isn’t that some kind of basis on which to make a’
judgment?

Mr. CHAMPION. Yes. As we were trying to monitor some of the
home health care, we did find more proprietaries than nonprofits.

Senator CoHEN. You did find those?

Mr. CHamrION. Yes, and if I were called upon to make an imme-
diate judgment based just on what I know today, which is entirely
inadequate, I might add this again is another question that I felt
needed a lot more attention, but I would not want to include
proprietaries without some further study.

Senator CoHEN. Then why on page 46 of the report do you say
there is no evidence to indicate that they provide services of the
best quality?

Mr. CiampioN. Of what, less quality?

Senator CoHEN. Less quality.

Mr. CuampioN. That was not the issue. The issue was a question
that we had more complaints in the fraud and abuse area about
the private areas than we did about profits, but once again I want
to make it very clear I did not think that the evidence was compel-
ling. I say that only on the basis of what little information there
was at that time. It was part of the problem that ran through that
whole session, how much did we really know? In that case there
was not an adequate base.

Senator CoHEN. Well, Mr. Chairman, I have many” more ques-
tions that I would like to explore, but I know you are very pressed
for time. I hope Mr. Champion will take my suggestion apart,
because 1 do intend to file the resolution tomorrow, and I believe a
similar one will be filed in the House. I think it would be best all
the way around not to—it is an extraordinary procedure—but I
think under the circumstances where HEW now says that it needs
another year to study this matter to come up with those kinds of
recommendations that we need. Perhaps the best thing is just to
take it back and admit that you failed to comply with the law as
mandated.

Senator CHILES. I say, Mr. Secretary, I just withheld making any
statement until we had a chance to really hear testimony from
someone at HEW about the report, so there was some conversation
about this during the last week. My understanding is that Con-
gressman Pepper is going to file such a resolution on the House
side. I think that under the circumstances that it probably would
be the best procedure. I don’t think the report is adequate. I don’t
think it does respond, and I think now that is in effect what HEW
says, and it seems that the best thing would be to pull the report
back and give us a period of time in which we can have——

Mr. CHAMPION. Mr. Chairman, I will certainly agree that it is not
adequate to the purpose of future policy in this area. I would like
to examine the question of whether or not this is as responsive as
we could be, before we decide what is our view of that. The commit-
tee, of course, can take its own view.

Senator CHILES. Yes, sir, and the committee will take its own
view. Also, if you could examine the legislation, it set forth the
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need for the report and each of the steps that it asked be specifical-
ly addressed.

Senator Heinz. .

Senator HEiNz. Mr. Chairman, I would like to support Senator
Cohen’s and your remarks. The report is inadequate. I would also
like, in view of the fact that what we are dealing with is based on
the Cohen amendment, to yield my time to Senator Cohen to
continue his questions. '

Senator CoHEN. I have questions but I am not sure Mr. Champi-
on is prepared to answer all of them. Senator Heinz, I could go
through the draft report in which just page upon page have simply
been deleted.

I was going to go through almost page by page and ask you
“why?” since I assumed that you had principal responsibility for
many of the deletions.

Mr. CuamrioN. I made basic decisions, Senator. I simply said
what kinds of things we were prepared to deal with now.

Senator CoHEN. But every time it came to a policy type of
recommendation that this Congress might take and implement, you
simply said budgetary constraints. You don’t allow us to make this
kind of recommendation. I recall going through transcripts during
impeachment proceedings in 1974, where it said matters were de-
leted as not being relevant to Congress needs. This is the same sort
of thing, almost, that the whole section just wiped out saying
budgetary restraints. I guess the problem I have is that this Con-
gress has responsibility to make those determinations.

It was your obligation to lay out the options for us that we might
pursue on a legislative basis, alerting us to potential costs involved, -
but it is really Congress that has the responsibility to appropriate’
the budget for this country. What we are looking for is a guidepost
and guidelines. All we got was simply a rehash of what we already
know, and we spent some odd $60,000 and wasted 18 months of our
time. :

I could go down through, the list, Mr. Chairman, but I don’t
think it would serve any useful purpose to question Mr. Champion.
I guess I am a little bit disheartened, too, to find the man who
carries considerable expertise and experience in the field is about
to take his departure and then 3 months from now, or 6 months
from now, or a year from now, we will have a new face coming
here and saying: “You know, I am new at this particular position
and I\cannot be responsible for what went on before, but we need
anothér 6 months more to sort of organize this report.”

That has been the story of government. I guess that the longer it
goes on the more dragged out it becomes, the more fragmentation,
the different guidelines. The task force has so many different inter-
ests involved they may not reach a consensus. We have to find a
focal point that finds out all of these conflicting interests in the
Department and come back with a single source recommendation.

Mr. CaaMpPION. I would be prepared to make a recommendation.

Senator CoHEN. Who does make the long-term recommendations?

Mr. CuampioN. The Secretary, and to the extent that he dele-
gates that responsibility, we have the responsibility. Nobody else in
the Department has the responsibility for making policy recom-
mendations except the people who are appointed to those positions.
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Senator CoHEN. And you saw none of these recommendations
prior to getting the report?

Mr. CHaMPION. No. Generally, in reports of this kind, when there
is more than one agency, one agency is given lead responsibility.
Now, under our system, we assign a coordinated responsibility. We
have a panel to decide who should be involved and what are the
subjects. I get a copy of that decision document. That is as of this
last year, so I know what is going on out in the Department earlier
than when the time is these things come to me. That was not in
place at the time this report started.

Senator CoHEN. Who is running this task force now?

Mr. CaampioN. The Assistant Secretary for Planning and Evalu-
ation, Ben Heinemann. His deputy, John Palmer, is the chairman
of the long term——

Senator CHiLEs. What are Mr. Heinemann’s qualifications and
credentials in regard to health care, and is there anyone in his
Department that has any experience?

Mr. CHampPION. Mr. Palmer has had substantial long-term care
experience. He is an expert in the same kinds of things the GAO
are expert in—that is, building information systems, getting the

-system of data and trying with the agency expert to design pro-
grams that respond to that data. On the task force is Mr. Benedict,
who I think'is the best informed person in the Department on the
problems of the aging, in terms of health, and representatives of
the Health Care Financing Administration, who have had some
experience with the financing problems. He is in fact the chairman
" and coordinator of this effort and these special responsibilities.

Senator CHILES. How long do you think it is going to take for the
task force to commence this? )

Mr. CaampiON. I would prefer to give you a carefully supported
- answer to that because, clearly, there are some things that can be
done relatively quickly and there are others that are going to take
a long time. I also would like to look at the GAO system.

Senator CHILES. Senator Pryor.

Senator PrYor. Mr. Champion, your decision to leave HEW at
this time reminds me of a man who wants to keep his sanity, and
that may have prompted your decision to do so, but I for one would
like to’'echo the frustrations of my colleagues on the committee and
would like to add a story that is a true story, that happened in the
State of Arkansas last year. I simply point this out because I think
it demonstrates once again, Mr. Chairman, the inconsistency
within HEW, as we approach these very complicated problems.

Last year, the Administration on Aging awarded our State
$750,000 for a model project. This was a grant to demonstrate the

feasibility of our State’s approach to home health care for the
elderly, especially in rural areas. As you probably know, and cer-
tainly Senator Chiles knows, the State of Arkansas’ percentage of
elderly people is second only to the State of Florida, so we have
expressed a great interest in this field.

The State had asked for a waiver of income eligibility for medic-
aid in order that we could serve more people in this project and get
a clearer indication of the results being achieved. Subsequent to
that, the Administration on Aging said they could not support this
- request for a waiver. This kind of inconsistency that we find
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throughout these programs makes me really wonder what kind of
home care policy is being developed in HEW, if any.

I don't know if that statement deserves a comment but I would
say that it certainly is one which demonstrates the depth of frus-
tration of the people who are really committed to trying to do
something and trying to find some answers in this problem area.

Second, on page 2 of your statement, Mr. Champion, you stated:

The administration is not recommending any service or eligibility expansion of
home health care at this time under titles XVIII, XIX, or XX, and therefore none
were submitted to the Congress. Quite simply, we do not currently have enough
gnlqwledge at this time to make bold changes in how home health care services are

elivered.

Well, Mr. Champion, sometimes I feel that if members of the
task force that you referred to earlier were people who were possi-
bly a year or two away from being placed in a nursing home, they
might hurry up with some of these plans, and some of these stud-
ies, and they might try to find some facts and figures in quicker
order. I spoke to a group of elderly citizens back home in our State,
and I sensed there was a lot of frustration, very honestly, about the
bureaucracy and about our inability to really come in touch with
the reality of their problems.

I am just one member of this committee, and I would like to echo
the frustrations of my colleagues and to just say, let’s please get on
with this program and let’s do what we should be doing. I would
dare say that 5 years ago we were talking about the same thing
and trying to accomplish these same goals, and still we are doing
studies, and we say we don’t have the information, and we have a
task force doing this and that. Frankly, it is just a tremendous
an&ount of bureaucracy that seems to be suffocating these programs
today.

" If you want to comment on that, fine. That is my speech, and I
am going to stay within my time.

Mr. CuampiON. I would like an opportunity to comment if I
could, Senator. I don’t know the facts of the grant of which you
spoke, but I think one of the reasons we are struggling with this
effort—and you can see it in many other aspects of the medicaid
program which we are struggling with, things like the dialysis
program—is that we have not worked out a Federal-State relation-
ship in areas where some of the programs are primarily Federal in
character and others are primarily State in character, and where
you have combinations of these two things making up the essential
services involved, it causes a lot of problems.

We have good management information system programs in only
about 20 States. As a matter of fact, to say 20 is stretching the
facts. We have lots of other problems and there is no effective
sanctioning. HEW attempts, in some ways, but the fact is that
-when it involves problems for the populations affected by Federal
programs, it is very difficult to apply any leverage through those
programs.

We have got the States involved in Federal directions. There are
different attitudes and different methods that deal with some of
these problems or some of these services in different States, and we
are going to have to come to some fundamental conclusion about
the way in which federally funded entitlement services, or even
grant services, are integrated with State programs.
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This is perhaps the classic case. I share this committee’s frustra-
tion. This is one of the most important problems of the last order of
this century. The population is growing very, very rapidly. If we
have not solved the problem in the next 5 or 10 years, we are going
to have far too many people in nursing homes.

We, by the way, went far too fast in setting up the nursing home
reimbursement, and that is one of the problems that came from
moving before we had a good program. Your sense of urgency is
warranted and so is your sense of frustration. We have not found a
good answer, but the fact is that until we get good answers from
some of these demonstrations, in terms of what I am convinced is
going to have to be fundamentally a State and local solution with
some Federal financial aid, we are not going to be able to do this. A
lot of the problems we are talking about right now are problems
that could be solved within States by effective use of the present
medicaid program, and they have not chosen to do so.

Senator CHILES. I have some other questions as do other mem-
bers of the committee. Senator Domenici could not be here today. I
think we will submit those questions for the record and we will
await eagerly your reply to our letter.

Mr. CuampiON. Thank you very much, Mr. Chairman.

Senator CHiLes. The hearing is adjourned.

[Whereupon, at 11:10 a.m., the hearing was adjourned.]
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ITEM 1. FRED M. BOHEN, MAY 7, 1979

Mr. Chairman and members of the committee, I am pleased to be here this
morning as the Secretary’s representative to review and answer such questions as
you may have on the Department’s report on home health services under medicare,
medicaid, and title XX. ? am accompanied by Mr. Robert Benedict, who leads the
Administration on Aging in HEW, and Dr. Clifford Gaus, Assistant Administrator
for Policy of the Health Care Financing Administration.

The report on home health services was, as you know, mandated by section 18 of
Public Law 95-142 (H.R. 3), the Medicare/Med‘;caid Anti-Fraud and Abuse Amend-
ments. In making this assignment, Congress recognized that there is a great need
for improvement in the delivery of home health care if we are to ensure that
beneficiaries of federally supported home health programs receive high quality
services at cost this Nation can afford. The Congress also recognized that home
health programs are today susceptible to fraud and abuse.

The Department’s report documents clearly the growth of the home health care
delivery system, and the increasing role it is playing in contrast to other, more
restrictive, types of care:

Medicare expenditures for home health care rose from $100 million in fiscal year
1974 to a projected $724 million in fiscal year 1979.

393,000 medicare beneficiaries received home health benefits in 1974, compared to
over 530,000 today.

Medicaid expenditures for home health care increased from $24 million in 1972 to
$179 million in 1977.

In the same period, the number of medicaid recipients who used home health
services more than doubled, from 113,000 to over 260,000. (Medicaid in-home bene-
fits still amount to only 1 percent of total medicaid expenditures.)

Most States spend a substantial portion—at least 10 percent—of their title XX
b,udﬁets on home health services; California spends 62 percent.

The Department’s report on home health care also examines a full range of issues
relating to problems in the delivery of in-home services. Specifically, it analyzes the
different legislative mandates, scope and definition of services, eligibility criteria,
standards for certification, licensure and accreditation, and reimbursement methods
under titles XVIII, XIX and XX. Some of the more’interesting problems pointed to
in the report concern lack of coordination of in-home services and the clear need for
effective program management. For example:

Titles XVIII, XIX, and XX maintain vastly different relationships to Federal,
State, and local authorities. As a result, it is in some instances difficult to coordi-
nate effectively the delivery of in-home services. .

The range of financing arrangements and of statutory requirements for reim-
bursement results in an inability to compare the costs of home health agencies. This
makes it difficult to measure whether home health services are being provided in an
efficient and effective manner.

Still another problem identified in the report is that the different Federal match-
ing ratios and service standards between' titles XIX and XX encourage States to
make decisions about services based on the nature of the two programs, rather than
by assessing a beneficiary’s needs.

We believe the Department’s report on home health care candidly assesses cur-
rent problems in the delivery of in-home services—problems that must be resolved
in order to improve the quality of these services.

While agency drafts of the report contained legislative and budget proposals
addressing some of these issues, these recommendations did not gain the support of
the Secretary or the administration and were not submitted to the Congress. Most
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significantly, the administration is not recommending any expansion of services or
eligibility for home health care at this time under titles XVIII, XIX, or XX. We
have not made such recommendations for the following reasons:

First, we do not currently have enough knowledge at this time to make bold
changes in how home-health care services are delivered. For example, we need to
learn more about the best way to ensure that key beneficiaries—the poor, the aged,
and the disabled—achieve adequate access to in-home services. We also need to
know how we can design a program for in-home services that does not encourage a
large shift in financing and initiative from the private to the public sector.

-Secondly, in preparing our budget for fiscal year 1980, we faced exceedingly tight
budget limitations. We had to make hard choices with respect to established pro-
grams and new policy initiatives. We have only proposed new starts in areas where
we had very high confidence in the general direction and specific proposals we had
ready to go.

Finally, although it is clear that some problems result from home health services
being provided under three distinct legislative mandates—title XVIII (medicare),
title XIX (medicaid), and title XX (social services)—we want to avoid making piece-
meal changes in what are clearly independently conceived programs. Before moving
ahead, we intend to have a clearer understanding of what the overall system should
look like and of how each program can contribute to its effectiveness. To further
this objective, the Department has requested $30 million in new demonstration
funds in our fiscal year 1980 budget to define how we can best provide long-term
care services to those who most need them.

We believe the report does make some important administrative recommenda-
tions. These recommendations are essential to cutting down of fraud, abuse, and
waste and ensuring quality within the home health system.

To deter fraud and abuse, the Department plans to:

Designate a series of intermediaries to serve home health agencies on a geo-
graphically determined basis. This will mean that providers will no longer nominate
their own intermediaries. It is anticipated that supplying expert review and audit
capacity in a limited number of locations will remove incentives to defraud, and
will, in fact, act as a deterrent.

Increase field audits of cost reports by the intermediary.

Increase departmental auditing activities in order to improve detection of fraud
and abuse where they occur. This is currently being done in selected areas.

Prohibit medicare-only providers by requiring a certain percentage of patients to
have sources of payment other than medicare. This is necessary because, in our
view, a home health agency—or any other health care provider which only serves
one segment of the population, is acting in defiance of the intent of the program
and not in the best interests of our beneficiaries.

To improve the reimbursement system and controls over determining allowable
costs for home health care services the Health Care Financing Administration will:

Revise the regulations governing allowable costs for the expenses of related orga-
nizations. :

Publish additional instructions to fiscal intermediaries advising them on how to
deal with long-term contracts between medicare providers and organizations provid-
ing management and related services. The instructions will also advise intermediar-
ies about how to deal with home health agencies which inappropriately solicit
patients.

Aid intermediaries in determining and identifying costs which are “substantially
out-of-line” with those of other providers by supplying them with national data and
guidelines. .

Develop criteria for a policy of postpayment claims review on a sample basis.

In sum, we believe the report before the committee sets forth the many complex
issues that we must resolve in order to develop a rational and effective system of
home health care. If we have emphasized the definition of the problem more than a
clear sense of direction for the future in this report, it is because of the need to
move cautiously. We need more knowledge about what types of changes will im-
prove quality in the delivery of home health care at a cost we can afford. In a time
of hard choices, we need to achieve a higher standard of confidence in our recom-
mendations for change. The Department is not complacent about this vital area of
policy, but we do not think we are now ready, conceptually or financially, to chart a
major new direction.

As 1 indicated earlier, we have requested $30 million in our fiscal year 1980
budget to begin a demonstration program designed to evaluate alternative ap-
proaches to the organization and delivery of long-term care services at the commu-
nity level. Home health services will be an important element in this demonstration
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program. There are two major parts of long-term care initiative, both of which will
contribute to our ability to take responsible action in the home health field.

We will gather baseline data for improved policies including information on the
degree of disability in the institutionalized and noninstitutionalized population and
on amounts, sources, and objectives of current exgenditures. .

We will test different models of ‘“channeling” agencies at the community level
which will serve as a single entry point for clients. Some models to be tested
include: HMO-like organizations providing long term care services; congregate living:
facilities that also deliver long-term care services; and hospital-based agencies.

To ensure that these actions are coordinated on a departmental level, oversight
responsibility for this initiative is designated to the Assistant Secretary for Plan-
ning and Evaluation, in conjunction with a steering committee composed of repre-
sentatives from PHS, SSA, HCFA and HDS. The Secretary believes that under this
leadership our long-term care demonstration projects will have the coherence and
oversight needed to inform future judgments about how those in need of such care—
including home health services—can best be served.

My colleagues and I are ai)leased to try to answer such questions as the Committee
may have on the home health report.

ITEM 2. ROBERT C. BENEDIC’I‘, MAY 7, 1979 /

I appreciate this opportunity to discuss the Administration on Aging’s in-home
services.

With concern for your time, I intend to just touch briefly on the activities which
are currently underway and which support growth in the scope and quality of in-
home services. I will submit, under separate cover for the record, a description of
the impact of Administration on Aging (AoA) program efforts in home care services
and also provide you with a listing of activities in the research, development,
education, and training areas which support improvements in home services pro-
gram design and delivery.

The history and development of the Older Americans Act reflects the concern of
this Nation to insure -a full range of opportunities and community supports for the
aging population. The availability of services in the home is, in my view, the key to
family or care-giver decisionmaking in regard to an older or disabled adult. To
institutionalize or not to institutionalize is the question. The answer is clearly.
dependent upon the support available.

As you well know, the OAA amendments of 1975 established a list of priority
areas in which the expenditures of OAA funds were to provide for the development
or expansion of some critical service programs. Services in the home, along with
transportation services and legal services, were given this extra impetus an id-
ance from the Federal and State level. These priority requirements have been
helpful. The expenditure of OAA funds for in-home services, through the State and
area agencies, significantly increased the availability of in-home supports.

The following figures will give you an idea of the remarkable growth of these
services in the past 3 years under the Older Americans Act alone.

In 1976, approximately $700,000 was invested under title III in one component of
home care—homemaker service—serving approximately 26,000 persons. That invest-
-ment grew steadily and in 1978 our figures indicate that 150,000 persons were
served. Home delivered meals, home health aid services, shopping, chore service,
and residential repair showed similar growth.

The growing interest in home-based services is closely tied to the growing aging
population. I think it is again important to briefly mention some of the demographic
data relating to chronic impairment.

In 1900, persons 65 and over constituted only 4 percent of the population. Today
they are 11 percent or 23.5 million persons and by the year 2030 it is estimated they
will constitute 18 percent of the population or 55 million persons. The over 75 age
group is increasing even faster, ‘and persons in the over 75 age group are three .
times more likely to need personal care assistance as those between the ages of 65
and 74. Currently, 38 percent of older persons are over 75 years and by the year
2000 it is estimated they will represent 45 percent of the over 65 population.

Despite a wide variation in estimates of the functionally disabled from several
national studies, the relatively high rate of functional disability among the elderly
is clear. While 1.2 to 3.9 percent of the 18- to 64-year-old population are estimated to
be functionally disabled, 8 to 10 times as many elderly (11.8 to 16.6 percent) are
given this incidence of disability, the total potential demand for long-term care is
estimated to increase significantly in 1985.

These figures indicate.the importance of our support network and services expan-
sion. How best to improve home-based care as a critical component in a system of

-
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care for the chromcally impaired is an ongoing concern for the Admmxstratxon on
Aging.

As you know, we are in the process of 1mplementmg the 1978 amendments to the
Older Americans Act. The regulations, which will be published as proposed rule-
makmg in the FEDERAL REGISTER in late May or early June, will provide a basis for
targeting OAA programs at the State and community level toward services for the

~most needy, and those confined to home.

.

" The following inclusions in the act set that direction:
. The socially or economically needy will be the priority recipients of service under
the new regulations.

The new rule requiring that 50 percent of the social service funds be targeted at
access, in-home, and legal services by the area agency on aging will serve to
strengthen the provision of in-home services.

The new authorization for home delivered meals activities will permit States to
establish new home delivered meals projects.

In my judgment, the network is doing an outstanding job in this area. I have no
delusions about the scope of the task yet to be done. I do believe that as the system
grows, and as we learn more about service delivery and management improvements
we will be able to make the dollars appropriated under the Older Americans Act go
further to serve more clients.

Important new knowledge is developed and tested under the AoA discretionary
grant program. We have funded a number of projects; some of which I am very
excited about, and whose potential for broad system adaptation are significant. A
listing of the research, development, evaluation, education, and training invest-
ments which support in-home services delivery will be available in the subsequent
submittal. I would like to give you some highlights of those activities.

MODEL PROJECTS PROGRAM

The National Council for Homemaker Home Health Aide Services has received a
grant to help build the capacity of States and area agencies to provide quality in-
home services. On-site assistance is underway in six States, and a report has been
prepared which, will give guidance to the department relative to standards for
homemaker and home health aid services. I am studing the information and will
use this as a basis to consider, together with States, the issues of quality improve-
ment.

The Philadelphia Corporation on Aging has received a grant to further test a
service coordination design which I find very exciting. This project starts out with
three principles: First, before any formal funding sources are used for in-home
support, every effort is made to maximize informal support from families, neighbors
and friends. Without this basic approach, the system would not be able to effectively
maximize the in-home service dollar investments. The second principle maintains
that the provision of in-home services should be coordinated out of network of
neighborhood senior centers by staff who are thoroughly trained in medicare, medic-

- aid eligibility, and client assessment. The third principal is that medicaid and

medicare are the major sources of funds for in-home services and that OAA funds
should only be used as a supplement. With these three principles in operation, the
Philadelphia Corporation on Aging has been able to increase the number of clients
served from 300 per month to 1,300 per month, with no increase in funds.

In this system, OAA dollars are used only when the client is ineligible for
medicaid or medicare. The careful client assessment, informal supports. and coordi-
nation with a range of service providers through the senior center, help maintain a
link for case finding and—as much as possible—reinvolvment of the older person in
senior center and community activities.

The five hospital homebound elderly program in Chicago has a grant to test out a

_hospital linked home care program which includes elient assessment, service mobili-

zation, and the involvement in the individual care plan of other older adults
whether relatives, friends or volunteers.

The New York Community Service Society is involved in a demonstration of how
natural support systems that sustain impaired older persons in their own homes,
may be reinforced through formal efforts, such as tralmng, education regarding the
aging process, and peer group counseling. .

RESEARCH-

I think you will also be interested in a few examples of the research investment
we are making.
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Georgetown University recieved a grant to test the hgepothesis that the health
needs of the chronically ill elderly (in urban areas) can met through the inter-
vention of nurse practitioners.

The University of Michigan is studying home health care amoni1 the black elderly
to determine whether formal intervention can belp to maintain the older person at
home.

EDUCATION AND TRAINING

In the area of education and training, AoA is making a number of investments
which over the long run, should have an enormous impact on dealing with the
problems of chronic impairment and the demand for in-home services.

A title IV-E developmental grant announcement will be published shortly which
will call for the establishment of 10 multidisciplinary centers for long-term care.
These centers will focus on the area of chronic impairment by brin%ing relevant
professional schools together with a social service organization to fill the gap in
training professionals who serve the chronically impaired.

Similarly, ‘AocA will soon announce awards for geriatric fellowships which will
provide additional training for teaching physicians. These investments will, when
the multiplier takes effect, begin to address the problems of misdiagnosis and
misunderstanding of the aging process by those who provide the greatest share of
direct service. -

It is important that I also highlight the activities underway by the Health Care
Financing Administration (HCFA) and AoA, to assist States to develop programs
which are community-based and which focus on the chronically impaired. Each of
these projects is based on a set of very important principles. The first provides that
communities should have more authority and responsibility to manage a range of
services that impact on the care of the chronically impaired. Second, individual
older people-and their families should have the benefit of individual assessment of
need and some choice in the kind of care they receive. And, third, that various sets
of resources should be required to permit the community to provide a full contin-
uum of services. These efforts include: assisting the State of California to implement -
State legislation, act 998, which is a multiple site demonstration project in the
planning stages; a community project known as On-Lok Community Services, which
operates out of a community center in San Francisco; a model services access
system in Monroe County, N.Y.; a statewide access program in Arkansas; and the
Triage project in the State of Connecticut.

In-home services hold enormous promise for a solution to many of the difficult
long-term care issues. The department is making investments to test patterns and
explore organizational options which will establish a solid experience and policy
base in long-term care to guide our decisions over the next decade. It is the
experience of the projects I just mentioned which led the department and the
administration to request $30 million in fiscal year 1980 for demonstrations in
HCFA and AoA to build on these innovative developments. We plan to implement a
number of demonstrations in comprehensive care. These demonstrations will bring
together multiple sets of resources, targeted toward a wholistic, comprehensive
system of services for the chronically impaired, and include the key in-home serv-
ices. I look forward to a continuing close working relationship with the health care
financing administration (HCFA) in this effort.

In closing, I want to briefly mention the White House Conference on Aging which
will convene in 1981. Care of the chronically impaired is one of the fundamental
issues to be addressed. It is my intention to assure that all of our investments,
;Swarticularly over the next 3 years—in research, model projects, training and in

tates and area agencies—set a foundation now, for a strategy to finally overcome
the barriers to effective management of services for the chronically impaired. This
strategy, and the impetus of the White House Conference on Aging can be expected
to have an enormous effect on service, and our communities in the future..

I want to thank you for this opportunity to talk about the Administration on
Aging’s efforts in home care and services for the chronically impaired. I would be
happy to answer any questions you may have. ’

"ITEM 3. GREGORY J. AHART, MAY 21, 1979

Mr. Chairman and members of the committee, I am pleased to be here today as
your deliberations focus- on planning for the future of home care services for older
Americans. My comments are based on our proposed report to the Congress on the
conditions of older people and the need for a national information system for long-
term planning for the delivery of services to older people.
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To design and plan for the delivery of services to older persons, society, the
Congress, and the executive branch need information on (1) their well-being, (2)
what factors make a difference in their lives, and (3) the impact of services on the
well-being of older people. Currently, this information is spread piecemeal through-
out Federal, State, local, and private agencies. As a consequence, Federal agencies
have not evaluated the combined effect of these services; and, in the absence of such
information, it is difficult to assess the impact of various programs on the lives of
older people.

Based on our study of the well-being of older people in Cleveland, Ohio, we believe
it is possible to collect, measure, and evaluate information on the personal condi-
tions of and services to older people. .

We also believe that a national information system should be established for older
people. Our study shows that information from such a system can be used in
multiprogram evaluations which can:

Measure the current conditions.of older people.

Identify the current cost of helping older people.

Demonstrate the effects of help on improving the problems and conditions of older
people, and

Estimate future’costs of helping all older people in need and costs of alternative
kinds of help.

Before covering each of these points, I will give you some background information
on our Cleveland study.

WELL-BEING STATUS AND SERVICES DATA BASES

We sampled people from over 80,000 older people in Cleveland, Ohio, who were 65
years old and older and were not in institutions, such as nursing homes. We assured
ourselves that our sample was demographically representative by comparing the
characteristics of our sample to the population in Cleveland.

. In our study, 1,609 older people were interviewed by Case Western Reserve

University personnel from June through November 1975. A year later, they reinter-
viewed 1,325 of these older people.

In interviewing, we used a questionnaire containing 101 questions developed by a
multidisciplinary team at the Duke University Center on Aging and Human Devel-
opment in collaboration with the Administration on Aging, the former Social and
Rehabilitation Service, and the Health Resources Administration of HEW. The
questionnaire contains questions about an older person’s well-being status in five
?reas of functioning—social, economic, mental, physical, and activities of daily

iving.

To identify those factors that could affect the well-being of older people, we:

Developed specific definitions of 28 services being provided to older people and
dimensions for quantifying the services.

Identified the providers of the services—families and friends, health care provid-
ers, and over 100 social service agencies; and

Obtained information about the services provided to each person in our sample
and the source and intensity of these services.

We also developed an average unit cost for each service based on the cost experi-
enced of 27 Federal, State, local, and private agencies in Cleveland between October
1976 and March 1977. We compared these costs to similar costs in Chicago, 1Il1., and
Durham, N.C. We assigned the same cost to family and friend services that we
found for agencies. :

Each piece of data was collected so that it could be related to an individual in our .
sample. This included the questionnaire data, the data on the 28 services provided
by social service agencies, and the services provided by health care providers. By
relating these data to the individual, we were able to make comparative analyses of
sampled older people for over 500 different variables.

CURRENT CONDITIONS OF OLDER PEOPLE

Measurements of conditions of older people are important in an information
system. Our study shows these conditions can be measured. Further, the condition
of older people do change and they can improve.

In 1975, we measured the personal conditions—health, security, loneliness, out-
look on life—of older people in Cleveland. Over half of the sample were in the best
health, security, and loneliness conditions. The definitions of these conditions are
shown in appendix I.* However, only 24 percent of the sample were in the best
condition in outlook on life.

' See page 58.
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We also combined these conditions into an overall condition. About a third of the
sample were in the best.overall condition. At the other end of the spectrum, more
than one-fifth (21 percent) were in the worst condition.

In determining the conditions of older people, an information system should
contain data on illness and the degree these illnesses lead to many older people
having trouble doing daily tasks. As older people become more and more impaired
in their ability to do daily tasks, their probability of being institutionalized in-
creases.

Nearly all of the people in our sample had one or more illness. However, for
many the illnesses did not greatly interfere with their activities. For our analyses,
we focused on those illnesses which interfered a great deal with a person’s activities.
One of every three older people in our sample had such illnesses in 1975.

The most common illnesses that greatly interfered with activities were mental
impairment, arthritis, circulation trouble, heart trouble, and high blood pressure.
Mental impairments and arthritis each interfered a great deal with the activities of
14 percent of our sample; circulation trouble did so for 8 percent; heart trouble did
for 6 percent; and high blood pressure for 5 percent.

These illnesses, along with the “wearing out” process of aging, lead to many older
people—39 percent—having trouble doing routine daily tasks. In addition, 27 per-
cent needed help in performing one or more tasks and 12 percent could not do any
tasks even if helped. They had the most trouble doing housework (29 percent),
getting to places not within walking distance (22 percent), and going shopping (21
percent).

An information system should also have the capability of measuring change in
conditions over time. In 1976, 1 year after our first interview, we reinterviewed most
of our original sample. The overall personal condition of older people improved for
18 percent and declined for 18 percent. The most change was in the outlook on life
condition followed by security. The least change was in loneliness and health.

CURRENT COSTS OF HELPING OLDER PEOPLE

Helps provided by family and friends and Federal, State, local, and private
agencies are significant. The ability to identify the kinds and costs of these helps is
crucial and, consequently, another important element of an information system.

The helps provided are intended to either remedy a specific problem or to help
the older person cope with it. Many such problems afflict older people and more
than one kind of help may be appropriate for each problem. Further, it is not
unusual for persons to have numerous problems which must be addressed simulta-
neously. To illustrate, appendix II' contains a diagram which depicts the whole
person—conditions, related problems, and kinds of help currently being provided. It
shows that older people could receive six kinds of help:

(1) Treatment for illnesses.

(2) Compensatory help to compensate for an older person’s inability to do daily
tasks (e.g., meal preparation, homemaker, etc.).

(3) Financial help for money problems.

(4) Social-recreational help for older people with little or no social contact.

(5) Care-giving help when the older person feels there is no one to provide care if
he becomes sick or disabled, and .

(6) Developmental help (e.g.,, educational and employment services) for those
people with’little interests which' leads to a negative outlook on life.

In Cleveland, the annual cost of providing these kinds of help averaged $6,617 a
person. Various agencies provided $4,616 worth of help, and family and friends
provided the remaining $2,001. The greatest portion (47 percent) of help is financial.
The next greatest is compensatory help with daily tasks (36 percent) and then
medical (15 percent). Social-recreational help accounts for only 2 percent and care-
giving and developmental help accounts for less than 1 percent.

Comparing sources of help, the families and friends of older people provide 76
percent ($1,821 of $2,399) of the compensatory help by performing daily tasks for
them, and only about 6 percent of the financial help ($172 of $3,118)." The other
kinds are provided mostly by public and private agencies funded under Federal
programs. From the agency standpoint, 64 percent of their cost was in financial help
(32,946 of $4,616) and 21 percent in treatment of illnesses ($954 of $4,616).

The results of our work are not statistically projectible to the entire country.
However, to illustrate the information that could be obtained from a national
information system, we have made national estimates for the 21 million
noninstitutionalized older people 65 years old and older in 1975 in the Nation. I

! See page 59.
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want to make it very clear that the estimates I will be presenting were not made on
a statistical basis but were done for illustrative purposes only.

Thus, using the results of our Cleveland work, the magnitude of the national
picture could look like this—$139 billion in help is provided annually to the 21
million people who are 65 years old and older and live outside institutions. Seventy
percent of the $139 billion would be provided through Federal, State, local, and
private agencies. Most of this amount is federally funded.

EFFECTS OF HELP ON CONDITIONS OF OLDER PEOPLﬁ

The ability to determine from an information system the effects of expanded help
on conditions of older people would aid considerably in formulating and reviewing
proposed legislation. We measured the changes in the conditions and problems of
older people between 1975 and 1976 and related services to these changes. Using
this analysis, we determined that the effects of services on older people can be
measured.

To again illustrate what a national information system could show if it were
designed similar to our study, we projected the results found in Cleveland to the 21
million noninstitutionalized older people 65 years old and older. These projections
demonstrate the role that a national information system on older people can play in
major policy decisions.

A sizeable portion of the older population would benefit from expanded help. The
most benefit would be realized in their illness situation—about 9.2 percent of our
sample (1.9 million people nationwide) would have been in a better situation in 1976
if they had been treated for all their illnesses that interfered a great deal with their
activities. The second most benefit would be realized in dealing with the security
&raoblems, with 5.6 percent of the sample (1.2 million people nationwide) being in a

tter situation. Also, about 4.9 pecent of the sample (1 million people nationwide)
would have a better outlook on life with developmental help.

FUTURE COSTS OF HELPING OLDER PEOPLE

Better decisions can be made if costs of services can be projected. An information
system should have this potential. .

Projections of future costs of expanded help to benefit older people are possible.
To demonstrate the effects of help over 20 years, we projected the conditions and
problems of the 65- to 69-year-old age group for the next 20 years. For example, our
projections show 11 percent more of the 65 to 69 age group would be experiencing a
better illness situation in 1980 if they had received expanded help. Fourteen percent
more would be experiencing a better condition in 1985, 14 percent more in 1990, and
12 percent more in 1995.

Our projected costs to provide expanded help would be reduced considerably in
the long run because expanded help leads to better conditions and less need for help
in the future. Our illustrative projections nationwide for the 65 to 69 age group over
the next 20 years show that if medical treatment were expanded to all in need, total
medical costs over the 20 years would be slightly decreased from $4.5 billion to $4.3
billion. Also, the cost of compensatory help would be reduced significantly due to
the effects of expanded medical treatment from $12.6 billion to $11.4 billion. In
total, a reduction of about $1.4 billion results—$1.2 billion in compensatory help and
8.2 billion in medical treatment—from the impact of preventive medical treatment
earlier in life. . .

The Congress needs alternatives to choose from. A national information system
could provide projections of the number of older people benefiting from various
kinds of help out of the total number of people receiving these helps. Additionally,
estimates could be made of the costs of alternative kinds of help.

For example, older people have a better chance of benefiting from some kinds of
help than others. One of every two people receiving expanded medical treatment
would be in a better illness situation and 1 of every 12 who received expanded
financial help would have better feelings about the adequacy of their money.

A cost to have one person benefit can be derived from comparing the number of
older people who would be in a measurably better condition or situation because of
help to the number receiving expanded help. The average cost per person receiving
help is $574 for medical treatment and $1,442 for financial help. For one person to
be in a better illness situation because of expanded medical help, however, about
two people have to receive this help or a cost of $1,191 per person benefiting.

RELEASE OF OUR DATA BASE

Considerable interest exists in our study. We discussed our methodology with
numerous experts in the field of mathematics, systems analysis, operations re-
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search, and gerontology. We condicted several seminars and a national symposium
with a variety of researchers, methodologists, statisticians, and HEW officials in the
field of aging. Our own consultants in the areas of statistics, operations research,
and gerontology advised us and reviewed our methodology in minute detail. The
consensus of all involved was that we developed a sound methodology.

In addition, the staff of the Subcommittee on Human Services, House Select
Committee on Aging, has expressed interest in using data from our study for their
human service model which is under development. Further, at the request of the
Administration on Aging, we plan to provide it with the details of our methodology
along with our data base, for distribution to researchers, planners, and administra-
tors in the field of aging.

We believe that the information contained in our data base will be useful to
researchers, planners, service providers, and policymakers. However, this data base
will have to be expanded and updated to be useful in the future for long-term
planning. Therefore, we are recommending to the Administration on Aging that a
national information system be developed based on our methodology and data base.
Information for this system should be gathered periodically on a national sample of
older people stratified to permit estimates for planning at the State and area agency
on aging level.

Our draft report on our Cleveland study is in final processing and we expect to
issue our report in June 1979,

Mr. Chairman, that concludes our statement. We will be happy to answer any
questions that you or the other committee members may have.




APPENDIX 1.—CONDITIONS

Health *
Overall

Level of Ability to do QOutlook personal

condition liness daily tasks Overall Security Lonefiness on life condition

(-1 S No illness that interferes ~ Can do all 13 daily tasks  In best category for both ~ Worries hardly ever...... Feels lonely almost Does not feel useless and  *In best category for all
a great deal with without help. illness condition and never. finds life exciting. 4 conditions or
activities. ability to do daily tasks. Best for 3 and marginal

for the other.

Marginal .......cccoocnee. One iflness that interferes  Can do afl 13 daily tasks  *In best category for Worries fairly often ...... Feels lonely some- ! Finds life exciting but Y marginal category for
a great deal with but only with help in one iflness condition or ability times. feels useless or 2 or more conditions and
activities. or more. to do daily tasks and mar- 2Does not feel useless best for other(s) or

ginal in other or but finds life dull 2In worst category for
2|n marginal catego or routine. only one condition.
for both. '

Two or more illnesses Can't do at least one task  In worst category for Worries very often ... Feels lonely quite Feels useless and finds *In worst category for 2
that interfere a great even with help. either illness condition often. life routine or dull. or more conditions.
deal with activities. or i:ility to do daily

. tasks.

1Daily tasks include preparing meals, bathing, walking, shopping, eating, etc. Details on these daily tasks are described in our prior report on pages 57-60 of appendix IV.
2To be more descriptive in chapter 3, we showed separately the effects of expanded help on illnesses and ability to do daily tasks.

8¢
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FINANCIAL
TREATMENT HELP
ILLNESSES MONEY -
_ PRUBLEMS
COMPENSATORY
HELP
CAN'T DO
DAILY TASKS CAREGIVING
HELP

I
CAREGIVER

NO INTEREST
IN LIFE

ﬁ P! I XONELINESS 4

— 1ITTLE

DEVELOPMENTAL SOCIAL
HELP - CONTACT
SOCIAL --

RECREATIONAL
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Appendix 2

LETTER AND ENCLOSURE FROM JOSEPH A. CALIFANO, JR.,
SECRETARY, DEPARTMENT OF HEALTH, EDUCATION, AND
WELFARE, DATED APRIL 16, 1979 :

HoN. FRANK CHURCH,
Chairman, Senate Special Committee on Aging, House of Representatives,
Washington, D.C. .

Dear MR. CHAIRMAN: Enclosed is HEW'’s final report on home health and other
in-home services under titles XVIII (medicare), XIX (Medicaid), and XX (social
services) of the Social Security Act. This study was requested by section 18 of Public
Law 95-142, the Medicare and Medicaid Anti-Fraud and Abuse Act of 1977. This
provision requested that the Secretary of Health, Education, and Welfare submit a
report ‘‘analyzing, evaluating, and making recommendations with respect to all
aspects . . . of the delivery of home health and other in-home services authorized to
be provided under titles XVIIL,-XIX, and XX of the Social Security Act.” The cost of
the report was $62,630.50.

Specific aspects of the programs and their administration that HEW was asked to
examine were:

Scope and definition of services.

