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HOME CARE: THE AGONY OF INDIFFERENCE
The Role of the Older Americans Act in Assuring
Access to Quality Home Care

MONDAY, APRIL 27, 1987

U.S. SENATE
SreciaL COMMITTEE ON AGING,
Washington, DC.

The committee met, pursuant to notice, at 10:03 a.m., in room
SD-628, Dirksen Senate Office Building, Hon. John Melcher (chair-
man of the committee) presiding.

Present: Senators Melcher, Bradley, Chafee, Reid, Heinz, Glenn,
Durenberger, and Burdick. -

Staff present: Max Richtman, staff director: Stephen R. McCon-
nell, minority staff director; Christine Drayton, chief clerk; James
Michie, chief investigator; David Schulke, Michael Werner, investi-
gators; Holly Bode, Chris Jennings, Luis de Ortube, Dianna Porter,
Annabelle Richards, professional staff; William Ritz, communica-
tions director; Sarah Dodge, deputy communications clerk; Laura
Erbs, minority professional staff; Craig Obey, Jennifer Bonney, leg-
islative correspondents; Dan Tuite, printing assistant.

OPENING STATEMENT BY SENATOR JOHN MELCHER, CHAIRMAN

The CrairMAN. The committee will come to order.

This morning we are going to have a hearing on a group of
people who are, generally speaking, out of sight and out of mind.
They are the people whom most of us have forgotten about, who
are bound to stay at home because their health isn't good enough
for them to leave home and they require home health care. No one
sees these forgotten Americans. Except for their families and an oc-
casional visitor, they are seen by so few that they will gain more
prominence after death. If they have a tombstone in a cemetery,
more people will see their names in a week than people who saw
them in a year during the last years of their lives.

These people who need home care and can’t leave home because
of their health vary in age from young, to middle-aged, to older
Americans. But of the 5 million Americans who need home health
care in order to live any kind of a life at all, almost all of them are
elderly.

Now, if they are shut-ins at home needing this extra care, even
for those with moderate incomes, it is a tremendous cost. It is a
monumental cost. This group of people really knows what cata-
strophic health coverage is all about. It is the most significant
group that needs catastrophic coverage. '

(1)
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Well, what are we doing about them? What kind of attention are
we paying them? Well, through Medicare for the older Americans
we have a requirement in law, but Medicare has failed in its re-
sponsibility to meet those requirements.

In order to get the proper perspective, this hearing today will
provide us with insight from victims, from older Americans who
are victims of their health care needs because they are not getting
adequate care at home.

We will also hear from the Administration. The Administration
will provide some witnesses who are going to explain or excuse
themselves for why the law is not being met, why it is not being
carried out and why they are avoiding or failing to carry out the
requirements of Medicare.

The inspector general will give us some real background infor-
mation and a lot of facts that are very significant and, frankly,
very disappointing. He will describe the failures of carrying out the
law and the failure of Medicare requirements to meet home care.

We know what we are going to find cut from the inspector gener-
al is that there are provisions under the law and under Medicare
to set up the requirements and the regulations for how home
health care is to be carried out. The regulations required by Con-
gress are not really in place and therefore the law is not being met.
We will find out that despite that, there is $2 billion spent on Med-
icare every year for health care businesses to provide the home
health care required.

We will find out that the health aides that are sent out to the
homes who are getting this $2 billion from Medicare are pretty pro-
ficient at bathing and combing the hair, the routine things that
people have to have. But we also will find out from the inspector
general, from the inspections that he has made, in 91 percent of
the cases, home aides failed to record extensions of skilled services
prescribed by a doctor. What does that mean? We will find out that
home health aides are not very well trained in many instances,
and some are incapable of reading a thermometer, measuring,
checking the food intake, or checking bowel movements.

Well, this is a pretty sad series of condemnations. These failures
are staggering. But what we expect out of this hearing today is to
establish an adequate foundation to correct these failures to see if
we cannot end some abuses.

At this point in the record, I would have placed in the record,
without objection, the prepared statements of Senators Dick Shelby
and Alan Simpson, along with my own prepared statement.

[The prepared statements of Senators Melcher, Shelby, and
Simpson follows:]

OpPENING REMARKS OF SENATOR JOHN MELCHER, CHAIRMAN, SENATE SPECIAL
COMMITTEE ON AGING

Good morning. On behalf of my colleagues, I'd like to welcome everyone to today’s
hearing by the Senate Special Committee on Aging.

I called today’s hearing to explore one of the fastest-growing industries in the
United States today—the home-<are industry. It is a multi-billiondollar, virtually
unregulated industry that does pretty much as it pleases.

In this time of medical cost-containment pressure, we turn increasingly to this in-
dustry. We trust to these people our loved ones—both young and old—who only
want to recover in the friendly confines of their own homes. ‘%’e trust these people
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to bring professional dedication and competent skills into private residences to help
the sick recover.

In many cases, home care experts provide excellent and caring attention. And I
applaud their professionalism. But far too often, Americans are suffering and—and
in some cases—dying because of poor or fraudulent home care.

Today, we’ll be hearing from several witnesses—victims and home-care providers
alike—who will outline in chilling detail the shocking problems with this uncon-
trolled industry.

We'll also have an-opportunity to examine the results of a study that shows that
many home-care aides can’t read a thermometer. And, I suspect, many wouldn’t
know the difference between a bedpan and a frying pan.

Even the Reagan administration acknowledges the far-reaching problems with the
home-care industry. The Inspector General of the Department of Health and
Human Services has found the quality of homecare severely lacking. And he de-
tailed those problems in a previcusly unpublished, internal report that I obtained
and will release today.

But although it has known about these appalling problems for years, has the
Reagan administration done anything about them? The answer is no. Absolutely
not! But I guess that's understandable since this isn't another defense project.

Now, I think we all agree on one thing: it's our responsibility to help the elderly
and the sick. We have to offer reasonable alternatives to the high cost of hospitals
and nursing homes. And that means home care. But not the kind of home care in
which patients are ignored,. physically abused or robbed. No, I'm talking about a
type of home care that provides attentive care, nutrition, transportation, and a
number of.other services for those who depend on home care aides.

And I intend to find a way to rein in the industry and insure quality home care to
the millions of Americans who need it.

Another problem we need to study is how to find a cost-effective way to keep
people out of hospitals that cost hundreds of dollars a day and put them in their
homes in the care of dedicated home-care professionals. Is it cheaper for Americans
to recover in their own homes with a home~care aide? If so, can the Older Ameri-
cans Act be used as a vehicle to expand both the quality and quantity of home care?

I'm looking forward to the testimony of today’s witnesses. And I hope they will
give us a clearer picture of the current state of home care and what can be done to
give millions of Americans quality home care and peace of mind. )

STATEMENT OF SENATOR RicHARD SHELBY, U.S. SENATE SpeciaL COMMITTEE ON
AGING

Mr. Chairman, I am sorry that my schedule prevents me from attending the hear-

ing this morning. I commend you Mr. Chairman, and the committee staff for orga-

. nizing this hearing. As I have recently returned from my own ficld hearing in Bir-
mingham, Alabama, I truly understand the great amount of work and effort that
are necessary to organize an effective exchange of ideas.

We are here today to evaluate the role of the Older Americans Act in assuring
access to quality home care for our nation’s elderly. We will hear not only from vic-
tims, whose private stories told straight from the heart, will provide us with a
glimpse of the very personal and at times shocking side of home health care; we will
also hear from the Administration witnesses who will tell us what oversight cur-
rently is in place over medicare-certified home health care agencies and what qual-
ity problems they have identified with such care. Finally, we will hear from the pro-
viders, whose experience in the field will help. us see the many obstacles to insuring
consistent quality care.

Although my Birmingham hearing focused on the issue of Catastrophic Health
Care Coverage, I was privileged to learn a great deal about home health care. I have
fo&.md that like most things in life, home health care has its both good and bad
sides.

Let me state from the start, that I am a very strong supporter of home care. 1
believe it is perhaps one of the most primary and at the same time effective health
care resources we have available to us. The roots of home health care are inter-
twined with the growth of our country. Long before there were major medical facili-
ties, health agencies, research centers, or government interest or involvement in
health care, there were town doctors making house calls to their home bound pa-
tients.

As medical technology became more sophisticated and hospital treatment became
more widely available, the idea of the visting town doctor grew into something
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much larger, mo.e comprehensive and even more effective. 1967 marked the begin-
nings of hospital-based home care programs and the concept of the out-patient recu-
perating at home seems to have just taken off. With the passage of Medicare and
Medicaid, and Titles XVIII and XIX of the Social Security Act in 1965, home health
care services became ingrained in our nation’s health care network.

Today we begin work which is long overdue. We are facing a potential crisis situa-
tion if we are unable to devclop a system of standards and guality assurances for
home health care services. Qur goals are comprehensive, and yet, not unattainable.

To begin we must determine how extensive the problem is. We need to focus some
attention on what problems are associated with accessibility to these services on the
community level. We need to define exactly what standards of care must be met.
We need to assure that the health professionals providing care follow established
training guidelines before allowing their personnel out into the field. We need to
determine the scope of our quality assurance system and insure that its implemen-
tation is far reaching and effective. Finally, there must be some sort of accountabil-
ity for improper care,

The time for acceptance and complacency is over. We need to respond to the cries
for greater control over the quality of care—for the good of our health care network
and more importantly, for the good of the home health care consumer.

I know we can not expect to have all the answers instantly, but we are moving in
the right direction. I feel confident that today my colleagues on the committee will
address these concerns and lay the groundwork for the task that lies ahead of us.

I am pleased that the Senate Aging Committee, under the thoughtful guidance of
Chairman Melcher, realizes the need to address this most pressing issue and I look
forward to reviewing the testimony from this hearing.

STATEMENT OF SENATOR ALAN SimpsoN, MeMmBeR, U.S. SpeciaL COMMITTEE ON AGING

I thank you, Mr. Chairman, for this opportunity to provide my comments on the
issue of the quality of home health care and the services provided under the Older
Americans Act. It is a distinct pleasure to be a member of this Special Committee
on Aging. Although [ have not been as active as I would like, 1 have been reading,
learning and pondering these important issues. | wish to share some of my observa-
tions.

Since the inception of the Older Americans Act in 1965, we have seen an unprece-
dented growth in the elderly population and the services that are designed to assist
them. In that time period, the number of persons over the age of 65 has nearly dou-
bled, from 18,451,000 to 29,173,000. In the same time period, amounts appropriated
by Congress for the Older Americans Act has increased nearly 100 times—to $724.7
million. The programs in the Act have certainly played an important role in coordi-
nating and providing services to our senior citizens.

One of these services, home health care, is also funded through the Medicare and
Medicaid programs. These too have experienced unprecedented growth. In the last
six years, our nation’s commitment to Medicare home health services has tripled to
over $2.5 billion. We certainly are a compassionate nation.

In spite of this growth, or perhaps because of it, the home care industry seems to
be experiencing severe “growing pains’. From about two thousand agencies in 1966
to possibly over ten thousand today, home health agencies are sprouting up all over
the U.S. How do you assure quality in such a fast-moving industry?

There are always stories—sad, wretched, and frightening stories—about the
abuses faced by some of our elderly. We have heard witnesses here today relate
some of these stories. These kind of abuses should not be happening. How to prevent
them is a most vital question. Maybe we can find a starting point by looking care-
fully at some of the institutions in which our billions of dollars have already been
invested In order to assist the elderly.

The Administration on Aging has shown through its 30 years of experience that
the state and local area agencies on aging are perhaps the best means to helping
older persons. This has given the states a great deal of flexibility in determining the
appropriate kinds of care for their own citizens. They are also reacting to the 1ssue
of quality. With their model programs and training assistance, they hope to build up
a knowledge base on quality of care in order that we can better address the issue in
an appropriate fashion.

HCFA too has taken steps to address the issue of quality of care. As we have
heard, their certification and survey process, medical review and review of coverage
compliance are designed to inquire into quality problems. Although there is certain-
ly disappointment in finding that the training regulations mandated by the 1980
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Omnibus Reconciliation Act have not been released and we are startled at the reve-
lation by HCFA that the quality of home care services is poor, at least they do tell
us of these things. We can see where the problems lie and we must then take steps
to address them responsibly.

How do we assure quality in a fast growing industry? I do not know that I have
the answer to that one—that is why we participate in these hearings. But I do know
that we must be very careful to assess all of the facts so that we can render a well-
reasoned, responsible solution. All too often we are ready to respond automatically
and almost on reflex when the words “elderly” or “senior citizen’’ are broyght to
the debate. This may be a popular political theme, but it may render us a solution
that is no better than the original problem.

We have much to do. Let us do it without high drama and an appeal only to emo-
tion. I will work hard toward that end.

The CuairMAN. Senator Heinz?

STATEMENT BY SENATOR IOHN HEINZ

Senator Heinz. Mr. Chairman, I thank you, and I want to con-
gratulate you for calling us here this morning to hear the testimo-
ny on an issue that touches the lives of a very large number of
Americans. I am talking, of course, about the special needs of mil-
lions of ill and aged Americans and their families for health serv-
ices in their homes.

Last July this committee, which I then had the privilege to chair,
focused on this issue a little differently. We had a hearing in Phila-
delphia, where we found that backdoor budgeteering had resulted
in arbitrary, confusing, and even illegal decisions to deny thou-
sands of older Americans access to home health services under the
Medicare program. We learned that since implementation of Medi-
care’s new payment system for hospitals, the DRG’s, discharges to
home health care had increased by 37 percent, yet for the same
period the data from the Health Care Financing Administration
showed a staggering 133-percent increase in denials for home
health care.

The problem then was an overzealous Administration which,
armed with pruning shears, was clipping away benefits with an ap-
parent disregard for our, Congress’ intent. The problem today is an
unresponsive Administration with, I fear, eyes blind to abuses and
hands tied against mandated change.

Access to home health care may allow choice of independence
over institutionalization for seniors who live alone. For others,
lucky enough to have a family at hand, like the parents of Mrs.
Grudza, one of my constituents who will testify later, these services
provide breathing space. They can help lighten the tremendous fi-
nancial and emotional strains of caring for loved ones.

But we might ask what good is independence when the price is
neglect, indignity and pain? What load is lightened by incompe-
tent, unreliable, dishonest, or even physically damaging care? Mrs.
Grudza and our other witnesses this morning will depict all too
poignantly the current gap between a good idea—home health
care—and an often badly administered benefit.

Medicare’s regulation of home health care providers is the bell-
wether for other programs, including the Older Americans Act and
the Veterans’ Administration. But the 2.5 million seniors who took
advantage of the Medicare benefit last year did so at their own
risk. The fact is we have neither standards nor surveys, and thus
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no certainty that the caregivers participating in the program know
a bedsore from a bunion.

We see the chart to the chairman’s right, and the very first item
is one that should shock everybody. The fact that some 44 percent
of the home health aides surveyed could not read this thermome-
ter, which, when the mercury goes above the little line around 98.6,
is evidence of an infection. It means that many of our seniors who
get help are getting it at some risk. .

Back in 1980 Congress mandated that all home health aides
should complete a training program to be developed by the Secre-
tary of Health and Human Services. Here we are, it is 1987, seven
years later, and we have yet to see one single graduate of this pro-
gram, much less a curriculum. What we do have are reports from
the Inspector General, as Chairman Melcher has indicated, from
the Visiting Nurses Association and from scores of individuals na-
tionally, of poor-quality care.

That, among other reasons, was why last week I joined with Sen-
ator Bradley of New Jersey to introduce the Medicare Home
Health Care Services Improvement Act. One provision of this bill
requires the Department of Health and Human Services to set min-
imum proficiency standards for all persons delivering home care
services. We need other legislation to make the promise of quality
home care a reality.

Mr. Chairman, I look forward to working with you and the other
members of this committee to do just that. ,

Let me, if I may, Mr. Chairman, just note—and I know Senator
Chafee is in the same bind—there is a meeting that Senator Pack-
wood has called for the minority to discuss the trade bill at 10:30,
so unfortunately I am going to have to absent myself. I hope it may
be possible to hear from the testimony of my constituents prior to
that time. But if not, I want to let Mrs. Grudza know why I may
have to leave.

Thank you, Mr. Chairman.

The CHAlRMAN. Thank you, Senator Heinz.

Senator Bradley?

STATEMENT BY SENATOR BILL BRADLEY

Senator BrapLey. Mr. Chairman, thank you very much. Mr.
Chairman, I too want to commend you for holding this hearing. 1
think that it is an important health care issue, and I think that we
need to closely examine the problems of home care quality and
access, especially in light of the rapid expansion of home care in
the last several years and the even more rapid need for home care
services. We have a DRG system that continues to push people out
of the hospitals of this country quicker and sicker; we need an ade-
quate home care program to care for them in their home environ-
ment. This means that we have to face up to issues of access to
home care and quality of home care.

The bill that Senator Heinz mentioned that several of us intro-
duced last week expands the Medicare home health benefit dra-
matically, expanding access to 60 days of daily acute care. But it
also addresses the quality problem which I think is the focus of this
hearing. It addresses the quality problem in a number of ways.
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First, it requires nonlicensed home health aides to complete a
training program approved by the Secretary of HHS.

Second, it requires HCFA to look at patient cutcomes when it
monitors home health quality; in other words, how the patient has
fared, not simply what the educational level is of the people who
run the agency.

Third, it establishes spot checks of home health agencies, and
those spot checks could lead to intermediate sanctions, civil sanc-
tions, and indeed loss of Medicare reimbursement.

Finally, it establishes a hotline and an ombudsman to look into
consumer complaints about home health care quality.

So I think that what we have tried to do is say, “Look, we want
to provide home care and expand access to home care to more
Americans in need, particularly those Americans who are being
pushed out of hospitals quicker and sicker; but, we also have an ob-
ligation to ensure that they receive quality health care.”

I think these things—the hotline, the ombudsman, the spot
checks by HCFA, the civil penalties, the required training, and
looking at how the patient actually fares—will take one large step
toward ensuring quality for our seniors who are in need of home
care but in even greater need of quality home care.

So I think we will have a continued responsibility to look at this
thoroughly. This committee is the committee that should provide
oversight, and I look forward to working with the chairman and
other members as we try to bring to light those abuses and prob-
lems and neglected areas that sometimes crop up even given the
best of intentions.

Mr. Chairman, I would like to submit some questions for the
record if that would be possible.?

The CHAIRMAN. It certainly is. Just leave them here and we will
do that.

Senator Chafee?

STATEMENT BY SENATOR JOHN CHAFEE

Senator CHAFee. Thank you, Mr. Chairman.

Like several on this committee, I am a member of the Finance
Committee, where of course we have jurisdiction over Medicare
and Medicaid. One of our concerns obviously is not only the avail-
ability of health care but the quality of it.