Eligibility criteria. .

Standards for certification, licensure, and accreditation.

Utilization Control.

Quality Assurance.

Reimbursement methods.

Prevention of fraud and abuse; and

Coordination among programs.

The report addresses these issues and makes some recommendations to improve
the administration of home health services and to protect such services against
fraud and abuse. No legislative récommendations are made at this time because of
budgetary restraints and the need for more knowledge and experience before pro-
posing programmatic changes.

Sincerely,
JosePH A. CALIFANO, Jr.

Enclosure. )
(60)
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JHOME HEALTH SERVICES UNDER TITLES XVIII, XIX, AND XX !

Report to the Congress Pursuant to P.L. 95-142

Department of Health, Education, and Welfare -

April 1979

SUMMARY

In the Medicare-Medicaid Aanti-~Fraud and Abuse Amendments of 1977, the Corngress
required the Department of Health, Education and Welfare to prepare this report
analyzing, evaluating and making recommendations with respect to the delivery of
home health and other in-home services provided under Titles XVIII (Medicare),
XIX (Medicaid), and XX (Social Services) of the Social Security Act. Home
health services under each of the three programs have been provided in accor-
dance with the overall legislative purpose of each program. Under Medicare,
those services may be provided as part of the overall hea.th insurance program
for the elderly and disabled; Medicaid may cover such services as components of
health care services for low income persons; Title XX may support home care as a
social service for low income persons and other eligibles. The report provides
an analysis of the different legislative mandates, scope and definition of
services, eligibility criteria, standards for certification, licensure and
accreditation, and reimbursement methods under Titles XVIII, XIX, and XX.

The Department makes no legislative recommendations in this report primarily
because of budget constraints. In addition serious questions, which are raised
in this report, must be resolved before final recommendations can be made in
this area, including:

o What is the-best way to ensure types of beneficiaries, e.g., the aged, low
income, the disabled, have adequate access to in-home services?

o How can we design a program for in-home services that does not encourage a
. large shift in financing and initiative fram the private to the public
sector? -

In order to analyze these and other questions, the Department pians to
m!dertake, in FY 1980, a major research effort in the in-home services.

50-227 0 - 79 - 5
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INTRODUCTION \

Congress included as part of Public Law 95-142, the Medicare and Medicaid Anci |
Fraud and Abuse Amendments of 1977, the requirement that the Department review

its programs for home health services, assess current status and problems of

home-delivered services, and propose changes in directions and programs. This

' mandate 1s a broad one, covering nearly all aspects of home health and other
in-home services: T

Coordination among programs

Scope and definition of services

Eligibility criteria

Standards for certification, licemsure and accreditation
Utilization control

Reimbursement methods and controls

Prevention of fraud and abuse

Controls over supply.

The Department welcomes the opportunity to review its programs of home

health services. Given the opposing goals of controlling expenditures while
increasing availability of services, we have chosen a middle-ground solution:

to improve service quality and to increase efficiency and economy in our
methods of providing and paying for these services. Current budget coastraints,
in addition to our other concerms, prevent us froo recommending statutory
changes at this time.

Home health and other in-home services are part of a larger picture:
they form part of the health care system; they form part of a system

of long term care services; they form part of a social SuUpport system.
Many issues in home care are broader than the boundaries of specific
programs. Bospice programs, an important type of home care, 1s not
covered in this report because it involves unique services and concerms.
The legislative mandate to which this report responds clearly spells
out the specific areas to be addressed in existing programs and

issues specific to home care. This report' limits its scope to these

matters and,does not address the broader issues of long~term care and
bealth care in general.

The mandate for this report instrycted the Department to assess “howe health
and other in-home services™ under the three programs. In the absence of
specific delineation of those terms, they are fairly loosely coustrued for
the purpose of this report. We have -defined "home health services”™ to oean
roughly those types of services described in Medicare and Medicaid law and
regulation. They include an array of services, such as professional nursiag
care, physical, occupational or speech therapy, medical social services,.
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howe health aide services, and medical supplies arnd equipment. These services
are delivered singly or in combination to aid in recovery from an acute
episode, or to maintain or improve health status. These services azre of such

8 nature that they must be provided by an agency organized primarily to provide
health care in accordance with certain snndards_.

Ve believe that the term “other in-home services™ was included in Section 18
to encompass the broad variety of health-related and social/environmental
services that can be rendered in the home under the Title XX social services
program. These services would include home health services that may be
reimbursed provided they are integral but subordinate to the package

of social secvices, as well as the home-maker, chore, and other s:l.ni.laz
services, vhich are defined differently by the various states.
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PART I. IN-HOME SERVICES UNDER MEDICARE, MEDICAID, AND THE
SOCIAL SERVICES PROGRAMS -

Home health and other in-home services benefits are provided through Title
XVIII (Medicare), Title XIX (Medicaid) and Title XX (Social Services) of the
Social Security Act. Such services are provided within the context of each
program -~ as health benefits for the elderly and disabled under Medicare; health
services for low-income persons under Medicaid; and social services for low-
income persons and other eligibles under Title XX. Ia FY 1977, these programs
spent a combined total of $1 billion ($458 million for Medicare, $179 million
in federal and state funds for Medicaid, and $445 million for Title XX) for in-~
home care. In FY 1977, in-home services were used by 530,000 Medicare benefi-
ciaries, 208,000 Medicaid beneficlaries, and 1,634,000 Title XX beneficiaries.
In addition, a large but undetermined amount of home care is paid for privately
by individuals, private insurers, and philanthropic programs.

Each of the three Social Security Act programs described below presents different
kinds of restrictions on the availability and utilization of in-home services.

A, Medicare (Title XVIIT of the Social Security Act)

_Medicare {s a nationwide health insurance plan for people aged 65 and over,

for persons eligible for social security disability payments for over two years,

and for certain workers and their dependents who need kidney transplantation

or dialysis. Health insurance protection is available to insured pzrsons without
regard to income. The program was enacted July 30, 1965, as Title XVIII--Health

Insurance for the Aged-—of the Social Security Act and became effective on

July 1, 1966.

The Medicare program consists of two separate, but coordinated parts: hospital
insurance (Part A) and supplementary medical insurance (Part B). Part A pays,
after various cost sharing requirements are met, for hospital and skilled
nursing facility care and services by home health agencies following a period of
hospitalization. Part B covers physician services, home health care (up to

100 visits), medical and other health services, outpatient hospital services,
and laboratory, pathology and radiologic services. Participationm in Part B

of Medicare is voluatary and any individual over 65 may elect to emnroll. About
95 percent of those eligible for Part A elect to enroll in Part B.

1. Eligibility for Medicare Home Health Services
In order to receive home health care under Medicare, a Medicare beneficiary
must be confined to his or her residence (homebound), have the services pre-
seribed by a physician and be under the care of a physician, and need part-
time or intermittent skilled nursing service and/or physical or speech therapy.

In addition, eligibility for Part A home health benefits requires that the
beneficiary must have been in a hospital for at least three consecutive days
prior to entry into home care. The care to be provided must be for an 1ll-
ness for which the person received services as a bed patient in the hospital
and a plan of care must be established within 14 days after discharge from
the hospital or skilled nursing facility.
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Under Part A, a person's coverage is limited to 100 home care visits a year
after the start of one apell of {llness and before the beginning of a new .
spell of illness in the year following the last discharge from hospitaliza*
tion. . -

Under Part B, the Medicare beneficiary dust be homebound and require skilled
nursing services, but there {s no prior hospitalization requirement. For Part
B, a beneficiary {s limited to 100 home care visits in any one calendar year.

Home Health Benefits Under Medfcare

The Hedicare home health care benefits are, by law, oriented toward the need

for skilled-care. They were not desizped to provide coverage for care related

to helping with activities of daily living unless the patient required skilled

oursiag care or physical or speech therapy. Home health services, as defined

by Title XVIII of the Social Security Act, include: *

e Part-time or intermittent nursing care provided by or under the
supervision of a registered professional nurse;

e Physical, occupational, or speech therapy;
e Medical social services under the direction of a physician;

e Part=time or intermittent services of a home health aide to the
extent permitted in regulations;

e Medical supplies (other than drugs and medications including serums
and vaccines) and the use of durable medical equipment; and

* Medtcal services provided by an intern or resident-in-training under
the teaching program of a hospital which is aff{liated or under
common control with a home health agency.

The statute specifies .that.these services can be covered if furanished by a
home health agency to individuals under the care of a physiclan, or bv others
under arrangements with them made by such agency under a plan established

and periodically reviewed by a physician. These services are %o be provided
generally on a visiting basis in the individual's home. Under certain cir~
cumstances these services can be provided also on an outpatient basis at a
hospital, skilled nursing facility, or a rehabilitation center.

Medicare Home Health Providers

Medicare lioits the provision of home health services to organizations certi-
fied as Home Health Agencies (HHis). ‘Participating HHAs must provide skilled
nursing and at least ome other home health service. Home Health Agenciles nmust
meet all federal, state and local licensure and certification tequirenents.
Proprietary agencies may participate only if they are licensed by the state.
At present, twenty states have licensure laws for home health agencies, 16 of
which allow proprietary agencies. Only 126 of 2,612 HHAs participatiag in
Hedicare are proprietary agencies; the majority are visiting nurse assoctaziaens
or pudlic health departments. However, the limitation on the participacion of
proprietary agencies has sometimes been circumvented through the formation of
private not-for-profit corporations and through subcontracting arrangements.
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Medicare pays for services provided by an HHA on the basis of the lesser of
ics reasonable costs or charges. Reasonable coat'is defined as “the cost
actually incurred, excluding therefore any...cost. found to be unnecessary

in the efficient delivery of needed health services...”

4, Utilization of Home Health Services Under Medicare
In FY 1977, 530,000 Medicare beneficlaries used in~home services resulting
i{n expenditures of $458 million. Howe health expenditures under Medicare
have been consistently increasing. In FY 1974, $100 millfon was spent on
home health compared to $298 million in FY 1976 .and $724 million projected
for FY 1979. 1In 1974, only 393,000 Medicare beneficiaries used home health
benefits compared to over 530,000 today. (See also Appendix 1.)

Of the beneficiaries utilizing home health benefits in 1975, 10.4 percent
received visits under both parts A and B while 61.7 percent used Part A
benefits only and 27.9 percent used Part B.visits only. Beneficiaries
using both Part A and B benefits used an average of 55.5 visits per year
compared to 17.8 visits annually for Part A only beneficilaries and 17.2
visits annually for Part B only beneficiaries. These data suggest that
those persons using both Parts A and B benefits are the most in need of
such services because although this group represents only 10 percent of
the beneficiaries, they receive about 25 percent of the total number of
visits.

Use of home health services under Medicare related to age shows a fairly
even distribution among home health beneficiaries. In FY 1975, the 65-70
age group had 101,700 home health beneficiaries receiving 2137 visits
compared to 109,700 beneficiaries in the 70-79 age group using 2,356 visits
and 97,200 beneficiaries in the 80-84 age group using 2,076 visits. All
age groups average about 21 visits per home health beneficiary.

Utilizatton of home health services varies geographically. Over one third
of all beneficiarifes using home health services reside in the northeast.
However, the beneficiaries in the South received the most visits annually
and had the highest total charges per person.

B. Medicaid (Title XIX of the Soclal Security act)

Medicaid, Title XIX of the Social Security Act, is the majbr vehicle for
financing health care services for low-income people. It was enacted in 1965
for the purpose of enabling states to furnish the aged, blind, and disabled

and families with dependent children whose income and resources were insuf-
ficient to meet the costs of necessary medical services with medical assistance
and rehabilitation. Medicaid programs have been implemented in 49 states, the
District of Columbia, Guam, Puerto Rico, the Virgin Islands, and the Mariana
Islands, Only the State of Arizona has not implemented a program.

Medicaid is state administered under federal regulations. Program costs are
shared by the states and federal government with the federal share ranging from
50 percent in states with high per capita incomes to 78 percent in Mississippt,
the ‘state with the lowest per capita income. Subject to federal legislation and
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*

regulations, states have broad discretion. in establishing eligibility criteria,
benefit packages, and reimbursement rates.

States sust provide Medicaid coverage to all people receiving AFDC and, with
certain exceptions, to beneficiaries of Supplemental Security Income (SSI), the
federalized blind, disabled, and aged welfare program. Income~related eligibil-
ity criteria are determined by the states. States may, at their option, extend

" coverage to the “medically needy.” These are persons or families who meet the SSI
or AFDC eligibilficy criteria (e.g., aged, disabled, etc.) but whose incomes are
slighcly above welfare levels. States establish the income eligibility standards
for the medically needy, which may not exceed 133-1/3 percent of the state AFDC
payment standard. States alsc have the option of covering other categories,
including: families headed by an unemployed male; children who are financially
eligible, but not in a federal welfare category; spouses who are “essential”™ to
the well-being of an SSI recipient; and persons eligible for, but who voluntarily
elect to decline, AFDC or SSI cash payments.

Medicaid plays a significant role in assisting its sister program, Medicare, in
providing health insurance for the aged poor. Approximately 3.9 million aged,
16.9 percent of Medicare beneficilaries, are also covered by Medicaid. For these
people, in most cases, Medicaid both pays the Medicare Part B premiums, coinsur-
ance and deductibles and provides more extensive benefits than are available
under Medicare. Most notably Medicaid provides the aged poor with drugs and
long term care services, especially institutional care.

In their Medicaid benefit packages, states must cover hospital, physician, skilled
nursing facilicy, family planning, home health, laboratory, and x-ray services.
They must also,cover early and periodic screening, diagnosis, and treatment (EPSDT)
of children under 21, and rural clinic services. - They have the option of covering
other services such as outpatient prescription drugs, dental services, eyeglasses,
 {ntermediate care facilities, prosthetic devices and .care for patients over 65 in
tuberculosis or mental iastitutions. If a state's program includes the medically
needy, it must provide that group with either the basic required services or seven
of the seventeen optional services authorized for matching funds under Medicaid.

1. Eligibility for Medicaid Home Health Services
States are required to provide home health coverage to any Hedicaid beneficiary
who s covered for skilled nursing facility care under Medicaid. By statute,
states must provide skilled nursing facility bepefits to adult Medicaid benefi-
ciaires (any individual over 21 years of age)., Coverage of skilled nursing
facility benefits for {ndividuals under 21 is at state option. Since eligibil-~
ity for home health services is tied to eligibility for SNF services, Medicaid
beneficiaries under 21 are covered for home health benefits only if their
state has opted to cover them for SNF care. All categorically needy Medicald
beneficlaries over 21 ave covered for both home health and SNF benefits.

Unlike Medicare, Medicaid does not require a patient to be home bound or in

need of skilled care to be eligible for home health services. However, a
physician must certify that the patient.needs home health services.
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Home Health Benefits Under Medicatd

Medicaild, from its enactment in 1965 to 1970, specified "home health ser-
vices” in its list of services to be provided at scate option. However,
definitions, criteria, and requirements were oot included. The 1967 apend=-
ments to the Social Security Act mandated home health services effective
July 1, 1970. New regulations clarifying the Medicald bemefits and eligi-
bility were published on November 18, 1976 to clear up the confusion over
eligibility and benefits by requiring the states to meet certain basic
criteria. Under these regulations, states must:

e Provide coverage of nursing, medical supplies, equipment and
appliances, and home health aide services to Medicaid home health
beneficiaries.

e Allow an RN to provide covered services where no organized home
health agency exists (LPNs are now excluded).

o Permit medical rehabilitation centers to provide therapy services
(1f they meet the standards as written in the regulations).

e Require all agencies to meet Medicare standards of certification or
be eligible to meet them.

e Define nursing according to each state's Nurse Practice Act,
¢ Provide home health services for:

- all categorically needy individuals over 21 years of age,

= individuals under 21 years of age if the state plan covers
such individuals for SNF services, and )

= all corresponding groups of medically needy individuals to
whom SNF services are available. Elfgibility shall not
depend upon need for or discharge from institutional care.

] Petmit-coverage of home health services in an ICF {f the ICF is not
required to provide such services (such as RN services during a shore,
acute illness to avold the need to transfer patients).

In addition to the required nursing, medical supply, equipment and home
health services, a state has the option of providing coverage for physical,
occupational, and speech therapies, medical social services, and personal
care services. All services must be authorized by a physician and supervised
by a professional nurse.

However, although home health benefits are mandatory, states have the discre-
tion to place limits on the amount, durationm, and scope of home health
benefits. Thus, several states place limits on the number of covered home
health visits, ‘Some of the variations resulting from state discretion include:

e Number of allowable visics;
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o Comprebensiveness of services
= whether therapy is included and which theraples are provided;

o WUhether home health aide services are available locally;
e Restrictions on provision of supplies, equipment and appliances;

e Restrictions imposed by states countrary to the intent of Medicaid

regulations
~ “skilled” care requirement
- “homebound™ requir R .

~ different scope of services for. Medicare “buy-in" patients
from those services available to others;

e Prior authorization of services
- restrictive criteria; and

¢ Beimbursement—deviations in amount of payment from Medicare
~ agencies refusing Medicaid paywents or patients
~ agencies having quotas for Medicaid patients.

Personal Care Services Under Hedh:x.ud

Personal care services are an optional benefit under Medicaid. Nine states
cover personal care services: District of Columbia, Massachusatts, Minnesota,
Montana, Nebraska, Nevada, Nev York, Oklahoma, and Wisconsin. Personal care

services include health related supportive services, such as assistance with
household maintenance and activities of daily living. Personal care services
are provided in a beneficlary's home by an individual who is qualified to
provide such services, but is not a member of the family. The services are
to be prescribed by a physician in accordance with a plan of treatment and

-supervised by a registered nurse. Many of the disabled receive attendant

care services under the personal care bemefit in the nine srates that have
elected such coverage.
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Medicaid Home Health Providers

Medicaid requirements for, participating HHAs are the same as for Medicare.
However, Medicaid also permits states to provide personal care services
from individuals not employed by an HEA.

Payment rates for home health services under Medicaid in some states are
inadequate to attract sufficient provider participation. Reimbursement
methods and rates for home health services, as for physician services,
are left to the state's discretion. 1In contrast, SNF3 and ICFs

must be reimbursed on a cost-related basis which HEW must first approve.
Some states attempt Co contain program costs by keeping these rates low.

Medicaid Utilization of In-home Services

In the last ten years, total Medicaild expenditures, and total Medicaid pay~
ments for LTC services (primarily consisting of nursing home and home
health care) have risen roughly five fold. During this same time span,
Medicaid expenditures for home health have increased 25 fold. Even with
this huge increase, however, Medicaid in-home benefits still only amount

to about one percent of total Medicaid expenditures.

In 1977, Medicaid spent over $179 million on home health for its 261,331
beneficiaries. Approximately 80 percent of all expenditures and 70 percent
of all recipients are accounted for by the aged and disabled beneficiary
groups.

On a state-by—state basis, Medicaid home health benefits constitute about .1
to .5 percent of total state Medicaid expenditures for most states. The
greatest deviation is New York, which spends 4.4 percent of its total on
home health. New York is also responsible for 63 percent of all home health
recipients and 80 percent of all national Medicaid home health payments.

Appendix 1 of this report summarizes current data concerning the utilization
of home health services under Medicaid.

Federal-State Social Service Programs (Title XX of the Social Security Act)

In January, 1974, the U.S. Congress passed Title XX, "Grant to States for
Services,” with implementation scheduled for October 1, 1975. The legislative
goal of Title XX was to enable states to make available services for:

10
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o Self support;
; Self-sufficiency;

e Protection of children and vulnerable adults. fron abuse, neglect, or
or exploitation, and strengthening family 1ife;

e Prevention or reduction of inappropriate institutional care by providing
for commnity—-based care, home-based care, or other forms of less inten-
sive care; or

e Appropriate institutional placement and services when in a person's best
interest. :

Title XX 1s a grant-in-aid program that allows the states a large degree of
discretion in providing a range of social services to their populations. A
permanent ceiling of $2.5 billioh annually 1s curreatly imposed (although

this was raised to $2.9 billion for FY 1979 only); these funds are distributed
to the states on the basis of their populations. The states are required to
provide 25 percent matching and required to publish, in an annual plan, a
description of the services they will provide, to whom, and by what methods.

1. Eligibility for Title XX Home Health Services’

. Individuals are eligible for Title XX services if they are eligible
for cash assistance, have a low i , Or are” bers of certain
designated groups. Fees for Title XX services are mandatory for
families whose monthly gross income exceeds 80 percent of the rtate's
qedian income for a family of four adjusted for family size. Fees are
at state option for tamilies witn incomes below the ¥U percent level,

2. In-home Benefits Under Title XX . .

Services vary widely from state to state with eligibility and ewphasis depen-
dent primarily on decisions made within the state under an open planning
process. This needs assessment and planning process gives concerned individ-
uvals and organizations a chance to help identify needs, establish priorities,
suggest service providers, and assist to coordipate resources to build a
systematic services delivery network that responds to the social services
needs of local communities.

Local government representatives, interested organizations and concerned
citizens can help to decide what services should be offered. At least
three services must be made available for SSI recipfents and at least ome
must be directed toward each of the five Title XX goals. Information and
referral, family planning, and services directed toward the goal of protec-
tion may be offered without regard to income.

A variety of home-based services—including homemaker, choreworker,
home monagement, personal care, consumer education, and financial
counselling services--can be provided under a state's Title XX
program. Covered services vary from state to state. It is
difficult to present a concise description of in-home services
delivered under Title XX. However, certain gencralities may be
noted and patterns observed from one state to another.

11
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The following four services are particularly relevant to helping maintain
individuals {n their own homes:

Home Health Aide Services - are medically related home care activi-
ties similar to those provided by nursing -aides in hospitals. Such
activities include maintaining ao individual's health by assisting

hin or her in carrying out physicians' instructions. These

services may be provided under Title XX only if they are an essential

but subordinate service provided -as part of a social service.

Homemaker Services — are described as gemeral household activities
(meal preparation, child care, and routine household care) provided
by a trained homemaker when the individual who usually performs
activities is temporarily absent or unable to adequately manage the
home and care for the personal needs of others.

Chore Services - are most often described as homwe maintenance activi-
ties {repairs, yard.work, shopping, house cleaning) performed by an
untrained person for individuals unable to do such chores themselves.
Personal care activities are often included.

Howe Management Services - are described as formal or informal
instruction and training fin home maintenance, meal preparationm,
budget management, child care, and coasumer education.

Home Health Providers Under Title XX

There are no federal standards for participation as home health providers
under Title XX and, in fact, states may contract with private individuals
to provide in-home services.

States provide in-home services in the following ways:

e Direct provision——individuals employed by state or local

Title XX agency.

Purchase-of-service through contractual arrangemeant with public
or private (voluntary, non-profit, or proprietary) agencles.
(States vary between state-administered and state-supervised
programs. In some cases the local Title XX agency contracts

"directly with the provider agency.)

Independent provider—service provided by individual who is not
affilfated with an agency—may be self-employed or considered
under employment to the service recipient.

Since states have wide latitude within federal regulations in defining

services and establishing regulations for the program, those regulations
vary substantially from state to state. Only 12 states responding to a
recent HEW survey reported having a licensing requirement for providers

under Title XX.
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4. la-home Services Utilization Under Title XX
In 1976, over 1 million individuals received in-home services under Title XX
programs. Over 90 percent of all Title XX beneficiarfes are adults who
gain access to these services as an SSI or AFDC recipient or by being
income eligible. Chore, homeamaker, and protective services represeat 70
percent of both total recipients and expenditures. Approximately 56 percent
of these Title XX services are made available through direct proviston; 1l
percent are purchased from public sources and 33 -percent from private
providers. )

Most states spend a substantial portion of their totali Title XX budgets on
these services. For example, California spends 62 percent of its Title XX
monies for this purpose. Many other states spend between 40 and 60 percent,
and most all states spend at least 10 percent of their total. Thus, Title XX
now plays an important role in the provision of in-home services.
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PART II1. LEGISLATIVE AND ADMINISTRATIVE PROBLEMS
IN COORDINATING HOME CARE PROGRAMS

This section briefly discusses some of the reasons for the lack of
consistency and coordination among the home care programs, and some
of the problems involved in attempting to modify the programs.

A. Legislative Mandates

The reasons for service fragmentation are usually laid at the door of the
bureaucracy in charge of operating the programs but the difficulty begins
earlier. Our public programs of health care, social services, and income
maintenance have developed as separate categorical programs, directed toward
many disparate constituencies by legislative and interest groups with different
approaches and objectives.

The ma jor programs being considered in this report——Medicare, Medicaid, and
Social Services--emanate from what is technically one pilece of legislation,

the Social Security Act. However, each major part of it has been enacted at
different times, for different basic purposes. Medicare is a medical insurance
program for the aged; Medicaid is a health program for the poor; the Title XX
Social Service programs served AFDC and SSI reciplents and other low—income
persons at the discretion of the states. In addition, physicians provide or
prescribe services under Medicare and Medicaid while social services professionals
provide services under Title XX.

B. Programmatic Differences

The programs were enacted for different purposes, and, prior to last
year's reorganization which joined Medicare and Medicaid under HCFA,
each of the three programs was administered by a different agency:
Medicare in the Social Security Administration; Medicaid by the Social
and Rehabilitation Service, and Social Services (Title XX) by another
arm of the Social and Rehabilitation Service. The result has established
the following program characteristics:

e The programs have overlapping constituencies;

‘e Service definitions and the range and duration of services covered
vary substantially from program to program;

e Distinctions have been made betwecen "health" service and "social”

setvice programs which may reinforce fragmentation of services to

population groups nceding a range of service;

e Regulations governing providers vary from program to program;

14
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TABLE 1; IN-HOME SERVICES PROVIDED UNDER MEDICARE, MEDICAID, AND TITLE XX _

TIILE

sVITL

3£

Restrictions on In-liome Care

need skilled care
restorative, not maintensnce
horebound

under physician's care

3-dsy prior hospital (Part A)
100-visits each (Part A & 8)

D

« eligible for skilled nursing
facility
- under physician's care

- as specified in an spproved
Title XX social service plan
- health care only to be
providdd as an ‘essential
but subordinate element of
social services

Services Availadble

skilled nursing

therapy (physical, speech,
accupational

home health aide

medical social services

medical supplias and appliances

8s datermined by state planss

- home nursing

« therapy

= home health afdes

- medical suppiies, equipment,
and appliances

= personal care

as determined by state plans:

- homemaker services

- chore scrvices

« housekecping services
- personal care

- home managernent

~ gttendant care

« home health aide

Providers

certified home health

agencies, 8.9,
ospital based agencies
public heaith departments
voluntary agencies
private not-for-profit
agencies

propriatary agencies

- certif{ed home health
agencfes (same as Title
Wit

- individual providers

(rhysiclans. nurses,

therapists, attendants)

- public 2fid departments
- voluntary agencies

- proprietary agencies

« private Individuals

EVigibility Requirements

3ge 65 or older, disabled,
End Stage Renal Disaase
patients

211 Title XIX categorically
noedy: Aged, blind, dis-
abled, AFOC fn 211 states

- 211 indfviduals under 21 in

states that include this

group in SHF program

- {ncoma maintcnance status
- {ncome eligibles
- group eligibles

Adninfstration

Federal with Fiscal Agents

Statsor Fiscal Agents

- State

Total Program Costs:
{in nillions) FY'76
FY'77

$16,600
20,800 (100% Federal},

$14,200
16,300 (50-78% Federal)

$2,500 ($2,900 in FY '79
(75% Federal)

In-Home Costs:

(fn millions) FY'76 $287 $132 {n.Y, State; $107 $284 (Californfa: § 81
FY'7? 457 179 {N.Y. State: 146 360 {Californfa: 112
Percent of Total Dollars
Sgent on liome flealth Care 2% 1% 102
Estimated Nutb f
$iizated Mutber of Clents 535,000 . 205,000 (78,000 NJ¥. State)

1.680.000

SL
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e Relmbursement methods are different for each program; and

e Federal, state, and local relationships are different for each program.

1. Changing Payment Sources

When consumers need services over a relatively long period, they sometimes

must shift from one provider and funding source to another, with possible
interruptions of service that are unrelated to need. Such shifts, even if only
one provider is involved, may constitute considerable hazard to the client and
administrative expense for verification of eligibility, recertification of
eligibiliey, billing proccdures, etc. One agency with a substantial long teem
casceload reports 28 shifts in payment sources for one individual.

Such shifts among payment sources highlight an interesting problem that, though
not well-documented, occurs with some frequency. It happens not only because

the status and conditions of people change, for there is considerable evidence
that the various programs do indeed serve the same population groups. It happens

also because state and local governments shift services and populations among
“pots” of money in ways that seem most advantageous to them——either their

matching 1s higher from the federal government, or they can purchase the service

more cheaply due to less strict standards, or there is more money in one pot

than in another. '

The case of one home health agency is illustrative. In one particular year,
the amount of reimbursement it received from Medicald funds dropped from
nearly three-quarters of a million dollars to a few thousand dollars while
at the same time its payments from Title XX and local social service funds
rose by a similar magnitude.

2. Service Définitions

Varying perceptions of home health services, of the components which should
or should not be included in the range within the collective title, Jiffer-
ences in the definitions of those components and their application--and
efforts to define and divide the services by assigning them in

accordance with a presumed “héalth” relatedness or "social” relatedness--
have affected both their development and their appropriace use. The cont
and variations among definitions have impeded efforts to develap and ccordlﬁltu
services within communities which might effectively provide the comprchensive-
ness and continuity so frequently stressed as the desired objcuzive in a
service system.

16 .
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"Medical” Definitions R

The {nfluence of Medicare on the provision of home health services has
been considerable. Because Medicare is a health insurance program, the
dichotomy has been reinforced between services perceived as medical and
those perceived as social, in the public sector's funding of programs.
The private sector, which is not bound by these narrow definitfons, has
continued to provide a wide range of services to those who purchase
their own care.

The conditioning of providers with respect to Medicare contributed to

the growth of providers of short term, acute care rather than encouraging
development of providers organized to serve clients with diverse service
needs.

Medicaid has followed essentially the same pattern in providing home
health services, although there is more chance to provide "social”
services should the states desire to do so; there is provision for
“personal care service in the home,” which nine states use, though
the primary users.are New York and Oklahoma. However, instead of
encouraging provision of comprehensive and coordinated services,
these two aspects of Medicaid are used totally separately, or else '
they substitute for one another. For example, Oklahoma has a large
personal care program with no home health program.

This program, .which seemed at first to bridge the gap, also fails to
mesh with the "social” services provided under Title XX. Instead of
being complementary, they are used generally on an either/or basis
by those states which use the personal care service.

"Social™ Definitions

Although Title XX supports several in-home services to its clients,

it does not define any of them. States are free to use their allotted
funds and define in-home services as they wish. Medical or health
services are not included in the range of care financed by the Title

XX program unless they are a minor and subsidiary aspect of the “socfal”
service.

Definitions, particularly of paraprofessional workers and functions,
can be particularly troublesome. For examplé, the definitions of
homemakers and chore workers under Title XX vary among states, and
include performance of functions ranging from “attendant™ or "sitter”
care to household maintenance, and even to such questionable activities
(for untrained personnel) as personal care i{ncluding bowel and bladder
care.

17

50-227 0~ 79 - 6




3. Caps and Duplicaction

Because of the different basic purposes of Medicare, Medicaid, and Title XX,
there may be overlap in the provision of home health services. For the consumer
with multiple problems and multiple needs, there may be duplication -- with

two or even three paraprofessionals going into the same home; several different
providers could be serving the same client, causing both congestion and

complex computation in rates of pay.

A recent case history found four different providers or agencies serving a

single individual at home (homemaker, chore worker, meals on wheels, and visiting
nurse service). In the small living units so common to most of the users of
these services, some of the functions of the paraprofessionals could be performed
by the same i{ndividual, and all services could either be rendered or-supervised
by one provider.

|
|
The Europcan "home help" service, to which all of the functions described
above are assigned, with special purpose emphasis in training for services

to special groups, is a key element im all European community home care

services and is probably central to their success. They are available and

accessible and required in all communities; their use is encouraged, and.

substantial government interest is evidenced in training requirements and

in funding of the services. The system for home care 1s not as simple or

as' clearly identifiable in the United States,. because home health services are

a part of several programs with different overall purposes.

4, Different Jurisdictions

The fact that different levels of government have responsibilities for the
various home care programs means that in-home services are not standardized.

a. Medicare is a federally financed program with federal standards and
reimbursement principles. Its standards are enforced at the state level
by state employeces paid by the federal government. Reimbursement is
handled through fiscal intermediaries which are under contract to the
federal government. :

b. Medicaid ifs a shared federal-state proéram; legislation and basic regula-
tions arc federal, while administration and enforcement of standards are
carried out by the states. Reimbursement may be done by the state or
contracted to a fiscal agent. Reimbursement for home health service is
set by the states by whatever method they choose -- cost, maximum allowances,
flat rate, or other means. Basic services are prescribed in federal

18
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regulations but states can and do vary both services and eligibility
requirements. Financing 1s on a basic matching formula ranging from SO to
78 percent federal funding depending on state per capita income.

Soctal Services (Title XX) are financed on the basis of a closed-ended

grant-in—aid to the states, which must contribute 25 percent. Other chan
basic federal enabling legislation, there are few standards or requirements
for.carrying out the program or providing services, except that the states
must use an open planning method. Thus, states can provide whatever
scrvices they determine are most important. Many. states in turn allow
county and other local jurisdictions to acutally operate the programs;

in many cases, localities must contribute a matching share. The Social

Services program is rarely operated by the same staff that operates
Medicaid. -

Different Criteria for Providers

Under Medicare, and by adoption Medicaid, home health agencies must meet a set
of specific conditions of participation. Personal care services under Medicaid,
however, can use different types of providers or they can be provided by indi~
viduals who are not employed by an agency.

Title XX provides in-home services under a variety of arrangements:

Self-employed providers

County employees

Negotiated rate contracts with homemaker-oaly providers
Negotiated rate contracts with agencies that are also Medicare-
certified.
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PART III: ELIGIBILITY AND COVERAGE ISSUES

Many Medicare and Medicaid beneficiaries are potential users of home health
services., However, restrictions on services covered and eligibility require-
ments for coverage of services may prevent some Medicare beneficlaries from using
home health services. For Medicaid beneficlaries, restrictive state imple-
mentation of and reimbursement for the home health benefit may retard greater use
of home health services. It should be noted that this discussion of benefits
and eligibility criteria excludes in-home services of Title XX, the Social
Services program. Title XX does not spell out a particular benefit package

or eligibilicy criteria for benefits, other than to exclude health services

that are not subordinate to or an integral part of the social services being
delivered. This restriction 1s not viewed as a problem in that the mission

of Title XX {s to provide social services.

A. Medicare
1. Possible Administrative Changes

The Department s examining what it can do administratively to improve
coverage and eligibility of home healtlh care under Medicare. Two
examples ol possible improvements are:

a. CoVE}age of evaluation visits as allowable visits rather than as
“ administrative costs
Evaluation visits, which are required for each patient upon initiation
Yz of services by a home health agency, would be allowed as separate visits.
Administrative costs would thus be limited and confusion reduced in the
reporting of costs for reimbursement.

b. Revision of the definition of "part time - intermittent” services.
The intent of this definition was to prohibit provision of full-tinme
care in the home, but it also meant a prohibition against one—time
visits or visits that were not needed on a wmedically predictable basis.
The definition will be revised to allow one—time visits for evaluation,
education, or service purposes, and to allow visits even though they
_are not of a predictable frequency.

~

By means of our demonstration and research programs, we will examine
the effects of allowing around the clock care for a short period on
the individual, family provision of care, costs, and patterns of
individual use,

20
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Consideration of Otﬁer Medicare Issues

Ocher changes thact were considered, but about which there was concern
regarding lack of information, potential costs, or other factors, include
these:

a. Inclusion of nutrition service visits as a specific benefit
Visits for the purpose of providing nutrition advice or assistance
can now be covered as an administrative cost. Although some individ-
uals and groups felt that these services should be a discrete benefit,
we believe that there i{s a necd to further examine how such a benefit
would be structured, what type of person should be allowed to provide
the service, and under what conditions and requirements. The need
for adequate nutrition and nutritional advice i{s indeed substantial
among the Medicare population, but for the time being, these needs
can be handled in the existing Medicare benefit structure.

b. Inclusion of occupational therapv services as one of the primary
services
The primary services which must be needed by the home health client
are skilled nursing, physical therapy ot speech pathology. It is
contended by some that occupational therapy is frequently the only
service needed by stroke, arthritis, or other patients, yet Medicare
will not allow occupational therapy unless other services are also
provided. a

The American Occupational Therapy Association places the cost of this
change at $1.4 million, while HEW actuaries placed it at $28 wmillion a
year.” The Association believes that the available manpower pool is
sufficiently limited to preclude a large expansion in use of the
service. The Department has in the past opposed this change, in part
because, ia the absencé of the need for any other home health services, .
defining the need for occupational therapy would be difficult.

¢. Proposals for change ia the skilled care requirement
The requirement that a beneficiary needs skilled care, whather it be
nursing or physical or speech therapy, has been especially criticized.
The major national organizations representing home health providers
have in the past proposed changing the skilled care definition as a
prerequisite for service. However, removing the requirement for
skilled care would represent a substantial change in the nature and
purpose of the Medicare program, would create a large new eligible
group of beneficiaries, and would substantially increase program costs.
As a result, most of the organizations representing home health providers
have conceded that the skilled care requirement represents a valid
control mechanism within the context of the current Medicare progra=.
This is also the positiof of the Department of Health, Education, and
Welfare.
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The guidelines implementing the Medicare program define skilled care

to mean services which are perforwed by or under the direct supervision

of a licensed nurse, ordered by a physician, intermittent, and reason-

able and necesary to the treatment of an illness or injury. Examples of

skilled nursing are given to augment the definition, for 1t is stated

that simply having a service performed by a skilled individual does not

make it skilled.

3. oOther Issues

a.

Coverage of home health services to terminally 111 patients

Individuals with terminal {llness have at times been denied home health
coverage by fiscal intermediaries. In the past, care of the terminally
111 has been denied by some Medicare intermediaries on the grounds that
there are no therapeutic services involved, and there 1s no restorative
potential. However, guldelines have been revised {n the past year to

clarify this issue, and it 1s now clearly stated in the guidelines that,

if the individual meets the skilled care and other requirements, the
fact that he {s terminally {1l or without restorative potential is
irrelevant for reimbursement purposes:

Assuming that all of .the conditions and all the other require-
ments for home health benefits are met, reimbursement car be
czade under the program for the skilled nursing care required
by a bencficiary without regard to whether he has a terminal,
chronic, or acute illness, his condition is stabilized or
unstabilized, or the need for skilled nursing service may
extend over a long period of time.

The homebound requirement

Concern over this provisijon has been raised .répeatedly by individuals
who believe they have lost coverage because they left their homes
briefly for home health hearings and other purposes. Interpretations
of the homebound requirement appear to have varied a great deal among
fiscal intermediaries.

The Medicare law states that in order for the beneficiary to be eli-
gible for home health services he must be confined to his home. This
provision was intended to emphasize that 1f the individual is able to
leave home to carry out general daily activities, then he should obtain
needed health services in an ambulatory care setting. Only if this is
not possible are home health services to be provided.

The guideline interpreting the “homebound” requirement states that the
“condition of these patients should be such that there exists a normal
inability to leave home and, consequently, leaving their homes would
require a considerable and taxing effort.”™ 1If the patfient in fact
leaves the home, the patient may nevertheless be considered homebound

1f the absences from the home are infrequent or for periods of relatively

short duration. Although the guidelines say that most absences from

the home are expected to be for purposes of receiving medical treatment,

they also say that occasional walks, drives, trips to the barber, and

the like would not constitute a breach of the definition. The guidelines
further state that the individual i{s expected to be unabdble to leave hone
.withouc the assistance of a device or an individual; this {s essentially
a definittion of disability.
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HEDICAID

State Home Health Benefits

In addition to placing limits on use of home health services, many states
have not made efforts to meet the mandate to provide home health services
as part of the Medicaid program. Many states have, in effect, no home

‘health services at all. The reasons for state failure to fully fmplement

home health services include:
e Some fear the cost impact of an "added” benefit;
o Some find it easier just to refer patiemnts to nursing homes;

e Some states have shifted to Medfcaid "personal care” services (New
York, Oklahoma);

e Some states have shifted to Title XX “homemaker” service (California);

e Some states have caused a constriction in supply of Medicaid service
through low reimbursement rates; and

o Some states pldce restrictions on eligibility and coverage (e.g.,
skilled care, limited visits - sometimes as few as 12 a year).

In Pennsylvania, the reimbursement rate is so low ($5.00 to a hospital-based
home health agency and $10.00 to a VNA) that agencies are unable to accept
Medicaid patients, since the average agency charge is $22.98 for a nursing
visit. These rates have been in effect since 1971. The local health depart-
ments are providing services so that one can say that the state is meeting
“emergency” needs, but most Medicaid recipients do not receive home health
services to which they might be entitled.

Wyoming's Medicaid agency expended only $444 for home health while Medicare's
total cost in that state for the same year was $242,000. Ounly in New York

is the Medicaid expenditure as large as Medicare's, exceediny Medlcare
expenditures by $31 million. In Nevada, which also provides for Personal

Care Services costing about $8%,000, Medicaid home health expenditures amountod
to $19,000, Medicare's to $439,000.