As people know, over recent years, because of the changes in the
Medicare program, the discharges from the hospital are much
quicker than they were in former years, and there is an incentive,
in other words, to get people out of the hospital. This has created
what I believe to be a critical gap in the services available to Medi-
care beneficiaries. They come out of the hospital, but then what
happens? Individuals who receive care in their home following dis-
charge from the hospital are vulnerable to the quality problems.

Now, the Federal Government’s role is to assure that services are
there, but what the Federal Government has been doing is spend-
ing more time reviewing the capacity of the home health care
agencies rather than the quality of the services that are delivered.

' See appendix I, p. 230
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So L feel strongly we have got to put much greater emphasis on
providing post-hospital care in the home and on providing a wider
spectrum of services and make sure that those are quality services.
?87 éhus I have joined in cosponsoring Senator Bradley’s bill S.

I also have leglslatlon myself, S. 1010, which is called the Medi-
care Community Nursing and Ambulatory Care Act. Now, the pur-
pose of that is to improve the delivery of home health care services
to Medicare beneficiaries. What it would do is it would allow Medi-
care to reimburse community nursing centers for Medicare benefi-
ciaries who elect to enroll in those programs. These centers would
provide all ambulatory care services now offered under Part B of
the Medicare program except the physician services. The services
would be provided under the supervision of registered nurses, and
there would be safeguards to ensure high quality.

Now, in return for providing these services, the community nurs-
ing center will receive 95 percent of the total amount we are now
paying for those same services for each Medicare beneficiary.
These centers would work in much the same way as the HMQ, the
health maintenance organizations do.

I think this, combined with the bill Senator Bradley was refer-
ring to, his bill will help fill the gaps created by the Medicare pro-
spective payment system.

So, Mr. Chairman, I would ask that my full statement be includ-
ed in the record at this point, and I deeply regret this conflict with
the longstanding Finance Committee meeting that Senator Heinz
referred to.

The CHAIRMAN. It will be made a part of the record.

{The prepared statement of Senator Chafee follows:]

STATEMENT By SENATOR JouN H. Cuaree

Mr. Chairman, todays’s hearing will examine the quality of health care services
that individuals receive in their own homes. We will hear from individuals who
have experienced substantial problems with health care providers in their own
homes. We will hear also from two nurses who will describe the lack of preparation
given to professionals who provide home health care services. Finally, we will hear
testimony from representatives of the administration and provider organizations.

As a member of the Senate Finance Committee which has jurisdiction over the
Medicare and Medicaid Programs, 1 have become increasingly concerned about
whether we are spending our Federal health care dollars effectively and whether
the health care services we do provide are high quality and those most needed by
the elderly and disabled.

In recent years we have made a number of major changes in the Medicare Pro-
gram. One of the most far reaching changes was development of the prospective
payment system which pays hospitals per episode of illness based on DRG's—diag-
nostic related groups. This system, which we are still refining and improving, has
removed the inflationary incentives inherent in the old, retrospective cost based re-
imbursement for hospital care.

However, because of the incentive built into this system to discharge Medicare pa-
tients more quickly, prospective payment has also created a critical gap in the serv-
ices available to Medicare beneficiaries. When elderly beneficiaries are discharged
from the hospital, services designed to help them recover and return to their previ-
ous life style are sadly lacking.

As we will see today, individuals who receive services in the home are vulnerable
to quality problems, and unfortunately, the Federal Government’s role in assuring
that these services are of high quality has been inadequate. The focus of federal ef-
forts has been on monitoring the home health care agency's capacity to provide
services, rather than on the quality of those services.
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For these reasons, we must put a much greater emphasis on providing post-hospi-
tal care in the home and providing a wider spectrum of long-term care services. At
the same time we must assure that these services are quality services provided by
trained professionals.

To achieve these goals, I have introduced S. 1010, the Medicare Community Nurs-
ing and Ambulatory Care Act and I have cosponscred S. 1076, introduced by Senator
Bradley, the Medicare Home Health Services Development Act.

Both of these initiatives are designed to provide getter and more comprehensive
home health care services.

The Community and Ambulatory Care Act of 1987, S. 1010, is legislation designed
to improve the delivery of health care services to Medicare beneficiaries outside of
institutional settings.

This proposal would allow Medicare to reimburse community nursing centers for
Medicare beneficiaries who elect to enroll in their programs. These centers would
provide all ambulatory care services now offered under part B of the Medicare Pro-
gram—except physician services. The services would be provided under the supervi-
sion of registered nurses, and safeguards to ensure a high quality of care would be
provided through the existing peer review organizations.

In return for providing these services, the community nursing center will receive
95 percent of the total amount we are now paying fer these same services per medi-
care beneficiary. These centers will work in much the same way as an health main-
tenance crganization—an HMO.

The Community Nursing and Ambulatory Care Act will help fill the gaps created
by the Medicare prospective payment system by providing a pre-determined pay-
ment to community nursing organizations designed to provide the services medicare
beneficiaries need to fully recover. Community nursing organizations will also help
more Medicare beneficiaries live independently longer by providing in-home assist-
ance to help prevent institutionalization.

The Medicare llome Health Services Improvement Act, S. 1076, attempis to
ensure the availability of high quality home health services to elderly and disabled
individuals in two ways. First, the bill prevents the health care financing adminis-
tration from arbitrarily restricting home care services financed by Medicare by
clarifying and expanding the Medicare home health benefit. Second, the bill pro-
motes the health and safety of those receiving home care services by upgrading
home health quality standards and accountability.

These two legislative proposals are a beginning, but we still have a long way to go
in assuring better, more appropriate health care services for the elderly. The wit-
nesses at today's hearing can bring us a great deal of information on how in-home
services can be better monitored and have a higher quality of care.

I look forward to hearing today's testimeny.

The CHAIRMAN. Senator Reid?

STATEMENT BY SENATOR HARRY REID

Senator Reip. Thank you, Mr. Chairman, for providing the mem-
bers of this committee an opportunity to assess the need for devel-
opment of quality assurance standards for home health care serv-
ices.

I would also like to extend my appreciation to our distinguished
witnesses who volunteered their time so that we may look critically
at this issue of increasing importance to our Nation’s elderly.

I firmly believe that the availability and quality of home health
care services represent problems that require immediate attention.
New technologies and the tremendous strides made by our Nation’s
medical professions have boosted the average life expectancy to
74.6 years of age, its highest level ever. The result is a rapidly ex-
panding population of senior citizens, especially the group over 85
years of age. As the primary consumers of home care, these citi-
zens require an increasing number of services provided by qualified
individuals that the industry is failing to provide.

This state of affairs has been aggravated in recent years by cuts
in Medicare and the institution of the DRG system, both of which



10

have resulted in patients being discharged from hospitals, as we
have already heard, quicker and sicker and in need of comprehen-
sive home health care services for longer periods of time.

During the time that I served as a Member of the House, I was
on the Select Committee on Aging. The committee conducted one
hearing that made me acutely aware of the lack of data on home
health care quality and the inadequacy of the current system of
standards and quality assurance. Agencies that provide home
health care services are experiencing diminished resources from
public sources, including Medicare and Medicaid, which has con-
tributed to the hiring of underqualified personnel—as was very
well described by Senator Heinz—who will accept lower wages and
irregular work schedules.

Although this problem is not characteristic of all agencies, con-
sumers of home health care services are seldom in a position to
choose knowledgeably among home care providers, and no easily
usable grievance procedures are available. Moreover, because these
services are rendered in private residences, many times the quality
of home care is difficult to measure. Those systems for monitoring
home care that do exist contain few sanctions for inadequate care
and few, if any, incentives for outstanding care. Legislation is badly
needed now to require the development of stronger, uniform stand-
ards of home care, the monitoring of service delivery, the establish-
ment of a grievance mechanism, and enforcement.

It is also of primary importance that additional cuts in funding
of such services be prevented. I am hopeful that today’s hearing
will raise new questions and bring to light additional information
that will help us formulate responsible policy to serve the home
care needs of older Americans.

Thank you, Mr. Chairman.

The CHaIlRMAN. Senator Glenn?

STATEMENT BY SENATOR JOHN GLENN

Senator GLENN. Thank you, Mr. Chairman.

I don’t think anyone doubts we need a national commitment to
provide home health care to those who need help—help to which
they are entitled, and of the highest quality. We tend to think of
aid to the elderly, help to the elderly, nursing needs as being some-
thing that is the province of nursing homes or hospitals. And yet
statistics tell us that 80 percent of the health care needs of the el-
derly are met by family members. In other words, most of our el-
derly people are being taken care of in homes.

Now, that being the case, we are not giving the kind of help to
that home health care that we should. I don’t think there are too
many of us on this committee that has long been inveolved in home
care, under Senator Heinz and Senator Melcher both, who would
disagree with that. We need to give much more support for home
care services, because that is where most of the help can be given,
and it could be given cheaper there. We can save money doing it
ahz;t way. We don’t need to warehouse people in order to give them

elp.

We should be expanding our support in this area, not lessening
it. Yet, as we see this additional need, we have seen less support
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out of this Administration to giving that kind of help. I find that
unconscionable. By restricting access to Medicare’s home health
benefit, we increase the burden on other programs such as Medic-
aid, the social services block grant, Older Americans Act, Veterans’
Administration, State programs, private insurance, and patients.
We leave the patients too often without needed home health care.