/
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Personal Care Services

Some states have also met the home health service requirement by
substituting narrower personal care services. This is done through a
Medicaid regulation, CFR 449.10(b)(17)(vi), which allows payment for the
provision of personal care services “in a recipient's home reundered by aa
individual not a member of the family, who is qualified to provide such
services where the services are prescribed by a physician in accordance
with a plan of treatment and are supervised by a registered nurse.” The
impetus for this provision, promulgated by Medicald in the 1967 regulation,
was Oklahoma, which now has no home health program. Nine states, including
New York, currently use this mechanism. Some of its advantages to states
are these: .

e 1t is cheaper than supervised and professional service by agencles
meeting established standards;

e Plans of care and other criteria are not required to be met;

e Payment rates tend to be lower because the state decides the amount
to be paid to each individual worker; and

e Little training and supervision are provided, thus lowering the per
unit cost. .

e More flexibility is available in the services offered.

The nine states providing this personal care benefit are:

e District of Columbia o Nevada

® Massachusetts e New York
» Minnesota e Oklahoma
e Montana e Wisconsin
e Nebraska

The states provide little information, and apparently have little, on the
nature of the services rendered, the skill levels and supervision of the
individual providers, or the actual needs of the clients. Personal care
gervices by individual providers are often cheaper to provide than are
organized home health services, and this makes them attractive to some “
states. State data indicate that payments to individual providers range

24
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from $2 to $3 per hour, and that the type and amount of fringe benefits
patd vary; indeed, self-employed providers generally receive none.

The District of Columbia pays a maximum of $200.00 per month to any one
provider. Most states pay the minimum wage. Several states have policies
that limit the case expenditure to a percentage of nursing home costs.
Nurses who supervise the aides may be emplovees of the state, of a home
health agency or have a special arrangement with the state for this purpose.
In Nevada, the nurses are paid $5.35 per hour and in Montana, $7.50 under

a provider agreement with the state,

It i{s apparent that some states have used the personal care benefit to
replace home health services by an organized program with uniform standards.
While this method is cheaper for the state, and may be more appropriate for
some beneficiaries, there are some indications that standards are not
applied to the personal care services, that little or no training or
supervision are provided, and that some of the tasks performed have

been of a more complex and technical nature than an untrained or unskilled
person should perform.

Potential Medicaid Eligibility Changes

Medicaid eligibility rules are, in practice, tied to the use of institu-
tional long-term care. Although Medicaid is the major public financer of
long-term care services, it spends relatively little (2.3 percent) of its
LTC funds on home health care. The principal explanation lies in the
process by which many elderly become eligible for Medicaid - the spend-down
provision. Many persons become eligible for Medicaid only after incurring
large medical expenses--almost always as a result of some form of institu-
tional care. Only the continued high costs of nursing home care can
saintain an individual's eligibility, The costs of home health services
under most circumstances would not be great enough to establish eligibilicy
for Medicaid.

Medicaid eligibility for home health services could be expanded by

revising the general Medicaid eligibility structure. For example,

Medicaid spend-down provisions could be revised to allow less spend-down,
and thus expand eligibility for and incentives to substitute home health
services. However, such changes are beyond the scope of this study and
would have broad impact on eligibility for and use of all Medicaid services.
Thus, they are not considered in this report.
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- PART IV. PROGRAM MANAGEMENT ISSUES

This section examines the reimbursement methods and practices of the Medicare,
Medicaid and Title XX programs; adminisctrative issues for Medicare such as

the selection of fiscal intermediaries and the process of claims review; and
policies which would inhibit fraudulent and abusive practices.

A. Reimbursement

The specificity of federal requirements for reimbursement of home health
gervices 1s greatest for Medicare, more limited for Medicaid, and non-existent
for Title XX, since the program content is determined by the States, Home health
agencies are "providers" under Medicare, as are hospitals and skilled nursing
facilities, and thus are reimbursed on a reasonable cost basis. Medicare pays
for home health services on the basis of the lesser of an agency's charges or
costs incurred which are reasonable and allowable in the provision of services

to Medicare beneficiaries.

The federal Medicaid statute does not require specific payment methods or rates
for home health services except that, for any given home health provider, the
Medicald rate may not exceed the Medicare payment rate.. Twenty-four states
including New York, New Jersey and Massachusetts, use the Medicare.method of
teimbursing home health agencies, and another three use some kind of cost-
related method. Seven states pay for services on the basis of usual and custo—
mary charges, and fourteen base payments on fee schedules, maximum allowances,
contracts, or negotiated rates.

The Ticle XX program is a closed-end block grant to the states. States provide
and pay for in-home social services in a variety of ways, which include con-
tracts, hourly rates, per visit fees, and cash grants to the individual eligidle
for services to purchase care. Title XX reimbursement rates frequently are
below Medicaid rates for similar services.

This range of financing arrangements and of statutory requirements for relmburse-
ment has resulted in different circumstances and problems for the provision of
home health services under each program. Some inefficient and extravagant ’
providers have received excessive payments under Medicare. Under Medicaid, on
the other hand, restrictive payment practices and benefit limitations in some
states have impeded beneficiaries' access to home health services. The $2.5
billion cap on federal Title XX expenditures, as opposed to the open-ended
unlimited financing available under Medicare and Medicaid, has forced tradeoffs
between the nature of in-home services and the rates of payment for these
services, often resulting in the provision of services in the least costly
maancer with little or no assurance of their quality. Because federal authority
over the management of state Title XX programs is extremely limited, policies
regarding this program will not be treated further in this section.
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Although Medicare reimburses home health agencies as providers, like skilled
nursing facilities and hospitals, the services provided by HHAs resemble those
of individual practitioners such as physicians in some respects., There is no
room and board component to home health services as there is to institutional
care, and the services of HHAs are provided on a one~to-one basis by individual
health professionals. Although there is widespread dissatisfaction with reason-
able cost reimbursement of home health agencies, there is very little analysis,
efther theoretical or empirical, which would permit a recommendation at this
time for a substantially different reimbursement policy.

1. Medicare
There are several problems with Medicare home health reimbursement which
HEW has just recently begun to address. .Some are common to providers of
services reimbursed on a reasonable-cost basis, whereas others are peculiar
to home health providers. Because home health services have accounted for
such a small proportion (between one and two percent) of total Medicare
expenditures, the application of reimbursement policies and controls for
providers of these services was given a lower priority than the development
of such policies for hospital or physician services. The result has beexn
significant growth in the cost of home health services and opportunities
for providers to abuse the program.

Another result of the relacively low priority given to management of the
home health benefit by HEW in the past is the absence of comparable cost
information for HHAs. As discussed below, this problem too is now being
addressed. The third major problem, unique to home health services uader
Medicare is the existence of providers which choose to serve only Medicare
beneficiaries because of the attractiveness of Medicare reimbursement.

a. Cost control

Section 223 of the 1972 Social Security Amendments authorized

"the establishment of limits on the direct or indirect overall
incurred costs or incurred costs of specific {tems or services

or groups of items or services to be recognited as reasonable

based on estimates of the costs necessary in the efficient

delivery of needed health services to individuals..."” Such

limits oo the costs recognized as reasonable by Medicare for

routine hospital services were established in FY 1975. HEW

has recently issued a notice of proposed limits under Section 223
for home health services. In addition, HEW is currently developing
guidelines for the allowability and reasonablenmess of specific itezs
-of cost. A major problem in setting overall limits is whecher to
differentfate, and 1f so how, between "free standing”" providers and
higher cost hospital-based home health agencies. The cost differeace
may be due to hospital overhead costs being added to the home health
activity.
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Fiscal intermediaries are responsible for establishing guidelines

on treatment of reasonable costs, though few have done so for home

health agenctes. The Division of Direct Reimbursement, HCFA, acting

as intermediary for 300 home health agencies, has done so in an

attempt to control the amounts of reimbursement. Its guidelines

are based on a formula which stratifies agencles by size, type of

geographical area, and discipline. This effort is acknowledged to be

a partial solution while more complete data for comparative purposes

are sought. )

In efforts to establish better controls over allowable costs, HEW

is taking the following actions:

o Revision of regulations governing allowable costs for the
expenses of related organizations.

e Publication of additional instructions to fiscal intermedi-
aries advising them on how to deal with long-term contracts
between Medicare providers and organizations providing
-management and related services and with inappropriate
practices of patient solicitation by home health agencies.

o Ald to intermediaries, in the form of national data and
guidelines, in determining and identifying costs which are
"substantially out-of-line” with those of other providers.

e Issuance of rules and guidelines to intermediaries as to
the treatment of specific expenses, such as travel.

e Publication of a Notice of Proposed kulenaking concerning
Section 223 limits on overall home health costs by the end
of 1978.

Lack of comparabilitv of costs

The lack of uniforamity of costs among home health providers and
their consequent incomparability has impeded Medicare in making
changes' in the reimbursement system. Comparisons among howme health
agencies regarding costs are impossible at the present time due to
the fact that home health agencies are not required to use the
same methods either of apportioning costs to various elements or
of reporting costs. For example, such costs as overhead, adminis—
tration, consultant services, and supervisory costs are allocated
differently by different providers so that it {s fmpossible to
separate out cost centers or distinguish direct service costs

from indirect costs in order to apply, tests of .reasonableness.

Cost reporting and allocation forms for home health agencies have

uot been changed since the inception of Medicare in spite of numerous
changes i{n the nature of services, providers, and costs. Section 19
of P.L. 95-152 now clearly establishes authority for HEW to require
uniform reporting of costs for health care providers. Further,

the Scecrecary may establish uniform definicions, principles,
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and reporting of s:aCistics. This uniform reporting requirement
was designed to permit "measuring and comparing the efficiency
of and effective use of services in... home hcalth agencies,.."
and other health care oroviders. .

Work {s already underway to replace the current four cost reporting
methods for home hecalth agencles with a single one, with explicit
instructions for defining and allocating the various cost elements.
The uniforuw forms and reporting methods, in addition to permitting
valid comparisons among providers, will facilitate audits and reim-
bursement determinations. Section 19 of P.L. 95-142 requires the
uniform cost reporting system for home health agencies to be in
place not later than October 1979. Since the effort for home health
agency reporting has already been initiated, however, it is expected
that a single cost reporting/cost finding system will be published
in drafe in the near fu:ure.

Medicare-onlv providers

Reasonable cost reimbursement for home health services as .adminis-
tered over the past ten years, coupled with other policies such as
waiver of liability (which permits payment for a service which the
beneficlary and agency ia good faith believed would be covered but
in fact was not), has given home health agencies the opportunity
to receive high levels of reimbursement from the Medicare program.
Some of these issues are discussed further in subsequent sections
on fiscal intermediaries and fraud and abuse.

The extreme case of providers which have taken advantage of generous
Medicare reimbursement is that of the provider which accepts as clients
only Medicare beneficlaries and provides only those services which are
program benefits. This provider prefers to allocate all of the costs

of its operation to services provided to Medicare beneficiarfes rather
than accept other sources of payment, including client self payment,

at sometimes lower rates than those of Medicare.

HEW is opposed to the existence of Medicare-only providers. First,
this practice discriminates against other HEW program beneficiaries,
most notably those on Medicaid. Second, Medicare beneficilaries are
not well served by providers that terminate theam as clients if and
when program benefits are exhausted. Finally, other elements of the
community are excluded from access to services.

More stringent review of provider costs and upper limits on Medicare
reimbursement should diminish the attractiveness of Medicare as a
payor relative to other sources of payment. However, more direct
steps addressing this situation should'be taken; the Department is
exploring a varicty of ways of eliminating Medicare-only providers.

)
i
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Medicaid

Medicaid services are administered by the states within federal guide-
lines; the states must provide home health services as one of the seven
basic services provided to cash assistance recipients. They retain
discretion as to whether to provide services to the medically needy, and
to certain other individuals, In addition, since the states decide what ~
reimbursement methods to use and at what levels to reimburse, there is
considerable varifation. Although 24 states have adopted the Medicare
principles of reimbursement, the rest have established cheir own rates
and methods. These methods are cost-based or consist of fixed fees,
negotiated rates, or a schedule of maximum allowances (see Table 2).
Most states which do not pay for home health services on a cost basis
pay less for home health than does Medicare. The level of Medicaid
reimbursement may be lower than the cost of providing the services; for
example, in some states the Medicaid rate is less than S0 percent of the
level of Medicare reimbursment for the same services. Under such circum—
stances providers often either refuse to particpate in Medicaid or,
instead of refusing all Medicaid clients, place limits on numbers of
clients or services received, up to a specified amount of available
charitable or other funds.,” A’ second Medicaid reimbursement problem, omne
not limited to home health services, is that of lags in payment following
the submission of claims for payment. This has resulted in cash flow
problems for participating home health agencles. However, Section 2 of
P.L. 95-142 now requires that states meet specific standards for claims
payment time.

These reimbursement policies have frequently resulted in:
e A limited number of providers serving Medicaid clients;

e A quota system whereby only a small percentage of Medicaid
patients are accepted by agencies without assurance of other
sources of funding; and

e {Unavaflability of home health services to Medicaid recipients
in many geographic areas.

Several states have indicated their awareness of the problems caused by
the low rates but are fearful of expenditure increases inherent in reim-—
bursing full costs. Some states have shown an iInterest in expanded home
health services provided they can predict and control expeanditures, and
provided they can expect this service to reduce institutional care costs.

HCFA's major emphasis since {ts inception has been to improve the rela-
tionships between Medicare and Medicaid and to promote as much uniformicy

as possible between the two programs. Uniform policies n certain areas

would clarify and facilitate operations by providers, and understanding

of the programs by their beneficiaries. Before we develop a siagle reimbursement
policy for Medicare and Medicaid, we need to collect sufficient information

on the costs of producing or the potential demand for home health services.

We also need to understand better the behavior of home health providers in
response to reimbursement incentives before we can establish a single
reimbursement policy for both programs.
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~—  TABLE 2
MEDICAID PROGRAM DATA
HOME HEALTH SERVICES 1976-1977

Reimbursement Methods

Schedule of Contract or Usual or Lower of*
Maximum Negotiaced Customary Cost or Fee
Allowance Rate Charges Charges Schedule - Cost Based
Alabama p.c. Arkansas Colorado Alaska . Connecticut
California Montana (with ceil~ Georgia Oregon Indiana
Florida Oklahoma ing of 75th lowa Pennsylvania Maryland*
Kansas Utah percentile) Louisiana Rhode Island Massachusetts*
Minnesota Connecticut  Delaware** New Hampshire Michigan*
Ohio (for pro- Idaho Tennessee Minnesota*
prietary Illinois Virginia Mississippi*
agencies Kentucky Wyoning Montana*
only) Maine Nebraska#*
Wisconsin New Jersey*
New Mexico*
New York*

North Carolina*
North Dakota*
" South Carolina*
South Dakota*

Texas*
Vermonc*
Hawaii and West Virginfa have not reported.

*  Same payménc as Medicare

** Delavare pays 98 percent of charge.

Definitions

Maximum Allowance - maximum amount established by the state for a given produc:t

: or service; state pays lower of actual charge or maximum
 allowance.
Fee Schedule —~ state pays a specified amount included in a schedule of
charges for specific goods or services.
Contract ’ = state purchases goods or services through a contract

mechanism and pays the amounts specified.

. Usual and Customary = an amount based on a provider's charge experience for some
period of time; please indicate vear or pertod during which
amount was established, e.g., 1974, _

Cost Based — state pays for services based on allowable provider costs,
e.g., annual operating costs.
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B. Fiscal Intermediary Issues in Medicare

The Medicare statute requires administration of benefits primarily through
private fiscal agents of two kinds-~fiscal intermediaries generally administer
Part A benefits and carriers administer Part B benefits. Both agents are
responsible for reviewing claims for coverage and reimbursing claims for ser-
vices rendered to individuals. In general, for purposes of reimbursement,
fiscal intermediariés must determine the reasonable costs of Medicare providers,
whereas carriers must determine the reasonable charges of the individual prac=
tictioners providing services to Medicare beneficifaries. A third fiscal agent
within the Medicare Bureau--the Division of Direct Reimbursement (DDR)--deter—
mines the costs and reviews and pays the claims of organizations such as HMOs
and federally funded health centers, as well as serving as intermediary for
about 15 percent of the home health agencles participating in Medicare. All
Medicare home health benefits are administered by intermediaries rather than
carriers, even though the benefit is split between Parts A and -B. Intermediaries
were chosen to administer this split benefit because reimbursemeant for services
provided under both Parts A and B is based on an agency’s reasonable costs.

The provisions of Medicare, Part A, have permitted each provider to nominate

its own fiscal intermediary. Section 14 of P.L. 95-142, however, has given

the Secretary authority to designate intermediaries with respect to a provider

or a class of providers, but only after first developing and then zpplying
"standards, criteria, and procedures to evaluate such agency's or organization's
(1) overall performance of claims processing and other related functions...and,
(2) performance of such functions with respect to specific providers of services,”
and "...standards and criteria with respect to the efficient and effective
administration of this part.”

1. Problems .
With respect to the home health service benefit, the fiscal intermediary
system has presented a number of problems. These problems have been
exacerbated by the lack of adequate national guidelines defining and
interpreting benefits, and of criteria for coverage and cost reimburse-—
ment. The result of the current system has been widespread differences in
interpretation of benefits, in reimbursement practices, and in. the deter—
wination of the legitimacy of claims,
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Although efforts have been made in recent years to narrow these differences
among intermediaries, they have persisted, at least {a part, for the fol-
lowing reasons:

e Home health service claims represent a low-volume item for most
fiscal intermediaries; thus they frequently do not take the time
to develop careful screening or claims review and sampling guide-
lines. Similarly, the staff in charge of these activities often
spend only a small portion of their work time on home health and
thus do not develop the expertise to review claims in a consistent
fashion.

e The fact that home health services represent a low-volume activity
means that efficiency in this area s not well-developed, resulting
in a high processing cost per claim reviewed.

e Fiscal intermediaries exercise considerable freedom in their inter-
pretations of Medicare guidelines about what services are covered
under what conditjons. Differences in interpretation result from
several factors including differing corporate philosophies about
home health, differing procedures for reviewing level of care,
differing staffing patterns for claims review, and differing
requirements for documentation of claims.

e Interpretations of what represents allowable costs have varied
widely without apparent reason.

A 1976 study carried out by the Bureau of Health Insurance (BHI), now
HCFA's Medicare Bureau, examined the extent and types of variations among
fiscal intermediaries regarding claims screening guidelines and interpre-
tation of coverage rules. Its conclusion was that considerable differences
continued to exist in both of these areas but that home health services had
not been unduly restricted by these differences.

‘

Administrative Improvements

Improvements in the reimbursement system could be accomplished both
through better federal policy direction and designation of a limited
gusmber of reglonal intermediaries. We will pursue both courses of action.

a. Federal Direction
Two areas of program administration which could benefit from increased
guidance from HCFA are claims screening and review activities and the
determination of reasonable and allowable costs. HCFA has, over the
past six months, issued several intermediary letters concerned with
the latter issue; work has not yet begun for the former.

33
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s

: The current payment practice results in delays in payment to the provider
and represents a high administrative cost,- This is due largely to the
practice of prepayment review of all home health service claims
that intermediaries make. A sample review which i3 well designed and
to which intermediaries direct sufficient staff resources could be
as effective as and less costly than the complete prepayment review.
On the basis of sample review the intermediaries could identify
and try to change improper provider practices. A case-by-case review
of an individual provider's claims could be used as a last report if
many denials are made. HCFA will begin to develop ecriteria for a
policy of postpayment claims review on a sample basis.

Currently each intermediary establishes its own standards. for utilization
reviews, Variability among intermediaries in their determinations of

the appropriateness of amount and duration of home health services

could be reduced by the issuance of federal screening guidelines regarding
appropriate utilization of services. HCFA will review the feasibility

of issuing such guidelines.

Intermediaries are currently receiving increased guidance from HCFA as
to the determination of reasonable and allowable costs. These activi-
ties are detailed in the previous section on reimbursement practices.
These increasingly detailed instructions should lend authority to
intermediaries’ review and determination of allowable costs as well as
promote uniformity in reimbursement practices among intermediaries.

b. Fiscal intermediary assignment
There is a strong belief that the current system of provider nomination
of an intermediary and the resulging dispersal of home health clains
processing and cost finding among many intermediaries diminish the
efficiency and effectiveness of administration of this benefit. In
addition to greater federal guidance regarding reicbursement and
coverage policies, this administrative problem could be addressed by
reducing the number of intermediaries handling home health claims.

Designation by HCFA of a limited number of intermediaries for home
health agencies would result in greater uniformity, and hence equity,
in the coverage and reimbursement of Medicare benefits. Furthermore,
greater consistency and rigor in the determination of reimbursable
costs could be achieved. Comparisons of performance among providers
would be facilitated by such a consolidation. Finally, efficiency
would be fmproved due to the ability to develop expertise in reviewing
a larger number of claims.
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Ve have considered a varfety of options with respect to selection of
intermediaries for home health agencies. These options include:

e Designation of a stngle, national fiscal {ntermediary for all
home health agencies. This intermediary could be either DDR
or a private sector fiscal agent.

e Designation of a sertes of intermediaries which serve home
health agencles on a geographically.Qgterg;ned Basis.

We have decided to pursue the latter approach——selection by HEW of a
limited number of regional or areawide intermediaries competent in
revieving home health claims and agency costs. Providers would no
longer nominate their own intermediaries. DDR could be one of the
intermediaries selected under such a plan. While several interme~
diaries may not be able to achieve the degree of uniformity in
implementing coverage and reimbursement policies which could be
acktieved by a single agent, this course permits continued geographic
dispe:sas of resources and funds and greater opportunity for provider-
intermediary ccutact. Furthermore, home healch services under Medicare
have been growing and continue to grow at such a rapid rate that the
work load of all participating agencies is likely to be too great

for a single intermediary. Policies regdrding selection of fiscal
intermediaries for home health services are being developed further

in conjunction with a comprehensive analysis of intermediary contracting
policies being conducted by HCFA.

C. Fraud and Abuse in Home Health Care - Medicare and Medicaid

.

Over the past few years, surveys, investigations, and hearings into the status

of hooe health services have highlighted the existence of major fraud and abuse
problems in this area. Among the major investigative activities were hearings

on Medicare and Medicaid fraud and abuse in 1977; hearings on proprietary home

health agencies in 1975; an investigation by Senator Lawton Chiles' Subcommit-

tee on Federal Spending Practices; and various HEW audit reports, particularly

of agencies in Califoraia. A substantial record has been built of the patterns
of program abusé and fraudulent practices by providers.

The historical reasons for laxmess In managing the Medicare home hcalth bene-
fit are documented: in the previous section on reimbursement practices. Renewed
efforts by HCFA to standardize and assure rigorous review of allowable provider
costs, in addition to the fnitiatives authoriozed by P.L. 95-142, address many
of the opportunities to defraud and abuse the Medicare program which have
existed to date. Some of these efforts are reiterated in this section; how-
ever, many courses of action which are recommended primarily for other reasons
such as promulgating more stringent conditions of participation {n order to
{mprove the quality of services-would also improve control of fraud and aduse
in Medicare and Medicaid.

Before the advent of Medicare, the limited home health services avaflable were
provided primarily by Visiting Nurses Associations (VNAs), other charitable
organizations, and state and local public health services. As a result of
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the Social Security legislation which instituted federal financing for ser-
vices provided by these prograns, several new providers entered the home
health services program. Providers can now be grouped into three general
categories: :

e Public agencies - includes all agencies operated by state or
local governmental units.

e lNonprofit agencies - includes nongovernmental organizations exempt
from federal income taxation undere Section 501 of the Internal
Revenue Code, such as Visiting Nurses Assoclations or agencies
located in hospitals, SNFs, or rehabilitation faciliiles.. This
designation also includes a new breed of provider known as the
private-nonprofit agency which 1s organized and operated by an
individual, but has achieved and maintains tax exempt status under
the Internal Revenue Code. ’

o
e Proprietary agencies - includes all privately owned, profitmaking
agencies.

Most of the problems uncovered in the delivery of home health services have
been eucountered in proprietary and -individually operated nonprofit agencies.

In 1974 a total of 329,700 persons received Medicare home health services

and about $137,406,000 were reimbursed for such services. The large ma jority
(about 85 percent) of those persons were served by Visiting Nurses Associa~
tions, governmental agencies, and voluntary agencies. The other 15 percent
were served by proprietary, individually operated nonprofit, and institu-
tionally based agencies. However, this latter group of providers received

21 percent of Medicare reilmbursement for home health services. On the average,
this same group of providers made about 30 percent more visits per person
served and had an average visit charge 30 perceant higher than those of all
other agencies. Proprietary and individually operated nonprofit home health
agencies are expanding in certain parts of the country; many of these agencies
provide services to Medicare beneficiaries exclusively. ' Because these agencies
have no other sources of revenue, collection of any overpayment by Medicare
becomes extremely difficult since it could result in the agency's financial
failure and consequently the loss of services to beneficiaries.

The records of the Office of Program Integrity in HCFA reveal that the types
of complaints on home health agencies received and the fraudulent or abusive
situations detected and substantiated include:

Billing for services not rendered
Misrepresentation of services
Altering bills and receipts
Duplicate billings

Falsifying records or documents
Certification fraud

Payroll padding

Improper allocation of costs
Interim payment rate violation
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Occurrence of Fraud and Abuse

Since 1969 (when HEW started to keep records on this type of activity) HEW
has received over 200 complaints on home health agencies. One-hundred
twenty of the complaints have been closed, i.e., they have been found to
be unsubstantiated or they have been substantiated and referred to the U.S.
Attorney who either prosecuted the case (or declined to do so) while 80
(61 fraud, 19 abuse) cowplaints are still in the preliminary imnvestigation
process, By far the most coumon complaints are allegations of billing for
services not readered. To date, seven cases have been referred to U.S.
Attorneys for prosecution. Of these seven, one is still pending. In

two cases the defendants were found guilty3 while the remaining cases
either have been declined by the U.S. Attorneys or have been closéd
because out-of-court settlements were reached. With the creation

of HCFA wvith 1ts Office of Program Integrity, and the earlier creation of
the Office oi'investigations and with the enactment of P.L. 95-142, ic {is
expected that ultimately there will be more effective investigative prose-
cutions of HHAs and a reduction in fraudulent and abusive practices.

Contributing Factors in Fraud and Abuse

Several factors have played a role in the occurrence of fraud and abuse;
these will be discussed only briefly here, since most of them are dealt
wvith in greater detail in other sections of this report.’

. iledicare reimbursement guidelines have been unspecific and in
certain cases intermediaries have reimbursed excessive costs for
such items as salaries, pensions, and fringe benefits. Guidelines
for administrative and other costs do not currently exist to
control these practices.

e Non-arms—length practices between home health agencies and hospital
discharge planning units have been reported to be a prodlem. The
most questionable situation of .this kind involves the placement of
home health agency personnel in a hospital's discharge planning
unit to facilitate the placement of patients with the HHA. These
arrangements should be prohibited. However, it is necessary for
hospitals and home health agencies to work together in planning
for patient care. Prohibition of all communication would not be
fa the best interests of the patient, for the lack of such joint
planning for patients being discharged from hospitals has long been
identified as a problem. Thus the methods and rates of patient
referral from hospitals to HHAs must be monitored.

Problems have been encountered with the authorization of home
health services by physiclans having a financial interest in the
home health agency providing the service. .
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3. Solving Problems of Fraud and Abuse

The Medicare~Medicaid Anti-Fraud and.Abuse Act has provided HEW with a
number of tools for combating fraud and abuse in its programs:

HEW may assign providers to fiscal intermediaries for the sake of
efficiency and effective aduinistration (Section 14).

Uniform cost reporting is now required for all groups of providers
(Section 19). '

Fraud against any part of the program is now a felony carrying
penalties of fines and imprisonment (Section 4).

All providers must make full disclosure of the identity of each
person with an ownership interest and of subcontractors whose
business transaction with the entity amounts to more than $35,000
(Section 3). '

The federal government has access to all Medicaid providers'
records as it has always had for Medicare providers (Section 9).

The Department is planning to take the following actions to deter
fraudulent and abusive activities:

(1)

).

(3)

(4)

(s)

(6)

Assign regional or areawide fiscal intermediaries. It is
anticipated that building expert review and audit capacity in a
limited number of locations will remove incentives to defraud,
and will, in fact, act as a deterrent. GCrouping home health
agencies and comparing costs will improve the intermediaries’
ability to identify out-of-line providers.

Explore the feasibility of screening guidelines for use in auditing
samples of claims.

Increase field audits of patient records and cost reports by
the fntermediary.

Increase departmental auditing activities in order to improve
detection of fraud and abuse where they occur (this is currently
being done in selected areas). :

Prohibit Medicare-only providers by requiring a certain percen-—
tage of patients to have sources of payment other than Medicare.

Test the effectivencss of requiring home health agencies to
submit a duplicate bill to the client, listing services provided
and amounts charged. Clients would be instructed to contact the
intermediary in the event of a discrepancy.

38
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PART V. QUALITY STANDARDS AND PROVIDER ISSUES

The legislacive history of Sectlon 18 of P.L. 95-142, and subsequent stateoments
by menbers of Congress and their staffs, have stressed that a major reason for
the mandated study s a concern for standards in home health services. There
is wide agreement that there should be standards or that standards should be
feproved under HEW in-home services programs. There was much less agreenent,
however, on what was meant by standards, either in the Congress or acong the
agencles and organizations that had supported the legislation. Standards were
variously defined as meaning that benefits and eligibility -for services should
be expanded, that proprietary agencies be allowed in, and that Medicare's con-
.ditions of participation be tmproved. The Lssues of benefits and eligibility
have been discussed elsevhere in this report; this section addresses conditions
of participation, including the special conditions for proprietary agencles,
accreditation and deemed status, and provider issues under Medicare. Finally,
quality assurance for Title XX in-home services is discussed.

A. Medicare Conditions of Participation

Home health agencies participating in the Medicare and Medicaid programs are
required to meet certain standards of capacity and performance, the conditions
of participation. The framework for these conditions is established by law,

in Section 1861(C) of the Social Security Act. A home health agency is defined
as being primarily engaged in providing skilled nursing services, providiag at
least two specific services, having certain professional policies, maintaining
clinical records, having overall plans and budgets, and neeting “"such other
conditions of participation as the Secretary may find necessary...” Regulations
establishing the conditions of participation cover the following areas:

(1) Definitions

(2) Compliance with federal, state, and local lgws

(3) Organization, services, and administration

(4) Procedures for go;erning and oonitoring patient care

(5) Acceptance of patients, plan of- treatment and medical supervision

(6) Services - skilled nursing, therapy, medical social, home health
aide

(7) Personnel ~ training requirements, préfessional practices
(8) Establishment and maintenance of clinical records
(9) Evaluation of the agency's total pfogrnm and behavior.
Because of the concern expressed about the Medicate conditions of parzicipa

HEW staff-have consulted with interested groups and individuals regarding these
conditions. On May 18, 1978 a meeting was held with representatives of national
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organizations of home health agencies and other organizations to review specific
aspects of the conditions of participation. Based on these discussions, as well
as on documents submitted and an {nternal review, the Department is proposing a
number of revisions. :

There appears to be general satisfaction with the existing conditions as a
basic document upon which to build additional assurances of agency capacity

to provide services. The consensus of opinfon is that the conditions do not
adequately address the activities which agencies must engage in to assure the
quality and appropriateness of care provided. It should be noted that, although
it {s always possible to set standards which are higher than the present ones,
the consequences must be weighed. Setting stringent standards would constrict
the supply of qualified providers. Also, the costs of extremely high standards
may outweigh the bencfits; a middle ground is therefore necessary, one that
protects the beneficiary while creating a realistic environment for service
provision. .

In this vein, a number of changes are being proposed, and dectisions made with
respect to enforcement and monitoring of the conditions of participation.

It 1s recognized that the changes being proposed here concern structure (the
agency characteristic deemed necessary to provision of service) and "process”
(such things as staff Gqualifications, utilization review, etc.) in contrast
with “outcome' or client-oriented standards. The last is the most desirable,
but our current capacity to measure outcome prohibits us from replacing struc-—
tural and process standards at this time. Our ultimate goal 1is to develop a
systen of continuing assessment of the quality of care provided and the impact
of that care on the recipient. Efforts to develop such a system will continue
through the re-evaluation of standards, capability for assessment of quality,
and the search for improved methods of determining desired client outcome.

1. Areas of Proposed Change--Asencv Composition

a. Services under arrangements
Supervision has been a problem when agencles contract for services. It
should be rade clear that services provided in such a manner are to be
supervised, coordinated, controlled, and evaluated by the primary agency
(See 405.120(m)). There must be a written arrangement between the primary
agency and the secondary agency regarding personnel and supervisory policies.

The intent of the current proposal is to assure that the agency is com-
pletely responsible for and {n control of the performance of homemaker/
home health aides working under its auspices. Further, the certified
home health agency is responsible for the overall case, its management
supervision, and development and implementation of the plan of care.
Accountability clearly rests with the certified agency.

The Department considered requiring all home health agencies providing
home health aide services to directly employ the' aides, rather than
subcontracting for them through another agency, as Iis now permitted.
While such a requircment might reduce problems of supervision and
fragmentation of scrvice and aid in assurance of quality, it would
require a radical restructuring of the home health care system, and

40
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3 would put a large number of providers of all auspices out of business.

' In vicw of the fact that we wish to promote the avatlability of home

' health services we have concluded that this 1is not the first area on
which to place such stringent controls. We hope that by requiring a
close and official relationship between the primary agency and the
subcontracting agency we can assure quality and adequacy of the service.

Finally, ve considered requiring all certified home health agencies to
provide a comprchensive range of services rather than just the present
two services as a further means of achieving continuity of care. This
would also have the cffect in current circumstances of severely con-
stricting the availability of the home health benefit. Therefore,
although we recognize comprehensive service to be the desirable goal
of all providers, we cannot begin to require it at this time.

b. Utilization revievw in home health
-Appropriateness of service is currently determined through three methods
vhich generally function independently of one another: the physician
certifying need for care, agency staff, and claims reviewers on a post
facto basis. Further controls on use of service under Medicare are the
limits on number of visits per benefit period and per yeai for Parts A
and B respectively, the requirement for skilled care, and the require-
ment of prior hospitalizatrion for the Part A benefit. These controls
are crude, at best, and provide little control once a person has begun
receiving services. A utilization review function, in addition to
monitoring the continued need for services, would focus professional
attention on the quality and efficacy of services rendered to the
patient.
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E{ther as part of a UR function or as a general utilization gauge, HEW
will work toward the development of utilization norms and patterns which
could be used as guidelines for judging use. Cases falling outside
established norms could be selected for further asalysis.

A sample of cases would be periodically reviewed to determine that:

(1) Services are being provided in accordance with the patient's
plan of care;

(2) The patient's needs are periodically assessed and appropriate
revisions made in the plan of .care;

(3) Services are being used appropriately;
. (4) Professional policies are followed in providing services;

(5) Needs of patients served by the agency are being met both
quantitatively and qualitatively taking account of utilization
of other community resources; and

(6) Unoet needs of patients are identified and documented and
made available to the patients, their families, physicians
and responsible social and health services.agencies.

Findings and recommendations should be written and discussed

with the agency's director and appropriate staff. The agency's
records should indicate action taken in response to the utilization
review committee's findings and recommendationms.



103

¢. Plan of treatment
Some agencies have separate plans of care for the services provided by
contract therapists. These plans should be integrated into one coor=-
dinated plan of care, to be reviewed and updated periodically. All
services to be provided to the patient must be included in this plan.
Each service should be identified, its frequency and duration given, '
and the professional person who will provide the care or supervise its
provision identified by name. It has been suggested that the plan be
reviewed monthly to identify nced for revision. Currently the requirement
is that the plan of care be updated every 60 days. This requires reassement of
the patient's status and recognizes the fact that the patients' condition
and needs will change sufficiently to require revision in such areas
as treatment goals, and frequency or type of service provided, or a
cessation of service.

The plan of care and its maintenance requirements should be kept as
simple as possible in order to minimize paperwork and maximize time
spent on patient care.

d. Definition of “skilled" nursing
Considerable provider and intermediary dissatisfaction with the current
terminology of Medicare has been expressed. In particular, the term
"skilled" in front of nursing has created problems for home health care
providers, many of whom advocate using the term "professional” instead.

They contend that, with such a change, the definition of nursing would be
simplified. Nursing would not be defined according to the relatively
complicated and specific set of tasks which define the current term
"skilled nursing" and which they say are inappropriate to home care.

On the other hand, such a change (which requires legislation) could
result in expanding bLenefits under Medicare, since a more flexible
definition could extend coverage to persons who do not neced skilled
care. This issue requires much greater analysis of costs and impact
before any recommendation can be made for such a change.,

2. The Licensure Requircment for Proprietarvy HHAs
A special condition on for-profit home health agencies in the Social
Security Act (Medicare) stipulates that they be licensed by the state
in which they operate. Since only 21 states have licensure laws (one
New York, prohibits for-profit agencies) this requirement has precluded
these agencies Irom serving Medicare and Medicaid clients in the remaining
states except as subcontractors to certified agencies. (Table 3 on the
following page shows this information.)

a. Provider cxperience
Since HEW collects data only for the services for which it pays, little
1s known about how non-Medicare certified for-profit home health agencies
operate, how much of the private paying clientele they serve and what kinds




TABLE J: STATES WITH LICENSURE LAWS FOR HOME HEALTH AGENCIES

Year Certiiicate
State of Regulations of Need
Law i Reguirement
Arizona 1971 1971 Yes
California 1966 Being Revised No
Connecticut 1977 Being Developed No
Florida 1975 Revised 1976 Yes
Hawaii 1969 1969 Yes
Idaho 1975 1976 No
Illinois 1977 Being Developed Yes
Indiana 1973 1974 No
Louisiana 1967 1967 No
Kentucky 1972 1972 Yes
Maryland 1976 Being Developed Yes
Montana 1977 Same as Medicare Yes
Nevada 1973 1973 No
New Jersey ) 1973 Revised 1976 Yes
New York (does not license 1973 1973 Yes
proprietaries)
North Carolina 1971 1971 No
Oregon 1977 Same as Medicare Yes
Tennessee 1975 Revised 1976 No
Wisconsin 1967 1967 Yes

44
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of services they provide, and how they are organized. It is known

that many providers are simply employee pools and central switchboard-
referral operations, with no provisions for supervision or assessment

and monitoring of client needs. Since we lack sufficicnt information

about the operating characteristics, services, staff, and costs of

proprietary agencies now outside of the Medicare and Medicaid programs, we

will not make recommendations with respect to proprietary ageacies at this time.

Arguments about proprietary agencies in Medicare

It should be soted that in 20 of the 21 states which have licensure laws,
proprietary agencies are already allowed to participate in Medicaid

and Medicare. These licensure requirements are not generally higher
than Medicare standards and so do not assure higher quality. The debate
about whether to admit proprietary home health agencies to full Medicare
and Medicaid participation by removing the licensure requirement from
the law has centered on the following points:

(1) Supply issues

¢ Inclusion of proprietary agencies in Medicare and Medicaid
would f1ll the need for expanded service capacity, which is
generally considered to be necessary.

e This need could be filled in other ways, not just through
. proprietaries. Service capacity of public health agencies

and voluntary (charitable) agencies could be expanded through
increased third party reimbursement or through capacity-
building grants. The definition of Medicare home health
provider could include comprehensive health service providers
such as HM0Os, community health centers, etc. Proprietary agen—
cies tend to locate in areas vhich promise the most lucrative
business, such as suburban and some urban areas., Inner city
and rural areas are generally left to the public and voluntary
agencies, or continue with no service at all.

(2) Equity

The current licensure requirement for proprietary agencies is

discrimipatory. Proprietaries already participate as subcon-

tractors for Medicare and as providers under Title XX. The
~private not-for-profit agencies, which are allowed to participate

in Medicare and Medicaid without mceting additional requirements,
are subject to even less scrutiny than proprietary agencies, whose
. buginess practices must be-acceptable to the IRS.
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(3) Competition and service

Some feel that competition introduced by proprietaries would
have a beneficial impact on price and services. However,
competition in such areas as Florida has not reduced price or
increased efficiency. Further, the voluntary agencies feel
they should be protected from such competition.

Proprietary agencies can fill a need for 24-hours-a-day, seven-
days-a-week ‘service which public and voluntary agencies have

not filled in the past. (This does not necessarily refer to
round-the—clock service provided to a patient, but to the agency
remaining open at all times to provide services when needed—at
night or on a weekend.)

(&) Quality

It is argued by some that quality of proprietary services is a
problem, However, there appears to be little evidence to either
support or refute this argument. There is no evidence available
to indicate services are of lower quality.

Further Requirements for Proprietarv Providers

The Medicare law, in addition to requiring licensure of proprietary agen-
cles, states that the Secretary of Health, Education, and Welfare may
prescribe by regulations, additional standards for these agencies. In
the past this has permitted the Department to issue regulations requiring
certified proprietary agencies to provide all their services directly,
rather than by contracting for them.

Proposals for Monitoring Performance — Acecreditation and Deemed Status

The acknowledged federal role in setting standards for home health care
under Medicare and Medicald stems from the principle that the public body
purchasing services is obliged to insure a reasonable quality of service

. at a reasonable cost. In the instances of Medicare and Medicaild, the Federal

government has assumed the responsibility for setting standards and moni-
toring (as well as paying for) their enforcement. ‘Actual enforcement is
done under coatract with the states.

46
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Criticisos of the federal (Medficare/Medicaid) conditions of participation,
and of enforcement at the state level and monitoring at the:federal level,
can be addressed in two ways. The federal government may continue to work
with the states to strengthen enforcement and closely monitor state perfor-
mance, and at the same time work to improve the.conditions of participation
themselves (as specified elsewhere in this report). Altermatively, a
national accrediting organization or organizations could be determined to
apply standards which are equal to or better than those of the federal
government. In this case, the accreditation of home health agencies by
" the national organization could be “deemed” to meet the standards for
Medicare and Medicaid. The “"deemed™ approach is attractive to some within
the industry and has the advantage of offering a mark of excellence to
some providers. However, there is concern that in an area where fragmenta-
tion and abuse have been detected, the granting of “deemed status” would
decrease accountability. Monitoring by the federal government would be
difficult, particularly in the event that “deemed status™ was sought by,
and granted to, several organizationms.

Further, difficulties are presented by the “deeming” approach:

e First is the one, already mentioned, that if the Department adopted
high, “ideal” standards, it would probably exclude all but a small,
elite group of providers.

e Second, home health service providers are not a unified eatity on
the national scene; there is no single national organization that
provides leadership. At least five or six organizations represent
various segments of providers. Some have their own standards and
accreditation procedures, but none accredits more than tem percent
of the total Medicare—certified providers. 1f one organization were
granted deemed status, several others would request it.

e Third, there is a multiplicity of professional and paraprofessional
services involved in home health care, and the groups representing
them could request their own accreditation; if their standards were
comparable to Medicare it would be difficult to refuse to grant
the request, and fragmentation would result.

There is no single national organization with the strength and membership
necessary to become a truly national and universal accreditation prograa.
Although there are several problems in permitting "deemed status,"
(accreditation by an organization which satisfies Medicare/Medicaid
certification requirements) to one organization entity, the Department

is exploring this possibility.




Group

Medicare (HCFA) ~ Certified Agenciles
National League for Nursing/APHA

Joint Commission on Accreditation
of Hospitals (JCAH)

National Council of Homemaker/Home
Health Addes

National Association of Home Health
Agencies
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Agencies Accredited

2,400
84

Accreditation proposal
in drafc

129

Accreditation pruresal
in draft

B. . Quality Assurance for Title XX In-Home Services

Under Title XX, homemaker and other in-home care services may be provided by a
variety of methods including the private not-for-profit agencies, proprietary
agencies, and single service apencies, often through low-bid coatracts, as
well as by the individual provider who often receives no supervision or assur-
ance of wape or benefits. There are no federal quality controls built into )
this program.  This ratses the question of whether quality and appropriatencss
of service are adequate.  Othoer questions Tocus on whether authority to sot
such standards should be provided under Title XX aud whether, in the absence

of a specitic mandate, the propram could sot standards.
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1. Problems of Quality Assurance fn Title XX

a.

Contracting for services through low unit--cost bids

This competitive bidding process for purchase of service contracts has
often resulted in attention to cost factors alone, without consideration
of quality, accountability, needs assessment, or service practices. No
basic criteria have been established for service and appropriateness
evaluation or for fiscal and management practices. Most states have not
established criteria for judging the "lowest.bidder," based on total

costs, or the rclationship of these costs to the effccts of scrvices on
on patients,

.The lack of standards

Per-case expenditures that appear to be very high have been charged to
the federal and state governments in the absence of standards of what
constitutes appropriate care and appropriate cost. The different
federal matching ratios and service standards between Titles XIX and

XX encourage states to provide services under one or the other authority
depending on the relation constraints of the two programs, rather than
on individual client nceds. For example, some clients have been judged
on Monday to be in need of home health services as provided under Title
XIX, and on Tuesday, to be in need instead of "homemaker/chore services.”
The two sets of services are theoretically of a different nature from
one program to another, yet the client is switched from one to the other
depending on the estimated cost and funding limits. The typical question
a state mijght ask itself in this situation s what is the tradecoff
between (a) Medicaid home health service with higher reimbursement and
lower federal matching rate and more stringent (thus costly) standards
and (b) Titte XN, with a funding ceiling, but higher federal match and
no foderal standards?

Audits conducted under the auspices of GAO, and recent HEW audits have
added to the documentation of abuse brought out in Senator Chiles'
hearings in Florida and in joint hearings of the House Ways and

Means and Senate Aging Committecs,  State agencies haye sometimes

not established standards, monitored providers, entorced present laws
and regulations, prosccuted violators, or developed mechanisms to
secure, encourage and retafn honest providers of quality services.

The lack of training and supervision of home health agency personnel

has resulted in both mismanagement of provider agencices, and inappro-
priate or incffective care given to In-home scrvice recipients.

49
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The prowing trend for st o use the fudividual sebf-cmployed
provider to perform {n=howe services nnder Title XX has sometimes

Fed to problems such as:  tallure o obtain Secial Security

and other benefits for the provider: no supervision, training or
accountability of the provider; lack of minimom standards of care and
protection for valuceeable clientss; inappropriate placement ol responsi-

hiltity for monitoring with ¢licat,

Under Title XX, a state can opt to have individual provider contracts,
wicth little or .no monitoring, where the consumer-client makes the
selection. The result-has been a lack of accountability, and a residual
legal question of who is actually the cmployer: the local or state
government, the Title XX agency, or the recipient? Legal disputes are
in process, and in some areas it appears that the local government

has been determined to be the actual employer, respousible for recruit-
ment, hiring, salary and fringe benefits, training, and monitoring.

Definitions of in-home services under Title XX

In-home services under Title XX have a wide range of definitions which
often overlap and are confusing. These services offered under the other
Social Security titles also have different meanings. This situation can
lead td duplication of services, inappropriste use of the service, inade-
quate or misrepresented reporting, and difficulties in waking state-to-
state comparisons. There is wide disparity among the states regarding
not only the mix of services provided under Title XX, but also in defini-
tions and key components of cach service. For example, one state defines
its chore service as.a "hands off,” heavy task-oriented service including
activities such as wood-chopping; another, one of light housekeeping
duties; and a third specifies such personal care components as feeding
and dressi

S

A recent Taxonomy of Title XX Social Services ifies 84 discrete

st~ - tich have been written into 37 entries for chore services in
the Comprehensive Annual Services Plans (CASPs) for Fiscal Year 1976.
Thus it is difficult to paint a single picture of service declivery
under Title XX; however, certain broad generalities may be noted and
patterns observed from one state to another.

Title XX precludes the federal government from telling states what
services to provide. Further the statute is silent about permitting
states to define functionally those scrvices that are provided. Recently
published Proposed Regulations covering disclosure of owmership begin to
define health related and in-home services.

Improvements in Quality Assurance under Title XX

Efficiency and effcctiveness migic be improved by the development of
professional health and social service supervision to assess individual
needs, ovder and readjust services, and monitor continued scrvice needs.

HO.
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It may be most desirable if states developed their own criteria with ‘
guldance on model criteria provided by the federal government. Without

such standards, the usc of sclf-employed providers, at least for the

aged and other vulnerable populations such as the mentally disabled,

may not be desirable.

Standardized definitions for in-home service might also improve the
quality of Title XX in-home services. HEW could develop such definitions
but they would have to be voluntarily adopted by each state.
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PART VI. HOME HEALTH SERVICES - DEVELOPING AND CONTROLLING SUPPLY

It may seem contradictory to propose methods of expanding the availability of
home health services while volcing concern that the development of capacity be
controlled. However, these two concerns are valid with respect to home health
services in the United States. As a result both of reimbursement restrictions
in public programs and of the nature of home care providers, expansion of
service has not occurred rapidly over the past decade in the nation as a whole.
On the other hand, in certain geographic areas where favorable conditions
existed there has been a rapid expansion of services, to the point of over-~
saturation.

Thus many believe that both controls and stimuli are needed: controls in areas

of rapid growth in availability of providers, and stimuli in rural areas, low—

income areas, and other areas determined to be in need of services. A further

reason to encourage expanded capaclty is to attain the goal of comprehensive

health services at the community level by aiding small and single-service ’
providers, and by developing new providers of services.

A. Certificate of Need

State certificate of need programs mandated under P.L. 93-641, the National
Health Planning and Resources Development Act of 1974, must ensure that covered
health services, equipment, and facilities must be determined by the states to
be needed, as must expenditures for these purposes. The predecessor to this
program, Section 1122 of the Public Health Service Act, had covered home health
services in its reviews. However, interpretations of Congressional fantent in
the planning law led the Department to determine that non-{nstitutional services
were not meant for inclusion, and on March 19, 1976, it published a regulation
deleting home health agencies from coverage under the Section 1122 program and
from certificate of need requirements. Among the other reasons cited for the
exclusion was the belief that the health planning system should concentrate

its efforts on high-cost areas, and that adequate critéria for determining home
health need did not exist.

1. The Purposes and Functions of Certificate of Need
The purposes of the certificate of need (CON) process are to exert control
over supply, availability, .accessibility, and adequacy of service, and
control over costs through determination of the impact on the amount of
expenditures for health sarvices as a result of increases or decreases in
the supply of services.

The CON process should be viewed in relation to the other major requirements
of P.L., 93-641: consideration of national priorities im health plans and
review processes, recommended consistency of plans with national guidelines,
and the statutory and regulatory interface of national priorities and health
plans through procedures and criteria for revicws.

In summary, the certificate of need process is a tool to be used in developing
a rational system of hcalth services at the local level by assuring a balance
of types and amounts of services available. However, the very nature of the
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certificate of nced process--a prospective review of the need for additional
service capacity--dictates that it be more of a limiter of supply than a gen-
erator of it. The health planning and technical assistance functions are
designed to do the latter. .

As a prospective revicw instrument the CON process opts in many cases to
matntain the status quo (i.e., no more hospital beds), or to encourage

more even geographic distribution (no beds in one part of a county, but
need for some in another). A third function of the CON combined with the
planning process is to encourage better distribution of levels of care
(1.e., thé HSA might deny an application for a skilled nursing facility

but state that {t would accept a domiciliary care facility'as a substitute,
in line with established local needs). It is in these areas--improved
distribution and levels of care~—that the CON process has the most rele~
vanice for home health services.

The following reasons are given for including home health services in the
certificate of need process:

e Proliferation of home health agencies in certain areas would be stopped.
e Development of home health service capacity would become more rational.

e The CON process would encourage providers to go into currently under-
served areas.

e The HSA should exercise control over all aspects of health care, not
just institutional care.

e Home health would be given priority and visibility in the planning
process and as part of the health system. HSAs would be stimulated
to develop data and criteria for determining community need for home
health services.

e Existing providers, particularly visiting nursing associations,
believe that they would be protected from an influx of profit-
oriented "businesses.”

e The CON process might be a means of forcing agencies to pledge to
serve the community, including Medicaid recipients, rather than only
Medicare beneficlaries.

Available information shows that 14 states now include home health agencies
under required coverage of their certificate of need programs and others are
expected to do so. These 14 states are:

(1) Alabama (8) New York

(2) Arkansas (stated in Regs) (9) Texas

(3) Connecticut (10) West Virginia
(4) Hawaii (11) Wisconsin~
(5) <Xansas (12) Wyoming

(6) Kentucky (13) Maryland

(7) New.lersey (14) Virginia
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What CON Is Not Intended To Do

Yuch of the debate over whether home health service providers should be
subject to certificate of need has been based od misunderstandings about
the nature and purpose of CON; much has also been based on a very real
concern that proliferation and overlap of, providers in certain localized
areas will have a detrimental fmpact on clients, quality, and costs.

Many of the proponents of CON for home health services expect it to have a
kind of i{mpact that it was not designed to have. However, most of the
problems CON is believed to be capable of solving must be solved by other
means.

The CON process will not:

e Assure quality of services delivered
e Control fraud and abuse.

Quality assurance and the determination of home health agency capacity to
provide services are the function of survey, certification, and licensure.
1f there are weaknesses in these systems they cannot be solved by the CON
process; the systems themselves must be strengthened. This confusion of
purposes has probably been a major stimulus to the debate over CON..

In the same vein, fraud and abuse -will not he dealt with through this
process but rather by the enforcement of existing certification standards,
service review, reimbursement process and the development of additional
necessary safeguards against such practices. Effective administration of
checks on reimbursable costs, effective service audit capacity, and special
screening for fraud and abuse are the appropriate means of dealing with
these problems.

Reasons against inclusion of home health providers in the certificate of
need process include:

e HSAs should direct their efforts at reviewing high cost and high
volume facilities in order to most effectively target cost controls.

e States with special problems of oversupply or maldistribution are
free to establish CON requirements; states without these problems
would be forced to adopt a cumbersome procedure.

e There is a general undersupply of home health sarvices rather cthan
an oversupply. Efforts to expand services should not be dampened *
until a balance is achieved.

e CON will not solve problems of underserved arcas; they cannot make
the unattractive attractive. :

e Kecping new providers out in favor of the status quo of traditional
providers might lessen innovation, efficiency and improvements in
availability of service.
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e Applying CON might not encourage efforts to develop need criteria,
since most states with CON requircments for home health have not
actively sought to develop thenm,

o The existence of CON will not aid in the development of capacity.

HEW Position

The Department {ntends to continue to exclude home health services from

the -certificate of need process as a required activity of local health
planning and systews agencies. However, consideration will be given to
phasing {n CON for home health as criteria for determining need are
developed.

Despite the basic decision not to require home health agencies to be within
the CON process, the following actions are under consideration:

(1) Improvement of methodologies for determining need/demand for home
health services through grants, contracts or in-house resources.
Present estimates are that the need for home health care services
is large; however, greater specification of the need by types of
illnesses, by population, by medical care prognosis, and by cost
are needed for more efficient and effective planning.

(2) Development of additional technical assistance documents for plan-
ing agencies in regard to home health services, e.g., expansion
of Planning Guidelines in relation to home health or developuent
of guidelines on the review criteria considerations.

(3) Grants or contracts to evaluate the various types of home health
agencies. and their impact on quality of care, costs, utilization
of health personnel to assist HSAs and SHPDAs with priority setting.

(4) Establishment of a system (possibly coordinated with a home health
trade or professional association, a health planning association,
and NPHIC) to alert planning agencies of studies or reports done
by the government or the private sector. This would assist then
in keeping abreast of pertinent factors in home health delivery.

(5) Consideration of methods to interface the development of home health
services with the development of HMOs (on the basis of section 1502(7)
priority with HMOs a priority of section 1502(3)).
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Av51lahilicy and Distribution of Services

Supply Issues
In 1963, not more than 250 agencies met the definition of a home health

agency as later defined by Medicare. At that time, 1,163 agencies offered
a program of nursing care of the sick at home but only 141 of these nursing

.agencles could have met the requirement that at least one other therapeutic

service -nust also be provided. In additionm, less than 100 qualifying
hospital-based programs could be counted. Ninety percent of the agenciles
offering in-home services were operated by official health agencies and
visiting nurse associations (VNAs). The official agencies provided educa-
tional and referral services in the home but, in contrast to the services
provided by visiting nurse associations, no direct care. The Medicare
home health benefit became effective on July 1, 1966 and considerable
progress had by then been realized. As of October 1966, 1,275 home health
agencies were certified for participation in the Medicare program.

Data presented in Table 4 reveal that, between 1966 and 1976, the number of
health agencies participating in the Medicare program increased from 1,275 to
2,165. Although the number of agencies certiffed varied from year to year,
there was a net increase of approximately 910 agencies participating in

the Medicare program by the end of the first decade, a 71 percent increase in
agencles. VNAs, which in 1966 operated 506, or 40 percent, of participating
home health agencies, operated slightly less than one quarter of the agencies
certified by Medicare in 1976, In 1966, visiting nurse agencies represented
45 percent of participating home health agencles, but operated slightly less
than one quarter of the agencies certified by Medicare in 1976. 1In 1966,
officifal agencles represented 45 percent of participating home health agencies
and in 1976 were 53 percent of the total.

Hospitals and other organizatfons - except combined government and voluntary
agencies - almost quadrupled their participation during the first ten years

of the Medicare program and together operated fully 20 percent of the agencies
certified in 1976. The combination agencies declined by 46 percent.

Geographic Distribution

In 1966, slightly over one third of the nation's home health agencies partici-
pating {n Medicare were located in the Northeast. Another third were in the
South, and the remaining third was divided between the North Central and
Western regions. By 1975, fncreases in the number of certified agencies,
particularly in the North Central region and the South, reduced the proportion
of certified home health agencies located in the Northeast to approximately

27 percent of the total, In 1975, 32 percent of the home health agencies
participating in the Medicare program were in the South as compared to 38
percent in 1966 despite an increase of 232 agencies.

56



TABLE 4
Meter of persocs served, nmber o!_ vislts, ard szount of charges, by reglon, celendar year 1973

(thaesderes snd amounte in thousands)

Perscns served Visits Total chsarges Visfit churges Total relatursecent
u;(on . .

¥aber Per 1,000 Mamber  YOT person i np Per pereon  posuac Per visit Amoust  Per person

enrollees served served served
Totaliescscoacascnconcnanccrss 499.6 20.2 10,808 21,6 $227,001 $454 §211,944 $20 §115,497 §01
Kortheastosessocsscasoncosonceseres 175.9 9.2 3,653 20.4 11,258 403 87,848 19 68,226 p11]
Focth Ceontra 101.5 J15.2 1,939 19.3 37,318 68 36,012 18 35,186 322
South,.. 139.0 17.7 3,519 25.3 81,C£0 503 72,830 1 26,115 348
Yettiosoeons 78.3 19.9 1,495 19.1 32,9C8 420 31,523 21 31,658 [1:39
Outlyirg aress -‘-{.................. 4.9 18.1 wm 35,0 4,459 938 3,172 21 4,254 [ 119

}_l Iezludes Poszto Rico, Virgin Islscds, Cuaa, other outlying avess, and resfdooce uckrova,

As
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Table 5 reveals variations in the distribution of certified home health
agencies and the distribution of Medicare beneficiaries by census region

and divisions. In the South and the Northeast, the percent distribution

of certified agencies is higher than these regions’ share of the Medicare
population, whereas it is lower than the present Medicare enrollment in

the North Central region and the West. These variations reflect differences
among the census divisions which comprise the regions; for example, except
for the South Atlantic division, the percent distribution of certified
agencies 1s greater than the percent distribution of the service population.

The uneven geographic developument of home health agencies is reflected in
service utilization by Medicare beneficiaries. Regional utilizatiom data
indicate that 175,900 beneficiaries in the Northeast region received home
health vistts in 1975 (29.3 per 1,000 enrollees), while in the North Central
reglon visits were received by 101,500 enrollees (15.2 per 1,000 enrollees).

The data presented in Table 6 on the distribution of certified home hedlth
agencies and the distribution of Medicare beneficiaries suggest that the
availability of services of home health agencies is related directly to the
percentage of the Medicare enrollment which resides in metropolitan counties.
The rankings of census reglons in terms of non-metropolitan coverage is the
same as for metropolitan coverage, but the differences in the percent popula-
tion to whom services are available vary markedly.

In the Northeast, where the greatest percentage of Medicare beneficiaries
live in metropolitan counties, the availability of home health agencies is
nearly universal; services are avallable to the entire enrollment residing
in metropolitan counties and to B9 percent of those who live in non—metro-
politan areas. In conctrast, the operation of home health agencies relative
to beneficiaries' residence is lowest in the North Central region, which
has the smallest proportion of metropolitan enrollment to total Medicare
enrollment. .

Except for the Northeast, home health services are available to less than
70 percent of the Medicare beneficiaries who reside in non-metropolitan
counties. For example, services of home health agencies are available to
slightly more than the North Central region's beneficiaries: 93 percent
of its metropolitan enrollment is covered, compared to 55 percent of the
beneficiaries who live in non-metropolitan counties.’

Service Availability *

Table / presents data on the number of services offered by agencies parti-
cipating in the Medicare program in 1975 and 1976. The service offered
most frequently after skilled nursing care is.physical therapy, followed
in order by the secrvices of home health aides, speech therapjsts, medical
soctal workegs, and occupational therapists.
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TABLE 5 Number and Perceat of Medicare Beaeficiaries aad Certified
Home Health. Ageacies by Cemsuz Reglon and Division. United
States. 1974.

Medicare Enrollmenc Certified Agencies
Number* Percent** Number Percent
(m1llions)
Uonited States 21.9 100 2,329 100
Rcgion
Northeast 5.5 25 625 27
North Central 6.1 28 579 25
South 6.8 .31 890 38
Wesc 3.5 15 235 10
Northeast
New Eangland . 1.4 6 343 15
| Middle AFl::ncic 4.1 19 282 12
Norw: Central
. Eastc North Cemtral 4.0 18 335 14
West Novth Cancral 2.0 9 244 10
South
South Atlaantic 3.4 16 338 15
East Souta Central 1.4, 6 298 13
West South Ceatral 2.0 9 254 11
West
Mountata 0.8 4 91 4
Pacisic 2.7 12 144 6

Sources: Medicare: Health Insurance for the Aged, 1972-1973. Saction 3:
Participating Providers. Table 3.14: Number of Honz Health
Agencies, Persons, Eardlled, etc. Washington: Soclal Security
Adpinistzacion. 1976,

*Nunmber does not add because of rcundiag.

**Dorcencage does nmot add to 100 because of rounding.
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TABLE 6 Nuzber of Medicare Bemeficiaries and Percent of Earolimeat in
Counties with Home Health Agenciaes by Census Region and Division
and Metropolitan/Yoaumerropolitan Loecation. United States, 1974.

Number of Persouns Percent of Enrollment in
Enrolled (millions) Counties with Home Health Agencie
Total Metro NonmetTo All Mezro Noametzo

United States 21.9 14.9 7.0 84 95 61
Regions

Norcheast 5.5 4.5 0.9 98 100 89

North Cencral 6.0 3.6 2.4 77 92 55

South 6.8 3.9 2.9 78 98 58

West 3.5 2.7 0.8 86 98 58
Norctheast

Yew England 1.4 1.1 0.3 97 100 88

Middle Atlanrtic 4.1 3.5 0.6 98 100 90
Norzh Cantxzal

East North Centrral 4.0 2.8 1.2 86 95 68

West North Central 2.0 0.8 .2 61 85 43
Souch

South Arlantic 3.4 2.2 1.2 77 91 52

East Souwth Cantrai 1.4 0.6 0.8 86 9s 79

West Souch Central 2.0 1.1 0.9 71 88 49
West

Mountain 0.8 0.4 0.4 75 97 49

Pacific 2.7 2.3 0.4 92 - 98 62

Source: Adapted from Table 3.14: Number of Home Health Agencies, Persons
Earolled, etc. Medicare: Health Insurance for the Aged, 1972-1974.
Section 3: Particisating Providers. Washingron: Social Security
Admintstracion. 1976.




TABLE 7 Number and Percent of Participating llome Health Agencics Offcring
Seleated Servicess March 1967 and January 1975 and 1976
1967 1975 1976 _
rurcent rercent Yereent
Servica Hunber | of Total| Nunber | of Total| Nuaber | of Total
Totdl 1,753 100.0 2,254 100.0 2,165 100.0
llursing Care 1,753 100.0 2,254 100.0 2,133 100.0
Phystcal Therapy 1,201 68.5 1,678 74.4 1,656 75.8
Occupational Therapy 244 13.9 533 23.6 590 27.0
Speech Therapy 361 20.6 799 35.4 BSS 39.3
Hedical Social .
Servica 400 22.8 558 24,8 599 27.4
llome Health Addes
Service 601 34.3 1,600 71.0 1,609 73.6
Soucce: Soclal Security Administration, Officae of Rasearch dnd Statistics.
1. Unpublished data for 1976.
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In contrast, comparative figures for 1977 indicate a growth of almost 82,000
paraprofessionals employed by 3,732 service agencies. Fifty percent of the
agencies employed five or fewer aides; 31 percent, 6 to 24 aides; 15 percent,
24 to 99 aides; and 4 percent, 100 or more aides.

Service Configurations in European Systems i
Trained paraprotfessionals have for many years provided one of the major com-
ponents of community health-social agencies in many European countries. The
services are almost entirely funded or subsidized by the govermment, quality
{3 sought through government sponsored training, and the services are
usually offered as a part of community-based service networks. Eighty-eight
percent of services arc provided to the 65+ group, and the remainder to’
families in which there are persons who are handicapped, chronically 111

or in which there are multiple problems. England, which offers the services
to households rather than to individuals, funds the services of nearly

6,000 whole-time and 124,000 part-time “"Home Helps™ (Homemaker/Home Health
Aides). This means that for a population of 56 million people, England
employs as many paraprofessionals as are employed in the United States

with a population four times as large. The Netherlands emplovs 68,000
part~time and 17,000 full-time paraprofessionals, the former providing
in-home services exclusively to the aged.

In the ratio of "home helps”™ to population, the United States ranks midway--
sixth anong twelve countries providing these services. Denmark, excluded
fron the ranking because comparative data were not avajilable, would proba-
bly rank with Sweden at the top of the list. These services, considered

essential in countries with aging population percentages similar to those

in the U.S., are primarily home-centered and by far the largest percentage |
of the personnel is utilized in services to the populations in the older

age range and to the handicapped.

The difference between the United States and Western European countries
with respect to the development of community based services may be attri-
buted to a variety of factors. The age of the social security system is
an fmportant factor. Countries which established the concept of general
entitlement to insurance against essential risk (unemplovment, old age,
sickness) have tended to enlarge or expand the range of services. The
concept of general entitlement discouraged approaches which separated the
poor from the non-poor and encouraged development of services which, while
they were universally accessible, did not involve the development of the
most costly resources.

European cultures also rctained a famlly centered ideology with the home and
community as the central focus of services. The family centered ideology

in the United States placed greater stress upon personal responsibility than
than upon the concept of general entitlement. Culturally, the United States
has emphasized efficlency, and the use of institutions has seemed to oifer
more efficient approaches to care compared with dependence upon approaches
utilizing the home and the resources of the community. The prescace of a
substantial institutional complex already in place in the United States
tended to discourage the development of community services that are consi-~
dered "add-on costs.”

62
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Past and Present Efforts To Expand Home ﬂéiltﬁfcare

Grant Programs for Home llealth

In the past, home health services have not been viewed as offering the
potential for methods of care which might appropriately buffer against
institutional use and provide for populations whose nced s parallel in
magnitude, Home health care involves service development rather than
construction. It has been assumed that federal provision for reimbursement
of selected services for selected populations would provide adequate
financial support for capacity development.

In 1961 the Community Health Services and Facilities Act authorized the
Surgeon General "to make project grants to public or non-profit private
agencies or organizations for the development of outside-the-hospital health
services, particularly for the chronically 111 and aged." “Out-of-hospital"
services were defined as services "which prevent, detect, and treat disease
and disability and improve care for persons - particularly the chronically
11l and aged who are not patients in a hospital." Among the examples of
such services were "Home Care, including nursing care, homemaker services,
physiotherapy, occupational therapy, nutritional services, social services,
ete, for the sick at home."

The Community Health Services and Facilities Act provided assistance in the
form of time-limited grants which were intended to support studies, experi-
ments, and demonstrations which would “lead to new or improved community
health services outside the hospital...” and such demonstrations were to
include those directed to coordination to “ensure comprehensive care of
patients,” In its 1968 report, the review committee reported that “the pro-
ject grant program as originally conceived was not oriented to any specific
chronic {llness and had a broad base of eligibility in terms of the type of
applicant and the type of project.” The authority lasted for six years from
fiscal year 1962 to fiscal year 1967, Total funding amounted to $42,319,000.

Of the 295 projects funded, 17 percent were for home care, homemaker services
and nursing care and related in~home care (about 15 percent of the funds).
All but four of the home care and related services grants were for three
years. More than twothirds were for the initiation of new programs.
development., More than twothirds were for the initiation of new programs,
for coordinated multipurpose programs, for the development of homecmaker
services, or for the development and incorporation of homemaker services
into existing home care programs or visiting nurse services. Seven involved
the coordination of fragmented services or extension of urban setrvices to
rural areas. A small number were for the addition of specialized services
to existing programs.
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When Congress endorsed the concept of home health service in the 1965 Social
Security Amendments creating the Health Insurance Program for the Aged
(Medicare), there was widespread anxiety concerning the availability of home
health services to meet the needs of beneficiaries cligible for benefits

under both Parts A and B. All but a few states developed plans utilizing
federal and/or state, ahd local funds to expand the services. In September
1965, a supplemental appropriation of $9 million was made available to streng-
then existing home care agencies by adding services and to help establish

new programs that could meet the Medicare conditions of participation.

Another supplemental appropriation of $6.7 million became available for

fiscal year 1967. Within the nine months between September 1965, when the
funds became available, and July 1, 1966, when Medicare became effective,

the number of programs increased as did the range of services offered.

Between 1968 and 1975 little significant federal investment in home health
services development occurred with the exception of a short term OEO-PHS
paraprofessional training grant program geared to older women on public
assistance, and some "add-on” home health components to existing community
agencies funded under Title IIT of the Older Americans Act.

2, Current Activities
Tn 1975 with the passage of the Health Revenue Sharing and Health Services
Act (P.L. 94-63) the sum of $3 million was appropriated for one-year graats
to existing agencies and 17-month grants to new agencies to "demonstrate the
development and expansion of home 'health services.” Crants are authorized
for the purposes of (1) meeting the initial costs of establishing home
health agencies, (2) expanding the services available through existing agen-
cles, and (3) compensating personnel during the period of initial operation
or agency operation.” In extending the grant authorization Senate and House
conferees reported their belief that the future of home health services is
dependent in large measure on a consistent federal approach to the establish-
ment of and payment for these services. Fifty-six grants were awarded to
non-profit home health agencies certified for or meeting conditions of
Medicare-Medicaid participation for home health agencies. Forty grants were
awarded for expansion of existing agencles and sixteen were awarded for the
development of new agencies in areas’ in which there is a high percentage of
individuals who are elderly, indigent or both. The appropriation was incredsed
to $6 million in the following year, with similar requirements. :

It i{s the view of the Administration that since héme health agencies do
not require large initial capital investments and since the growth in
supply of home health services was established without any special
federal grants, the grant programs should be eliminated. Accordingly,
the FY 1980 budget provides for phasing out these grants.

D. Manpower Issues

Estimates of manpower ncaeds in home health depend to some exteat upon how the
service package is defined. The Medicare program has identified skilled aursing
and physical and speech therapy as the pfimary services but also relamburses for
occupational therapy, medical social services, home health aides, and supplies
and equipment.

Y
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A method of estimating manpower need in home health is one which examines the ;
services being utilized {n current home health programs along with consideracion

of peographic problems (urban-rural) and personnel currently available to meet

what have been demonstrated as being the most urgent needs. The two services

which have been most used in existing home health agencies have been nursing

and home health aide services, with physical therapy féllowing.

In 1974 approximately 23,000 persons were employed by agencies participating

in the Medicare program. All home health agencies certified by Medicare provide
nursing services. In 1974 over 90 percent of all home health employees were
nursing personnel, 70 percent were registered nurses, 7 percent practical nurses,
and 19 percent howe health atides. Four percent of home health agency person-
acl were physical therapists., Occupational therapy,. speech therapy and medical
social services have been offered by fewer agencies. They are relatively less
available in rural and outlying areas. Some agencies also have included through
administrative costs the services of nutritionists and psychologists.

Whether full-time or part-time, nursing personnel are generally permanent members,
of a home health agency staff. In contrast, the principal place of employment
for therapists and medical soclal workers is another’ community health service
organization, e.g., hospitals, clinics, rehabilitation centers. They provide
services to patients of the home health agencies under contractual arrangements
with the employing institution or on a fee-for-service basis.

The incremental capacity building approach of adding the services of a therapist
or a medical social worker on a part-time basis ‘has been successful ’n many

urban areas; it has a number of advantages. One is that the services of another
professional discipline can be utilized on a pilot basis ‘to meet the needs of

one or more patients and at the same time acquaint the nursing personnel with

the contribution another discipline can nake to the assessment, plan of care, and
treatment of certain patfents. A second advantage is that it has permitted the
home health agency to obtain access to other community resources, including in-
service training opportunities, professional meetings, invitations to serve on
utilization review committees, and :cchnical assistance to improve administration
management .capabilities.

The development and expansion of home health services in rural areas is parti-

cularly critical. In contrast to agencies located in major population centers, ’
rural home health agencies frequently experience difficulty in identifying and

hiriag personnel qualified to provide the number and type of services appro-

priate. A partial answer has becn the ability of certain well established home

health agencies to extend services into suburban and/or adJacent/rural areas.

Health Departments which are the primary source of home health services in
tural counties should be encouraged to explore the possibilities of sharing
a therapist(s) and medical social worker with the nearest community hospital
or skilled nursing facility. Interesting job possibilities such as the op-
portuniiy to provide services to patients in the hospital, nursing home and
in their own homes might attract a well qualified person to a rural area.

50-227 0-79 - 9
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APPENDIX 1: PROGRAM STATISTICS

This appendix examines the expenditures for and utilizaction of public
programs providing home health services, primarily the Medicare, Medicaid
and Title ¥X programs. Data on the aspects of each programs' home health
component are disptayed in the tables below. An overview of total home
health expenditures under Medicare, Medicaid, or Title XX is provided as

Table 1.
P- A

Table 1
TOTAL HOME HEALTH EXPENDITURES FOR 1276 ar 1977
Ticle XWIT Tiele XIX Ticle XIX e
Medicara Hooe Parsonal ta-Hoze
Health Care
Services
Alsbama $ 5,092,000 $ 591,417 $ 1,410,413
Alaska 40,000 11,94 560,105
Arizona 1,668,000 1,594,437
Arkansas 674,000 $3,485 688.651
California 22,305,000 1,975,509 136, 360,000
Colorado 2,187,000 206,546 3,547,560
Connacticut 4,904,000 $35,298 1,564,184
Delavara 549,000 63,909 11,691
Disc. of Col. 825,000 1,307,599 $ 976,361 2,231,800
Florida 23,110,000 183,334 8o Info. Sub
Georgta 1,929,000 261,376 4,866,477
Guan
Hawait 479,000 983,898
Tdaho 765,000 80,664 814,025
Tllinois 8,865,000 1,561,402 9,953,600
1ndiana 1,551,000 1,151,415+ 365,332
Tova 855,000 29,059 2,340,518
Kansas 701,000 63,653 1,198,408
Kentucky 2,315,000 1,809,097+ 5,395,610
Loutsiana 7,393,000 °65,157 2,324,508
Maine 1,610,000 533,660 1,999,697
Maryland 3,258,000 442,022 4,875,068
N Massachusatts 9,298,000 5,113,456 Not available 16,374,246
Michigan 4,709,000 201,634 27,400,000
Minnesota 2,217,000 1,184,502 1,50 1,700,000
Masissippt $,349,000 149,515 1,381,816
Hissouri 6,379,000 94,368 1,669,546
Montana 304,000 115,041 Not available 664,708
Nebraska 221,000 33,024 93,309 2,272,500
Nevada 439,000 19,0374 83,794 412,321
Xew Hampshire 879,000 389,322 1,677,461
New Jarsasy 12,255,000 1,060, 581 ¥ot available
Nev Mextco 1,248,300 77.3%9 3,892,000
Nev York 23,674,000 106,323,324 - 126,435,823 8,212,467
North Cacolins 3,117,000 95,167 17,313,091
North Dakota 70,000 20,933 2,287,226
Ohio 9,160,000 911,824 17,149,685
Oklahoma 555,000 9 8,686,446 7,670,000
Oregon 2,327,000 114,808 <,%57,057
Pennsylvania 18,308,000 2,717,750 15,933,331
Puarto Rico 4,%96,000 800,000
Rhoda Islaad 1,369,200 14,330 1,317,000
South tolina 4,034,000 oll,431 730,139
South ota 4,0%,000 9,983 691,428
Tennessea 4,520,000 162,798 2,832,2N
Taxas 14,038,000 28,579 4,710,342
Utah 430,300 35,4030 351, ’¢o
Vermont 1,085,000 393,136 253,900
Virgin fslsnds 19,000 Not funded
Virginia 2439, 000 LRRWRL 1] 0,735,006
Washington 2,263,000 1.1:%,301 13,93, 004
Wast Virginta 1,113,000 73,31 3,36),608
Uisconsin 3,631, 00 ~33.102 Not avsilable 12,329,842
Weoming 242,000 Yad A0, 300
4 1977 Data
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I. Medicare Home Health Services

Tables 2-7 provide Medicare actual and proiected outlav data for 1967-1981
as well as beneficiary, reimbursement, and visit data for 1974 and 1975.
These tables show the costs of Medicare home health services, utilization
patterns, and types of users.

Table 2

MEDICARE BENEFIT PAYMENTS FOR HOME HEALTH CARE,
FISCAL YEARS 1967-1983 (IN MILLIONS)

Hone Health Expendftures
Total Home
Health as a
Fiscal Year Total Part A Parc B Percent of
. Total Medicarq
Expenditures
1967 $ $1 s 8 -
1968 60 36 24 -
1969 77 48 29 <24
1970 89 b3 335 .91
1971 73 46 27 .76
1972 70 &7 . 23 .81
1973 80 57 23 .97
1974 110 73 37 1.21
1975+ 188 123 65 1.47
1976% 298 202 96 1.64
19774= 425 287 138 - *
1978 561 prs 182 -
1979 726 485 239 -
1980 894 591 303 -
1981 1,062 686 376 -
1982 1,240 175 465 -
1983 1,436 863 573 -

* Figures for pcrsons aged 65 and over only are partially escimated.
*% Figures for 1977-1983 are esiimated projections.

Source: Offfice of the Actuary, Medicare Benefitr Estimaces: 1979
Budget Assumptiona.

Table 3
1974~5 ANNUAL MEDICARE EXPSNDITURSS PER RECIPIENT

ifean Number Tozal Average
‘tear Number of Numbaer of of Visits per Medicare Cost per
Viaics Beneficiaries | 3eneficiary ‘Reiabursenment !Seneficiar
1974 8,100,000 393,000 ‘.‘0'.6 $143, 600,000 §365
1975 10,300,000 500,000 21.6 3215,500,000 $431

Source:  U.S. Social Security Administratiom, Office of Research and
Statiatics (SSA-ORS), Medicare: Health Insurance for the
Aged and Disabled, 1974 and 1975, Washington, D.C., 1977,
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Table 4

1975 MEDICARE BENEFICIARY IN-HOME
UTILIZATION BY TYPE OF COVERAGE

Persons Served

Type of Coverage Percentage Average Number
Distribution of Annual Visits

Parts A and/or B N 100.00 21.6

Parts A and B 10.4 55.5

Part A oaly 61.7 17.8

Part B only 27.9 17.2

Source: SSA-ORS, Medicare: Health Insurance for the Aged and
Disabled, 1974 and 1975, Washingtom, D.C., 1977.

Table 5

NUMBER AND PERCENTAGE DISTRIBUTION OF
! PERSONS SERVED UNDER MEDICARE IN-HOME
HEALTH PROVISIONS (1975)

Number of Percent Served: Percent Served:
Visits 1974 1975
1-4 24,1

47.0
5-9 20.2
\
10-19 22.1
20-29 ' 11.3
> 44.5
30-39 R 6.5
40-49 . 4.3
50-99 f 8.6
100+ 8.5 2.9

7

Sourcc: SSA-ORS, Medicare: Health Iﬁsurance for the Aged
and Disabled, Washington, D.C., 1977.
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'I'ABLB 6- 1975 MEDICARE HOME HEALTH VISITS BY AGE (IN THOUSANDS)

Age Number Number Total Visit _To_tal' ) ]
Served Visits Charges* Charges#* [Reimbursement# ¥4

Under 65 3.4 797 $17,056 | s$15,787 ‘_$16',2}(:5 -
65-66 30.6 623 13,517 12,556 - 1zv,{ag:7'
67-68 33.6 705 15,170 16.196 " 14,487
69-70 37.5 809 17,351 16,249 16,532
71-72 40,2 851 © 18,017 16,919 | ' 17,172 .
73-74 51.8 903 19, 264 18,054 -{. . 18,304
75-79 109.7 2,356 49,367 46,237 ;46,952
80-84 97.2 2,076 42,746 40,096 40, 535
85+ 77.5 1,684 34.511 31,850 32,452

*  Total dollars claimed for Medicare re.tmbursement by 1ntermediar1es and

carriers for services rendered.
** Total dollars claimed for Medicare retmbursement for the actual visit.
#%% Total dollars paid out by Medicare for services rendered. -

A-4

S_olr_c_e. SSA-ORS, Medicare: Health Insurance for the Aged and Disabled
Washington, D.C. 1977. ;
- Table.7.
1975 COSTS OF MEDICARE IN-HOME SERVICES BY AGE GROUP
Age . Average ‘Number of Average Amount; Avergge AnnuAal_‘
Visits per Client |Reimbursed per Visit Cost. per Client
Under 65 25.38 _ $20.37 $516.99
6566 20.35 20,59 419,01
67-68 20.98 20.55 431.14
69-70 21.57 20.44 - 440.89
n-12 21.20 ©20.18 427.82
73-74 21.60 20.27 437.83
75-79 21.48 19.93 428.10
80-84 21.36 19.53 417.16
85+ 21.73 19.27 418.74
Soutce: Table 6 . )




11, Medicaid Home Health Services

Tables 8-11 summarize expenditure and utilization patterns for home health
scrvices under Medicald for FY 1972~1977 and show state by state patterns
for FY 1977, It must he noted that New York, which accounts for a large
portion of the home health expenditures under Medicaid, did not report its
data by recipient group and is therefore missing from Table 10 (Home Health
Recipients by State, FY 1977)., Hence, with New York absent, one must be
carcful in drawing conclusions from Table 10.

Table 8
Medicaid Home Health Expenditures and Recipients for FY 1972-1977

Fiscal Total Total # of
Year Expenditures Recipients
1972 $ 24,250,390 113,372
1973 ) 25,441,952 113,687
1974 31,104,350 150,264
1975 70,291,063 205,100
1976 134,287,520 261,331
1977 179,491,576 NA

Source HCFA/OPPR, Medicaid Staristies: 1972; 1973; 1974; 1975; 1976;
1977, Washington, D.C.