That is what this is all about this morning. I am sure we will
hear horror stories this morning that will make us cringe because
we haven’t done enough in the past here. We have heard some of
those before. These are the real people. These aren’t academic
problems we dream up with staff here in Washington and decide
some big national solution inside the Beltway here in Washington.
These are real stories of hurt. So we need to do something in this
area.

1 am proud to have joined Senator Bradley as a cosponsor of the
Medicare Home Health Care Services Improvement Act of 1987,
and I am pleased to be a sponsor of the legislation being considered
as part of this year’s reauthorization of the Older Americans Act
which provides grants to State nursing home ombudsmen to dem-
onstrate and evaluate the provision of ombudsman services to
home care clients. It requires a study of the State ombudsman pro-
grams also, particularly in the area of home care services and how
those are being rendered or not rendered.

Let me add this, too, before we get too critical. The majority of
home health care providers are honest and they are doing their
very best, quite often with very, very limited resources. I have been
in I don’t know how many nursing homes. My wife Annie was
asked some years ago back home in Ohio to be the head of Nursing
Home Week, be the honorary chairman of Nursing Home Week.
She made visits to many nursing homes all over the State, actually
checked into some of those homes and stayed overnight so she
could see what it was really like. -

Out of that came our interest in this and our dedication to doing
something about it. That was the main reason why I asked to go on
this committee. I wasn’t assigned to this committee. I asked to go
on it when I got here.

So we need to realize that most nursing home and home health
providers are honest and dedicated people. They are doing excel-
lent work, but too often they don’t have the wherewithal to do it.
They don’t have the support of their Government or of enough
local agencies to really accomplish what has to be done. So we need
very much to improve this.

It is a pleasure for me today to welcome one of our witnesses,
Ann Mootz, who is here from Ohio, from Cincinnati. She is repre-
senting the National Association for Home Care, and I look for-
ward to hearing her testimony later. As with all of us, we have too
many things to do this morning and I have to be away from the
hearing for awhile. I hope to get back a little bit later, particularly
when Ms. Mootz is testifying.

Home health is an area we have let go too long, Mr. Chairman. I
would ask that my entire statement be included in the record.

The CuarMAN, It will be made part of the record.

[The prepared statement of Senator Glenn follows:]

b
s

i H
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STATEMENT OF SENATOR JOHN GLENN

Mr. Chairman, we need a national commitment to provide elderly and disabled
Americans with the home health care they need and to which they are entitled—
and to ensure that this care is of the highest quality. Improving the provision of
home- and community-based services has been a priority issue of the Senate Special
Committee on Aging for many years, and I commend you for calling today’s hear-

ing.

%‘Iomc care services are very important in meeting the health-care needs of the
sick and the disabled; and this need is increasing due to our growing “old-old” popu-
lation, “quicker and sicker” discharges of Medicare patients from hospitals, techno-
logical advances in health care delivery, and a preference for home care over insti-
tutional care. But at a time when the demand for home health care is increasing,
the Reagan Administration’s policies are severely restricting access to Medicare’s
home health benefit, thus increasing the burden on other funding sources for home
care—Medicaid, the Social Services Block Grant, the Older Americans Act, the Vet-
erans’ Administration, State programs, private insurance, and patients and their
families—and leaving patients without needed care.

In addition to the problem of access to home health services, we have all read and
heard horror stories about poor care and abuse of the elderly in their homes. Today
we will hear dramatic accounts from patients, their families and providers about
tragedies that occur due to lack of training, supervision and standards for home
health care. .

In order to address these issues, | was pleased to join Senator Bradley as a cospon-
sor of the “Medicare Home Health Services Improvement Act of 1987". Enactment
of this legisiation will go a long way toward ensuring the availabilily and improving
the quality of home health services provided under the Medicare program.

And I am pleased to be the sponsor of legislation, being considered as part of this
year’s reauthorization of the Older Americans Act, that provides irants to State
nursing home ombudsman agencies to demonstrate and evaluate the provision of
ombudsman services to home care clients, and requires a study of current State om-
budsman programs which are already investigating complaints concerning home
care services.

The majority of home health care providers are honest and do provide excellent
care. They are as concerned as we in the Congress about the need to improve the
quality of care and to eliminate any abuses. Therefore, it is a dual pleasure for me
to welcome one of today’'s witnesses, Ann Mootz—because she is from Cincinnati,
Ohio, and because she is representing the National Association for Home Care
{(NAHC). | look forward to NAHCs recommendation for improving access and qual-
ity in home care, as well as to the testimony of all of today's witnesses. Your partici-
pation will help in our efforts to enact legislation to remedy problems regarding
home health care access and quality.

The CHAIRMAN. Senator Durenberger?

STATEMENT BY SENATOR DAVE DURENBERGER

Senator DureNBERGER. Thank you, Mr. Chairman.

T am not going to victimize Ms. Tolbert and Sharon with a long
speech, and I am going to stay here and I am going to listen to you.

I am glad John did make the comment about the fact that a lot
of caregivers in America are, besides being very capable, are also
very compassionate and that on a number of occasions we find the
unscrupulous coming into any opportunity that we can find in the
system.

Those of us on the Finance Committee who have tried to deal
with the revisions in Medicare and the social services block grant
cutbacks are extremely sensitive to the fact that as you cut back on
adequate finances, you put a strain on the most compassionate
people out there. 1 thinlf{J that is one of the difficulties that this
committee is going to find in the system. It isn't a lack of being
well-intentioned, it's the fact that if you don’t put some resources
behind the best of people, they get out of the business or they
scrimp on the care or something like that.
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So with that I will yield whatever time I might have had for an
opening statement, and I thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator.

Will Mrs. Grudza approach the witness table at this time?

Senator Heinz?

Senator HEiNz. Mr. Chairman, in case Mrs. Grudza is wondering
why she has been called to the witness table, it is simply because,
as | said to Senator Melcher, I am going to have to absent myself
for what I hope to be a brief time but I do not know, and I just
wanted to introduce you to my colleagues.

May I say that I am delighted that you are here,

Mrs. Grudza, Mr. Chairman, is of course from my home State of
Pennsylvania, and she has come to tell us about the many prob-
lems she has had with aides assisting in caring for her parents.

I want to personally thank you, Mrs. Grudza, for coming down
here today. As I say, I hope I get back in time to hear your testimo-
ny. But in case I don’t, I just wanted you to know why I have to
step out at least for a while. I wish you luck, if I am not here. But
the chairman is both kind and compassionate and understanding,
as well as being a good chairman. [Laughter.]

We are delighted you are here.

Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator.

You may stay right there, Mrs. Grudza. That would be fine.

Our first witness is Mrs. Pearl Tolbert, and Mrs. Tolbert is going
to tell us what her circumstances are.

Mrs. Tolbert, I hope we haven’t created any mystification on
what we are all about here today. I don’t think we have. I think
our central theme is our mission today in this hearing is to hear
from folks like you who are incapacitated, need some help but you
are still at home. We want to know how it is with you. We want to
know what has gone wrong and what the shortcomings are. We
would like to do a little bit better than we have by you, Mrs. Tol-
bert, and we are all here today to learn and to learn from where it
is really at, with folks like you. v

Please proceed, Mrs. Tolbert.

STATEMENT OF PEARL TOLBERT, RESIDENT, STATE OF MINNE-
SOTA, ACCOMPANIED BY DR. SHARON GLOVER, DAUGHTER

Mrs. ToLBerT. Well, one of the million things I had to happen to
me was I have an open trach, and whenever I am given a bath, it is
to be covered with tape. My attendants know this. I had an attend-
ant put me in the shower and drew the water, and the hole got
water in there, and we had to call 911 because I was strangling.

Then I had an attendant who put me in the shower, pulled off
his clothes and got in the shower also.

I had an attendant take my credit card and buy a thousand-
dollar couch set, and then when the bill come in to me and I con-
fronted her with it, she said, “Oh, well, I'll pay it.” She didn’t pay
it, and it ended up that I had to go to Sears’ and they had to get
the police in on it.

Then I had an attendant who got in the bed with me and had
sex, and I went through it.
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Then I have had attendants steal my clothes and steal my pots
and pans. And it's just rough getting an attendant.

1 think what happened, there is a place we call, and they send
them out. They just send anyone who applies instead of trying to
screen them and find out some of their characters, you know.

1 also had two workers. A girl worked the evening and a boy that
worked lawns, and they started to going together, and then this
boy went home with her one night, and it locked like she was going
with the fellow upstairs, and he killed him.

You know, it’s been one thing after another.

T};e CHAIRMAN, Mrs. Tolbert, you live in Minneapolis; is that cor-
rect?

Mrs. ToLBERT. Yes.

The CHAIRMAN. Where is your home in Minneapolis?

Mrs. ToLBerT. Where in Minneapolis? Nicklett Street. It's down-
town.

The CHAIRMAN. It’s downtown. And are you in an apartment?

Mrs. ToLBERT. Yes, I'm in an apartment.

The CHaIRMAN. How long have you been in a wheelchair?

Mrs. ToLrerT. Oh, I've been in a wheelchair since 1980.

The CHAIRMAN. You've been in a wheelchair about 7 years then?

Mrs. ToLBERT. Yes. I can’t use my hands and I can’t, you know,
walk. I walk just a little with a walker.

The CHAIRMAN. With the walker.

Mrs. ToLBerT. I can walk a short distance with it.

The CuairmaN. You can walk a short distance with a walker.

Mrs. ToLBERT. Yes.

* The CHairMaN. And that is only in your home?

Mrs. ToLBerT. Yes. Only in my home. I can’t use my hands. I
can’t even go to the bathroom by myself.