A-S
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TABLE 9 MEDICAID HOME HEALTH RECIPIENTS AND
EXPENDITURES BY STATE, FY 1977

. NUMBER OF " BOME HEALTH PERCENT OF TOTAL

HEW REGION AND STATE PARTICIPANTS . PAYTMENTS MEDICAID PAYMENTS
TOTAL REPORTING STATES 261,331 $179,491,576 1.1
REGION I 22,514 8,989,076 0.8
CONNECTICUT —_ 535,298 0.3
MAINE 1,426 599,099 0.7
MASSACHUSETTS 16,964 6,755,332 1.0
NEW HAMPSHIRE 1,687 427,945 1.0
BRHODE ISLAND 1,096° 180,120 0.2
VERMONT 1,351 491,282 1.2
REGION I1 168,110 148,077,296 3.8
NEW JERSEY 2,861 2,357,466 0.5
NEW YORK 165,172 145,712,116 4.4
PUERTO RICO —_ — ———
VIRGIN ISLANDS 77 7,716 0.3
BEGION -IT1 15,569 4,659,154 0.3
DELAWARE 219 105,242 0.4
DIST. OF COL. 1,835 1,354,954 1.1
MARTLAND ), 2,088 555,202 0.2
PENNSYLVARIA~ 9,913 1,822,404 0.2
VIRGINIA 1,337 821,292 0.3
WEST VIRGINIA 177 — -—
REGION IV 13,286 5,464,565 0.3
ALABAMA 1,913 1,109,057 0.6
FLORIDA 846 235,139 0.1
GEORGIA 1,010 487,881 0.2
KENTUCKY 3,167 1,809,096 1.0
MISSISSIPPL 1,098 : 260,318 . 0.2
NORTH CAROLINA 1,688 _ 688,536 0.3
SOUTH CAROLINA 2,086 520,796 0.4
TENNESSEE .1,498 353,742 0.2
REGIOR V 19,340 6,401,250 0.2
ILLINOIS : 4,141 1,410,182 0.2
INDIANA 1,586 1,202,818 0.5
MICHIGAN 3,031 910,171 0.1
MINNESOTA 3,120 1,323,297 0.4
oHIO 3,985 909,702 0.2
WISCONSIN 3,477 : 645,080 0.1
REGION VI " 3,000 1,357,312 0.1
ARKANSAS 258 73,900 0.1
"LOUISIANA 1,146 434,031 0.2
NEW MEXICO 330 173,033 0.4
OKLAHOMA _— — —
TEXAS 1,266 . 676,348 0.1
REGION VI . 2,059 749,773 0.1
ToWA 265 96,628 0.1
KANSAS . 344 137,220 0.1
MISSOURI 1,044 210,654 0.1
. __NCBRASTA- 406 - 305,271 0.4
REGION VIIT . 2,146 568,344 0.2
COLORADO . 1,333 253,595 0.2
- MONTANA 358 164,766 0.4
NORTH DAKOTA 77 - 34,265 0.1
SOUTH DAKOTA" 187 4,914 2)
UTAB 189 95,439 0.2
WYOMING 2 15,365 0.2
BREGION IX 12,981 2,161,710 0.1
CALIFORNIA 12,255 1,848,414 0.1
A HAWAIL 587 229,186 0.3
REVADA 139 84,110 0.4
REGION X 2,326 1,063,096 0.3
ALASKA . 38 13,586 0.1
IDAHO - 219 79,303 0.2
OREGON 542 137,312 * 0.1
VASHINGTON 1,527 832,895 0.4

1/ Pemnsylvania's recipient counts cannot be validated. Source: HCFA/OPPR,
Medicaid Stactistics 1975, 1976, Uash,x_gaon. D.C. !
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TABLE 10
HOME HEALTNH RECIPIENTS BY CATEGORY AND |
STATE, PISCAL YEAR 1976 |

DEPENUDENT ADULTS &TTH
CHILDREN DEPENDENT OTHERS AGE
§ ORTNTON D STATE OVER 65 BLI!D D1SasLIn DT 21 CHILOREN ll-64
TAL REPORTING STATES 31,743 1,533 34,452 11,9 8,907 2,739
10,103 307 3,487 3,332 1,309 9
$23 s 389 8 208 ve=
8,341 260 4,046 2,688 1,258 9
HAMPSHIRE 782 28 351 338 203 ——
rETenT 489 1 a7 198 169 P
EGION II 539 30 1,131 630 (338 %0
NEW JERSEY 350 30 1,113 690 41 -—
PUERTO RICO — — —_ - — -—
VISGIN ISLANDS 9 — 18 == 10 40
EGION ITI 2,050 s 7,808 1,517 1,747 2,395
DELAWARE 74 10 94 22 19 -_——
,  DIST. OF COL. 241 13 459 528 386 8
MARVLAND 49 8 815 173 274 264
TENNSYLVANIA 705 — 5,675 708 105 2,123
VIRGINIA 874 23 612 $6 143 -—
WEST VIRGINIA. 62 1 vt 3 20 o
EGION IV 5.194 289 6,262 $63 92 53
ALABAMA 1,157 35 664 14 43 —
FLORIDA 46 264 612 86 78 -—
GEORGIA 302 2 $74 35 70 —
RENTUCTY 1,500 S0 1,189 119 229 -—
MISSISSIPPI 689 2 333 33 20 _—
NORTU CAROLINA 415 b3 449 8 148 -—
SOUTH CAROLINA $44 36 1,086 17 224 53
TERISCSEE 421 27 853 101 96 -—
EGION V 6,318 191 6,134 4,291 2,276
ILLINOTS 150 30 1,559 1,353 449 —_
INDTANA ETXY &n aRA SRQ 122 —_—
MICUTCAN 9 29 1,556 58 536 -—
MINUESOTA 1,72% 36 820 252 177 —
oo 1,932 18 630 761 T4d -—
WISCONSIX 1,356 s 1,063 738 243 —=
EGION VI 1,486 &7 1,230 50 178 -—
ARKANSAS 64 7 134 21 25 —
LOUTISLANA : 666 2 415 7 FY —
NEM MIXICO 62 3 205 3 37 —
ORLAHCIA _ -— — -— — -—_
TEUS $94 28 1373 1 hJ] ——
SGTON VII 932 n 611 . 85 145 153
TOMA 92 9 62 3 13 ———
FANSAS 87 s 19 2 37 61
MISSOURT 537 52 294 — 69 92
SEDRASHA 216 s 136 27 2 —
SGION VITD 284 1 233 90 80 —
MUNTANA 141 6 137 a3 21 —
NOKTH DAKOTA 35 —_ n 4 7 —_
SOUTR DAKOTA 26 1 73 41 36 -—
HTAN 2 I3 30 4 16 —
SION IX 4,510 537 5,113 1,201 1.2 39
CALTFORNTA 4,210 543 4,919 W25 1,126 _—
SAWALL . 21 k3 151 35 33 89
AT 79 10 a e ? —
CION X 305 b3 38 7 84 —
ALASKA 2 ~—— 2 H 3 —
1DAHO 83 6 108 4 16 —_—
OREGON 218 17 26 18 4% — -

urce: HKCFA/OPPR, Medtcatd Szate Tablaa: 1976, Washingtom, D.C., 1977.

<
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able 11, . .
MEDICAID BENEFIT PAYMENTS FOR LONG TERM CARE

y i

1968~1977, PERSONS AGE 65 AND OVER 1/

(In Millions)

1 2 3 4
Percent Home
Total Medicaid Health 1is

Total Medicaid Dollars for Home | of total LTC

Total Medicaid|{ Dollars for LTC Health for Per- Expenditures

Expenditures of Persons 65+% sons A5+ (Col.3/Col.2)
1968(cY) § 3,451 $ 950 3 3.4 0.4
1969(CY) 4,351 1,023 6.2 0.6
1970(cY) 5,094 1,055 8.6 0.0
1971 6,345 NA N [}
1972 (FY) 7,346 1,177 14.1 1.2
1973 (FY) 8,714 2,172 14.8 0.7
1974 (FY) 9,737 2,521 17.4 — ] 0.7
1975 (FY) 12,086 3,418 42.3 1.2
1976 (FY) 13,977 3,887 73.0 1.9
1977 (FY) 16,257 4,543 85.0 1.9

1/ These estimates include both State and Federal Medicaid expenditnres.

*  LTC=Long Term Care (Nursimg home and home health benefits)

Source:

Institute for Medicaid Management Data on the Medicaid Program,
Washington, D.C., 1978, .




‘'I1I, TITLE XX IN;HOME SERVICES UTILIZATION
S

[

' . .
" Tables 12-14 contain the most up~to-date operating statistics for in-home
scrvices provided by Title XX. The following Title XX services are con-
sidered to be in-home services:

Chore Services are most often described as home maintenance activities,
(repairs, yard work, shopping, house cleaning), performed for individ-
uals unable to do such chores themselves.

Home Delivered/Congregate Meals are designed to provide well balanced
medically appropriate meals -for clients who because of age or disabil-
ity are unable to do so themselves.

Homemaker Services are general household services such as meal
preparation, ¢hild care and routine household care to individuals
unable to manage the home. Data on Title XX programs is very limited.
Table 9 of this appendix does however, display Title XX expenditures
for in-home services for each state.
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Table 12

| MATIOMAL SCMMANY OF S0MZ SERVICES PROVIDED TO TITLE XX RECIPIENTS

Quarter £ading. JUM.1976

MATIIRAL TOTALS

%o. of Staces! Total ¥o. of l Toeal Cost Per Rectp.

Deltvectng Sve! Reciz. of Swe { Expeadicurse) (Mac'l Ave)
. [}
Chore Services b+ 194,679 ] 43,213,753 232
Hooe Deliv./Cong.
Meals n 37,894 i 2,645,631 10
Howemaker Sevvices 49 132,781 : 37,087,217 243
Total - 385,354 | 84,944,626 s220 |

Source: Office of Human Development, Socilal Services USA, Lashingroa, D.C., 1977.

Table 13

Total Number of In-Home Recipients by Service: Percent
by Category Quarter Ending June, 1976

Sorvices Total T b ::{.”""" 5
Reclptents | AFDC|  locome | T z :° z I | Total | 2 Total 4
Eligibles | SS1 | Medicaid Income JAFPC-WIN | CWS |Adulta [Adults [Children[Children
hore Services 194,679 ) 1 7 ’ 1 . s [us,398} 92 |16,281 8
omn-Daliveced/
Congrexnted 37,89% 3 60 3 3 1 . s | 35,984 95 1,910 s
Heals
hvmemaker
Setvices 152,781 20 2 7] . 2 2 * |u3s.aa8| 89 17,33 1
Source: Office of Humen pment, Social Services USA, D.C. 1977,
Table 14

ln-firme Expenditures by Service: Percent by Category
Quarter Endiag June, 1976

Total Pereent} Porceat | Percent Percent Percent Percent Tercent
Servicen Cost AFDC Incowe sst Medicotd Uithout AFDC-WIN cus
Ellgible Regard to
Iocome

Chore Services 45,213,750 4 [ 88 2 - [ .
Home-Drlivered/

Congregated .

Peals 2,643,651 2 14 38 1% 1 [ [J
| ——i '

Servicea sy | 15 58 2 1 * .

Source: Office of lHuman Development, Social Services USA, Mashington, D.C., 1977.




136

APPENDIX 2: TFINDINGS FROM RECENT STUDIES ON IN-HOME HEALTH SERVICES UTILIZATION

Although in-home health services research has been limited, results from five
recent studies have shed some light on the current utilization.
These five studies are:

The Visiting Nurse Service of New York (VNSNY) collected data on 420 ‘
individuals accepted for and discharged from in-home health care during

a 15-month (January, 1975 through March, 1976) demonstration project.

Medicare and Medicaid reimbursed the customary VNSNY services of:

physician visits, nursing care, physical and speech therapy, social

services, and home health aide visits. The VNSNY also financed ad-

ditional services to allow customers access to a fuller range of services

such as  housekeeping, transportation, laboratory and diagnostic ser~

vices, and medical equipment and supplies.

The Visiting Nurse Association of Los Anceles (LAVNA) collected data
from 8,959 home health discharge forms from May, 1974 to May, 1975.
These discharge forms were submitted ‘quarterly and represent an unknown
number of individuals who may have had multiple discharges during the
year. The LAVNA study was a data collection and analysis effort only;
no funds were available to provide services other than those typically
provided by Medicare. Thus, its services and utilization were more
closely aligned with Medicare patterns.

The Triage Project of Connecticut began operation in February, 1974,

and reported some results in February, 1978. Triage is a model project
providing comprehensive services to the elderly through a single-entry
system, Project funds were available from the Connecticut Department

on Aging and HEW to supplement traditional services. These additional
services include: homemaker and chore workers, day care, meals-on-wheels,
transportation, dental, podiatry, laboratory and pharmaceutical services,
volunteer visiting and telephone reassurance. Ia December 1977, Triage
had 1,384 active clients.

The Massachusetts Department of Public Health Studv consists of a pre-

liminary analysis of data available for approximately 36,000 discharges
from Massachusetts home health agencies from 1974 through 1976. The
discharge records are for an unknown number of individuals who had
nultiple discharges during the 3-year period. All services were re-
imbursed through traditional sources (Medicare, Medicaid, private in-
surance and personal funds).

The San Francisco Home Health Service (SFHHS) study is a retrospective

analysis of 7,410 consumets accepted for service over an 18 1/2 yecar

period (May, 1957 through Decembaer, 1975).  This longitudinal data base
contains no duplication of consumers. SFHHS has continucd its founding
philosophy of focusing on the impoverished chronically "ill and disabled

A-11
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1 although the Agency has served post-acute and short-term cases as well.
At present, only preliminary results are available. This study, sponsored
by HEW, 1s due to be completed In September 1978, (Note: the final
results will be incorporated in this study if available by the October
deadline) Althouph SFHIIS has participated in some demonstration projects
over the years, the majority of the cascload was served using Department
of Social Services (DNSS) reimbursement sources, with some services
reimbursed by tedicare and Medicaid.

Even though data available from these sites are not always comparable, and some
of the studies are incomplete (Massachusetts and SFHHS), enough information is
present to obtain a general idea of utilization of in-home health services by
a broad population consisting of both short—- and long-term care users, and of
the need for flexible service delivery systems.

1. Characteristics of In-Home Health Care Users

Four sites have reported consumer distributions by sex and age (see Table 15
and 17). In all four sites, females accounted for at least two—thirds of the
population served.

There was no apprecilable difference in the sex distributions among the four
sites, although SFHHS had a slightly lower proportion of males. As Table 17
shows, however, there was a major difference in the age distribution between
LAVNA and Triage and the other two sites. About 2/3 of the LAVNA group was
under age 65, while less than 1/4 of the VNSNY and SFHHS caseloads were under
65. Both VNSNY and SFHHS concentrated predominantly on the elderly (79.2 and
75.2 perceat, respectively), while Triage was concerned exclusively with the
elderly (all participants were over age 65).

Data by living arrangement are available from all five sites (see Table 18).
Almost 80 perceant of the LAVNA population lived with family members or others,
followed by 73 percent of the Massachusetts group, 68 percent of the VNSNY
population and 64 percent of the Triage participants. In contrast, almost

60 percent of the SFHHS population lived alone.

Three sites reported the abilities of their consumers in carrying out certain
activities of daily living as shown in Table 19. Most clients could eat
@ithout assistance, whercas ambulation, dressing and especially bathing were
significantly more difficult. This Information, coupled with data on living
arrangements, tends to confirm the hypotheses that homemaker services to assist
with the activities of daily living is ouch necded by the Medicare population.

Table 20 shows that referrals from acute hospitals, private physicians and other
nonacute providers accounted for the majority of consumers at LAVNA (87 percent),
VNSNY (75 percent) and Massachusetts (81.5 percent). SFHHS, however, received
only 43.7 percent of its referrals from hospitals, private physicians and non-
-acute providers. In contrast to the other sites, l/4 of SFHHS referrals were
from family, friends or other individuals.
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Table 15

Proportion of In-Home Health Consumers by Sex:

4 Sites Reporting

SEX LAVNA* VNSNY SFHHS Triage
Male 33.0 31.9 27.8 33.0
Female 65.0 68.1 72.2 67.0
Total 98.0 100.0 100.0 100.0

*Total does not equal 100.0 percent since unknowns were figured in

computation.
Table 16
Proportion of Total Aged Population by Sex
1976
AGE: SEX
TOTAL MALE FEMALE
65-74 14,188,000 6,153,000 8,034,000
75-84 6,725,000 - 2,547,000 4,178,000
85+ 1,862,000 1,264,000 598,000
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Table 17

Proportion of In-Home Health Consumers by Age:
4 Sites Reporting
(Ape 1in uneven {ntervals)

Age LAVNA VNSNY* SFHHS Triage
2 18.0 —_
24.9
2-18 6.0 —_
19-44 22.0
20.7

45-64 17.0
65-74 324 334 37.0
75-84 37.0 33.8 32.4 54.0
85+ 13.3 9.7 9.0
Total 100.0 99.0 100.1 100.0

*No consumers under 20 years of age were reported.

Table 18

Proportion of In-Home Health Services Consumers by Living Arrangement:
5 Sites Reporting

Living Arrangement LAVNA VNSNY SFHHS Massachkusetts Triage
alone ' 16.0 31.9 59.4 27.0 36.0
-w/iomediate family 74.0 38.5
73.0 64.0
w/others 5.0 61.8 2.2
uarcported . 5.0 — - -— -_
Total 100.0 100.0 100.0 100.0 100.0
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Table 19

Proportion of In-~lHome Health Consumers by Ability to Perform Certsin Activities of Daily Living:
3 Sites Reporting

Eating Bathing Dressing Ambulation/Transferral

VNSHY Mass., Triage VNSNY Mass., Triage VUNSNY Mass. Triage UNSNY Mass. Triage
Independent 92.6 82.0 83.9 57.9  50.5 21.0 67.5 61.0 45.3 50.5 69.0 51.9
Mechanical
Assistance - - 2.1 - 0.2 - 29.5 -

10.4 46.0 32.1 33.9

Human
Assistance 3.8 14.0 20.7 42.3 16,7 32,0 9.7 22.0
Dependent 3.6 . 4.0 5.7 18.1 7.2 32.0 15.5 7.0 22.6 10.3 9.0 14,2
Total 100.0 . 100.0 100.0 98.8 100.0 100.0 99.9 100.0 100.0 100.0 100.0 100.0

(U4
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Table 20

Proportion of In~Home Health Services Consumers by Referral Sources:
4 Sites Reporting

Referral Sources LAVNA VNSNY SFHHUS Massachusetts
hospitals 73.0 46.0 30.4 58.0
private physicilans 13.0 20.0 6.1 21.0
nonacute providers 1.0 9.0 7.2 2.5
comounity agencies - 15.0 11.4 ?
welfare departments - - 14.4 -
self, family, '

friends 10.0 11.0 24,5 13.0
ungpecified 3.0 - 5.9 (5.57)
Total 100.0 101.0 99.9 100.0

A-16
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2. Consumers' Lennth of Use of In-Home Health Services
SFIS took the above two classifications of data in Tables 26 and 28 and collected
information on length of use by referral source (Table 21) and by living

arrangement (Table 22).

The major difference appears in the cases of the American Cancer Society and

the Department of Social Services. The former's referrals were largely terminal
cancer patients, and thus mainly short-term users, whereas the latter's referrals
were long-term (see Table 24). Furthermore, patients discharged from hospitals
tended to be short-use recipients (recipients of a few nurse visits - see Table 22)
and VNA and self/family referrals showed more extended use. SFHHS intends to
examine these aspects further to determine reasons for these utilization patterns.
Moreover, the "other" category is extremely high in regard to the referral of
short-term users. A definition of what is included in "other" may be of great
importance (SFHHS does not define this category in any of its preliminary papers).
In short, about 2/5 of all SFHHS clients received services for 3-11 months, and
70% received them for less than one year. This finding suggests that the "turnover"
in receiving in-home services is rather high; only 30.2% continued their use for
one year or more.

The average lengths of use in Table 23 for the VNSNY, LAVNA, and SFHHS studies
even nore dramatically portray the distinction between agencies concentrating

on the chronically 111 and agencies oriented toward medically-related, short-—
term care. Clearly, SFHHS's concern with providing homemaker/home health aide
services resulted in a utilization rate eight times that of the other two more
medically~oriented sites, implying that beneficiary utilization is also dependent
on the type of services available from the provider. Since per diem cost data

are only available from VNSNY ($14.71, however 1/10 of the clients accounted for
1/2 of the costs thereby greatly inflating the total population cost) and LAVNA
($4.,45), there is no way to evaluate the cost difference of this greater utiliza-
tion until later this year when SFHHS completes its work.

SFHHS has relcased further length of use data shown in Table 24. The top half

of the table shows that public assistance reciplents' use of in-home services is
much greater thaa that of those not on public assistance. This finding is re-
inforced in the lower portion of the table. Medicare recipients and full pay
clients are mainly short-term users, whereas those receilving public assistance

from DSS are long-term users. Thus, the benefit structures of the various home
health programs affect the utilization of in-home health services. However,

it is this population group, being more disabled, with few supports and lower health
status, which is in the greatest need of long term care.

3. Staffine Patterns of the Apencies

Three sites reported the proportion of services provided by professionals and
paraprofessionals (see Table 25). There is a wide variation betwcen SFHHS

and the other two sites. Both LAVNA and the agencies in Massachusetts concen-
trated.on nursing services, with Massachusetts relying. more on homemaker/home
health aides than LAVNA. In sharp contrast, SFHHS relied heavily on homemaker/
home health aides (almost 89 percent of all visits). SFHHS concentrates on the
chronically ill and disabled whose major .nced is for assistance with the ac-
tivities of daily living. Overall, since 1967 the average number of visits per
SFHUS consumer is 92.5. On the average, each consumer received 81.9 homemaker/
home health atde ‘visits and 10.6 professional visits (nurse or social worker).
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Table 21

SFHHS Site Only

percent):

Length of Use

Total Number

of cases
Referral Source 1-2 mos. 3-11 mos. 12+ nmos.
Self, family, .
friends 28.9 38.7 32.5 1816
American Cancer
Society 60.6 30.3 9.2 109
Community Agencies 36.7 36.7 26.5 245
VNA 25.8 39.6 34,6 492
MEZ-K-UC hospitals 34.6 46.0 19.4 1175
SFG Gen. Hospital 37.5 36.8 25,7 448
All other
hospitals 36.5 40.7 22.8 587
Private physicians 33.8 35.8 30.3 452
Other non-acute
providers 26.7 45.1 28.2 532
Letterman, VA,
PHS hospitals 37.3 35.3 27.5 51
Dept. of Social
Services (DSS) 20.5 35.0 44,5 1072
Government
Agencies 33.0 33.6 33.3 342
Other 55.3 31.6 13.2 38
Total 30.8 39.2 30.2 7359
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Table 22

In-Home Service Length of Use by Living Arrangement:

SFHHS Site Only

Length of Use
Living Total Number
Arrangement of Cases
1-2 mos. 3-11 mos. 12+ mos.
Alone 29.0 38.4- 32.6 4321
W/Spouse 31.0 42.2 26.8 1587
W/Hinor
Children 44.3 8.7 17.0 287
W/Adult
Children 34,1 37.3 23.6 549
W/Other
Relatives 32.3 35.3 32.3 371
W/Non-—
Relatives 32.5 41.3 36.2 160
Total 30.6 39.1 30.3 7261
Table 23
Average Length of Case by Agency*
- VNSNY LAVNA SFHQS
Days 52.4 56.0 432.0

* Does not mean days of service rendered.

A-19
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Table 24

Length of Use by Pay Plan (in percent):
SFHHS Site Only

Length of Use

Pay Plan 1-3 mos. 3-11 mos. 12+ mos.
Public Assistance

Recipients 23.3 36.7 40.0
Non-Public

Assistance

Recipients 34.6 39.8 25.6
No fee 7.4 5.4 2.9
Part Pay 22.1 16.8 15.1
Full Pay 3.3 1.3 6
Medicaid 1.7 ) 2.4 2.4
Medicare A 11.1 10.1 5.0
Medicare B 4.9 8.0 7.1
Medicare 222 2.6 4.3 1.2
DSS 23.5 32.9 57.5
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Table 25

Proportion of Visits by Staff Categories:
3 Sites Reporting

Staff Category LAVNA Massachusetts SFHHS

registered nurse 75.0 57.1 7.7

licensed vocational

nurse hand 5.1 -—

M/ HHA 10.0 28.0 88.7
physical

therapist 11.0 8.2 0.1

social worker ol - 3.3

other 4.0 2.0 0.3

Total 100.0 100.0 100.0

A-21



Appendix 3

VERSION OF HOME HEALTH REPORT APPROVED BY HCFA AD-

MINISTRATOR, JANUARY 1979. MAJOR DELETIONS NOTED
N

FROM SIMPLE IDEA TO COMPLEX EXECUTION: HOME HEALTH

SERVICES UNDER TITLES XVIII, XIX, AND XX

Report to the Congress Pursuant to P.,L. 95-142

(147)
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The Department welcomes the opportunity to review its programs of home health
services, assess gaps and weaknesses, and propose changes as needed. Given

the opposing goals of controlling expenditures while increasing availability

of services, we have chosen a middle-ground solution: to improve service quality
and to increase efficiency and economy in our methods of providing and paying for
these services. 'Current budget constraints, in addition to our other concerns,
prevent us from recommending statutory changes at this time.

A. Scope of the Report

The concerns described above caused Congress to include as part of Public Law
95-142, the Medicare and Medicaid Anti Fraud and Abuse Amendments of 1977, the
requirement that the Department review its programs for home health services,
assess current status and problems of homerdelivered services, and propose
changes in directions and programs. This mandate is a broad one, covering
nearly all aspects of home health and other in-home services:

Coordination among programs

Scope and definition of services

Eligibility criteria

Standards for certification, licensure and accreditation
Utilization control .
Reimbursement methods and gontrols

Prevention of fraud and abuse

Controls over supply.

e ® o 00 0 0o
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Home health and other in-home services are part of a larger picture: they
form part of the health care system; they form part of a system of long term
care services; they form part of a social support system. Many issues in
home care are broader than the boundaries of specific programs. However,
the legislative mandate to which this report responds clearly spells out the
specific areas to be addressed in existing programs and issues specific to
home care. This report limits 1ts scopé to these matters and does not
address the broader issues of long-term care and health care in general.

policies, prov
and abuse. Pa

section
ressing

The mandate for this report instructed the Department to assess "home health
and other in-home services” under the three programs. In the absence of
specific delineation of those terms, they are fairly loosely construed for

the purpose of this report. We have defined "home health services” to mean
roughly those types of services described in Medicare and Medicaid law and
regulation. They include an array of services, such as-professional nursing
care, physical, occupational or speech therapy, medical social services,

home health aide services, and medical supplies and equipment. These services
are delivered singly or ia combination to aid im recovery from an acute
episode, or to maintain or improve health status. These services are of such
a nature that they must be provided by an agency organized primarily to provide
health care in accordance with certain standards.

We believe that the term "other in~home services” was included in Section 18
to encompass the broad variety of health-related and social/environmental
services that can be rendered in the home under the Title XX social services
program. These services would include home health services that may be
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reimbursed provided they are integral but subordinate to the package of social
services, as well as the home-maker, chore, and other similar services, which
are defined differently by the various states.

B. ‘ipture Directiahg for Prograg\kgforms

d other in~
be quickly
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I&RT I. IN-HOME SERVICES UNDER MEDICARE, MEDICAID, AND THE
SOCIAL SERVICES PROGRAMS

Home health and other in-home services benefits are provided through Title
XVII1 (Medicare), Title XIX (Medicaid) and Title XX (Social Services) of the
Social Security Ac tl.'ﬁ IEY=19 LI X HeReproyrans TspegtasconbIned-total ot
fIzhiddtons(§458al Tiion for-Medicare,~$179:nillion in federal and state funds
T MEAIEATATand-5 455 nT1190m for TICIE-XK)-Z or - THohone~caTe 2oTn  FY 1977
in-home services were used by 530,000 Medicare beneficiaries, 208,000 Medicaid
beneficiaries, and 1,634,000 Title XX beneficiaries. In addition, a large
but undetermined amount of home care i{s paid for privately by individuals,
private insurors, and philanthropic programs.

assist "them.| Each of the three Social Security Act programs

\v)
\ﬁsethany rsons need servTth\:;o sh to sta t hom™Qr in ST*QE‘:ZZ_
‘ﬁb stituthQnal sedtings h few, any, nefits c ring me serveces
\ aviJlable t

described below presents different kinds of restrictions on the availability
and utilization on in-home services.

A. Medicare (Title XVIII of the Social Security Act)

Medicare is a nationwide health insurance plan for people aged 65 and over,

for persons eligible for social security disability payments for over two years,

and for certain workers and their dependents who need kidney transplantation

or dialysis. Health insurance protection is available to insured persons without
regard to income. The program was enacted July 30, 1965,Aaé Title XVIII--Health

Insurance for the Aged--of the Social Security Act and became effective on

July 1, 1966.

The Medicare program consists of two separate, but coordinated parts: hospital
insurance {Part A) and supplementary medical insurance (Part B). Part A pays,
after various cost sharing requirements are met, for hospital and skilled
nursing facility care and services by home health agencies following a period of
hospitalization. Part B covers physician services, home health care (up to

100 visits), medical and other health services, outpatient hospital services,
and laboratory, pathology and radiologic services. Participation in Part B

of Medicare is voluntary and any individual over 65 may elect to enroll. About
95 percent of those eligible for Part A elect to enroll in Part B.

1. Eligibility for Medicare Home Health Services
In order to receive home health care under Medicare, a Medicare beneficiary
must be confined to his or her residence (homebound), have the services pre-
scribed by a physician and be under the care of a physician, and need part-
time or intermittent skilled nursing service and/or physical or speech therapy.
Unless these requirements are met, the Medicare beneficiary cannot receive
covered home health services under either Parts A or B of Medicare.

In addition, eligibility for Part A home health benefits requires that the
beneficiary must have been in a hospital for at least three consecutive days
prior to entry into home. care. The care to be provided must be for aan ill-
ness for which the person received services as a bed patient in the hospital
and a plan of care must be established within 14 days after discharge from
the hospital or skilled nursing facility.

) 4
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Under Part A, a person's coverag&\?llimited to 100 home care visits a year
after the start of one spell of ilThess and before the beginning of a new
spell of illness in the year following the last discharge from hospitaliza-
tion.

Under Part B, the Medicare beneficiary must be homebound and require skilled
nursing services, but there is no prior hospitalization requirement. For Part
B, a beneficlary is 1limited to 100 home care visits in any one calendar year.

Home Health Benefits Under Medicare

The Medicare home health care benefits are, by law, oriented toward the need
for skilled-care. They were not designed to provide coverage for care related
to helping with activities of daily living unless the patient required skilled
nursing care or physical or speech therapy. Home health services, as defined
by Title XVIII of the Social Security Act, include:

e Part-time or intermittent nursing care provided by or under the
supervision of a registered professional nurse;

e Physical, occupational, or speech therapy;
e Medical social services under the direction of a physician;

e Part-time or intermittent services of a home health aide to the
extent permitted in regulations;

e Medical supplies (other than drugs and medications including serums
and vaccines) and the use of durable medical equipment; and

e Medical. services provided by an intern or resident-in-training under
the teaching program of a hospital which is affiliated or under
common control with a home health agency.

The statute specifies that these services can be covered if furnished by a
home health agency to individuals under the care of a physician, or by others
under arrangements with them made by such agency under a plan established
and periodically reviewed by a physician. These services are to be provided
generally on a visiting basis in the individual's home. Under certain cir-
cumstances these services can be provided also on an outpatient basis at a
hospital, skilled nursing facility, or a rehabilitation center.

Medicare Home Health Providers

Medicare limits the provision of home health services to organizations certi-
fied as Home Health Agencies (HHAs). Participating HHAs must provide skilled
nursing and at least one other home health service. Home Health Agencies must
meet all federal, state and local licensure and certification requirements.
Proprietary agencles may participate only if they are licensed by the state.

- =AY ESERTETEITY™S =h trensureizartor-homeriea L tH” aBERC1ET7167 06
RN E YW PO pr Tetaryagencles . ~0myT126+0 7B T2 THHAS HFL o L PR HE S rramm
Hedteare=aremproprietary ey the mat ¥ VISTTINE NUTSe SS80CTATTONGw

~akmpublicwhealthedepartmentsy However, the limitation on the participation of
proprietary agencies has sometimes been circumvented through the formation of
private not-for-profit corporations and through subcontracting arrangements.
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Medicare pays for services provided by an HHA on the }asis of the lesser of
its reasonable costs or charges. Reasonable cost 'g.defined as “the cost
actually incurred, excluding therefore any...cost found to be unnecessary
in the efficient delivery of needed health services...”

4. Utilization of Home Health Services Under Medicare
M T S0 U0 edd, h Eédoiard dr=tazh o fEESresutving
iR.o% d ST E I T T IS o ne e A th e xpend 1t uY S¥GHE T e d T ate
sisten cdywtnrreawtny teey re ¥ 9 J 4 s 00T 111N N8 pentzO

bamambaalsh O ot 2520 Bwtn 31 4. d v Yl 876 Aot Z24 i i-d-d i ,.‘,d_
L llned 975 =19 7py A,J”Wﬁmenﬁﬁﬂﬁmmauh
e d $30:;000.today, (See also Appendix 1.)
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Of the beneficiaries utilizing home health benefits in 1975, 10.4 ﬁercent
received visits under both parts A and B while 61.7 percent used Part A
benefits only and 27.9 percent used Part B visits only. Béneficiaries
using both Part A and B benefits used an average of 55.5 visits per year
compared to 17.8 visits annually for Part A only beneficiaries and 17.2
visits annually for Part B only beneficiaries. These data suggest that
those persons using both Parts A and B benefits are the most in need of
such services because although this group represents only 10 percent of
the beneficiaries, they receive about 25 percent of the total number of
visits.

Use of home health services under Medicare related to age shows a fairly
even distribution among home health beneficiaries., In FY 1975, the 65-70
age group had 101,700 home health beneficiaries receiving 2137 visits
compared to 109,700 beneficiaries in the 70-79 age group using 2,356 visits
and 97,200 beneficiaries in the 80-84 age group using 2,076 visits. All
age groups average about 21 visits per home health beneficiary.

Utilization of home health services varies geographically. Over one third
of all beneficiaries using home health services reside in the northeast.
However, the beneficiaries in the South received the most visits annually
and had the highest total charges per person.

B, Medicaid (Title XIX of the Social Security Act)

Medicaid, Title XIX of the Social Security Act, is the major vehicle for
financing health care services for low-income people. It was enacted in 1965
for the purpose of enabling states to furnish the aged, blind, and disabled

and families with dependent children whose income and resources were insuf-
ficient to meet the costs of necessary medical services with medical assistance
and rehabilitation. Medicaid programs have been implemented in 49 states, the
District of Columbia, Guam, Puerto Rico, the Virgin Islands, and the Mariana
Islands. Only the State of Arizona has not implemented a program.

Medicaid is state administered under federal regulations. Program costs are

shared by the states and federal government with the federal share ranging from
50 percent in states with high per capita incomes to 78 percent in Mississippi,
the state with the lowest per capita income. Subject to federal legislation and
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|
regulations, state} hitve broad discretion in establishing eligibility criteria,
benefit packages, \ndjreimbursement rates.

States must provide Medicald coverage to all people receiving AFDC and, with
certain exceptions, to beneficiaries of Supplemental Security Income (ssI1), the
federalized blind, disabled, and aged welfare program. Income-related eligibil-
ity criteria are determined by the states. States may, at their optionm, extend
coverage to the "medically needy.” These are persons or families who meet the SSI
or AFDC eligibility criteria (e.g., aged, disabled, etc.) but whose incomes are
slightly above welfare levels, States establish the income eligibility standards
for the medically needy, which may not exceed 133-1/3 percent of the state AFDC
payment standard. States also have the option of covering other categories,
including: families headed by an unemployed male; children who are financially
eligible, but not in a federal welfare category; spouses who are "essential” to
the well-being of an SSI recipient; and persons eligible for, but who voluntarily
elect to decline, AFDC or SSI cash payments.

Medicaid plays a significant role in assisting its sister program, Medicare, in
providing health insurance for the aged poor. 3 on-age

MEgr At TS

ance gndadedy BTes and provi
under Medicare. Most notably Medicaid provides the aged poor with drugs and
long term care services, especially institutional care.

In their Medicaid benefit packages, states must cover hospital, physician, skilled
nursing facility, family planning, home health, laboratory, and x-ray services.
They must also cover early and periodic screening, diagnosis, and treatment (EPSDT)
of children under 21, and rural clinic services. They have the option of covering
other services such as outpatient prescription drugs, dental services, eyeglasses,
intermediate care facilities, prosthetic devices and care for patients over 65 in
tuberculosis or mental institutions. If a state's program includes the medically
needy, it must provide that group with either the basic required services or seven
of the seventeen optional services authorized for matching funds under Medicaid.

1. Eligibility for Medicaid Home Health Services
States are required to provide home health coverage to any Medicaid beneficiary
who is covered for skilled nursing facility care under Medicaid. By statute,
states must provide skilled nursing facility benefits to adult Medicaid benefi-
ciaires (any individual over 21 years of age). Coverage of skilled nursing
facility benefits for individuals under 21 is at state option. Since eligibil-
ity for home health services is tied to eligibility for SNF services, Jedizaid
venetieiar legpunde =2 IFATE STOT HOmE 3 efitsTonly=tfrrheTeny
§fE?33§3§73§E§hnt325333?zfﬁiﬁEEBTESNFZEEFaﬂ All categorically needy Medicaid
beneficiaries over 21 are covered for both home health and SNF benefits.

dicarajiMedicaidxdoes otz requitesarpatientatnbericaesbound By
eedwotrskitled TafETES beTe [ g1bIarforrhonerheaiterservicess &oeye
hYSTCTaRTTuS P AT t1 £y CHat~t heTparient: needghone-bealthoservices.



Home Health Benefits Under Medtcaid

Medicaid, from its enactment in 1965 to 1970, specified “home health ser-
vices™ 1n its list'of services to be provided at state option. However,
definitions, criteria, and requirements were not included. The 1967 amend-
ments to the Social Security Act mandated home health services effective
July 1, 1970. New regulations clarifying the Medicaid benefits and eligi-~
bility were published on November 18, 1976 to clear up the confusion over
eligibility. and benefits by requiring the states to meet certain basic
criteria, Under these regulations, states must:

e Provide coveiage of nursing, medical supplies, equipment and
appliances, and home health aide services to Medicaid home health
beneficiaries.

e Allow an RN to provide covered services where no organized home
health agency exists (LPNs are now excluded).

e Permit medical rehabilitation centers to provide therapy services
(if they meet the standards as written in the regulations).

o Require all agencles to meet Medicare standards of certification or
be eligible to meet them.

e Define nursing according to each state's Nurse Practice Act.’
e Provide home health services for:

- all categorically needy individuals over 21 years of age,

- individuals under 21 years of age if the state plan covers
such individuals for SNF services, and

- all corresponding groups of medically needy indivgguals to
whom SNF services are available. Eligibility shall not
depend upon need for or discharge from institutiocnal care.

e Permit coverage of home health services in an ICF if the ICF is not
required to provide such services (such as RN services during a short,
acute illness to avoid the need to transfer patients).

In addition to the required nursing, medical supply, equipment and houme

health services, a state has the option of providing coverage for physical,
occupational, and speech therapies, medical social services, and personal

care services. All services must be authorized by a physiclan and supervised
by a professional nurse. -

However, although home health benefits are mandatory, states have the discre-
tion to place limits on the amount, duration, and scope of home health
benefits. Thus, several states place limits on the number of covered home
health visits.

Personal Care Services Under Medicaid

Personal care services are an optional benefit under Medicaid. Nine states
cover personal care services: District of Columbia, Massachusetts, Minnesota,
Montana, Nebraska, Nevada, New York, Oklahoma, and Wisconsin. Personal care
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services include health related supportive services, such as assistance with
household maintenance and activities of daily living. Personal care services
are provided in a beneficiary's home by an individual who is qualified to
provide such services, but is not a member of the famlly. The services are
to be prescribed by a physician in accordance with a plan of treatment and
supervised by a registered nurse. Many of the disabled receive attendant
care services under the personal care benefit in the nine states that have
elected such coverage.

4, Medicaid Home Health Providers
Medicaid requirements for participating HHAs are the same as for Medicare.
However, Medicaid also permits states to ‘provide personal care services
from individuals not employed by an HHA. '

Payment rates for home health services under Medicaid in some states are
inadequate to attract sufficlent provider participation. Reimbursement
methods and rates for home health services, as for physician services, are
left coppletely at the state's discretidn. In contrast, SNFs and ICFs
must be reimbursed on a cost-related basis which HEW must first approve.
Some states attempt to contain program costs by keeping these rates low,
and in an undetermined number of states the rates are lower than the cost
of providing services.

5. Medicaid Utilization of In-home Services
In the last ten years, total Medicald expenditures, and total Medicaid pay-
ments for LTC services (primarily consisting of nursing home and home
health care) have risen roughly five fold. During this same time span,
Medicaid expenditures for home health have increased 25 fold. Even with
this huge increase, however, Medicaid in-home benefits still only amount
to about one percent .of total Medicald expenditures.

, Hedica spen e or—{TS 207939,
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On a state-by-state basis, Medicaid home health benefits constitute about .1
to .5 percent of total state Medicaid expenditures for most states. The
greatest deviation 1s New York, which spends 4.4 percent of its total on
home health. New York 1s also responsible for 63 percent of all home health
recipients and 80

Betwagn 1 d 1976, th NedJork's b
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Appendix 1 of this report summarizes current data concerning the utilization
of home health services under Medicaid.

ol

C. Federal-State Social Service Programs (Title XX of the Social Security Act)

In January, 1974, the U.S. Congress passed Title XX, "Grant to States for
Services,” with implementation scheduled for October 1, 1975. The legislative
goal of Title XX was to enable states to make avallable services for: ~

9
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e Self support;
e ‘Self-sufficiency;

e Protection of children and vulnerable adults from abuse, neglect, or
or exploitation, and strengthening family life;

e Prevention or reduction of inappropriate institutional care by providing
for community-based care, home-based care, or other forms of less inten-
sive care; or

e Appropriate institutional placement and services when in a person's best
interest. .