The Cualrman. Now, Mrs. Tolbert, would you mind telling us
how old you are?

Mrs. TorrerT. Yes, I'm 70 years old.

The CHAIRMAN. Seventy.

Mrs. ToLBERT. Yes. | was born in 1916. .

The CuairMaN. And you have been incapacitated for the last 7
years.

Now, this is your daughter, Dr. Glover, seated beside you?

Mrs. ToLBERT. Yes.

The CHaIrRMAN. Dr. Glover, can you add anything to your moth-
er’s testimony that would help this committee?

Ms. GLOVER. Yes, I can.

The CuamrMaN. Would you draw the microphone closer to you?

Ms. GLovER. I routinely spend about 30 hours a week minimum
trying to supervise the attendants because of the situations that we
have had. We have had just many attendants, and I can say that
consistently I see the same thing: a lack of training, a lack of will-
ingness on their part, and that additionally, even with these prob-
lems, there isn’t very much that you can do.

The demand for attendants is so great that you can fire them,
and 30 minutes later they have another job. In fact, my mother’s
nurse, the State nurse that comes to see her weekly, came to see
her, and there was an attendant abusing her badly, and the nurse
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fired the attendant on the spot. Within an hour that attendant had
another job.

We have tried with all of these situations to find someone that
we could talk to, someone that we could tell what was happening.
And it’s almost like an impossible situation. The agency that we
get the attendants from has not been helpful at all. Our only other
choice is to go to the newspaper, put an ad in the paper, place ads
in the paper, read the paper, try to call other agencies.

One other agency that we have been somewhat successful in get-
ting people from is church center. Now, they aren’t an agency, but
from time to time people will call and say that they are interested
in doing this kind of work. But we have found just consistently
what you have on that board is absolutely true.

I really feel sorry for someone who is in this situation and who
doesn’t have someone such as myself to advocate for them and to
spend some time, because I find that if you don’t, then they abuse
them even worse, even to the point of striking these people.

The CuHairMaAN. Dr. Glover, your mother practically lives in
downtown Minneapolis. Where do you live?

Ms. Grover. I live in Golden Valley. I live approximately 7 to 8
minutes from my mother.

The CHAIRMAN. Seven to eight minutes.

Ms. GLOVER. Seven to eight minutes. And I am at her house ap-
proximately 3 to 4 evenings a week and once on the weekend, and 1
drop in at different times to be sure of her situation. T find that is
the only way you can stay on top of it.

The CuairMan. Dr. Glover, what is your profession?

Ms. GLoveR. I suppose I am an educator.

The CHAIRMAN. You are an educator. Have these circumstances
prevailed for the 7 years that your mother has been incapacitated
at home? Have all of those 7 years been about the same. Is the situ-
ation bad to begin with and still bad, or has it gotten worse?

Ms. GLover. My mother has been incapacitated at home for 5
years.

The CHAIRMAN. Five years.

Ms. GLover. Of those 7 years, she spent 2 years in the hospital.

The CHairMAN. | see.

Ms. Grover. Totally paralyzed. Then she has been home 5. And,
yes, I would say from day one it has been the same.

The CHAIRMAN. Been the same. No improvement?

Ms. GLoveR. No improvement. In fact, I think maybe it's worse. I
have noticed that the caliber of people that we are getting, that it's
worse. I have noticed that the selection is worse. We have, for in-
stance, an attendant right now who can’t read or write. It means
that if I call about a medicine prescription or something like that, I
had better be prepared to go over there myself and get the infor-
mation. It means that that attendant can’t give medicine and other
kinds of things, and so someone such as myself or a nurse will have
to go in at the beginning of the week and lay out these things.

The CHAIRMAN. Senator Reid?

Senator REIb. Do you think—and, Mr. Chairman, I am asking
this question because I don't know—do you think one of the rea-
sons that the problems could be worse is because there is a greater
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demand for home health care than there was, and there are fewer
people to go around?

Ms. GLover. I don't know. But what I do know is that the quality
of the people I am seeing in home health care and their training,
et cetera, is not what it should be. The lack of training—people are
hired and sent out on a job without any training whatsoever.

Senator Reip. Mr. Chairman, it is not only in this area that prob-
lems have developed but in other areas as well, such as the break-
up of the telephone system. It has become so expensive for people
to have a telephone and it is impacting on older people more than
on any other sector of our population. In consideration of this situ-
ation and problems associated with home health care, for someone
who doesn’t have a child—and principally it’s a child who looks out
for the parents—the problems are really almost insurmountable.

What would your mother do but for you? I mean, who would
help? The answer is obvious: there is no one, is there?

Ms. GLover. I don't know. You know, you mentioned telephone.
We have had incidents where she has tried to call me because she
was being abused, and the attendant has ripped the telephone out
of her hands and refused to let her call me, put her against the
wall like she was a 3-year-old, put her in the corner.

The question, what would she do? I don’t know. I really don’t.

Senator Remn. You see, Mr. Chairman, we are fortunate to have a
witness like Pearl Tolbert come before us. I think she is an exam-
ple to us of the multitude of people that are not before us. Her situ-
ation is very bleak, but consider the fact that she has a bright, edu-
cated daughter to help her, and we have so many people who have
nio children, no family, no friends to help them. They aren’t before
us, and we can imagine what those situations must be.

I have no further questions.

The CuairMaN. Thank you, Senator.

Senator Durenberger?

Senator DURENBERGER. Thank you, Mr. Chairman.

I don’t know where to begin. If Sharon is 7 minutes away, I am
about 30 seconds away, Pearl, and I want to give you my telephone
number on weekends so you can call me.

I know there are a lot of people in home care and home health
back in Minnesota who, when they see this, are going to be cring-
ing, because this is a very untypical Minnesota situation in terms
of the impression that the rest of the country has.

So I have to believe that to the degree that in a State like ours,
which is as sensitive as it is, Mrs. Tolbert, that you are having to
live these years with that kind of condition makes it a very, very
serious problem for a whole lot of people who aren’t able to come
here and testify today.

But perhaps, Mrs. Tolbert, you won’t mind if I ask Sharon a
couple of questions about the State in which we live and the com-
munity in which we live and the way in which they have been re-
sponsive to these same kinds of concerns.

Obviously, if the kind of behavior on the part of attendants has
been going on for some period of time, which I assume it has, that
officials in the City of Minneapolis, the County of Hennepin, and in
the State of Minnesota, which has a relatively sophisticated,
through the Department of Health, procedure—or thinks that they
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have a procedure at least—for ensuring the adequacy of profession-
al care in some of these areas, should have taken some action. 1
wonder if you wouldn’t, Sharon, describe for us the efforts that you
have made at the local and the State level and what kinds of re-
sponse are you getting from people back there?

Ms. GLover. When we have had problems, we have turned to a
State nurse, we have turned to Independent Crossroads, which for-
merly was the Comprehensive Services, we have turned to Human
Resources, the Medicare unit. No one either seems to be or wants
to be responsible. We are continually told that there is nothing
anyone can do.

When things have been stolen from her, when people have
threatened to hit her, when they have put her up against the wall,
we have been told by Independent Crossroads that they are only a
hiring service. The nurse has helped all she can. I mean, she will
try to get us other people. We just don't—we don’t know where else
to turn,

What we have done, though, is I wanted to see if this was just
peculiar to my mother or was this a larger problem. I have talked
with a number of other people such as my mother, and we find
ghat it is a pervasive problem. It is not just what has happened to

er.

So I could tell you and give you the names of at least five other
people who, just like her, the same thing has happened, and some
of these people don’t have anyone.

We finally reached the point of asking my husband to do some-
thing about it, and I can tell you, because of my frustration and my
mother’s frustration and these other people’s and our trying to
turn and get help but not being given help, that we asked him if he
could not begin to talk to some of the political people and do some-
thing about it. And I think he has made a couple of contacts and
there has been some talk there, and that’s where we are with it.

Senator DURENBERGER. Now, as far as the financial assistance in
purchasing attendant services, is it in part your mother's own re-
sources, in part medical assistance, in part Medicare? Can you
recall for us? What I am trying to get at is who really should be
responsible? Are there so many people in the act that nobody
wants to take responsibility?

Ms. GLover. The State of Minnesota pays for 6%—it’s either 6%
or 6% hours a day of attendant care, and they pay $6.08.

Senator DURENBERGER. They pay what?

Ms. GLover. $6.08 an hour.

Senator DURENBERGER. Per hour?

Ms. GLOVER. Per hour. What that means is that if you have
someone such as my mother who needs 24-hour care because she-
can’t cook, she can’t go to the bathroom, she can’t do anything, she
has no use of her hands, she can't, even if someone rings the door-
bell, she can't buzz the doorbell to let them in. And additionally,
because she has an open hole or the trach, she has breathing diffi-
culties and often must be rushed to the hospital and must have
someone to assist her if that happens. She needs 24-hour care.

If the State pays for 6% hours at $6.08, it means a couple of
things. One is, you are getting people who can’t compete in an open
market, because nobody is going to work for $36 and some change a
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day. In her situation, you can’t get anyone to work around the
clock, because that’s what it amounts to, and if you break the
shifts in half, you're talking about, let’s say you bring two people
on, you're talking about $15, $18 a day.

So what we do is we supplement. Now, maost of the people that I
know may not need as much care, but they certainly need more
than 6 hours a day. What happens then is that you have people
who, I believe, on an open marﬁet could not compete, and therefore
they become attendants.

Senator DURENBERGER. Why is the State restricted to 6% hours?
Have you been through that with the State?

Ms. GLover. I have been through that. I am working on that
right now with the Minnesota home health care advocacy program
to see if'we can’t increase the attendant hours. The State, case by
case, makes a decision about increasing. It has in. some—I think
there are three or four people who have more than the 6%z hours.
It is currently reviewing this policy, and I understand that as of
July will come out with a new policy that will be somewhat more
flexible to allow for situations like this.

Senator DURENBERGER. Now talk to me about your mother’s
doctor, or maybe your mother wants to talk about the doctor. 1
assume she has a physician who has been taking care of her for
some time and who is providing advice to the State of Minnesota or
to other people relative to your mother’s needs. Can you describe
that for us?

Ms. GLover. Yes. She has a doctor at Abbott Northwestern, and
she goes there regularly. That was.the last hospital she was in. It
was the hospital that taught her to stand and to talk and whatever
again, the rehab. The doctor has just given us a 24-hour care plan,
has written letters to Human Resources asking them also to in-
crease the hours because she can’t be left alone.

In fact, Abbott Northwestern has become involved with me with
this attendants program because they too have recognized the prob-
lem, the continual problems not only with my mother but with
other people. It was Abbott Northwestern that put me in touch
with the Minnesota home health care advocacy program led by
Susan Margolis, and we have been working with them, and the
hospital has been working with us too to get this taken care of.

Senator DURENBERGER. My impression is that even if for your
mother’s circumstance the State were to acknowledge that the
medical advice is that your mother ought to have 24 hours of at-
tendant care, your concern is that there aren’t adequate attendants
. in the State of Minnesota to provide this care because the State
doesn’t supervise in any way the quality of the services.

Ms. GLover. No. My concern is about three-fold. It is that there
aren’t enough attendants, that there aren’t quality attendants, and
that it is an industry that is not regulated and anything can go on
in that industry.

We supplement, or we pay the people now, but that doesn’t
matter. If something happens, there is nowhere to turn to because
it is an industry that they can do anything that they want because
the demand is so high and there is no one that you can turn to.

When they stole my mother's—my brother gave her a gold piece
from Africa—when they stole that, there was nothing we could do.
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And not only did we know who had taken it, one of her attendants,
the one that killed another man, took it, gave it to this girl, the
girl called and said she had it and, “It was too bad.”

You call the police, and there is nothing they can do. You call
Independent Crossroads, there is nothing they can do. p

I mean, that doesn’t even begin to get it. I have been at ‘her
house where an attendant has said, “I ought to slap you.” I mean,
the kind of abuse I have seen is just ridiculous. And if I have seen
it, and I have put the kinds of time I do in, I just feel sorry for
other people.

Senator DURENBERGER. Thank you.

The CuairmaN. Dr. Glover, in other words, the quality of the at-
tendants who come and who are paid to come is not very adequate-
ly checked. You had somebody, one of the aides who actually stole
from your mother. Your mother has mentioned the aides’ lack of
training when she was put in the shower with her trachea tube
out?

Ms. GLoVER. Pardon me?

The CHairMaN. Did I understand your mother correctly, she was
actually put in the shower——

Mrs. ToLBerT. They have to put tape on it so that no water gets
in it.

The CuairmaN. Her trachea open, without being closed, I guess
she could have drowned? Is that it?

Mrs. ToLBERT. Yes. .

The CHairMAN. In other words, regardless of who pays for it, you
can’t find somebody who is adequately trained. Have you talked to
Medicare about this?

Ms. Grover. No. I haven't talked to Medicare. I talked to the
agency, the one agency we have in Minnesota—and we only have
one, Independent Crossroads—I have talked to them about it. I go
in and try to train the attendants myself because there is no one
else to train them. The agency does not train them.

The CrHairMAN. The agency does not train them?

Ms. GrLovER. Does not train them.

The CuairmaN. All right. Well, thank you very much, Mrs. Tol-
bert, and Dr. Glover, for coming here today and providing us with
these stark, sad facts. Thank you very much.

STATEMENT OF MARY SUMMERS, RESIDENT OF NORTHERN
VIRGINIA

The CHAIRMAN. Mary Summers is our next witness.

Mrs. Summers, will you take a seat right there in the middle. We
understand you are from northern Virginia, not too far away from
here, part of the metropolitan area, northern Virginia.

Mrs. SuMMERs. That’s correct.

The CnairMaN. We understand that your husband has Lou Geh-
rig's disease?

Mrs. SuMMERS. That is correct.

The CHairMAN. And requires constant attention at home,

Mrs. SumMEeRs. That is correct.

The CnairMaN. Will you tell us about it?
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Mrs. SummMers. All right. A comment that Senator Glenn made
really hit home with me when he commented on the home care
supposedly being cheaper. This has not been my experience at all. 1
brought my husband home from the hospital 2 years ago after
spending 6 weeks in the intensive-care unit. He has Lou Gehrig’s
disease. He has no use of his arms, very minimal use of his legs. He
is fed with a feeding tube directly into his stomach. He is on a res-
pirator which breathes for him.

I brought him home, and I was provided with home health care.
At first, they told me they would charge $13.95 an hour. When
they found out that my insurance would gay the bill—we are very
fortunate to have excellent insurance that has the catastrophic
clause—they upped the price to $45 an hour. And my insurance
(Izompany paid them $100,000, until I finally dismissed them a year
ater.

The CHalrRMAN. How long has your husband been in this condi-
tion, Mrs. Summers?

Mrs. SUMMERS. It will be 2 years—well, it is 2 years, 2 years
April 6.

The CHAIRMAN. Two years this month.

Mrs. SUMMERS. Yes.

The CHairMAN. Now what care is your husband getting?

Mrs. Summers. All right. This $100,000, I should elaborate on
that. I use nurses only when I am teaching school. I do all the rest
of his care myself. So this was just for those hours.

What I did when I dismissed the first agency, I tried another
agency, and as you heard from the previous testimony, I have been
very disillusioned with the kind of care that he had: a lot of incom-
petency. A lot of nurses were sent to our home who really did not
know how to handle a respirator patient. They were not skilled in
suctioning, which he needs several times a day in order to keep his
lungs clear. I had malfunction of the respirator from nurses open-
ing it to check it and obviously didn’t know what they were doing.
And the respirator malfunctioned several times.

Eventually, what I did was I dismissed all agencies and I have
hired nurses privately.

The CuairMaN. All right. Now, you mention agencies.

Mrs. SumMERSs. Yes.

The CHatrMAN. Now, how do you get the names of agencies?

Mrs. SumMeRs. They solicited me in the hospital.

The CuammmMAaN. They solicited you?

Mrs. SUMMERS. Yes.

The CHAIRMAN. And they said they could provide the necessary
skilled nursing care?

Mrs. SumMERs. Yes. Representing themselves as being able to
provide the kind of nursing care that we needed. And it was quick-
ly obvious that they did not have nurses to fill this kind of a re-
quirement that he needs. He needs highly skilled care.

The CHAIRMAN. You are a teacher.

Mrs. Summers. Yes, I am.

The CHAIRMAN. Is that in elementary or secondary?

Mrs. SumMmers. I teach middle school, sixth, seventh, and eighth
grades. :

The CHAIRMAN. So you are gone from home during the day?
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Mrs. SuMMERS. I leave the house at 7:30 in the morning and I am
usually home between 4 and 5 in the afternoon.

The CuairMAN. That is 5 days a week or whenever school is in
session?

Mrs. SumMmeRs. Five days a week when school is in session, yes. I
try to complete everything in school before I come home because
when I come home I am a nurse the rest of the time.

The CuairMaN. Well, how long did it take you to decide that you
were going to hire the nurses yourselves, a year or 6 months?

Mrs. SumMERs. All right. When I first got the first bill and found
that the price had been raised to $45 an hour, I called and regis-
tered a complaint. Their comment to me was, “Why are you so
huffy? Insurance is willing to pay it.” I said, “Well, that is not
really the question.” I said, “Ultimately, we are all paying for that
sort of thing.”

But I was quite busy at that time. I was either teaching school or
taking care of my husband, and I really didn’t have time to check
this out to see if they really were right. They kept telling me that
this was a reasonable rate.

Then, a year to the day from the time my husband came home
from the hospital, I was involved in a serious automobile accident
and I was brought up here to the shock trauma center. I had to
have extra nursing care for a while, and they had the audacity to
charge me overtime on top of the $45 an hour that they were col-
lecting from the insurance company.

For the first time, I had time to—I couldn’t do anything with
regard to care of my husband for a few weeks, so I had time to do
some checking into it. I called other agencies. I called the Muscular
Dystrophy Association that funds some of the ALS patients and
found that it was an unreasonable price. And that is when I made
my changes. '

The Crairman. Now, do you have any difficulty since you are
hiring the nurses yourself personally? Do you have any difficulty?

Mrs. SumMERS. It’s been tough, yes, but I have three fine ones
now. It took a while.

The CHAIRMAN. Then you have worked it out?

Mrs. SumMERs. | have worked it out, yes.

The CuairmaN. Would you mind telling us what that costs?

Mrs. SumMERs. | am paying them $20 an hour, which is more
than they would make some place else, but they have to do their
own billing, their own insurance and——

The CuairmMaN. How much?

Mrs. SumMers. $20 an hour, which is saving my insurance com-
pany $25 an hour.

The CrairMan. Now, during the period since you made that deci-
sion, is your insurance going to keep on paying?