Title XX is a grant-in-aid program that allows the states a large degree of
discretion in providing a range.of social services to their populations. A
ceiling of $2.5 billion annually is currently imposed; these funds are distri-
buted to the states on the basis of their populations. The states are required
to provide 25 percent matching and required to publish, in an annual plan, a
description of the services they will provide, to whom, and by what methods.

- 1.” Eligibility for Title XX Home Health Services

Individuals are eligible for Title XX services if they are eligible for cash
assistance, have a low income, need particular social services, or are mem—
bers of certain designated groups. Fees for Title XX services are mandatory
for families whose monthly gross income exceeds 80 percent of the state's
medfan income for a family of four adjusted for family size. Fees for other
individuals are at state option. At least 50 percent of the state's aggre-
gate federal allotment must be used for cash assistance recipients.

2. 'In-home Benefits Under Title XX
Services vary widely from state to state with eligibility and emphasis depen—
dent primarily on decisions made within the state under an open planning
process. This needs assessment and planning process gives concerned individ—
- uals and organizations a chance to help identify needs, establish priorities,
suggest service providers, and assist to coordinate resources to build a
. systematic services delivery network that responds to the social services
needs of local communities.

Local government representatives, interested organizations and concerned
citizens can help to decide what services should be -offered. At least
three services must be made available for SSI recipients and at least one
must be directed toward each of the five Title XX goals. Information and
referral, family planning, and services directed toward the goal of protec-—
tion may be offered without regard to income.

A variety of home-based services-——including homemaker, home health aide,

. chorevorker, home nanagement, personal care, consumer education, and
financial counselling services--can be provided under a state's Title XX
program. Covered services vary from state to state. It is difficult to
present a concise description of in-home services delivered under Title XX.
However, certain generalities may be noted and patterns observed from one
state to another.

10
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The following four services are particularly relevant to helping maintain
individuals in their own homes:

e Home Health Aide Services - are medically related home care activi-
ties similar to those provided by nursing aides in hospitals. Such
activities include maintaining an individual's health by assisting
him or her in carrying out physicians' instruétions.

" » Homemaker Services - are described as general household activities
(meal preparation, child care, and routine household care) provided
by a trained homemaker when the individual who usually performs
activities is temporarily absent or unable to adequately manage the
home and care for the personal needs of dthers.

e Chore Services - are most often described as home maintenance activi-~
ties (repairs, yard work, shopping, house ‘cleaning) performed by an
untrained person for individuals unable to do such chores themselves.
Personal care activities are often included.

¢ Howe Management Services — are described as formal or informal
instruction and training in home maintenance, meal preparationm,
budget management, child care, and consumer education.

Home Health Providers Under Title XX

There are no federal standards for participation as home health providers
under Title XX and, in fact, states may contract with private individuals
to provide in-home services. Reimbursement policies are at the state's
discretion.

States provide in-home services in the following ways:

e Direct provision—--providers employed by state or local
Title XX agency.

e Purchase—of-service through contractual arrangement with public
or private (voluntary, non-profit, or proprietary) agencies.
(States vary between state—administered and state-supervised
programs. In some cases the local Title XX agency contracts
directly with the provider agency.)

e Independent provider-—service provided by individual who is not
affil{ated with an agency—-—may be self-employed or considered
under employment to the service recipient.

Since states have wide latitude within federal regulations in defining
services and establishing regulations for the program, those regulations

. vary substantially from state to state. Only 12 states responding to a

recent HEW survey reported having a licensing requirement for providers
under Title XX.

11
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4, In-home Services Utilization Under Title XX E—
In 1976, over 1 million individuals received in—home services under Title XX
programs. Over 90 percent of all Title XX beneficiaries are adults who
gain access to these services as an SSI or AFDC recipient or by being
income eligible. Chore, homemaker, and protective services represent 70
percent of both total recipients and expenditures. Approximately 56 percent
of these Title XX services are made,available through direct provision; 11
percent are purchased from public sources and 33 percent from private
providers.

Most states spend a substantial portion of their total Title XX budgets on
these services. For example, California spends 62 percent of its Title XX
monies ‘for this purpose. Many other states spend between 40 and 60 percent,
and most all states spend at least 10 percent of their total., Thus, Title XX
now plays an important role in the provision of in-home services.
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v PART II. PROBLEMS OF CURRENT PROGRAMS

This section briefly discusses some of the reasons for the lack of consistency
and coordination among the home care programs, and some of the problems involved
in attempting to modify the programs.

A. Mandates and Frames Were' Different

The reasons for service fragmentation are usually laid at the door of the
bureaucracy in charge of operating the programs but the difficulty begins
earlier. Our public programs of health care, soclal services, and income ~ .
maintenance have developed as separate categorical programs, directed toward
many disparate constituencies by legislative and interest groups with different
approaches and objectives.

The ma jor programs being considered in this report—Medicare, Medicaid, and
Social Services--emanate from what is technically one piece of legislation,

the Social Security Act. However, each major part of it has been enacted at
different times, for different basic purposes. Medicare is a medical insurance
program for the aged; Medicaid is a health program for the poor; the Title XX
Social Service programs served AFDC and SSI recipients and other low-income
persons at the discretion of the states. The following table provides in capsule
form the three programs’ structures and goals.

B. Problems Have Emerged

Since the programs were enacted for different purposes, it was not surprising
that they were sent to different parts of HEW for implementation. Prior to
last year's reorganizatfon and the joining of Medicare and Medicaid under one
agency, HCFA, each of the three programs was administered by a different agency:
Medicare in the Social Security Administration; Medicaid by the Social and
Rehabilitation Service, and Social Services (Title XX) by another arm of the
Social and Rehabilitation Service. The result has been to perpetuate these
problems:

® The programs are directed at specified populations, thus creating
confusion over who is eligible for which programs and leaving
some population groups without access to services;

o Service definitions and tﬁe range and duration of services covered
vary substantially from program to program;

e Distinctions have grown up between "health”™ service and "social™
service programs which reinforce fragmentation of services to
population groups needing a range of service;

® Regulations governing providers are inconsistent;

13
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TABLE 1: IN-HOME SERVICES PROVIDED UNDER Mdwiunns, fituwionsu, AND TITLE XX

|
i

TITLE

LT

]

]

XX

Restrictfons on In-llome Care

need skilled care
restorative, not maintenance
homebound

under physician's care .
3-day prior hospital (Part A)
100-visits each {Part A & B)

- eligible for skiiied nursing
facilily :
- under physician's care

- as specified in an approved
Title XX social service plan

Services Available

skilled nursing

therapy (physical, speech,
occupational)

home health aide

medical social services
medical suppiies and sppliiances

as determined by state plans:

= home nursing

- therapy

- home health aides

~ medical supplies, equipment,
and appliances

= personal care

as determined by state plans:

homemaker services !
chore services
housekecping services
personal care

home management
attendant care

home heaith aide

Providers

certificd home health
agencies, e.9.,:
hospital based agencies
public health departments
voluntary agencies
private not-for-profit
agencies
propriatary agencies

- certified home health
agencies {same as Title
XVIiT)

« individual providers
{physicians, nurses,
therapists, attendants)

public afd departments
voluntary agencies
proprictary agencies
private individuals

Eligibility Requirements

- 3ge 65 or older, disabled,
End Stage Renal Disease
patients '

«.a)) Title XIX categorically
needy: Aged, blind, dis-

- abled, AFOC in all states

- 231) individuals under 21 in
states that include this
group in SHF program

= {ncome maintenance status
{ncome eligibles

- eligibles without regard to
income (under certain
circumstances)

group eilgibles

g

Administration

. Federa) with Fiscal Agents

- Stateor Fiscal Agents

- State

Total Program Costs:
{in m{llions) F7*76
Y

$16,600
20,800 (100% Federal)

$14,200

16,300 (50-78% Federal)

$2,500 (75% Federal)

In-lome Costs:

{in millions} FY'76 3287 $132 (K.Y, State: $107 $264 (California: § m;
FY'77 457 179 (H.Y. State: 146 360 (Californfa: 112
Percent of Total Dollars
Spent on Home Health Care 2 102 '
) Estimated Number of .Cllents )
(National figure) 530,000 1.680.000
N .
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When consumers need services over a relatively long period, they usually

must shift from one provider and funding source to another, with interruptions
of service that are unrelated to need. Such shifts, even if only one provider
is involved, constitute considerable hazard to the client and administrative
expense for verification of eligibility, recertification of eligibility,
billing procedures, etc. One agency with a substantial long term caseload
reports 28 shifts in payment sources for one individual.

C. Programmatic Shell Games Are Played

Such shifts ‘among payment sources highlight an interesting problem that, though
not well-documented, occurs with some. frequency. It happens not only because

the status and conditions of pzople change, for there is considerable evidence
that the various programs do indeed serve the same population groups. It happens
also because state and local governments shift services and populations among
"pots” of monmey in ways that seem nost advantageous to them--either their
matching is higher from the federal government, or they can purchase the service
wore cheaply due to less strict standards, or there is more noney in one pot

than in another.

The case of one home health agency is illustrative. In one particular year,
the amount of reimbursement it received from Medicaid funds dropped from
nearly three-quarters of a million deollars to a few thousand dollars while
at the same time its payments from Title jal service funds

D. Service Definitions Are a Ma jor Problem

Varying perceptions of home health services, of the cowponents which should

or should not be included in the range within the collective title, differ-
ences in the definitions of those components and their application——and

efforts to define and divide the services by assigning them arbitrarily in
accordance with a presumed "health" relatedness or “social” relatedness--

have affected both their development and their appropriate use. The confusion
and variations among definitions have ippeded efforts to develop and coordirate
services within comnunities which might effectively provide the comprehensive~
ness and continuity so freguently stressed as the desired objective in a
service system.
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1. “"Medical” Definitions
The influence of Medicare on the provision of home health services
has been considerable; in particular it has reinforced the dichotomy
between services perceived as medical and those perceived as social,
in the public sector's funding of programs. The private sector,
which i3 not bound by these narrow definitions, has continued to
provide a wide range of services to'those who purchase their own

care.

aging development of providers organized to serve clients with diverse
service needs.

Medicaid has followed esseatially the same pattern in providing home
health services, although there is more chance to provide “social™
services should the states desire to do so; there is provision for
"personal care service in the home,” which nine states use, though
the primary users are New York and Oklahoma. However, instead of
encouraging provision of comprehensive and coordinated services,
these two aspects of Medicaid are used totally separately, or else
-they ‘substitute for -one-another., For example, Oklahoma has a large
personal care program with po home health program.

This program, which seemed at first to bridge the gap, also fails to
mesh with the "social”™ services provided under Title XX. Instead of
being complementary, they are used generally on an either/or basis
by those states which use the personal care service. o

2. “Social” Definitions
Although Title XX supports several in-home services to its clients,
it does not define any of them. States are free to use their allotted
funds and define in-home services as they wish., Medical or health
services are not included in the range of care financed by the Title
XX program unless they are a minor and subsidiary aspect of the "social”
service. -

Definitions, pérticularly of paraprofessional workers and functions,

- can be particularly troublesome. For example, the definitions of
homemakers and chore workers under Title XX vary among states, and
include performance of functions ranging from "attendant”™ or "sitter”
care to household maintenance, and even to such questionable activities
(for untrained personnel) as personal care including bowel and bladder
care.




164

E. Gaps and Duplication Both Cause Problems

e réguirements™{or varioum federal pro
praduced tuatio which e has been
agenc for r tively ost se ces.

problems and multiple needs, ere ma uplication—with two or even
three paraprofessionals going into the Same home; several different providers
could be serving the sa sing R SX

Even more important is the effect that all of this fragmentation and duplication

of function may have on the client. A recent case history found four different

providers or agencies serving a single individual at home (homemaker, chore

worker, meals on wheels, and visiting nurse service), In the small living units
- so“common to most of -the-users of these services, some of the functions of

the paraprofessionals should, if possible, be performed by the same' individual,

and all services should either be rendered or supervised by one provider.

The European "home help” service, to which all of the functions described
above are assigned, with special purpose emphasis in training for services
to special groups, ‘is a key-element in all European -community .howe .care
services and is probably central to their success. They are available and
accessible and required in all communities; their use is encouraged, and
substantial government irtergst is evidenced in training requirements and

F. Different Jurisdictions Impede Coordinationm .

The fact that different levels of government have responsibilities for the
various home care programs creates difficulty in coordinating or standard-
izing services. o

1. Medicare is a federally financed program with federal standards and reim-
bursement principles. Its standards are enforced at the state level by -
state employees paid by the federal government. Reimbursement is handled
through fiscal intermediaries which are under contract to the federal
government.

2. Medicaid 1s a shared federal-state program; legislation and basic regula-
tions are federal, while administration and enforcement of standards are
carried out by the states. Reimbursement may be done by the state or
contracted to a fiscal agent. Reimbursement for home health service is
set by the states by whatever method they choose—cost, maximum allowances,
flat rate, or other means. Basic services are prescribed in federal

17
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' regulations but states can and do vary both services and eligibliity
requirements. Financing 1s on a basic wmatching formula ranging from 50 to
78 percent federal funding depending on state. per capita income.

3. " Social Services (Title XX) are financed on the basis of a closed-ended
grant-in-aid to the states, wvhich must contribute 25 percent. Other than
basic federal enabling legislation, there are few standards or requirements
for carrying out the program or providing services, except that the states
must use an open planning method. Many states in turn allow county and
other local jurisdictions to actually operate the programs; in many cases,
localities must coniribu;e a matching share. The Social Services program
is rarely operated by the same staff that operates Medicaid.

G. Different Criteria for Providers Impede Coordination

Under Medicare, and by adoption Medicaid, home health agencies must meet a set
of specific conditions of participation. Personal care services under Medicaid,
however, can use different types of providers of they can 'be‘ptovided by “indi-
viduals who are not employed by an agency.

O \H
%é !ﬁ further 1cateE Title xx in-home service
TTety of arrangements:

Self-employed providers

County employees

Negotiated rate contracts with homemaker—only providers
_Negotiated rate contracts with agencies that are also Medicare-~
certified.
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PART III: BENEFITS AND ELIGIBILITY CRITERIA

Many Medicare and Medicaid beneficiaries are potential users of home health
services. However, restrictions on serylces covered and eligibility require~
ments for coverage of services prevent many Medicare beneficiardies from using
home health services, For Medicaid beneficiaries, restrictive state imple—
mentation of and reimbursement for the home health benefit retard greater use
of home heéalth services. It should be noted that this discussion of benefits
and eligibility criteria excludes in-home services of Title XX, the Social
Services program. Title XX does not spell out a particular benefit package
or eligibility criteria for benefits, other than to exclude health services
that are not subordinate to or an integral part of the social services being
delivered. This restriction 1s not viewed as a problem in that the mission
of Title XX is to provide social services.

A. Medicare
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Evaluation visits, which are required for each patient upon initiation
of services by a home health agency, would be allowed as separate visits,
Administrative costs would thus be limited and confusion reduced in the
reporting of costs for reimbursement.

8, A’. AEPPELON of the definition of "part time --INterMITT

The intent of this definition was to prohibit provision of full- time
care in the home, but it also meant a prohibition against one-time
visits or visits that were not needed on a medically predictable basis.
The definition will be revised to allow one—time visits for evaluation,
education, or service purposes, and to allow visits even though they
are not ‘of a predictable frequency.

- By means of our demonstration and research programs, we will examine
the effects of allowing around the clock care for a short period on
the individual, family provision of care, costs, and patterns of
individual use.

Consideration of Other Medicare Issues

Other changes that were considered, but about which there was councern
regarding lack of information, potential costs, or other factors, include
these:

a. Inclusion of nutrition service visits as a specific benefit

Visits for the purpose of providing nutrition advice or assistance
can now be covered as an administrative cost. Although some individ-
uals and groups felt that these services should be a discrete benefit,
we believe that there is a need to further examine how such a benefit
would ‘be structured, what type of person should be allowed to provide
the service, and under what conditions and requirements, The need
for adequate nutrition and nutritional advice {s indeed substantial
among the Medicare population, but for the time being, these needs
should be handled in the existing Medicare benefit structure.

b. Inclusion of occupational therapy services as one of the primary
services .
The primary services which must be needed by the home health client
are skilled nursing, physical therapy or speech pathology. It is
contended by some that occupational therapy is frequently the only
service needed by stroke, arthritis, or other patients, yet Medicare

21
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will not allow OT. uniess otker “&{L“Sﬂf‘ygﬁct\c&

blg§:: artific barri®ds before 1t~ Further, is argu
occ tiona erapy o less illed than™~Qe other mary serqjces.

The American Occupational ‘Therapy Association places the cost of this
change at $1.4 million, while HEW actuaries placed it at $28 million a
year. The Association attributes the difference in the estimate to

its more indepth attention to the available manpower pool, which it 1
says is sufficiently limited to preclude a large expansion in use of

the service. 3 d g g

partment has in the past oppose

S Y

0 nees . T\
¢. Proposals gLr chang 1;‘the skilled care requireme;:J‘c
The requirement that a beneficiary needs skilled care, whether it be T\
nursing or physical ox speech therapy, has been especially criticized. ‘bVOT
The major national organizations representing home health providers e
have in the past proposed changing the skilled care definition as a
prerequisite for service. However, removing the requirement for ds:GGic &]
skilled care would represent a substantial change in the nature and
purpose of the Medicare program, would create a large new eligible
group of beneficiaries, and would substantially increase program costs,
As a result, most of the organizations representing home health providers
have conceded that the skilled care requirement represents a valid
control mechanism within the context of the current Medicare program.
This is also the position of the Department of Health, Education, and
Welfare. ;

The guidelines implementing the Medicare program define skilled care
to mean services which are performed by or under the direct supervision

of a licensed nurse,-ordered by a physician, intermittent, and reason- '
able and necesary to the treatment of an illness or injury. Examples of
skilled oursing are given to augment the definition, for it 1s stated
that simply having a service performed by a skilled individual does not
make it skilled. .

OTMERASSVLES

Clarification of Policie

a. Coverage of home health services to terminally ill patients
Individuals with terminal illness have at times been denied home health .
coverage by fiscal intermediaries. In the past, care of the terminally
111 has been denied by some Medicare intermedfaries on the grounds that
there are no therapeutic services involved, and there is no restorative

. potential. However, guidelines have been revised in the past year to
clarify this issuve, and it is now clearly stated in the guidelines that,
if the individual meets the skilled care and other requirements, the
fact that he 1s terminally ill or without restorative potential is
irrelevant for reimbursement purposes:?
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Assuming that all of the conditions and all the other require-
ments for home health benefits are met, reimbursement can be
made under the program for the skilled nursing care required
by a beneficiary without regard to whether he has a terminal,
chronic, or acute illness, his condition is stabilized or
unstabilized, or the need for skilled nursing service may
extend over a long period of time.

The homebound requirement N

Concern over this provision has been raised repeatedly by individuals
who believe they have lost coverage because they left their homes
briefly for home health hearings and other purposes. Interpretations
of the homebound requirement appear to have varied a great deal among
fiscal intermediaries.

The Medicare law states that in order for the beneficiary to be eli-~
gible for home health services he must be confined to his home. This
provision was_intended to emphasize that if the individual is able to
leave home to carry out general daily activities, then he should obtain
needed health services in an ambulatory care setting. Only if this is
not possible are home health services to be provided.

The guideline interpreting the “homebound” requirement states that the
“condition of these patients should be such that there exists a normal
inability to leave home and, consequently, leaving their homes would
require a considerable and taxing effort.™ If the patient in fact

leaves the home, the patient may nevertheless be considered homebound

if the absences from the home are infrequent or for periods of relatively
short duration. Although the guidelines say that most absences from

the home are expected to.be for purposes of receiving medical treatment,
they also say that occasional walks, drives, trips to the barber, and

the like would not constitute a breach of the definition. The guidelines
further state that the individual {s expected to be unable to leave home
without the assistance of a device or an individual; this is essentiall

B.
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Heé?éhid Benefit Issues

,» and scope of sServices.
etion include:

om Medicare

agencies having qubtas fol Medicaid\ patients.

In addition to placing limits on use of home health services, many states
have not made efforts to meet the mandate to provide.home health services
as part of the Medicaid program. Many states have, in effect, no home
health services at all. The reasons. for state failure to fully implement
home health services include:

e Some fear the cost impact of an "added” benefit;
e Some find it easier just to refer patients to nursing homes;

o Some states have shifted to Medicaid 'persopal care” services (New
York, Oklahoma);

® Some states have shifted to Title XX "homemaker” service (California);

e Some states have caused a counstriction in supply of Medicaid service
through low reimbursement rates; and

® Some states place réstrictiqns on eligibility and coverage (e.g.,
skilled care, limited visits - sometimes as few as 12 a year).

healt™hcare benef is
ng less n $100, a -
Tpose.
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In Pennsylvania, the reimbursement rate is so low ($5.00 to a hospital-based
home health agency and $10.00 to a VNA) that agencies are unable to accept
Medicaid patients, since the average agency charge is $22.98 for a nursing
visit. These rates have been in effect since 1971. The local health depart-—
ments are providing services so that one can say that the state 1s meeting
"emergency” needs, but most Medicaid recipients do not receive home health
services to which they might be entitled.

Wyoming's Medicaid agency expended only $444 for home health while Medicare's
total cost in that state for the same year was $242,000, Only in New York

is the Medicaid expenditure substantial, exceeding Medicare expenditures by
$31 million. In Nevada, which also provides for for Personal Care Services
costing about $84,000, Medicaid home health expenditures amounted to $19,000,
Medicare's to $439,000.

Personal Care Services

Some states have also circumvented the home health service requirement by
substituting narrower personal care services. This 1s done through a
Medicaid regulation, CFR 449,10(b)(17)(vi), which allows payment for the
provision of personal care services “"in a recipient’s howe rendered by an
individual not a member of the family, who is qualified to provide such
services where the services are prescribed by a physician in accordance
with a plan of treatment and are supervised by a registered nurse.” The
impetus for this provision, promulgated by Medicaid in the 1967 regulation,
was Oklahoma, which now has no home health program. Nine states, including
New York, -currently use this mechanism. Some of its advantages to states
are these: -

® It is cheaper than supervised and professional service by agencies
meeting .established standards;

e Plans of care and other criteria are not required to be met;

e Payment rates tend to be lower because the state decides the amount |
to be paid to each individual worker; and

e Little training and supervision are provided, thus lowering the per
unit cost.

The nine states providing this personal care benefit are:

Nevada

e District of Columbia o

e Massachusetts e New York
¢ . Minnesota e Oklahoma
e Montana e Wisconsin
e Nebraska

The states provide little information, and. apparently have little, on the
nature of the services rendered, the skill levels and supervision of the
individual providers, or the actual needs of the clients. Personal care
services by individual providers are often cheaper to provide tham are
organized home health services, and this makes them attractive to some
states. State data indicate .that payments to individual providers range

. 25
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from $2 to $3 per hour, and that the type and amount of fringe benefits
pald vary; indeed, self-employed providers generally receive none,

The District of Columbia pays a maximum of $200,00 per wmonth to any one
provider. Most states pay the minimum wage. Several states have policies
that limit the case expenditure to a percentage of nursing home costs.
Nurses who supervise the aides may be employees of the state, of a home
health agency or have a Special arrangement with the state for this purpose.
In Nevada, the nurses are paid $5.35 per hour and in Hontana, $7.50 under

a provider agreement with the state.

It is apparent that some states have used the personal care benefit to
replace home health services by an organized program with uniform standards.
While this method is cheaper for the state, it both circumvents the provi-
sion for certain mandated services under Medicaid and reduces or eliminates
any quality assurance mechanism. There are some indications that standards
are.not applied to the personal care services, that little or no training
or supervision are provided, and that some of the tasks performed have

been of a more complex and technical nature than an untrained or unskilled
person should perform,

3. CQverage Changes }é\be Considered - - ’ \
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Potential Medicaid Eligibility Changes

Medicaid eligibility rules are, in practice, tied to the use of institu-
tional long-term care. Although Medicaid is the major public financer of
long-term care services, it spends relatively little (2.3 percent) of its
LTC funds on home health care. The principal explanation lies in the
process by which many elderly become eligible for Medicaid - the spend—down
provision. Many persons become eligible for Medicaid only after incurring

- large medital -expenses—almost always as a result.of some form of institu-

tional care. Only the continued high costs of nursing howme care can
maintain an individual's eligibility. The costs of home health services
under most circumstances would not be great enough to establish eligibility
for Medicaid. This 1s not strictly a "bias,” but this effect on the strue—
ture of Medicaid's LTC benefit should be kept in mind.

Improvements could be made in Medicaid eligibility for home health services
by revising the general Medicaid eligibility structure. For example,
Medicaid spend-down provisions could be revised to allow less spend-dowm,
and thus expand eligibility for and incentives to substitute home health
services, However, such changes are beyond the scope of this study and
would have broad impact on eligibility for and use vf-all Medicaid services.
Thus, they are not considered in this report.

27\
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PART IV. PROGRAM MANAGEMENT ISSUES

This section examines the reimbursement methods and practices of the Medicare,
Medicaid and Title XX programs; administrative issues for Medicare such as

the selection of fiscal intermediaries and the process of claims review; and
policies which would inhibit fraudulent and abusive practices.

A. Reimbursement

The specificity of federal requirements for reimbursement of home health
services'is greatest for Medicare, minimal for Medicaid, and non-existent for
Title XX. Home health agencies are “providers” under Medicare, as are hospitals
and skilled nursing facilities, and thus are reimbursed on a reasonable cost
basis. Medicare pays for home health services on the basis of the lesser of an
agency's charges or costs incurred which are reasonable and allowable in the
provision of services to Medicare beneficiaries.

The federal Medicaild statute does not require specific payment methods or rates
for home health services except that, for any given home health provider, the
Medicaid rate may not exceed the Medicare payment rate. Twenty-four states
including New York, New Jersey and Massachusetts, use the Medicare method of
reimbursing home health agencies, and another- three-use-some kind of cost-
related method. Seven states pay for services on the basis of usual and custo-.
mary charges, and fourteen base payments on fee schedules, maximum allowances,
contracts, or negotiated rates.

The Title XX program is a closed-end block grant to the states. States provide
and pay for in-home social services in a variety of ways, which Include con-
tracts, hourly rates, per visit fees, and cash grants to the individual eligible
for services to purchase care. Title XX reimbursement rates frequently are
below Medicaid rates for similar services.

This range of financing arrangements and of statutory requirements for reimburse-
ment has resulted in different circumstances and problems for the provision of
home health services under each program. Some inefficient and extravagant
providers have received excessive payments under Medicare. Under Medicaid, on
the other hand, restrictive paymenmt practices and benefit limitations in some
states have impeded beneficiaries' access to home health services. The $2.5
billion cap on federal Title XX expenditures has forced tradeoffs between the
quantity of in-home services which states can provide and the rates of payment
for these services, often resulting in the provision of services in the least
costly manner with little or no assurance of their quality. Because federal
authority over the management of state Title XX programs is extremely limited,
policies regarding this program will not be treated further in this sectionm,
but will be addressed in the final section on longer range policy issues.
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Although Medicare reimburses home health agencies as providers, like skilled
nursing facilities and hospitals, the services provided by HRAs more closely
resemble those of individual practitioners such as physicians. There 1is no

room and board component to home health services as there is to institutional
care, and the services of HHAs are provided on a one-to-one basis by individual
health professionals. Although there is widespread dissatisfaction with reason-
able cost reimbursement of home health agencies, there is very little analysis,
either theoretical or empirical, which would permit a recommendation at this
time for a substantially different reimbursement policy.

1. Medicare
There are several problems with Medicare home health reimbursement which
BEW has just recently begun to address. Some are common to providers of
services reimbursed on a reasonable-cost basis, whereas others are peculiar
to home health providers. Because home health services have accounted for
such a small proportion (between one and two percent) of total Medicare
expenditures, the application of reimbursement policies and controls for
providers~of these services was gilvem a‘ lower ‘priority-than the development
of such policies for hospital or physician services. The result has been
significant growth in the cost of home health services and opportunities
for providers to abuse the program.

Section 223 of the 1972 Social Security Amendments authorized “the estab-
lishment of limits vn the direct or- indirect-overall incurred costs or
incurred costs of specific items or services or groups of items or services
to be recognized as reasonable based on estimates of the costs necessary
in the efficient delivery of needed health services to ‘individuals...”

Such limits on the costs recognized as reasonable by Medicare for routine
hospital services were established in FY 1975. This authority has not yet
been used to establish similar limits for home health services although
they are now being developed.

Another result of the relatively low priority given to management of the
home health benefit by HEW in the past is the absence of comparable cost
information for HHAs. As discussed below, this problem too is now being
addressed. The third major problem, unique to home. health services under
Medicare is the existence of providers which choose to serve only Medicare
dicar nt.
beyéfoiéier%es lse'%ufe of the att_rac:ivenes# of Medicare reimburseme

gu or the allow—
¥ ability and reasonablehess of specific ms. of cost. A major problem
in setting overall limits is whether to differentiate, and if so how,
between hospital-based home health agencies, which report much higher
costs, and "free-standing” providers. This difference may largely

be due to_the allocation of hospi ead costs to the home health
activity,faIthd not bee equma ed.
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) .
l~:£sca1 intermediaries are responsible for establishing guidelines
treatment of reasonable costs, though few have done so for home

health agencies., The Division of Direct Reimbursement, HCFA, acting
as intermediary for 300 home health agencies, has done so in an
attempt to control the amounts of reimbursement,” Its guidelines
are based on a formsla which stratifies agencies by size, type of
geographical area, and discipline. This effort is acknowledged to be
a partial solution while more complete data for comparative purposes
are sought.

In effotts to establish better controls over allowable costs, HEW
is taking the following actions:

Revision of regulations governing allowable costs for th
expenses of related organizations.

e Publication of additional instructions to fiscal interme
- . .arles advising them on how to deal with long-term contracls
between Medicare providers and organizations providing
management and related services and with inappropriate
practices of patient solicftation by home health agencies.

e Aid to intermediaries, in the form of nationmal data and
.guidelines, in determining and identifying costs which are
“substantially out-of-line” with those of other providers.

o Issuance of rules and guidelines to intermediaries as to
the treatment of specific expenses, such as travel.

e Publication of a Notice of Proposed Rulemaking concerning
Section 223 limits on overall home health costs by the end

of 1378 N
Qammnmmmammet o= .

Lack of comparability of costs

The lack of uniformity of costs among home health providers and
their consequent incomparability has impeded Medicare in making
changes in the reimbursement system. TSons 2o 8

ng COStS. or €xample, 3 v €

tration, consultant services, and supervisory costs are allocated
differently by different providers so that it is impossible to
separate out cost .centers or distinguish direct service costs
from indirect costs in order to apply tests of reasonableness.

Cost reporting and allocation forms for howe health agencles have

' not been changed since the inception of Medicare in spite of numerous
changes in the nature of services, providers, and costs. Section 19
of P.L. 95-142 now clearly establishes authority for HEW to require
uniform reporting of costs, both in the aggregate and by "functional
accounts and subaccounts.” Further, the Secretary may establish a
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uniform chart of accounts as well as uniform definitions, principles,
and reporting of statistics. This uniform reporting requirement was
designed to permit "measuring and comparing the efficiency of and
effective use of services in... home health agencies...” Uniform
reporting is mandated by this same section for hospitals and SNFs.

Work is already underway to replace the current four cost reporting
methods for home health agencies with a single ome, with explicit
instructions for defining and allocating the various cost elements.
The uniform forms and reporting methods, in addition to permitting
valid comparisons among providers, will facilitate audits and reim—
bursement determinations. Section 19 of P.L. 95-142 requires the
uniform cost reporting system for home health agencies to be in
place not later than October 1979. Since the effort for home health
agency reporting has already been initiated, however, it is expected
that a single cost reporting/cost finding system will be published.
in draft by the end of 1978.

¢. Medicare-only providers

Reasonable cost reimbursement for home health gervices as adminis-
tered over the past ten years, coupled with other policies such as
waiver of liability (which permits payment for a service which the
beneficiary and agency in good faith believed would be covered but
in fact was not), has given home health agencies the opportunity
to receive high levels of reimbursement from the Medicare program.
Some of these issues are discussed further in subsequent sections
on fiscal intermediaries and fraud and abuse.

The extreme case of providers which have taken advantage of generous
Medicare reimbursement is that of the provider which accepts as clients
only Medicare beneficiaries and provides only those services wvhich are
program benefits, This provider prefers to allocate all of the costs
of its operation to services provided to Medicare beneficiaries rather
than accept other sources of payment, including client self payment,

at sometimes lower rates than those of Medicare.

e+ pPBTEy Ty T e, bl PeeTSve——iiast,
i i - e nrorran_boneficiosias
Lhis prastiee—discrimtETes g >

i L4 -] »
most re beneficlaries are
not well served by providers that terminate them as ¢

when program benefits are exhausted. Finally, other elements of the
community are excluded from access to services.

More stringent review of provider costs and upper limits on Medicare
reimbursement should diminish the attractiveness of Medicare as a
payor relative to other sources of payment. However, more direct
steps addressing this situation should be taken; the Department is
xploring a variety of s of eliminating Medicare-only providers.

DeLeED
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‘;k Require A ertified homd health agencies palNicipate in
B Y™ Poth Medicarw and Medicaid, \dnother recommendation of this

“J N, report is’ that\HEW be given audhority to set standwrds for
W Wedicaid program\reimbursement fPates for home healtM\ services.
INthis provision were enacted, ve low payments would be
proN{bited, and a requirement to paticipate in both prdgrams
\ would\pot be punitive)\as it might otherwise be.

Enforce Sgction 501(c)(3)Qf the IRS CodeWhich governs non-
Rrofit stadys. Medicare-only agencies are MNmost always in
ti§ categord This section &f the Code requlges non-profit
agenijes to selye the general chbpmunity. It is gossible to
constrwe this prwvision as a-prohybition against derving in
a single\class of geople and thus ag a prohibition 3gainst

g serving oMy Medicaldy beneficiaries.

uire a spedfic perch\ptage of patientd or charges to bh
iated with\gources Of payment other thgn Medicare.
[Senatog Chiles' GhyernmentN Affairs Subcomm¥ tee on Federal
Spending Practices Was recomdgnded. that at leamg 25 percent
of an agehgy's clienfg have a Bource of payment ®ther than
0 program\policy seWs a precedent, in\that it
jxequires HMO\ to serve tNja entire Yommunity within specified
ng only Nose falling in a‘garti-
Rrouping The 1976 HMO amdgd-
N\plercent\of the enrollees

mentsN\gequire that\gt least
of an HMQ are not MeNjcare or

Require an A that is sentially N\dicarenly to act as
- a government ‘entity, undeY government contrach and with
§ TestrictIdns o SalarfeE ServITeETT mnd~otheropot
\—
Medicaid

Medicaid services are administered by the states within federal guide—

lines; the states must provide home health services as one of the seven
basic services provided to cash assistance recipients. They retain
discretion as to whether to provide services to the medically needy, and
to certain other individuals. In addition, since the states decide what
reimbursement methods to use and at what levels to reimburse, there is
considerable variation. Although 24 states have adopted the Medicare
principles of feimbursement, the rest have established their own rates
and methods. These methods are cost-based or consist of fixed fees,
negotiated rates, or a schedule of maximum allowances (see Table 2),.
Most states which do not pay for home health services on a cost basis
pay less for home health than does Medicare. The level of Medicaid
reimbursement may be lower than the cost of providing the services; for
example, in some states the Medicaid rate is less than 50 percent of the
level of Medicare reimbursment for the same services. Under such circum-
stances providers often either refuse to particpate in Medicaid or,
instead of refusing all Medicaid clients, place limits on numbers of
clients or services received, up to a specified amount of available
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TABLE 2
MEDICAID PROGRAM DATA
HOME HEALTH SERVICES 1976-1977

Reimbursement Methods

~-Schedule of Contract or Usual or Lower of*
Maximum Negotiated Customary Cost or Fee
Allowance Rate . Charges Charges Schedule Cost Based
Alabama D.C. . Arkansas Colorado ~  Alaska Connecticut
California Montana . (with ceil- Georgia . Oregon : Indiana
Florida Oklahoma . 1ing of 75th JIowa-. Pennsylvania Maryland*
Kansas Utah percentile) Louisiana Rhode Island Massachusetts®
Minnesota Connecticut Delaware*#* New Hampshire ’ Michigan®
~—-  Ohio (for pro— Idaho . Tennessee Minnesota*
prietary Illinois Virginia Mississippi*
agencies Kentucky Wyoming ) Montana®*
only) Maine Nebraska*
© Wisconsin e - - New Jersey*
New Mexico*
New York*
North Carolina*
- . North Dakota*

- South Carolina*
: “South Bakota* -

Texas*
Vermont*
Hawaii and West Virginia have not reported.
*  Same payment as Medicare
** Delaware pays 98 percent of charge.
Definitions
Maximum Allowance - maximum amount established by the state for a given product
or service; state pays lower of actual charge or maximum
allowance.
Fee Schedule - state pays a specified amount included in a schedule of
charges for specific goods or services. !
Contract - state purchases goods or services through a contract

mechanism and pays the amounts specified.

Usual and Customary — an amount based on a provider's charge experience for some
period of time; please indicate year or period during which
amount was established, e.g., 1974.

Cost Based - state pays for services based on allowable provider costs,
e.g., annual operating costs.
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charitable or other funds. A second Medicaid reimbursement problem, one
not limited to home health gervices, 1s that of lags in payment following
the submission of claims for payment., This has resulted in cash flow
problems for participating home health agencies. However, Section 2 of
P.L. 95-142 now requires that states meet specific standards for claims
payment time,

olicies have f}équently resulted in:
e A limited number of providers serving Medicaid clients;

e A quota system whereby only a small percentage of Medicaid
patients are accepted by agencies without assurance of othe
sources of funding; and

¢ Unavailability of home health services to Medicaid recipients,
in many geographi

" "Several states haVe Indicated their awareness of the problems caused by

the low rates but are fearful of expenditure increases inherent in reim-
bursing full costs, Some states have shown an interest in expanded home
health services provided they can-predict and control expenditures, and

provided they can expect this service to reduce instfitutional care costs.

" HCFA's major emphasis since its inception has been to improve the rela-

tionships between Medicare and Medicald and to promote as much uniformity
as possible between the two programs, Uniform policies in certain areas
would clarify and facilitate operations by providers d understanding

8 not, however,
The absence

In
are stymied
sement levels,

for home health
home health
ish a single




for nursing home se
thodologies for reas

B. Fiscal Intermediary Issues in Medicare ) .

The Medicare statute requires administration of benefits primarily through
private fiscal agents of two kinds--fiscal intermediaries generally administer
Part’ X béneéfits and carriers administer Part B benefits. -Both agents are
responsible for reviewing claims for coverage and reimbursing claims for ser—-

vices rendered to individuals. Ja-g g pov -

f bandd TS T T O T HE TN UNA TS peeyeniierd: > ,
h tesennst—wrerT Tt ire—rer e e T T

dtd providins < o Mo dd benaficdiarl

W n e Me TITVIT IOt O et CBDBRY=d 0L

rd—federebipatended=teTI TR Centers, as well as servin ‘

et OT=r9—PETTERT 6T The home health agencles participating in Medicare. All

Medicare home health benefits are administered by intermediaries rather than
carriers, even though the benefit is split between Parts A and B. Intermediaries
were chosen to administer this split benefit because reimbursement for services
provided under both Parts A and B is based on an agency's reasonable costs.

The provisions of Medicare, Part A, have permitted each provider to nominate
its own fiscal intermediary. Q 3 »iven

or a class of | providers. but onlv after first developing and then applying
“standards, criteria, and procedures to evaluaté such agency's or organization's
(1) overall performance of claims processing and other related functious...and,
(2) performance of such functions with respect to specific providers of services,”
and "...standards and criteria with respect to the efficient and effective
administration of this part.”

;;;; resp%"fﬂe Tome health service bene — (]

system has presented a number of problems. These problems ve been
exacerbated by the lack of adequate national guidelines defining and
interpreting benefits, and of criteria for coverage and cost reimburse-
ment. The result of the current system has been widespread differences in
interpretation of benefits, in reimbursement practices, and in the deter—
mination of the legitimacy of claims.
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Although efforts have been made in recent years to narrow these differences
among intermediaries, they have persisted, at least in part, for the fol-
lowing reasons:

. for most
fiscal intermediaries; thus they frequently do not take the time
to develop careful screening or claims review and sampling guide-
lines. Similarly, the staff in charge of these activities often
spend only a small portion of their work time on home health and
thus do not develop the expertise.to review claims in a consistent
fashion.

° M&oe—eha&-home—hmgs represent a low-vortme—eet
means fﬁtmmmetUped—rEs

in Stgh—p slng.cqst per claim reviewed.

L] ntermediaries exercise cons era e reedom in their
Pretarions.s fdedd dedteyet hat d

) nder what conditions. ﬁifferences in fnterpretation result from
tors including differing corporate philosophies about
home health, ffering procedures for reviewing level of care,

differing staffing patterns for claims review, and differing
requirements for documentation of c¢laims.

e Interpretations of what represents allowable costs have varied
widely without apparent reason. :

A 1976 study carried out by the Bureau of Health Insurance (BHI), now
HCFA's Medicare Bureau, examined the extent and types of variations auwong
fiscal intermediaries regarding claims screening guidelines and interpre-
tation of coverage rules. Its conclusion was that considerable differences
continued to exist in both of these areas but tHat home health services had

practices could mproved through increased
ehddetsd 1db. Jnd P |

ederal policy direction0™"Fw soad rafarn
designation of a limited numbet of regional intermediaries. We

will pursue both courses of action.’