Mrs. SummERrs. Yes. I was concerned about that, and I called
them. They said, yes, that they would continue to pay it. With the
catastrophic clause, I have to pay.the first $1,000 each year, and
they very graciously pick up the rest of it. I am very fortunate,
really, compared to a lot of people.

The CHairMAN. Yes, you are.

Mrs. SUMMERS. Yes.

The CHairMaN. That is a very fine policy.
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Mrs. SumMERs. I have tried very hard not to abuse it. As I say, |
do all of his care myself except for when I am actually teaching.
Our medical bills, total medical bills, the first year were, I think it
was, about $125,000. This year I have got it down to about $83,000.

The CHairMAN. That is a pretty goed record.

Senator Reid?

Senator REID. Mr. Chairman, here we have a different situation.
We were talking previously about attendants whom you would
expect to have some training. But here we are talking about regis-
tered nurses who——

Mrs. SumMMERs. That's correct.

Senator Reip [continuing]. Simply didn’t do what they were sup-
posed to do. You had to get rid of them because they were incompe-
tent. They couldn’t do some of the basic things that your husband
needed. I think this is really a sad commentary.

Mrs. SumMmEers. Yes. It’s been a very educational experience for
me. I came home from the hospital naive enough to think that he
would have good care.

Senator Reip. One of them, for example—Mr. Chairman, I think
the record should make clear—ruined a very expensive respirator
that was required to keep your husband alive; is that right?

Mrs. SuMMERs. That's correct. This particular agency felt that it
was part of their duty to check the respirator each time they came
on shift, and the respirator that he uses.is a small thing about the
sizes of a tool box and it’s in the sealed container, and it's not
meant to be opened and shut. I tried to explain this to them, and
the respiratory therapy department that handles my husband’s
cisfe_z also were upset about this being opened and shut on each
shift.

I came out of the shower one night and the alarm was going off.
Luckily, it hadn't gone off until just as I got out of the shower, or
he would have been dead until I came out of the shower..1 was able
to find what was loose.

Then, the second time, in the morning the respirator failed, 1
think it was three or four times, and I found that the problem was
related to the opening and closing of the lid, which is what they
had been doing that I asked them not to do. So the respirator had
to be replaced. '

Senator REID. Also, I think it’s important here that we recognize
that you have attempted to get help from outside agencies, and this
has not been a successful journey for you either, has it?

Mrs. SuMMERS. No. No. | got the feeling that the main thing they
were interested in was sending somebedy to my house. It didn’t
make any difference if they had the necessary skills or not. I sug-
gested in-service training for the nurses who were coming, and got
no response to that. :

Senator Reip. Mr. Chairman, I have no further questions other
than to comment that the more we hear about this, the more com-
plicated it becomes and the more distressing it becomes. First we
heard about problems with attendants, and now we are hearing
about problems with nurses.

Add to that the fact that we have all these outside agencies that
are also failing to provide good quality help. That brings us back
here, Mr. Chairman, with a woman who is educated, who under-
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stands what the world is all about, and still she can’t find home
care service providers with which she is satisfied. And, you know,
these illnesses don't strike only husbands and wives with educated
spouses.

Mrs, SummMEers. That'’s right. That's correct.

Senator Reip. And I can’t imagine what the other case might be.
Probably the person is dead; that’s one reason we don't have them
here with us today. If we didn't have somebody like you helping
your husband, it would appear to me from the limited testimony
we have heard, that he would have expired.

Mrs. SumMERs. That's correct. That's correct.

The CrairMaN. Thank you, Senator.

Well, I think there is one thing, though, that the witnesses have
in common, and that is that an agency is supposed, but doesn’t,
send a qualified person. In Mrs. Tolbert’s case, all the agency had to
do was send somebody just to help with the routine things at home.
They just had to know how to care for an incapacitated person who
has very little use of her arms and very little use of her legs, in
fact, almost paralyzed. And now in Mrs. Summers’ case, an agency
sends not just registered nurses but somebody presumably who
knows how to run the equipment that is necessary for Mr. Sum-
mers.

Mrs. SumMERS. | came home one night, and the nurse that was
there that day told me, “I was scared to death when I had to suc-
tign him.” Well, that gives you a real feeling of confidence, doesn’t
it?

The CHarMAN. Yes, it does. [Laughter.]

You know, I think what we are basically getting at, is finding out
if anybody is in charge of screening people who come in and take
over somebody’s life. We feel that there should be. I think all of us
as citizens feel there should be. But I can assure you that those of
us on this committee know that there should be.

Mrs. SumMERs. Right.

The CrairMAN. And we are going to hear from the Administra-
tion witnesses on why there isn’t some means of establishing the
guidelines, and requirements that must be met before an agency
sends somebody into a home? In your case, you're not using Medi-
care.

Mrs. SumMERS. No, sir.

The CHAIRMAN. In your case it’s the insurance company.

Mrs. SuMMERS. Yes, sir.

The CuairmaN. But, you know, the insurance company looks to
Government just like the rest of us do——

Mrs. SumMERs. That’s right.

The CHAIRMAN [continuing]. And says, “Who is the referee?”’
And we are going to find out who the referee is and why the refer-
ee isn’t there to establish regulations for sending aides out to help
somebody who is helpless.

Mrs. SumMERs. [ called the insurance company over the exces-
sive price to tell them what had happened, and they thanked me
very much and said, “If more people would be like you, we could
control this situation.”
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The CuAIRMAN. All right. Well, you are helping. You are helping
very much, Mrs. Summers. Thank you very much for excellent tes-
timony.

Mrs. SummEers. Thank you. I appreciate your concern.

The CHalrMAN. Thank you.

STATEMENT OF NILDA GRUDZA, RESIDENT OF THE STATE OF
PENNSYLVANIA

The CuHairMAN. Our third witness is Mrs. Grudza.

You may sit right there, Mrs. Grudza. You have already been in-
troduced to the committee by Senator Heinz. He said you are from
Pennsylvania. I don’t know whether he mentioned Philadelphia or
not, but you are from Philadelphia, are you not?

Mrs. Grupza. Yes.

The CuairmaN. Will you tell us your circumstances?

Mrs. Grupza. OK. _

The CuairMaN. And would you get close to that microphone so
everyone can hear you?

Mrs. GrRupza. OK. Yes. My name is Nilda Grudza. I am an only
child. My parents are Jennie and Morris Buccello, and they have
been living with us about 2 years. When I say “we,” 1 mean my
husband and two grown sons.

My mother is 75 years old, and she has Alzheimer’s disease. She
is barely ambulatory and is incontinent, having been in diapers for
about 4 years. She will at times feed herself, but now she doesn’t
always do that. Other than that, she has to have everything done
for her. She doesn’t communicate. i

My father is 84 years old, and he is a diabetic. He requires insu-
lin shots. He is a heart patient. He has had two heart attacks. The
biggest problem now is that his heart is greatly enlarged and it
causes him to go into heart failure very often. It seems the episodes
of heart failure get closer and closer. He is partially blind. He has
glaucoma and cataracts. He has rheumatoid arthritis, and he is
also hard-of-hearing. He has needed skilled care and therapy at
various times after the different hospitalizations.

I am the primary caregiver, and we have been taking care of my
parents since my father’s first heart attack 15 years ago. With the
passing of time, the responsibilities have greatly increased. I have
used home health aides at various times for a period of about 4
{'ears, and some of the problems that I have experienced are as fol-
OwS:

One time during the hottest week of that particular summer—
my mother ended up in the hospital due to a case of severe dehy-
dration because the aide did not give her enough liquids and told
my father not to do so because it was too much of a mess for her to
clean up when she came back in the morning.

I didn't instigate any action or anything like that against the
agency, but I did inform them as to what had happened. I felt that
I should tell them this. And when my mother came home from the
hospital, I called the agency to resume service. I was told that my
mother had been dropped. They didn’t bother to give me an expla-
nation and they had not bothered to let me know during the period
that she was hospitalized that they were going to drop her.
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Another time, my mother was impacted-—it was a bowel impac-
tion—for at least 2 weeks. She had a lot of pain. The aide failed to
tell me that she hadn’t had a bowel movement for quite a while. I
found out because I brought my mother home to be with me, and
during that time she moaned in pain for 5 nights.

Another aide pushed my mother around and would yell at her
for not doing what the aide said. My mother is incapable of follow-
ing instructions, and screaming at her would really have no good
effect other than just to frighten her and confuse her. She has a
very docile, sweet nature. She has never become violent or aggres-
sive, and my father did tell that aide at that time not to treat my
mother that way. When I found out about it, I had her services ter-
minated.

A lot of times my mother would have bruises on her, particularly
her arms. Her skin often had sores and scratches on it. She has an
apron stomach, and the area under the stomach would become
slimey and have a foul odor due to improper washing. She also had
a skin condition which was diagnosed as pemhigus, and this would
occur frequently. I am not really certain that this was due to im-
proper washing, but I do know that in the time that she has been
living with us she has only had this condition flare up one time,
and it was very minimal.

They didn’t wash her feet or her hair. They didn’t clean her fin-
gernails or toenails. They wouldn’t do things like these things. I
would have to do these things. I know they are not allowed to cut
nails. And one aide rarely, if ever, used soap to wash my mother. It
was my impression that she stood her in the tub and hosed her
down, and that was it. The basis for this is because the bar of soap
provided wasn't going down. The only time it seemed to be used
was when I washed my mom. So I assume she wasn’t using the
soap.

There was another incident where an aide wasn’t feeding my
mother. My mother became very weak, and upon questioning my
father, I realized that she wasn’t getting fed the way she was in-
structed to.