\
a. Improvements in current practices

Two areas of program administration which could benefit from increased
guidance from HCFA are claims screening and review activities and the
determination of reasonable and allowable costs. HCFA has, over the
past six wonths, issued several intermediary letters concerned with
the. latter issue; work has not yet begun for the former.




b.

e current practice results $7
represents a high administrative cost. A sample review which is well
designed and to which intermediaries direct sufficient staff resources
could be as effective as and less costly than the complete prepayment
review, On the basis of- sample review the intermediaries could identify

*and try to change improper provider practices. A case-by-case review

of an individual provider's claims could be used as a last resort if
many denials are made., HCFA will begin to develop criteria for a
policy of postpayment claims review on a sample basis.

TevITEY T oT Uil with
PO 4 £ hioh deci sendaods F,

el bl e Re it DS ARdaEd rd

would_increase th ik I Ty =TS TTtrreview=bymthominter -

mediaries. Such guidelines, however, cannot be used as absolute limits
on coverage. This would be inappropriately restrictive. HCFA will
review the feasibfTity of issuing guidelines regarding screening claims
for appropriate utilization of services.

Intermediaries are currently receiving increased guidance from HCFA as
to the determination of reasonable and allowable costs. These activi-
ties are detailed in the previous section on relmbursement practices.
These increasingly detailed instructions should lend authority to
intermediaries' review and determination of allowable costs as well as
promote uniformity in reimbursement practices among intermediaries.

Fiscal intermediary assignment

There is a strong belief that the current system of provider nomination
of an intermediary and the resulting dispersal of home health claims
processing and cost finding among many intermediaries diminish the
efficiency and effectiveness of administration of this benefl:. In
addition to greater federal guidance regarding reimbursement and
coverage policles, this administrative problem could be addressed by
reducing the number of intermediaries handling home health claims.

PSP . -
L by CRirey fegttmited- eI I YTt Te—for -

weallh azancics would seeud gresrer—mritormity e el
Y varaga 3 iab fondads > £dh o Furthermore,

greater consistency and rigor in the determination of reimbursable’
costs could be achieved. Comparisons of performance among providers
would be facilitated by such a consolidation. Finally, efficiency
would be improved due to the ability to develop expertise in reviewing
a larger number of claims., ’
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l ’ We have considered a variety of options with respect to selection of
intermediaries for home health agencies. These options include:

We have decided to pursue the latter approach——selection of a limited
number of regional or areawide intermediaries competent in reviewing
home health claims and agency costs. DDR could be one of the inter-
mediaries selected under such a plan. While several intermediaries
may not be able to achieve the degree of uniformity in implementing
coverage and reimbursement policies which could be achieved by a
single agent, this course permits continued geographic dispersal of
resources and funds and greater opportunity for provider-intermediary
contact. Furthermore, home health services under Medicare have been
growing and continue to grow at such a rapid rate that the work load
of all participating agencies is likely to be too great for a single
intermediary. Policies regarding selection of fiscal intermediaries
for home health services are being developed further in conjunction

- with a compreshensive .analysis of intermediary contracting policies
being conducted by HCFA.

C. Emerwd=mrrttrreetr=one i Hods AT NMedlcal

Over “the past few years, surveys, investigations, and hearings into the status

of home health services have highlighted the existence of major fraud and abuse
problems in this area. Among the major investigative activities were hearings

on Medicare and Medicaid fraud and abuse in 1977; hearings on proprietary home

health agencies in 1975; an investigation by Senator Lawton Chiles' Subcommit-—

tee on Federal Spending Practices; and various HEW audit reports, particularly

of agencies in California. A substantial record has beend built of the patterns
of program abuse and fraudulent practices by providers.

The historical reasons for laxness in managing the Medicare home health bene-
fit are documented in the previous section on reimbursement practices. Renewed
efforts by HCFA to standardize and assure rigorous review of allowable provider
costs, in addition to the initiatives authoriozed by P.L. 95-142, address many
of the opportunities to defraud and abuse the Medicare program which have
existed to date. Some of these efforts are reiterated in this section; how-
ever, many courses of action which are recomended primarily for other reasons
such as promulgating more stringent conditions of participation in order to
improve the quality of services would also improve control of fraud and abuse
in Medicare and Medicaid.

Before the advent of Medicare, the limited home health services available were
provided primarily by Visiting Nurses Associations (VNAs), other charitable
organizations, and state and local public health services. As a result of
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the Social Security legislation which instituted federal financing for ser-
vices provided by these ‘programs, several new providers entered the home
health services progtam. Providers can now be grouped into three general
categories:

e Public agencies - includes all agencies operated by state or
local governmental units. v

o Nonprofit agencies - includes nongovernmental organizations exempt
from federal income taxation undere Section 501 of the Internal
Revenue Code, such as Visiting Nurses Associations or agencies
located in hospitals, SNFs, or rehabilitation facilities. This

. designation also includes a new breed of provider known as the
private-nonprofit agency which {s organized and operated by am
individual, but has achieved and maintains tax exempt status under
the Internal Revenue Code.

o Proprietary agencies — includes all privately cwned, profitmaking
agencies.

Most of the problems uncovered in the delivery of home health services have
been encountered in proprietary and individually operated nonprofit agencies.

In 1974 a total of 329,700 persons received Medicare home health services
and about $137,406,000 were reimbursed for such services. The large majority
(about 85 percent) of those persons were served by Visiting Nurses Associa-
tions, governmental agencies, and voluntary agencies. The other 15 percent
were served by proprietary, individually operated nonprofit, and institu-~
tionally based agencies. However, this® latter group of providers received

21 percent of Medicare reimbursenment for home health services., On the average,
this same group of providers made about 30 percent more visits per person
served and had an average visit charge 30 percent higher than those of all
other agencies. Proprietary and individually operated unonprofit home health
agencies are expanding in certain parts of the country; many of these agencies
provide services to Medicare beneficiaries exclusively. Because these agencies
have no other sources of revenue, collection of any overpayment by Medicare
becomes extremely difficult since it could result in the agency's financ1al
failure and consequently the loss of services to beneficiaries.
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’

1. Occurrence of Fraud anl Abuse

Rt 69 vhen-ﬂmrarfed “Yecorde o on""Eh‘f‘s‘?T"’ F’actfv‘i’ﬁ)-ﬂtw\
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~fuenty of the compladnfowd - r— ueseumund Qo
b?m;'&"ﬂ:‘!m’—rmm & batantiated and referred to the .
orney who e tedethencase (or declined to do so) while 80

raud, 19 abuse) complaints are still in the preliminary investigation
process. By far the most common complaints are allegations of billing for
services not rendered. To date, seven cases have been referred to the U.S.
Attorney for prosecution, Of these seven, one is still pending action by
the U.S. Attorney. In two cases the defendants were found guilty, while
the remaining cases either have been declined by the U.S. Attorney or have
been closed because out—of-court settlements were reached. With the creation
of HCFA with {ts Office of Program Integrity, and the earlier creation of
the Office of Investigations and with the enactment of P.L, 95-142, it {is
expected that ultimately there will be more effective investigative prose-
cutions of HHAs and a reduction in fraudulent and abusive practices.

2. Contributing Factors in Fraud and Abuse
Several factors have played a role in the occurrence of fraud and abuse;
these will be discussed only briefly here, since most of them are dealt
with in greater detail in other sections of this report.

o Medée h P PRV W - 3 A 1

Med peCITI™
e —
-eefta1n~czs€§'iﬁf€?'§dtﬂT!is“have*reimuux d ssivaagsts for

suchwiiens asmesalariecsyepensionse and=~fringe~benefitas Guidelines
for administrative and other costs do not currently exist to
control these practices.

.y o ~NIN=WTES-TenETh Practices beLween Nome ReaIVH JEEnrres—mnd-hoomicad
’EY wdischargewplanningwunitovhavewbeenwreported~tovbe>moroblew, The
most questionable situation of this kind involves the placement of
home health agency personnel in a hospital's discharge planning
unit to facilitate the placement of patients with the HHA. These
arrangements should be prohibited. However, it {s necessary for
hospitals and home health agencies to work together in planning
for patient care. Prohibition of all communication would not be
in the best interests of the patient, for the lack of such joint
planning for patients being discharged from hospitals has long been
identified as a problem. Thus the methods and rates of patient
referral from hospitals to HHAs must be monitored.

Problems have been encountered with the authorization of home
health services by physicians having a financial interest in the
home health agency providing the service.
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Solving Problems of Fraud and Abuse

The Medicare-Medicald Anti-Fraud and Abuse Act has provided HEW with a
nuober of tools for combating fraud and abuse in {ts programs:

s HEW may assign providers to fiscal intermediaries for the sake of
efficiency and effective administration (Section 14).

e Uniform cost reportirg is now required for all®groups of providers
(Section 19).

e Fraud against any part of the progras is now a felony carrying
penalties of fines and imprisonment (Section 4).

e All providers must make full disclosure of the identity of each
person with an ownership interest and of subcontractors whose
business transaction with the entity amounts to nore than $35,000
(Section 3).

- e The federal government has access to all Medicaid providers'
records as {t has always had for Medicare providers (Section 9).
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R B e LeasIBIITty vf—Streemine-guidelioes for use in auditing
samples of claims.

3) Increase field audits of patient records and cost reports by
the interwmediary. .

Jﬁ) Increase departmental auditing activities in order to improve
detection of fraud and abuse where they occur (this is currently
being done in selected areas).

() Prohibit Medicare-only providers by requiring a certain percen=—
L tage of patients to have sources of payment other than Medicare.
)

Test the.effectivencss of requiring home health agencies to

submit a duplicate bill to the client, listing services provided

and amounts charged. Clients would be fnstructed to contact the
intermediary in the event'of a discrepancy. .
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PART V. QUALITY STANDARDS AND PROVIDER ISSUES

The legislative history of Section 18 of P.L. 95-142, and subsequent statements
by members of Congress and their staffs, have stressed that a major reason for
the mandated study is a concern for standards in home health services. There
is wide agreement that there should be standards or that standards should be
improved under HEW in-home services programs. There was much less agreement,
however, quewirsesrasy=m y=sewrdErde, ecither in the Congress or among the
agencies and organizations that had supported the legislation. Standards were
variously defined as meaning that benefits and eligibility for services should
be expanded, that proprietary agencies be allowed in, and that Medicare's con~
ditions of participation be improved. The issues of benefits and eligibilicy
have been discussed elsewhere in this report; this section addresses conditions
of participation, including the special conditions for proprietary agencies,
accreditation and deemed status, and provider issues under Medicare. Finally,
quality. assurance .for Title XX in-home services is discussed.

A. Medicare Conditions of Participation

Home health agencies participating in the Medicare and Medicaid programs are
required.to.meet certain .standards of.capacity and performance, the conditions
of participation. The framework for these conditions is established by law,

in Section 1861(0) of the Social Security Act. , A home health agency is defined
as being primarily engaged in providing skilled nursing services, providing at
least two specific services, having certain professional policies, maintaining
clinical records, having overall plans and budgets, and meeting “such other
conditions of -partieipation as the Secretary may find necessary...” Regulations
establishing the conditions of participation cover the following areas:

(1) Definitions

(2) Compliance with federal, state, and local laws

(3) Organization, services, and administration

(4) Procedures for governing and monitoring patient care

(5) Acceptance of patients, plan of treatment and medical supervision

(6) Services - skilled nursing, therapy, medical social, home health
aide

(7 PersonnelA-fcraining requirements, professional practices N
(8) Establishment and maintenance of clinical records
(9) Evaluation of the agency's total program and behavior.

Because of the concern expressed about the Medicare conditions of participation,

HEW staff have consulted with interested groups and individuals regarding these
conditions. On May 18, 1978 a meeting was held with representatives of national
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organizations of home healthqa ncies and other crganizations to review specific
aspects of the conditions of\*’{ticipation. Based on these discussions, as well
as on documents submitted and an internal review, the Department is proposing a
number of revisions.

There appears to be general satisfaction with the existing conditions as a
basic document upon which to build additional assurances of agency capacity

to provide services. The consensus of opinion is that the conditions do not
adequately address the activities which agencies must engage in to assure the
quality and appropriateness of care provided. It should be noted that, although
it is always possible to set standards which-are higher than the present ones,
the consequences must he weighed. Setting stringent standards would constrict
the supply of qualified providers. Also, the costs of extremely high standards
may outweigh the benefits; a middle ground is therefore necessary, one that
protects the beneficiary while creating a realistic environment for service
provision.

In this vein, a number of changes are being proposed, and decisions made with
respect to enforcement and monitoring of the conditions of participation.

It is recognized that the changes being proposed here concern structure (the
agency characteristic deemed necessary to provision of service) and “process”
(such things as staff qualifications, utilization review, etc.) in contrast
with “outcome' or client—oriented standards. The last i{s the most desirable,
but our current capacity to measure outcome prohibits us from replacing struc-—
tural and process standards at this time, Our ultimate goal is to develop a
system of continuing assessment of the quality of care provided .and the impact
of that care on the recipient. Efforts to develop such a system will continue
through the re-evaluation of standards, capability for assessment of quality,
and the search for improved methods of determining ‘desired cliemt outcome.

1. Areas of Proposed Change——Agency Composition

( Services undet arranvements

™ b h aTConeY v“.w-
bouldebownad m&mﬁm&oﬁ?

0 nﬂrv(:nd O L dy Tyl lustedah pTd ry=agefey
eSTETOTITIOM YT There must be a written arrangement between the primary
agency and the secondary agency regarding personnel and supervisory policies.

The intent of the current proposal is to assure that the agency is com-—
pletely responsible for and in control of the performance of homemaker/
home health aides working under its auspices. Further, the certified
home health agency is responsible for the overall case, its management
supervision, and development and implementation of the plan of care.
pccountability clearly rests with the certified agency.

The Department considered requiring all home health agencies providing
home health aide services to directly employ the aides, rather than
subcontracting for them through another agency, as is now permitted.
While such a requirement might reduce problems of supervision and
fragmentation of service and ald Iin assurance of quality, it would
require a radical restructuring of the home health care system, and
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would put a large number of provid rs Jof all auspices out of business.
In view of the fact that we wish to omote the availability of home
health services we have concluded that this is not the first area on
which to place such stringent controls. We hope that by requiring a
close and official relationship between the primary agency and the
subcontracting agency we can assure quality and adequacy of the service.

Finally, we considered requiring all certified home health agencies to

provide a comprehensive range of services rather than just the present

two services as a further means of achieving continuity of care. This

would also have the effect in current circumstances of severely con-
ANRYstricting the availability of the hotie health benefit. Therefore,
LAl though we recognize comprehensive service to be the desirable goal
fRof\all providers, we cannot begin to.require it at thisg time,

/"hrié;yj: [Udal®ine requicements for home headlth aides
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facto basis. Further controls on use of service undet Hedicare are the

limits on number of visits per benefit period-and per year for Parts A

and B respectively, the requirement for skilled care, and the require-

went of prior hospitalization for the Part A benefit. These controls

are crude, at best, and provide little control once a person has begun
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Either as part of a UR function or as a general utilization gauge, HEW
will work toward the development of utilization norms and patterns which
could be used as guidelines for judging use. Cases falling outside
established norms could be selected for further analysis.
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(1) Services are being provided in accordance with the pam/
plan of care;

(2) ﬁxe patient's needs are periodically assessed and appropriate
revisions made in the plan of care;’ . .

(3) Services are being used appropriately;

(4) Professional policies are followed in providing services;

(S) Needs of patients served by the agency are being met both
quantitatively and qualitatively taking account of utilization
of other community resources; and

(6) Unmet needs of patients are identified and documented and

made available to the patients, their families, physicians
and responsible social and health services agencies.

The committee's findings and recommendations should be written and
discussed with the agency's director and appropriate staff. The
agency's records should indicate action taken in response to the
utilization review committee's findings and tecommendatigns. N
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d. Plan of treatment
Some agencies have separate plans of care for the services provided by
contract therapists. These plans should be integrated into omne coor-
dinated plan of care, to be reviewed and updated periodically. All
services to be provided to the patient must be included in this plan.
Each service should be identified, its frequency and duration given,
and the professional person who will provide the care or supervise its
provision identified by name. It should be required that the plan be
reviewed monthly to identify need for revision. At least every two
months the plan of care should be updated. This requires reassessment of
the patient’s status and recognizes the fact that the patients' condition
and needs will change sufficiently to require revision in such areas
as treatment goals, and frequency or type of service provided, or a
cessation of service.

The plan of care and its maintenance requirements should be kept as
simple as possible in order to minimize papervork and maximize time
spent on patient care. .

e. Definition of “skilled” nursing
Considerable provider and intermediary dissatisfaction with the current
terminology of Medicare has been expressed. In particular, the term
“skilled” in front of nursing has troubled the home health field,
which has recommended unanimously that the word "skilled” be replaced
by “professional.” Such a change would require legislation, and it is
not clear what effect it would have on the provision of, or eligibility
for, home health services under Medicare.

\\A-major argument.in favor_of such.a change, one that indicates it would
be more than "cosmetic” is that the definition of nursing would be
simplified and clarified and its emphasis would shift. Instead of
delineating skilled nursing by means of a relatively coumplicated and
lengthy set of tasks performed by the individual, it is contended that
their definition could rest on the professional practices and standards
set forth in the Nurse Practice Act.

The Department is analyzing the potential effect of this change, and its
impact on the delivery and use of home health care under Medicare; we are
making no recommendation at this time.

2, Proposals for Changing the Requirement of Licensure for Proprietary HHAs
A special condition on for-profit home health agencies in the Social Security
Act (Medicare) stipulates that they be licensed by the state in which they

operate. e

iv‘ £.1s 00 F— . e h o

Ve ients in the rema

tractors to certified agencies. (Table 3 on the following page shows this
information.) . .

a. Provider experience
Since HEW collects data only for the services for which it pays, little
is known about how non-Medicare certified for-profit home health agencies
operate, how much of the private paying clientele they serve and what kinds ,
A
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TABLE 3: STATES WITH LICENSURE LAWS FOR HOME HEALTH AGENCIES

Year Certificate
State of R Regulations of Need
Law v Requirement
Arfzona 1971 1971 Yes
California 1966 Being Revised No
Connecticut 1977 ' Being Developed No
Florida 1975 Revised 1976 Yes
Hawaii 1969 1969 Yes
Idaho - 1975 1976 No
Illin;is 1977 Being Developed Yes
Indiana 1973 1974 No
Louisiana 1967 1967 . No
Kentucky 1972 1972 . Yes
Maryland - 1976 Being Developed Yes
Montana 1977 Same as Medicare Yes
Nevada 1973 1973 No
New Jersey 1973 "Revised 1976 © Yes
New York (does not license 1973 1973 Yes
proprietaries)
North Carolina 1971 1971 No
Oregon 1977 Same as Medicare Yes
Tennessee 1975 Revised 1976 No
Wisconsin 1967 1967 Yes

47
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of gervices they provide, and how they are organized. It is known
that many providers are simply employee pools and central switchboard-
referral operations, with no provig £ 3 AS585

Arguments about proprietary aggncies in Medicare

Tt should be noted that in 20 of the 21 states which have licensure laws,
proprietary agencles are already allowed to participate in Medicaid

and Medicare, These licensure requirements are not generally higher

than Medicare standards and so do not assure higher quality. The debate
about whether to admit proprietary home health agencies to full Medicare
and Medicaid participation by removing the licensure requirement from

the law has centered on the following points:

(1) Supply issues

¢ Inclusion of proprietary agencies in Medicare and Medicaid
would fill the need for expanded service capacity, which is
generally agreed to be necessary.

e This need could be filled in other ways, not just through
proprietaries, Service capacity of public health agencies
and voluntary (charitable) agencies could be expanded through
increased third party reimbursement or through capacity—
building grants. The definition of Medicare home health
provider could include comprehensive health service providers
such as HMOs, community health centers, etc.. Proprietary agen-
cies tend to locate in areas which promise the most lucrative
business, such as suburban and some urban areas. Inner city
and rural areas are generally left to the public and voluntary
agencies, or continue with no service at all.

(2) Equity

e The current licensure requirement for proprietary a
discriminatory makes~go sens pe pa ipa in
SZates aug ?;ch:é\eaoies T rt ate }

urther, proprietaries already participate as subcon—
tractors for Medicare and as providers under Title XX. The
private not-for-profit agencies, which are allowed. to participate
in Medicare and Medicaid without meeting additional requirements,
are subject to even less scrutiny than proprietary agencies,
-whose business practices must at least be acceptable to the IRS,
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(3) Competition and servf!ggf

e Some feel that competition introduced by proprietaries would
have a beneficial impact on price and services. However,
competition in such areas as Florida has not reduced price or
increased efficiency. Further, the voluntary agencies feel
they should be protected from such competition.

e Proprietary agencies can fill a need for 24-hours-a-day, seven—
days-a-week service which public and voluntary agencies have -
not filled in the past. (This does not necessarily refer to
round-the-clock service provided to a patient, but to the agency
remaining open at all times to provide services when needed-—at
night or on a weekend.)

(4) Quality

. e It is argued by some that quality of proprietary services is a
problem. However, there appears to ‘be- 11ttie evidence to either
support or refute this argument. There i{s no evidence available
to indicate services are of lower quality.

c. Further Requirements for Proprietary Providers
The Medicare law, in addition to requiring licensure of proprietary agen=.
cies, states that the Secretary of Health, Education,” atd Welfare may
preséribe by regulations, additional standards for these agencies. In
the past this has permitted the Department to issue regulations requiring
certified proprietary agencies to provide all their services directly,
rather than by contracting for them.

d. Conclusion

Given the curre formation about the operating characteristics,

uncertainty about supply responses
making a recommendation on this issue.

3. Proposals for Monitoring Performance —— Accreditation and Deemed Status
The acknowledged federal role in setting standards for home health care
under Medicare and Medicald stems from the principle that the public body
purchasing services 1s obliged to imsure a reasonable quality of service
at a reasonable cost. In the instances of Medicare and Medicaid, the Federal
government has assumed the responsibility for setting standards and woni-
toring (as well as paying for) their enforcement., Actual enforcement 1is
done under contract with the states.
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Criticisms of the federal (Medicare/Medicaid) conditions of participation,
and of enforcement at the state level and monitoring at the federal level,
can be addressed in two ways. The federal government may continue to work
with the states to strengthen enforcement and closely monitor state perfor-
mance, and at the same time work to improve the conditions of participation
themselves (as specified elsevhere in this report). Alternatively, a
national accrediting organization or organizations could be determined to
apply standards which are equal to or better than those of the federal
government. In this case, the accreditation of home,hehlth agencies by

the national organization could be “deemed” to meet the standards for
Medicare and Medicaid. The “deemed” approach is attractive to some within
the industry and has the advantage of offering a mark of excellence to

some providers. However, there is concern.that in an area where fragmenta-
tion and abuse have been detected, the granting of "deemed status” would
decrease accountability. Monitoring by the federal government would be
difficult, particularly in the event that “deemed status” was sought by,
and granted to, several organizatioms.

Further, difficulties are presented by the "deeming” approach:

e First is the one, already mentioned, that if the Department adopted
high, "ideal” standards, it -would probably exclude all but a small,
elite group of providers.

s Second, home health service providers are not a unified entity on
the national scene; there is no single national organization that
provides leadership. At least five or six organizations represent
various segments of providers. Some have their own standards and
accreditation procedures, but none accredits more than ten percent
of the total Medicare-certified providers. If one organization were
granted deemed status, several others would request it.

e Third, there is a multiplicity of professional and paraprofessional
services involved in home health care, and the groups representing
them could request their own accreditation; if their standards were
comparable to Medicare it would be difficult to refuse to grant
the request, and fragmentation would result.
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Group Agencies Accredited
Medicare (HCFA) - Certified Agencies 2,400
National League for Nursing/APHA 84

Joint Commission on Accreditation |

of Hospitals (JCAH)

National Council of Homemaker/Home
Health Aides

National Association of Home Health

Accreditation proposal

in draft

129

in draft

Accreditation proposal

Agencies

B. Quality Assurance for Title XX In-Home Services

Under Title 'XX, homemaker and other in-home care services may be provided by a
variety of methods including the private not-for-profit agencies, proprietary
agencies, and_single service agencies, often_ through low-bid contracts, as

well as by the individual provider who often receives no supervision or assur—
ance of wage or benefits. There are no quality controls built into this program.
This raises the question of whether quality and appropriateness of service are
adequate., Other questions focus on whether authority to set such standards
should: be provided under Title XX and whether, in the absence of a specific
mandate, the program could set standards or whether legislation is required.

1. Why Cons;;;)\Standard;\Tﬂg Title XX Hom:haker Service®'

51
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2. Problems of Quality Assurance in Title XX

a. Many localities contract for services through low unit-cost bids
This competitive bidding process for purchase of service contracts has
often resulted {n attention to cost factors alone, without consideration
of quality, accountability, needs assessment, or service practices. No
basic criteria have been established for service and appropriateness
evaluation or for fiscal and management practices.

Most states have not esta criteria for
" based on total costs, or the relationship
of these costs to the outcome of the patients who receive the services.

rogran-abuses
PaY Gt Gt d L PR T LS be_very high haye beenzcharged=ev=
-~ B ot errvdeeeres GO aLSein.the absence of standards of what
oty $atemcaremand appropriote cost, The dlgferent
federal matching ratios and service standards between Titles XIX and
XX encourage states to provide services under one or the other authority
depending on the relation constraints of the two programs, rather than
on individual client needs. [For-example..sopg.glients have been judged
day, tobewdnaneed.of home hggl;h-é&&vicesuas-?tovided-undervritég
g;gh_gnd on,guesday<.&Q._g,inane§auin§;ead of . homenaker/chorexse -
The two_sets of.sexvices.are.theoxetically of a differentenatuce~frop

one program to another, yet the client is switched from one to the other

depending on the estimated cost and funding limits. The typical question

\a state might ask itself in this situation is what is the tradeoff
between (a) Medicaid home health service with higher reimbursement and

\ ower federal matching rate and more stringent (thus costly) standards
nd (b) Title XX, with a funding ceiling, but higher federal match and

standards?

no Federa]

Audits conducted under the auspices of GAO, and recent HEW audits have
added to the documentation of abuse brought out in Senator Chiles’
hearings in Florida and in joint hearings of the House Ways and Means
and Senate Aging Committees. For the most part state agencies have
not established standards,.monitored providers, enforced present laws
and. regulations, prosecuted violators, or developed mechanisms to
secure, encourage and retain honest provlders of quality services.

o

'agency“-ersonnelén—
~agenc1‘e.sn__§3_4‘,inap2_‘o—
ervicazfecgpisnts-vr~4v

c. Self-employed provider practices constitute a major problem in sowme areas
The growing trend for states to use the individual self-employed provider
to perform in-home services under Title XX has resulted in several problems
such as: failure to obtain Social Security and other benefits for the

gef no supervision, training




200

protection for vulnerable clients;kigjppropriate placement of responsi-
bility for monitoring with client; reported incidences of fraud and abuse ’
in the program.

Under Title XX, a state can opt to have individual provider contracts,
with little or no monitoring, where the consumer—client makes the
selection. The result has been a lack of accountability, and a residual
. legal question of who is actually the employer: the local or state
government, the Title XX agency, or the recipient? Legal disputes are
in process, and in some areas it appears that the local government
has been determined to be the actual employer, responsible for recruit-—
ment, hiring, salary and fringe benefits, training, and monitoring.

i oy Y e T | C A A Ue =t O T bAT ST Pro DY e ey,
Fr-fiome services under Title XX have a wide range of definitions which
often overlap and are confusing. These services offered under the other
Social Security titles also have different meanings. This situation
causes duplication of services, inappropriate use of the service, inade-
quate or misrepresented reporting, and difficulties in making state-to-
state comparisons. There-is.wide disparity among the states regarding
not only the mix of services provided under Title XX, but also in defini~
tions and key components of each service. For example, one state defines
its chore service as a "hands off,” heavy task-oriented service including
activities such as wood—chepping; another, one of light housekeeping
duties; and a third specifies such personal care couponents as feeding

and dressing.

A recent Taxonomy of Title XX Social Services identifies 84 discrete
services which have been written into 37 entries for chore services in
the Comprehensive Annual Services Plans (CASPs) for Fiscal Year 1976.
Thus it is difficult to paint a single picture of service delivery
under Title XX; however, certain broad generalities may be noted and
patterns observed from one state to another.

Title XX precludes the federal government from telling states what
services to provide. Further the statute 1s silent about permitting
states to define functionally those services that are provided. Recently
published Proposed Regulations covering disclosure of ownership begin to
define health related and in-home services. [ Wese dafinitiong could
Carried a few bieps further to pagericably defihg the cogpgnendyg of
geries.

asonable servica~qualitingnd saPeguards™for in-Rege car®
tablishgent olNa minimbg set o€ standards,

3
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using as a
-‘\ﬁhmeg§::flﬂome
\ train and super
~Bgeelrer, efficiency and effectiveness would be improved by the development
of professional health and social service supervision to assess indfvidual

needs, order and read just service
Suc

3 aged
shou ot be icted.

It should be noted that any or all of the recommendations below may result
in increased unit costs. However, these increases may be offset by lower
. case costs,

4, Solutions &g the Problems

We believe legisla
1ish standards.

government
eeded to pe

Require siat
der Title XX training fund\are available b
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PART VI. HOME HEALTH SERVICES - DEVELOPING AND CONTROLLING SUPPLY

It may seem contradictory to propose methods of expanding the availability of -
home health services while voicing concern that the development of capacity be
controlled. However, these two concerns_are valid with respect to home health
services in the United States. As a result both of reimbursement restrictions
in public programs and of the nature of home care providers, expansion of
service has not occurred rapidly over the past decade in the nation as a whole.
On the other hand, in certain geographic areas where favorable conditions
existed there has been a rapid expansion of services, to the point of over-
saturation. .

Thus many believe that both controls and stimuli are needed: controls 'in areas
of rapid growth in availability of providers, and stimuli in rural areas, low—
income areas, and other areas determined to be in need of services. A further
reason to encourage expanded capacity is to attain the goal of comprehensive
health services at the community level by aiding small and single-service
providers, and by developing new providers of services.

A. Certificate of Need

State certificate of need programs mandated under P.L. 93-641, the National
Health Planning and Resources Development Act of 1974, must ensure that covered
health services, equipment, and facilities must be determined by the states to
be needed, as must expenditures for these purposes. The predecessor to this
program, Section 1122 of the Public Health Service Act, had covered home health

-services in its reviews. However, interpretations of Congressional intent in

the planning law led the Department to determine that non-institutional services
were not meant for inclusion, and on March 19, 1976, it published a regulation
deleting home health agencies from coverage under the Section 1122 program and
from certificate of need requirements. Among the other reasons cited for the
exclusion was the belief that the health planning system should concentrate

its efforts on high-cost areas, and that adequate criteria for determining home
health need did not exist.

1. The Purposes and Functions of Certificate of Need
The purposes of the certificate of need (CON) process are to exert control
over supply, availability, accessibility, and adequacy of service, and
control over costs through determination of the impact on the amount of
expenditures for health services as a result of increases or decreases in
the supply of services.

The CON process should be viewed in relation to the other major requirements
of P.L. 93-641: consideration of national priorities in health plans and
review processes, recommended consistency of plans with national guidelines,
and the statutory and regulatory interface of national priorities and health
plans through procedures and criteria for reviews.

Ia summéry, the certificate of need process is a tool to be used in developing
a rational system of health services at the local level by assuring a balance
of types and amounts of services available. However, the very nature of the

55
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certificate of need process--a prospective review of the need for additional
service capacity--dictates that it be more of a limiter of supply than a gen-
erator of it. The health planning and technical assistance functions are
designed to do the latter.

As a prospective review instrument the CON process opts in pany cases to
maintain the status quo (i.e., no more hospital beds), or to encourage
more even geographic distribution (no beds in one part of a county, but
need for some in another). A third function of the CON combined with the
planning process is to encourage better distribution of levels of care
(i.e., the HSA might deny an application for a skilled nursing facility
but state that it would accept a domiciliary care facility as a substitute,
in line with established local needs). It is in these areas--improved
distribution and levels of care--that the CON process has the most rele-
vance for home health services.

The following reasons are given for including home health services in the
certificate of need process:

e Proliferation of home health agencies in certain areas would be stopped.
e Development of home health service capacity would become more rational.

- @ -The €ON process would encourage providers to go into curreatly under-
served areas.

e The HSA should exercise control over all aspects of health care, not
just’ institutional care. .

¢ Home health would be given priority and visibility in the planning
process and as part of the health system. HSAs would be stinulated
to develop data and criteria for determining community need for home
health services.

e Existing providers, particularly visiting nursing associations,
believe that they would be protected from an influx of profit~
oriented “businesses.”

e The CON process might be a means of forcing agencies to pledge to
serve the community, including Medicaid recipients, rather than only
Médicare beneficiaries. .

Available information shows that 14 states now include home health agencies
under required coverage of their certificate of need programs and others are
expected to do so. These l4 states are:

(1) Alabama (8) New York

(2) Arkansas (stated in Regs) (9) Texas

(3) Connecticut (10) West Virginia
{(4) Hawaii (11) Wisconsin

(5) Kansas (12) Wyoming

- (6) Kentucky (13) Maryland

(7) New Jersey (14) Virginia




What CON Is Not Intended To Do

Huch of the debate over whether home health service providers should be

subject to certificate of need has been based on misunderstandings about

the nature and purpose of CON; much has also been based on a very real -
concern that proliferation and overlap of providers in certain localized

areas will have a detrimental impact;on clients, quality, and costs.

Many of the proponents of CON for home health services expect it to have a
kind of impact that it was not designed to have. However, most of the
problems CON is believed to be capable of solving must be solved by other
means,

The CON process will not:

® Assure quality of services delivered
e Control fraud and abuse.

Quality assurance and the determination of home health agency capacity to
provide services are the function of survey, certification, and licensure.
If there are weaknesses in these systems they cannot be solved by the CON
process; the systems themselves must be strengthened. This confusion of
purposes has probably been a major stimulus. to the debate over CON.

In the same vein, fraud and abuse will not be dealt with thrcugh this
process but rather by the enforcement of existing certification standards,
service review, reimbursement process and the development of additional
necessary safeguards against such practices. Effective administration of
checks on reimbursable costs, effective service audit capacity, and special
screening .for fraud and abuse are the appropriate means of dealing with
these problems.

Reasons against inclusion of home health providers in the certificate of
need process include:

e HSAs should direct their efforts at reviewing high cost and high
volume facilities in order to most effectively target cost controls.

e States with special problems of oversupply or maldistribution are
free to establish CON requirements; states without these problems
would be forced to adopt a cumbersome procedure.

e There is a general undersupply of home health services {rather than
an oversupply. Efforts to expand services should not dampened
until a balance is achieved.

e CON will not solve proBIems‘of underserved areag;ftheﬂ canno! ‘make
the unattractive attractive.

e Reeping new providers out in favor of the status quo of traditional
providers might lessen innovation, efficiency and improvements in
availability of service.
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® Applying CON might not encourage efforts to develop need criteria,
since most states with CON requirements for home health have not
actively sought to develop them.

e The existence of CON will not aid in the development of capacity.
3. HEW Position
The Department intends to continue to exclude home health services from
the certificate of need process as a required activity of local health
planning and systems agencies. However, consideration will be given to
phasing in CON for home health as criteria for determining need are
developed. -

Despite the basic decision not to require home ‘health agencies to be within
the CON process, the following actions are under consideration:

(1) Improvement of methodologies for determining need/demand for home
health services through grants, contracts or in-house resources.
Present éstimates are that the need for home health-care services
13 large; however, greater specification of the need by types of
1llnesses, by populatfon, by medical care prognosis, and by cost
are needed for more efficient and effective planning.

(2) Development of additional technical assistance documents for plan—
" ning agencies in regard to home health services, e.g., expansion
of Plan Guidelines in relation to home health or development of
guidelines on the review criteria considerations.

(3) Grants or contracts to evaluate the various types of home health
agencies and their impact on quality of care, costs, utillzation
of health personnel to assist HSAs and SHPDAs with priority setting.

(4) Establishment of a system (possibly coordinated with a home health
trade or professional association, a health planning association,
and NPHIC) to alert planning agencies of studies or reports done
by the government or the private sector. This would assist them
in keeping abreast of pertinent factors in home health delivery.

(5) Consideration of methods to interface the development of home health
services with the development of HMOs (on the basis of section 1502(7)

© 58
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Availability and Distribution of Services

Supply Issues ) -
In 1963, not more than 250 agencies met the definition of a home health

agency as later defined by Medicare, At that time, 1,163 agencies offered
a program of nursing care of the sick at home but only 141 of these nursing
agencies could have met the requirement that at least one other therapeutic
service must also be provided. In addition, less than 100 qualifying
hospital-based programs could be counted. Ninety percent of the agencies
offering in-home services were operated by official health agencies and

. visiting nurse associations (VNAs). The official agencies provided educa-

tional and referral services in the home but, in contrast to the services
provided by visiting nurse associations, no direct care. The Medicare
home health benefit became effective on July 1, 1966 and considerable
progress had by then been realized. As of October 1966, 1,275 home health
agencies were certified for participation in the Medicare program.

Data presented in Table 4 reveal that, between 1966 and 1976, the number of
health agencies participating in the Medicare program increased from 1,275 to
2,165. Although the number of agencies certified varied from year to year,
there was a net increase of approximately 910 agencies participating in

the Medicare program by the end of the first decade, a 71 percent increase in
agencies. VNAs, which in 1966 operated 506, or 40 percent, of participating
home health agencies, operated.slightly less than one quarter of the agencles
certified by Medicare in 1976, In 1966, visiting nurse agencies represented
45 percent of participating home health agencies, but operated slightly less
than one quarter of the agencies certified by Medicare in 1976. In 1966,
official agencies represented 45 percent of participating home health agencies
and in 1976 were 53 percent of the total.

Hospitals and other organizations — except combined government and voluntary
agencies ~ almost quadrupled their participation during the first ten years

of the Medicare program and together operated fully 20 percent of the agencies
certified in 1976, The combination agencies declined by 46 percent.

Geographic Distribution

In 1966, slightly over one third of the nation’s home health agencies partici~
pating in Medicare were located in the Northeast. Another third were in the
South, and the remaining third was divided between the North Central and
Western regions. By 1975, increases in the number of certified agencies,
particularly in the North Central region and the South, reduced the proportion
of certified home health agencies located in the Northeast to approximately

27 percent of the total. In 1975, 32 percent of the home health agencies
participating in the Medicare program were in the South as compared to 38
percent in 1966 despite an increase of 232 agencies.
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Table 5 reveals variations in the distribution of certified home health
agencies and the distribution of Medicare beneficiaries by census region
and divisions. In the South and the Northeast, the percent distribution

of certified agencies is higher than these regions' share of the Medicare
population, whereas it is lower than the present Medicare enrollment in

the North Central region and the West., These variations reflect differences
among the census divisions which comﬁrise the regions; for example, except
for the South Atlantic division, the percent distribution of certified
agencies is greater than the percent distribution of the service population.

The uneven geographic development of home health agencies is reflected in
service utilization by Medicare beneficiaries. Regional utilization data
indfcate that 175,900 beneficiaries in the Northeast region received home
health visits in 1975 (29.3 per 1,000 enrollees), while in the North Central
region visits were received by 101 500 enrollees (15.2 per l 000 enrollees).

The data presented in Table 6 on the distribution of cettified home health
agencies and the distribution of Medicare beneficiarfes suggest that the
availability of services of home health agenciés 1s related directly to the
percentage of the Medicare enrollment which resides in metropolitan counties.
The rankings of census regions in terms of non-metropolitan coverage is the
same as for metropolitan coverage, but the differences in the percent popula-
tion to whom services are available vary markedly.

In the Northeast, where the greatest percentage of Medicare beneficiaries

live in metropolitan counties, the availability of home health agencies is
nearly universal; services are available to the entire enrollment residing
in metropolitan counties and to 89 percent of those who live in non-metro-
politan areas. In contrast, the operation of home health agencies relative

.to beneficiaries' residence is lowest in the North Central regiom, which

has the smallest proportion of metropolitan enrollment to total Medicare
enrollment.

Except for the Northeast, home health services are available to less than
70 percent of the Medicare beneficlaries who reside in non-métropolitan
counties. For example, services of home health agencies are available to
slightly more than the North Central region's beneficiaries: 93 percent
of its metropolitan enrollment is covered, compared to 55 percent of the
beneficiaries who live in non-metropolitan counties.

Setvice Avallability =

T prob for al)/ home he
long anding,/has beep’their i
and eir coveérage of/populati s at riskwithin t
and Medicai elig1 ty critenia,
pol’cies a ptoce res.

Table 7 presents data on the number of services offered by agencies parti-
cipating in the Medicare program in 1975 and 1976. The service offered
most frequently after skilled nursing care is physical therapy, followed
in order by the services of home health aides, speech therapists, medical
social workers, and occupational therapists.
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Number and Percent of Med{cara Beneficiarfes and Certified
Home Health. Agencies by Ceansus Region and Division. United
States. 1974.

Medicare Enrollmentc Certified Agencies
Number#* Percent** Number Percent
(millions)
United States 21.9 100 2,329 100
Region
Northeast 5.5 25 625 27
North Central 6.1 28 o 579 25
South 6.8 31 830 38
West 3.5 16 . 235 10
Northeast
New England 1.4 6 343 15
Middle Atlancic 4.1 19 282 12
Norta Central
East North Central 4.0 18 335 14
West North Caentral 2.0 9 244 10
South
South Atlantic 3.4 16 338 15
East South Central 1.4_ 6 298 13
West South Central 2.0 9 254 11
West
Mountain 0.8 4 91 4
Pacific 2.7 12 144 [}

Sources: Medicare: Health Insurance for the Aged, 1972-1974, Section 3:
Participating Providers. Table.3.14: Number of Homs Health
Agencies, Persons, Enrolled, ete. Washingtom: Soclal Security
Administration. 1976. : :

*Number does not

add because of rounding.

**Percentage does not add to 100 because of rounding.
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Number of Medicare Beneficiaries and Percent of Enrollment in
Counties with Home Health Agencies by Census Regilon and Division
and Metropolitan/Nonmetropolitan Location. United States, 1974.

Number of Persons Percent of Enrollment in
Enrolled (mil?{ons) Counties with Home Health Agenciles
Total Metro Nounmetro All Metro Nonmetro
United States 21.9 14.9 7.0 84 95 61
Regions
Northeast 5.5 4.5 0.9 98 100 89
North Ceatral 6.0 3.6 2.5 77 92 55
South 6.8 3.9 2.9 . 78 98 58
West 3.5 2.7 0.8 86 98 56
Northeast
Yew England 1.4 1.1 0.3 97 100 88
Middle Atlantic 4.1 3.5 0.6 98 100 90
North Central
East North Central 4.0 2.8 1.2 86 95 66
West North Central 2.0 0.8 1.2 61 85 - 45

South

South Arlantic

West South Central

West
Mountain
Pacific

77 91 52

3.4 2.2 1.2
East South Central 1.4 0.6 0.8 86 95 79
2.0 1.1 0.9 71 a8 49
0.8 0.4 0.4 75 97 T4y
2.7 2.3 0.4 92 98 62

Source: Adapted from Table 3.14: Number of Home Health Agencies, Persons
Enrolled, etc. Medicare: Health Insurance for the Aged, 1972-1974.
Section 3: Participating Providers. Washingron: Social Security
Administration, 1976.
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TABLE 7. Number and Percant of Participating llome llealth Agencicy Offering

7-1 bulc~ccd ﬁcrxluua.-

Harch 1967 and Januar) 107J and 1976

T5%7 1975 _197617

EEL . rurcent . o pParcant . vereene
Sarvica ’ BNuabar | of Total| Numbaer | of Total] -Nuzber | of Toral
' Tordl | 1,753 | 100.0 2,256 | 100.0° | 2.165 | 100.0
Rursing Cnfé~ 1,753 100.0- | 2,256 | 100.0 | 2,185 | 100.0 :
Phystcal Therngy 1,201 68.5 | 1,678 78.4 | -1.65% | 75.8 -

’BZéuﬁiéignal Tharapy | © 244 13,9 533 23.6 590 27.0

Speech. Therapy TS '20.6 799 15.4° | ‘ass. | '39.3
Medical Social S T e | e
'Ser\rice i 400 22.8 558 24.8 " 599 27.4 -
lioma Health Aidea T RN ST teooErs Lo

Servica- - . 601 34.3 | 1,600 7.0 | 1,609 73.6

Source. Social Security AdminLSCracion, Offica of Reseatch and Scatistics.

'.1; Unpublished data .for’ 1976.

112



212

In contrast, comparative flgures for 1977 indicate a growth of almost 82,000
paraprofessionals employed by 3,732 service agencies. Fifty percent of the
agencies employed five or fewer aides; 31 percent, 6 to 24 aides; 15 percent,
24 to 99 aides; and 4 percent, 100 or more aides.

Service Configurations in European Systems

Trained paraprofessionals have for many years provided one of the major com-
ponents of community health-social agencies in many European countries. The
services are almost entirely funded or subsidized by the government, quality
is assured through government sponsored training, and the services are
usually offered as a part of community-based service networks. Eighty-eight
percent of services are provided to the 65+ group, and the remainder to
families in which there are persons who are handicapped, chronically 111

or in which there are multiple problems. England, which offers the services
to households rather than to individuals, funds the services of nearly

6,000 whole—time and 124,000 part-time "Home Helps” (Homemaker/Home Health
Aides). This means that for a population of 56 million people, England
employs as many paraprofessionals as are employed in the United States

with a population four times as large. The Netherlands employs 68,000
part-time and 17,000 full-time paraprofessionals, the former providing
in-home services exclusively to the aged.

In the ratio of "home helps™ to population, the United States ranks midway--
sixth among twelve countries providing these services. Denmdrk, excluded
from the ranking because comparative data were not available, would proba-
bly rank with Sweden at the top of the list. These services, considered
essential in countries with aging population percentages similar to those

in the U.S.,/are ed in 5‘vazls:zq3§ mmunity ings (s le pe n
Noube =ﬁé;m1;:§§T\caggregate f;::?‘!vs:;ment co xes) . ey are
primary GTmeE - and DBy far the largest percentage of the personnel
is utilized in services to the populations in the older age range and to

the handicapped.

The difference between the United States and Western European countries
with respect to the development of community based services may be attri-
buted to a variety of factors. The age of the social security system is
an important factor. Countries which established the concept of general
entitlement to insurance against essential risk (unemployment, old age,
sickness) have tended to enlarge or expand the range of services. The
concept of general entitlement discouraged approaches which separated the
poor from the non-poor and encouraged development of services which, while
they were universally accessible, did not involve the development of the
most costly resources.

European cultures also retained a family centered ideology with the home and
community as the central focus of services. The family centered ideology

in the United States placed greater stress upon personal responsibility than
than upon the concept of general entitlement. Culturally, the United States '
has emphasized efficiency, and the use of institutions has seemed to offer
more efficient approaches to care compared with dependence upon approaches
utilizing the home and the resources of the community. The presence of a
substantial institutional complex already in place in the United States
tended to discourage the development of community services that are consi-
dered "add-on costs.”

65




C. Past and Present Efforts To Expand Home Health Care
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1. Hill-Burton
In the Hospital Survi
king needed hospita

N

rpose of the act was

2.

(Y

Grant Programs for Home Health :
W%ﬁzsmﬁ" proach to yhe consisfent develggnent of h
health find related £ommunity, ed ervim“mmﬂﬁ'ly
have not been viewed seriously as offering the potential for methods of care
which might appropriately buffer against institutional use and provide for

llel in magnitude.

e faci 0

i vice development rather than comstruction. It was
evidently assumed that federal provision for reimbursement of selected
services for selected populations would provide adequate financial support
for capacity development.
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This a h, howe s not- entire nsisten In 1961 the Com—
munity Health Services and Facilities Act authorize e Surgeon Géneral "to
make project grants to public or non-profit private agencies or organizations
for the development of outside-the—hospital health services, particularly for
the chronically 111 and aged.” “Out—of-hospital™ services were defined as
services "which prevent, detect, and treat disease and disability and improve
care for persons — particularly the chronically 11l and aged who are not
patients 1in a hospital.” Among the examples of such services were “Home Care,
including nursing care, homemaker services, physiotherapy, occupational
therapy, nutritional services, social services, etc. for the sick at home.”

The Community Health Services and Facilitles Act provided assistance in the
form of time-limited grants which were intended to support studies, experi-
ments, and demonstrations which would "lead to new or improved community
health services outside the hospital...” and such demonstrations were to
include those directed to coordination to “ensure comprehensive care of
patients.” 1In its 1968 report, the review committee reported that “the pro-
.ject grant program as originally conceived was not oriented -to any specific
chronic illness and had a broad base of eligibility in terms-of the type of '
applicant and the type of project.” The authority lasted for six years from
fiscal year 1962 to fiscal year 1967. Total funding amounted to $42,319,000.

Of the 295 projects funded, 17 percent were for home care, homemaker services
.and nursing care and related in-home care (about 15 percent of the funds).
All but four of the home care and related services grants were for three
years; the awards were, for that period, adequate for effective service
development. More than twothirds were for the initiation of new programs,
for coordinated multipurpose programs, for the development of homemaker
services, or for the development and incorporatiom of homemaker services
into existing home eare-programs or visiting nurse services. Seven involved
the coordination of fragmented services or extension of urban services to
rural areas. A small number were for the addition of specialized services
to existing programs.
S

procedures.

When Congress endorsed the concept of home health service in the 1965 Social
Security -Amendments creating the Health Insurance Program for the Aged
(Medicare), there was widespread anxiety concerning the availability of home
health services to meet the needs of beneficiaries eligible for benefits
under both Parts A and B. All but a few states developed plans utilizing
federal and/or state, and local funds to expand the services. In September
1965, a supplemental appropriatfon of $9 million was made available to streng-
then existing homé care agencies by adding services and to help establish
new programs that could meet the Medicare conditions of participation.
Another supplemental appropriation of $6.7 million became available for
fiscal year 1967. Within the nine months between September 1965, when the
funds became available, and July 1, 1966, when Medicare became effective,
"the number of programs increased as did the range ‘of services of fered.
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Between 1968 and 1975 little significant federal investment in home health
services development occurred with the exception of a short term OEO-PHS.
paraprofessional training grant program geared to older women on public
assistance, and some "add-on” home health components to existing community -
agencies funded under Title III of the Older Americans Act.
3. Current Activities *. r
In 1975 with the passage of the Health.Revenue Sharing and Health Services
Act (P.L. 94-63) the sum of $3 million was appropriated for one—year grants
to existing agencies and 17-month grants to new agencies to “"demonstrate the
development and expansion of home health services.” Grants are authorized
for the purposes of (1) meeting the initial costs of establishing home
health agencies, (2) expanding the services available through existing agen-—
cles, and (3) compensating personnel during the period of initial operation
‘ or agency operation.” In extending the grant authorization Senate and House
conferees reported their belief that the future of home health services is
dependent in large measure on a consistent federal approach to the establish-
ment of and payment for these services. Fifty-six grants were awarded to
non-profit home health agencies certified for or meeting conditions of
Medicare-Medicaid participation for home health agencies. Forty grants were
awarded for expansion of existing agencies and sixteen were awarded for the
development of new agencies in areas in which there 1s a high percentage of
individuals who are elderly, indigent or both. The appropriation was increased
to $6 million in the followi th similar

“(‘-D ) come ce fied Medica oviders a
d‘)ﬁ’ deMm hea agencies wit! federal sul

D. Manpower Issues

Estimates of manpower needs in home health depend to some extent upon how the
service package is defined. The Medicare program has identified skilled nursing
and physical and speech therapy as the primary services but also reimburses for
occupational therapy, medical social services, home health aides, and supplies
and equipument,

A method of estimating manpower need in home health is one which examines the
services being utilized in current home health programs along with consideration
of geographic problems (urban-rural) and personnel currently available to meet
what have been demonstrated as being the most urgent needs. The two services
which have been most used in existing home ‘health agencies have been nursing
and home health aide services, with physical therapy following.

In 1974 approximately 23,000 persons were employed by agencies participating

in the Medicare program. All home health agéncies certified by Medicare provide
nursing services. In 1974 over 90 perceant of all home health employees were
mursing personnel, 70 percent were registered nurses, 7 percent practical nurses,
and 19 percent home health aides. Four percent of home health agency person—
nel were physical therapists. Occupational therapy, speech therapy and medical
social services have been offered by fewer agencies. They are relatively less
available in rural and outlying areas. Some agencies also have included through
administrative costs the services of mutritionists and psychologists.
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Whether full-time or part-time, nursing personnel are generally permanent members
of a home health agency staff. In contrast, the principal place of employment
for therapists and medical social workers is another community health service
organization, e.g., hospitals, clinics, rehabilitation centers. They provide
services to patients of the home health agencies under contractual arrangements .
with the employing institution or on a fee-for-service basis.

The incremental capacity building approach of adding the services of a therapist
or a medical social worker on a part-time basis has been ‘successful in many
urban areas; it has a number of advantages. One is that the services of another
professional discipline can be utilized on a pilot basis to meet the needs of
one or more patients and at the same time acquaint the nursing personnel with

the contribution another discipline can make to the assessment, plan of care, and
treatment of certain patients. A second advantage is that it has permitted the
home health agency to obtain access to other community resources, including in-
service training opportunities, professional meetings, invitations to serve on
utilization review committees, and technical assistance to improve administration
management capabilities. : !

The development and expansion of home health services in rural areas is parti-
cularly critical. In contrast to agencies located in major population centers,
rural home health agencies frequently experience difficulty in identifying and
hiring personnel qualified to provide the number and type of services appro~
priate. A partial answef“has been—the-ability -of certain well established home
health agencies to extend services into suburban &nd/or adjacent rural areas.

Health Departments which are the primary source of home health services in

" rural counties should be encouraged to explore the possibilities of sharing
a therapist(s) and medical social worker with the nearest community hospital
or skilled nursing facility. Interesting job possibilities such as the op—
portunity to provide services to patients in the hospital, nursing home and
in their own homes might attract a well qualified person to a rural area.

N

eveloping on-goi
oviders in home
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At the
P.L. 94-6
served area
services, Thi

esent time, the Home Heal

Service Grant Program“Quthorized under
is attempting to help xuyral and under-

ing needs of paraprofessiqnals (homemaker/home Mhalth
It through the contract ¥q the National Council

will be met in
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the training pro-
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PART VII. FUTURE DIRECTIONS FOR HOME CARE

It has been saig that the HEW programs providing in-home care defy coordi-
nation. ServiceW q

program, and standayds are varied or nonexistent. Previous sections gf this
report have discusse\ the improvement of coordination and management /
health and related in\home services, but within the existing struct
HEW programs. .

A major step
toward solving problems, b\t coordination requires, even assumegf| the existence
of a comprehensive and accedg , there is '
nothing to coordinate. The ist in some areas,
but not in others.

Uniform definitions of serv
Uniform or aligned benefits
Clear eligibility criteria tha
Use of the same providers where
among them

gla jor gaps
formal relationships

A'major problem in achieving coordination, or\gfen in proposing solutions, is

the constraints of existing legislation. RemfNng them brings elements of other
progranms and services into the picture, so
global,

A. What Should A Coordinated System

jective of providing
urn to optimum health
imunm function and

Ideally, home health services are ructured with the Sb
comprehensive coordinated care whifh will accelerate a ri
in acute illness and which will store and/or maintain 5&
independence in individuals in/feed of long term care so th\t they can remain

at home and in the community r as long as possible. ComprXhensive home health
care requires a broad range services, delivered without tﬁ- impediment of
having to seek multiple £ ing sources. Although the full rayge of services is
not required in every si tion and is rarely needed over extem\ed periods, a
comprehensive approach pends upon the availability of these sefvices so that
selection in appropri combinations may be made as changes in nged arise.

Te Y
ces in the comprehensive range include medical ca\e, nursing
sical therapy, occupational therapy, speech therapy,\the com-

1. Components of
Essential ser
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Home health services which are comprehensive and coordinated are provided
in a seqyence which includes outrecach, or early identification of need;
professiodgal assessment of health status, functional potential and the

A, and increased or diminished in frequency and inte
as changes in sfQtus and function occur.

essential. Home

of services for very lohg periods of time with utilization #f increased
{ acute illness.

This approach requires a high\degree of coordination goong the multiple
professional and paraprofessiodg e utilized in diffe-~
rent combinations at different
ess of this care depends
ving conditions, sufficient
ability of medical care when

When a personal support system is avaylable, .e.,-relatives, neighbors and
' are mintmal -— the .service

to sustain an environment for the as close to the normal
Rersonal support system
does not, however, place demapds upon this system ho the point at which
the pressure becomes impossi} 6, children, relatives
and friends are evaluated p Reir capacity to

s considered intact—vwhere there are
¢ members are frequently unable to prov
tial supports ang/care; the availability of home health serWces can provide
these for acutedy or chronically i1l family members.

Family wembef's who are available throughout the day are .also asfisted by
home heal

from eyferience that the continuous pressures entailed in caring fy
and sglerely disabled family members can be sustained by-family members only
elatively brief periods after which personal support systems te

byéak down in the:absence of some kind of outside help. AN
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the population in need of long term care, there is a fairly large numb
dividuals who live alone; many are without relatives and, in the ol
tion, may be without significant social contacts. Another group fn

requently
rovide for

n open channel
ctively support
ngitudinal study

of recipients of home
term consumers, indivi
of years, moving in and
care will be available whe
were relatively minimal ove
tion for this group was healt
of the homemaker/home health af¥e delivered in an termittent, part time

ained for periods
the assurance that

it is required. The serviges used by this group
extended periods. The mgst used service combina-

als who live alone have been mai

disabled relatives

Case: A couple in their 80s lived on e second floor of their working
daughter's home. The wife béhaved dfsruRtively as a result of chronic
brain disease, and also had vision,/cardidyascular, and gastro-intestinal
problems; she required increasing

Services: The service agen on and arranged for
a home health aide, at firft for four hours three &mes a week, later

for two hours a day, to 1p supervise the wife, preRare lunch, and do
light housework. A vis

Qutcome: The family/situation was stabilized, stress lieved, and the
wife cared for. Se
family.

b. People with flugfuating conditions would be monitored and serVyices
readjusted as geeds changed . )

Case: An 8)/year old widow lives in her own house with an 80 yedr old
friend who/pays room and board but does not help with housework or\ meals.
The widow/ nearly blind, has trouble cooking and has had fires in r
kitchen;/she also has hypertension and is depressed over her declinipg
This case is characterized by gradual decline, crisis, recovery,
and syability. D
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y home health aide and meals on wheels, visiting
once a week

rn home after

Outcome: The wiow was able to live in her home and to re
subtracted

an acute and convalMescent episode. Services were added an
as necessary, avoidiyg dependency or inappropriate servicgs.
t home with

c. People without family Sypports -would be able to remain

assistance

ith several chronic conditfons resulting in
eping, wanted to

nt. Her daughter

Case: A 74 year.old widow
her inability to go out unastisted or to do house
remain at howe, in her third Moor walk-up apart
did her shopping. N,

Services: Health assessment and dignitoring, peals on wheels, and house-
keeping services were arranged for,\as were ghysical safety adaptations
to the bathroom; physical therapy to'teach £xercises for maintaining
functional abilities.

Outcome: The widow remains in her home/%and uses her own resources as
much as possible to contribute to thefeals and housekeeping services.

B. Major Approaches to Program Reform

Home health and other in-home services
institutional and community, health a
sick, the aged, and the disabled. is inappropriate to\gonsider long term
reforms in just one segment of thay/ continuum. Overall ch“ges in the organ-
ization, delivery, and financing #f these services are needed. These changes
can be considered in the framewgfk of major long term care reforms as well

as in the development of natiopghdl health insurance proposals.

re just a part éiea continuum of
social services eded to serve the

The nature of a home care pybgram within these larger contexts wguld encompass
the components, enunciated/previously, of coordination, compreheniiveness, and
continuity. ‘%

/an in~home service program would be: 3

%

The major features o

Y
ministrative locus at all levels of government for

e A single B
program; - Ay
Y

home ca

e A sidgle source of funding for services : )

74 Y
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o Entitlement, based on criteria other than income; income-related

such as capitatgion, cost, negotiation, etc.).

The organizational structyre of such a program could consist off using existing
home and other health servigce providers on the local level to fperform assessment,
care planning, and services or all clients in need of healtlf and support serv-
ices. This could be a requirad activity of either the servife provider or a
local coordinating and singleeéervice entry agency such as Ariage in Connecticut,
and other Community Care Organiihiions and models.

Existing home health providers could either be given incgntives or be required
to coordinate services as part of the ,care plan; they wguld be responsible for
contacting other organizations and arranging for serviges. Using existing pro—
viders instead of creating separate entities appears Yo have the advantages of
being readily instituted, adaptable to mogt communitjes, and much less costly
since most of the better and larger agencies do thiy now and administrative
overhead would be minimized. .

Financing and program loci could follow these orfother methods:
e A separate health authority, similar the maternal and child

health or crippled children's progragh, with major financing out
of general revenues, to set standardf, set fee scales, and pay

for services. Funding would have be sufficient to guarantee
access. N
~ In this event, Title XX service provided in the home would be

eliminated; Medicare and Medicgid could continue to provide
acute, short term care. '

e Medicare, either as a broagly defined benefit under qut B, or
as a new Part C, could befused as the financing mechanism. The.
current home health benefit under Medicare would be expgnded to
include a varfiety of sybport services, and eligibility criteria
would be expanded by opping the skilled care requirement. The
deductibles would appfly under Part B, and cousideration would be
glven to establishifig coinsurance. The advantages of the Medicare
approach would beAhe achievement of a comprehensive benefit for
the aged and digAbled of all income levels; a new part C would in
effect create comprehensive long term care program for Medicare
eligibles. ’ v

75



223

The Department in recent years has supported demonstration projects to,test

varidwg models of service delivery, organization and single sources rein-
bursemen New demonstration projects will build on these past exp€riences and
develop major™mgw initiatives in this area. They will test new selationships

€deral, state,

nstitutional services, as well as among
#1 disparate funding

and local authoritiess

A great deal of recent discussion ha : he need for a single entry
point into the long term care or 2

entities to coordinate, packag hehalf of clients;
and on the need for methods”of assessing clients' needs. feq all is said

care,
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Appendix 4

ITEM 1. RESOLUTION INTRODUCED BY
SENATOR WILLIAM S. COHEN

96tH CONGRESS
o § RES. 169

Relating to the report by the Secretary of Health, Education, and Welfare with
respect to home health and other inhome services.

IN THE SENATE OF THE UNITED STATES

May 22 (legislative day, May 21), 1979
Mr. CoHEN (for himself, Mr. CHILEs, Mrs. KasseBaum, Mr. DoMENICI, Mr.
Hemz, Mr. DoLg, Mr. PErCY, Mr. CHURCH, Mr. BRADLEY, Mr. BURDICK,
Mr. PAckwoop, Mr. GLENN, Mr. PRYOR, and Mr. MELCHER) submitted the
following resolution; which was referred to the Committee on Finance

RESOLUTION

-Relating to the report by the Secretary of Health, Education,
and Welfare with respect to home health and other inhome
services.

Whereas section 18 of the Medicare-Medicaid Anti-Fraud and
Abuse Amendments (Public Law 95-142) directed the Sec-
retary of Health, Education, and Welfare to report to the
Congress within one year of enactment with respect to all
aspects of the delivery of home health and other inhome
services authorized to be provided under titles XVIII, XIX,
and XX of the Social Security Act;

Whereas the Secretary failed to submit such report in a timely
fashion;
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2

Whereas the Secretary failed to include in such report recom-

mendations for legislation with respect to home health and
other inhome services, including the reasons for such recom-
mendations, an analysis of the impact of implementing such
recommendations on the cost of such services and the
demand for such services, and the methods of financing any
recommended increased provision of such services under
such titles, as required by such section; and

Whereas the Senate has expressed its will with regard to the

—

O 0w NS O W N

10
11
12
13
14

need for expanded opportunities for receipt of home health
and other inhome services, including the passage of medi-
care amendments to H.R. 5285 in the Ninety-fifth Con-
gress: Now, therefore, be it

Resolved, That it is the sense of the Senate that—

(1) the report of the Secretary of Health, Educa-
tion, and Welfare entitled ‘“Report on Home Health
Services Under Titles XVIII, XIX, and XX" is not
responsive to the requirements of section 18 of the
Medicare-Medicaid Anti-Fraud and Abuse Amendments
(Public Law 95-142); and

(2) such report be returned to the Secretary with
the direction that it be. revised to comply with the re-
quirements of such section, including the requirement
that recommendations for legislation be submitted, and
that such report be returned to the appropriate com-
mittees of the Congress not later than September 1,

1979.

O
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ITEM 2. SENATE FINANCE COMMITTEE
REPORT ON S. RES. 169

Calendar No. 245

96t CoNGRESs SENATE Rerorr
18t Session No 96-233

HEW HOME HEALTH REPORT

Juene 27 (legislative day, JUNE 21), 1979.—Ordered to be printed

Mr. Long, from the Committee on Finance,
submitted the following

REPORT

[To accompany S. Res. 169]

The Committee on Finance, to which was referred the resolution
(S. Res. 169), relating to the report by the Secretary of Healtli, Educa-
tion, and Welfare with respect to home health ‘and other in-home
services, having considered the same, reports favorably thercon with-
out amendment and recommends that the resolution do pass.

DESCRIPTION OF THE RESOLUTION

Section 18 of Public. Law 95-142 required the Secretary of HEW
to submit a report to Congress analyzing, evaluating, and making rec-
ommendations on all aspects of the delivery of home health and other
in-home services provided under titles XVIII, XIX, and XX of the
Social Security Act. The report was also to include an evaluation of
the coordination of such services under the different titles, along with
recommendations for changes in regulations and legislation on the
scope of services provided, eligibility requirements, standards for pro-
vider certification, utilization contro},and quality assurance, reimburse-
ment methods, and the prevention of fraud and abuse. As submitted,
the HEW report does not contain the required recommendations for
legislative changes.

The resolution would return the report to the Secretary with the
direction that it be revised to comply with the requirements of Public
Law 95-142, including the requirement that recommendations for: leg-
islation be submitted, and that such report be returned to the appro-
priate connnittees of the Congress not later than September 1, 1979,

VYOTE OF TIIE COMMITTEE

In compliance with section 133 of the Legislative Reorganization
Act of 1946, the following statement is made relative to the vote by the
committee to report the reselution. The resolution war ordered
reported by voice vote.

NOTE: S. Res. 169 was passed by the Senate on July
11, 1979. A similar resolution, H. Res. 357, introduced
in the House by Representatives Waxman, Rangel, and Pep-
per, was passed by the House on August 2, 1979.




227

Appendix 5

...home heatih line

VOLUME 1V : ISSUE 4 April, 1979

Here is the final HR 3 report--finally,
eradicating all other news. Quickly, USHHAR
will be proposed by the end of May; comments
are in on the 223 cost limits; hearings
galore are on the docket.

FINAL H.R. 3 REPORT STRAGGLES TO CONGRESS

On April 17, almost six months late and at a cost of $62,630,
HEW Secretary Joseph Califano sent the final H.R. 3 home health report
to Capitol Hill, per mandate of the Medicare and Medicaid Anti-Fraud and
Abuse Amendments of 1977 (P.L. 95-142)

To give you an idea of the high priority with which this report
was treated, one of the copies was addressed to a former Chairman of
the Committee. As promised, the final report has been gutted (see ...hh1,
Volume IV, February/March 1979).

Before launching into an analysis of the report, ...home health
line thought new readers might be interested in a brief, recent history
of HEW and Congressional involvement in home health policy:

1965 - Passage of Titles XVIII Medicare and XIX Medicaid, establishing a
limited home health care benefit for the poor and elderly

1969 - Social Security Administration issues policy instructions tightening
the definition of "skilled" nursing to cut down on aide services

Three-day conference on home health by HEW's Office of Nursing Home
Affairs .

Social & Rehabilitation Service releases hh Issue Paper #10

Social Security Amendments of 1972 (P.L. 92-603) deletes 20% co-pay
for Part B hh services, establishes authority to set cost limits
(Section 223), establishes authority to carry on home care
demonstration projects (Section 222)

1972

1973
1974

Senator Muskie's Aging Committee hearings on home health care

First General Accounting Office report on home health care, pushing
the need for HEW to publicize availability of the benefit
Title XX Social Services (P.L. 93-647) passage

”.ﬁuckux;,nximﬂng,cuujncﬂonolksizscnvdcannuaﬂhu;onkeyskﬂs]egbkﬂkxncndlagukﬂkxn available through

J.
i
-
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... home hedatth line

1975

1976

1977

1978

Health Planning Act (P.L. 93-641) passage

Social Security Administration Option Paper on home health care

Office of the Assistant Secretary for Planning and Evaluation Option
Paper on home health care

SRS begins development of Medicaid regulations on home health care

0

0AS/Planning issues Callender/LaVor comprehensive hh report

Secretary Weinberger sends Medicare amendments recormendations to the
Hill, asking for inclusion of proprietaries

SRS proposes Medicaid requlations on August 21 to include proprietaries
and establish a home health aide training program

House and Senate Aging Committees hold joint hearing on proprietaries
in home health after a flood of mail opposing the SRS regulations

HEW holds an industry conference on home health to discuss SRS proposal

SSA issues regulations allowing proprietaries to subcontract with
certified agencies in the wake of a favorable Court decision

home health training and expansion grant program (P.L. 94-63) passage

Pepper House Aging Committee hearing on field delivery of hh services

Office of Assistant Secretary for Health issues memo on hh care

Senate Federal Spending Subcommittee (Chiles) holds hearings on fraud
and abuse in home health agencies in Florida

0AS/Planning releases a memo on home health care

SSA sends Intermediary Letter 76-31 and 76-25 on reimbursement for
"newly established non-hospital-based home health agencies"

Undersecretary Marjorie Lynch issues a memo on home health care

Ways & Means Oversight Subcommittee (Vanik) holds hearings on fraud
and abuse in home health care

Final Medicaid regulations issued in August without proprietaries and
without aide training requirement

HEW publishes schedule of regional home health hearings to get public
comment on issues raised by original SRS regs before proposing new regs

HEW regional hearings held in September and October

HEW issues report on regional home health hearings (Yellow Report)

HEW prepares discussion paper (Pink Report), rather than an option paper
on regional hearings issues

Congressional Budget Office issues report on different home care options
and the costs of implementing them (actuarial estimates)

HEW excludes home health agencies from certificate of need

Ways & Means Oversight (Vanik) and Health (Rostenkowski) Subcommittees
hold joint hearing with Senate Aging (Church) on fraud and abuse

Rural Health Clinicsalaw (P.L. 95-210) passage

Second General Accounting Office report on the need for a national policy

Medicare and Medicaid Anti-Fraud and Abuse Amendments (P.L. 95-142)
passage, mandating a major HEW home health report with recommendations,
establishing authority to impose uniform reporting and designation
of intermediaries for providers or a class of providers

Senate Aging (Chiles) hearing on alternative health care delivery

Senate Aging (Chiles) hearing on HEW home health “focal point”--Derzon

House Aging (Pepper) hearing on GAD "national policy" report--Califano

House Aging (Pepper) hearing on progress of GAO recommendations--Derzon
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Senate Aging (Domenici) hearing on hh standards

HEW calls meeting of hh provider groups and Medicare, Medicaid and
Title XX staff to discuss standards

Ways & Means Oversight (Gibbons) holds hearing on GAQ fraud and
abuse report

- Division of Direct Reimbursement (Medicare Bureau) issues cost
guidelines for hh agencies for whom it acts as fiscal intermediary

Medicare Bureau issues Intermediary Letter 78-16, to help fiscal
intermediaries identify “"out of line" costs

HEW calls industry meeting to discuss H.R. 3 report, without
distributing the draft of the paper

Medicare Bureau issues IL 78-37, cost per visit data on certified hha's

Medicare Bureau issues IL 78-39, hha management contracts

Ros tenkowski's Medicare Amendments of 1978 (H.R. 13097) with home
health expansion and administrative controls passes the House,
is not considered by the Senate

Senate hospital cost containment bill (H.R. 5285) passes Senate
with deletion of hh visit limits and prior hospitalization
requirement, is not considered by the House

1979

HCFA issues proposed Section 223 cost 1imits for home health care

HCFA issues proposed regulations on cost to related organizations

HCFA issues personal care service gquidelines for Medicaid

HCFA issues draft of uniform system for home health agency reporting
for public comment prior to proposal

HCFA solicits waiver-only demonstrations for hospice-home care

HCFA proposes Medicare malpractice insurance limits

HEW sends final home health report to Congress

House and Senate Planning Amendments bills marked up without CON
for home health

Senate Finance marks up Talmadge bill, maintaining deletion of hh
visit limits and prior hospitalization requirement

It is obvious from this incomplete catalogue of home health
events in Washington that Congress is getting ready to enact some home
health care legislation, and that HEW has been working on home health
care issues in detail for five years. The culmination of these efforts

’ is the final H.R. 3 report.

\ THE REPORT

"The Department makes no legislative recommendations in this
report primarily because of budget constraints. In addition
serious questions, which are raised in this report, must be
resolved before final recommendations can be made in this area,
including:
What 1is the best way to ensure types of beneficiaries,
e.g., the aged, low income, the disabled, have adequate
access to in-home services?

How can we design a program for in-home services that
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does not encourage a large shift in financing and
initiative from the private to the public sector?
"In order to analyze these and other questions, the Department
plans to undertake, in FY 1980, a major research effort in the
in-home services."

Under the influence of the cutting spree touched off by the trimmed
down fiscal 1980 Carter budget, there are no legislative recommendations at all
in the report. There are no regulatory recommendations in the report. There
are a few "administrative" changes HEW is implementing or further studying.

The law mandating the report said nothing, however, about basing
recommendations on the availability of funds. The cut and paste job also
involved toning down the report altogether from previous drafts, specifically
the earlier references to HEW policy having had negative results.

Consequently, the singular significance of the final H.R. 3 report
is that it is not responsive to the mandate of P.L. 95-142, which required
HEW to submit (by October 28, 1978) a report "analyzing, evaluating, and
making recommendations on all aspects (including the availabiiity, administration,
provision, reimbursement procedures, and cost) of the delivery of home health
and other in-home services...under Titles XVIII, XIX and XX of the Social Security
Act." The report was also to include “recommendations for changes in regulations
and legislation" about scope and definition of services, eligibility to receive
services, standards for provider certification, procedures for utilization and
quality control, methods of reimbursement and fraud and abuse prevention,
including reasons for the recommendations and analysis of the impact of imple-
menting them on home health cost and demand, and how to finance recommended
expansion.

Here is a line-by-line analysis comparing fhe final report with the
January 1979 draft, which had been signed off by HCFA Administrator Leonard
Schaeffer, whose office had lead responsibility for the report at HEW.

I. IN-HOME SERVICES UNDER MEDICARE, MEDICAID, AND THE SOCIAL SERVICES PROGRAMS

e "Many persons in need of services who wish to stay at home or in other non-
institutional settings have few, if any, benefits covering in-home services

available to assist them."...... cur

e references to the inability to receive benefits unless the beneficiary con-
forms to eligibility requirements...... cuT

e medicaid rates in some state are lower than the costs of service provision
...... cur

o New York is "mainly responsible” for "huge increases in Medicaid in-home
benefits"...... cur

e reference to availability of home health aide services under Title XX...... cur

o reference to reimbursement policies under Title XX being at state discretion
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I1. LEGISLATIVE AND ADMINISTRATIVE PROBLEMS IN COORDINATING HOME CARE PROGRAMS

e subtitle previously "Problems Have Emerged" changed to “Programmatic
Differences”

o references to fragmentation within HEW...... cuT

o where regulations governing providers were previously "inconsistent,"
they now “vary from program to program”

e "The programs are directed at specified populations, thus creating
confusion over who is eligible for which programs and leaving some
population groups without access to services” is now written, “The
programs have overlapping constituencies."

o reimbursement methods were charged in the earlier draft with being
"different for each program and are either inequitable or encourage
inefficiency; they are confusing to both providers and clients;" the
reimbursement methods in the final draft are called “different for each
program.”

e “The results of these problems have been that services are often in-
accessible, incomplete, inadequate, or absent.” At the service delivery
point, providers, health and social service workers, and clients must
search through the complexity of programs and payment sources to
identify and package services."...... cur .

o subhead "Programmatic Shell Games Are Played"” now called "Changing
Payment Sources”--subhead "Service Definitions Are a Major Problem* is
now "Service Definitions"--subhead "Gaps and Duplication Both Cause
Problems" is now "Gaps and Duplications"

e an earlier complaint that administrative costs may exceed the cost of
the services themselves...... cur :

e "In the United States, confusion with respect to definitions, funding,
service provision and integration of the services into coordinated
community non-institutional care systems has substantially reduced the
usefulness of a supportive resource essential to the provision of
coordinated home health care" has been changed to “"The system for home
care is not as simple or as clearly identifiable in the U.S. because
home health services are a part of several programs with different
overall purposes.” .

e "The above discussion points out the inherent system problems and
impediments to achieving coordination of in-home services. Virtually
every aspect of the programs precludes development of a rational,
organized, cost-effective system of home care. The problems are so
basic that they can only be mitigated by improvements in federal (HEW)
operations; a wholesale restructuring of programs, or a completely new
one, would be required to fully address the problems."...... cur

s verbs such as “should" have been changed to "could"
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III. BENEFITS AND ELIGIBILITY CRITERIA

Medicare--redefine "home health aide" as "homemaker-home health aide"...... CUT

delete prior hospitalization requirement...... cuT

the Department "is examining” reimbursing evaluation visits as a direct
service and revising the definition of part-time intermittent care

nutrition services still rejected, as is making occupational therapy
a primary service, "in the absence of the need for any other home
health services, defining the need for occupational therapy would be
difficuit”

skilled care discussion {too expensive), terminal condition coverage
clarification (has already been done) and homebound clarification
{not needed)} remain the same as the January draft

Medicaid--variations among state programs and all coverage changes being studied
in the January draft...... cuT

1V.” PROGRAM MANAGEMENT ISSUES

Reimbursement--"The $2.5 billion cap on federal Title XX expenditures has forced
tradeoffs between the quantity of in-home services which states can
provide and the rates of payment for the services..." has been changed

. to the cap on XX expenditures "as opposed to the open ended unlimited
financing available under Medicare and Medicaid has forced tradeoffs
between the nature of in-home services" and the rates of payment

content has been changed to reflect recent publication of Section 223
cost limits--subhead "Failure to Control Costs" is now “Cost Control"

all recommendations for changes in Medicare and Medicaid reimbursement
...... cuT, including experiments in reimbursement change

HEW's opposition to Medicare-only providers remains, but the options
to eliminate them...... cuT (see fraud and abuse section)

Fiscal Intermediaries--whole section is basically unchanged. Final report says
that regional intermediaries are needed and inserts, "Providers would
no longer nominate their own intemmediaries." Increased federal
policy direction is also necessary, it says. :

Fraud and Abuse--No changes. Ergo, HEW is planning to assign regional inter-
mediaries, explore using screening guidelines for claims audit, increase
field audits of cost reports and patients' records, prohibit Medicare-
only agencies by requiring that a_certain percentage of patients be
non-Medicare, send duplicate bills to patients to find discrepancies.

V. QUALITY STANDARDS AND PROVIDER ISSUES

o same as January draft on aide subcontracting and single service agencies {(will

26
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not prohibit)

o require inclusion of a home health aide pre-service and in-service
training program...... cur

o utilization review--final report cuts reéonmendation to establish it,
but says that HEW will "work toward" developing utilization norms

o skilled nursing--final report says that “many" home health -providers
advocate using the term "professional” instead of "skilled,” where
the January draft said that the home health field has “unanimously"
recommended that change. Conclusion is the same, though, no change
without more data.

o proprietaries--almost unchanged, other than deleting a sentence, "It
makes no sense to permit participation in some states and not to permit
such agencies to participate in others." Instead of noting that HEW
has "deferred" making a recommendation (for lack of information), the
final report says, "We will not make" a recommendation. *

0 deemed status--January position reversed by stating that “although
there are several problems,” HEW is exploring the possibility of granting
an organization’s accreditation program certification status.

0 Title XX standards--assuring quality care through establishment of basic
uniform standards for in-home service providers regardless of auspice
has been deleted.

"Auctioning off the delivery of human services to the lowest unit cost
bidder without definition has been proven to bear little relationship
to the lowest total cost."......cur

subhead “Self Employed Provider Practices Constitute a Major Problem..."
now reads “Self Employed Provider Practices" and some of the fiery
language on self-employed providers has been cut, including the earlier
accusation that they were not receiving the minimum wage.

The final report adds that states "may" need federal guidance on setting
standards for Title XX. Further, the January draft statement that
without those standards, the use of self-employed providers "should not
be permitted” has been changed to "may not be desirable." -

The final report also states that "HEW could develop such definitions,
but they would have to be voluntarily adopted by each state.” Ergo, all
recommendations for solutions to Title XX standards problems...... cyr

VI. HOME HEALTH SERVICES~-DEVELOPING AND CONTROLLING SUPPLY

Certificate of Need--maintains January draft's opposition to CON for home
health agencies

Availability and Distribution of Services--"The major problem for all home
health agencies, whether newly developed or long standing, has

Al
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been their inability to expand the range of their services and
their coverage of populations at risk within the constraints of
Medicare and Medicaid eligibility criteria, definitions of services,
and reimbursement policies and procedures."...... cur

Capacity Building--Hi1l Burton history deleted. "It has been assumed that
federal provision for reimbursement of selected services for selected
populations would provide adequate financial support for capacity
development." 1In the January draft, that was "It was evidently assumed”

On the P.L. 94-63 grants, the January draft read, "The grantees have
become certified Medicare providers and are now operating the newly
developed home health agencies without federal subsidies.” The final
report excises that sentence and reads instead, "It is_the view of

the Administration that since home health agencies do not require a
Targe initial capital investment and since the growth and supply of
home health services was established without any special federal grants,
the grant programs should be eliminated. Accordingly, the fiscal year
7980 budget provides for phasing out these grants.” A1l conclusions

and recommendations in capacity building...... cuT
VII, FUTURE DIRECTIONS FOR HOME CARE...... cur
APPENDIX

The entire 21 pages of the Appendix have been left whole in the final
report. The tables give current and projected data on utilization, expenditures
and statistics on some of the home care demonstrations. The figures have pro-
duced some very interesting characteristics of in-home care users by sex, age,
living arrangement, ability to perform activities of daily 1iving, length of
use of services, staffing patterns of agencies and proportion of visits by staff

" categories.

What can be said about this report? Perhaps all we need to say is
that Congress is going to hold hearings specifically on the report,
starting with the Senate Aging Committee (Chiles) on May 7. It
would appear that at least this particular report is not going to
sit on some bureaucratic shelf. Finally, some Members of Congress
are angry.

...home health line has now become an independent organization. The
editor has become its publisher and has established an office at:

home health line

Room 976, National Press Building
Washington, D. C. 20045

(202) 347-5082

Yes, the price will go up, but so will the service, and we'd love
your comments on content and suggested service changes.

Editor: Karen Rak