There were other incidents as well. And I would be happy to
answer any questions. Thank you.

The ChHairman. Well, Mrs. Grudza, I want to put this in the
right perspective. The things you spoke about, the failures you
spoke about, of adequate care for your mother in particular, oc-
curred before you brought them to your home 2 years ago. What
kind of timespan are you talking aﬂout? Did the problems occur
Jjust before you brought them home?

Mrs. Grupza. No. They had been going on—as far as my mother
is concerned, at least 7 years or so. That is approximately how long
she has needed custodial care.

The CHAIRMAN. At least 7 years?

Mrs. GrRupza. Yes. And at the time, I was working, and I would
run back and forth to the house. I maintained my job. After I
brought my parents home to live with me, which was approximate-
ly 2 years ago, I quit my job with the intentions of staying home to
just take care of them. But then my circumstances changed, and I
am back at work again, so I do need to rely on help.

The CHairMaN. Well, you are now having help again?
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Mrs. Grubpza. I am having help now. It is 4 hours a day. It’s not
through an agency, though.

The Cuairman. All right. Now, your mother has Alzheimer’s,
and she is now 75 years old and is really incapable of taking care
of herself.

Mrs. Grubpza. Correct.

The CHAIRMAN. And needs attention all the time then?

Mrs. GrRupza. Yes,

The CHAIRMAN. That is, constantly?

Mrs. GrRupza. Yes.

The CHAIRMAN. And your father is 84 years old.

Mrs. GRupza. Yes.

The CHAirMAN. You cannot give her much attention or much
help, I assume. He has a bad heart condition and he is diabetic; is
that true?

Mrs. Grupza. That'’s correct. And he is in the hospital now.

The CuairmMaN. He is now in the hospital. When he is at home,
what can he do?

Mrs. Grupza. Really, nothing.

The CHAIRMAN. Nothing.

Mrs. Grupza. It was okay for a time because if something really
bad happened, my father could get to the phone and dial “opera-
tor.” But it has been a tremendous concern of mine in the times
that I have left them because he is at the point where he needs
somebody to watch him.

.The CuairmaN. Yes. I see. I can understand that. During the
roughly 5 years when your mother and father were not at your
home, how much home care did they have? Was it for 8 hours, 10
hours a day, or how long?

Mrs. GrRupza. My mother would have needed care around the
clock if it hadn’t been for the fact that my father was there and he
was better then. It's hard to put in terms of hours. We had differ-
ent situations occur. We had an aide that would come for a time in
the morning and then come back in the afternoon, in between I
would run back and forth and my sons and my husband helped. We
would take turns going back and forth. I am sorry I can’t be exact
as far as the actual time.

The CuairmanN. How much did this cost?

Mrs. GrRupzA. The first aide that we had was after my mother’s
hospitalization for the dehydration episode mentioned previously.
The social worker at the hospital called me and referred an agency
to me. At that time the State paid a percentage, and my father was
required to pay the rest. The State was paying two-something an
hour; my father was paying four-something an hour.

The CHAIRMAN. Have you had assistance? Did the State pay part
of the bill? Have you had any assistance out of Medicare?

Mrs. Grupza. No. The only assistance we have had as far as
Medicare is concerned are the times when my father came home
from a hospitalization and needed skilled nursing care. They would
come out, check his vital signs, and so forth, and leave. That was
for a temporary period of time.

I have not been able to get any kind of assistance at all as far as
my mother is concerned because she has Alzheimer’s, and you
cannot get any benefits at all for her needs. If Alzheimer’s is men-
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tioned, you can’t get‘any help as far as the financial end of it goes.
I tried to get therapy for her ohe time. I felt that since I was work-
ing, it would be good to get a therapist to come out to perhaps
move her arms and, legs to help the muscles, and perhaps keep
them from deteriorating, so I inquired about it, and they said,
“Well, sure, you can get] all the therapists you want, but you have
to pay for it. Medicare ‘won’t pay for anything as far as she goes
with regard to Alzheimers.”

The CHairmAN. Now, who is paying all the bills? As I understand
it, you are working again.

Mrs. GrRubpzA. Yes,

The CHaRMAN. And you need somebody just for 4 hours a day?

Mrs. Grupza. Well, that is the way it has been up to now, but I
am not going to be able to continue that way because right now my
father is very ill. As a matter of fact, we almost weren’t able to
come here.

The CHAIRMAN. You said he is in the hospital right now?

Mrs. Grupza. He is in a hospital and he toock a turn for the
worse. I am not going to be able to continue that way. I am either
going to have to hire somebody for the entire time that I am away
or be there myself.

The CHAIRMAN. Are you paying the entire bill for the help at
home?

Mrs. Grupza. We are paying for all care.

The CHAIRMAN. Are you getting State assistance?

Mrs. Grupza. No. There is no assistance. Most of the money that
is going out now for this type of thing comes from my father’s re-
tirement funds. He is a retired railroader. And since they are
living in our house, we assume a lot of the expenses, but most of
his money goes for the payment of aides and so forth.

The ChairMaN. Can you tell us roughly what that costs per hour,
right now?

Mrs. Grupza. Minimally, it's $500 a month for what I have been
having done up to now. -

The CHAIRMAN. Which is only about 4 or 5 hours a day, as I un-
derstand.

Mrs. GrRunza. It’s 4 hours a day.

The CHAIRMAN. Four hours a day.

Mrs. Grubza. That’s correct. Yes.

The CuairMAN. And this is going to have to be increased?

Mrs. Grupza. Yes, it will.

The CHAIRMAN, And are you getting whoever is helping you at
home with your parents through an agency or not?

Mrs. Grupza. No. No. .

The CHAIRMAN. Is there a reason for that?

Mrs. Grubpza. Yes, there is. Because the worst experiences that |
have had have been the aides that were sent from agencies. And
one of the biggest things is they tell you that they will have a re-
placement if the person cannot come out to the house for weather
or whatever reasons, but I have never once had them send a re-
placement.

When I was working the “no-shows” occurred frequently. The
longest period of time where this happened, was about a 2% week
period in which my father would call me at 12 or 1 p.m., each day.

~
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The aide was to have been there, at about 8 in the morning. He
would wait. No one would call him. No one would call me to say
that there was no one coming to the house.

My father would call me at work and say, “Noboedy came to take
care of mom.” And then I would punch out, go home, and take care
of my mother myself and do what I had to do, and then I could
either come back to the job or else just stay at home for the rest of
the day.

Now, the only reason that I could do that was because [ worked
in a doctor’s office and had the kind of job where as long as I got
the work done it was OK. I was responsible for certain things, but I
really had to put pressure on myself to get everything done. I had
to do my job and my responsibilities in a lesser amount of time to
make up for the time lost in caring for my mother.

The Cuairman. Thank you very much, Mrs. Grudza. Your de-
scription of what is needed to take care of your parents is very
lucid and very understandable. I hope you are successful, and we
will try to be helpful on this end to ease the way so that people
like yourself and your parents and others throughout the country
might have a better shot, a better chance.

Mrs. Grubpza. Thank you very much.

The Cuairman. Thank you.

We are going to hear from providers of home health care now:
Mrs. Cathy Beard, registered nurse from Virginia; and Mrs. Bar-
bara Lutton, a registered nurse from Michigan.

Ms. Beard, I believe you are first. Please proceed.

STATEMENT OF CATHY BEARD, REGISTERED NURSE, FROM THE
STATE OF VIRGINIA

Ms. Bearp. I am a registered nurse who, having moved from
California with experience only in the hospital setting, found em-
ployment with a home health agency and worked in two capacities,
initially as a visiting nurse. Having become very disillusioned by
that aspect, I then began working private duty with patients in the
homes. Subsequently, I went to work for a second home health
agency, hoping that the conditions would be somewhat improved,
and found out very quickly that that would not be the case.

There have been a number of incidents that occurred during the
total of 2 years that I have actually done private duty nursing. The
second agency for which I worked hired me with no interview. 1
filled out an application in April, heard nothing from them until
August when, one day the telephone rang, and I was told that I
was needed immediately. They only had verification that I was a
registered nurse.

I was told by telephone to go to a certain address, meet a patient
who was being transported home by ambulance from the hospital
with terminal cancer and a gastrostomy tube requiring a pump, a
continuous feeding pump in order for him to get the required nutri-
tion.

I had assumed that I would be met by a field supervisor who
would assist in setting up the patient equipment. This required set-
ting up a hospital bed, a tremendous amount of supplies, not to
mention the feeding pump. The patient arrived home via ambu-
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lance with no one to assist. I arrived at the same time, and this,
keep in mind, was having been hired by an agency that never had
laid eyes on me.

I had no charts. I had no protocol for which to set up this case.
He arrived home with a tube feeding pump which was an engineer-
ing nightmare and I spent 2 hours of concentrated effort with
many mistakes in order to figure out its functioning. There were
many incidents with the tube feeding pump when the patient in-
stead of receiving a controlled amount of tube feeding over a 24-
hour period, a whole liter of tube feeding dumped into his stomach
all at once, caused by inept nurses. He was dying of cancer of the
esophagus, which had since metastacized through his entire intesti-
nal tract.

The CHAIRMAN. Was there family there?

Ms. BEarbp. A wife.

The CHAIRMAN. A wife.

Ms. Bearp. A wife who at first had a great faith that the nurses
would come in and care for her husband. She became disillusioned,
which is always the case, and frightened. There were several addi-
tional incidents in this particular case, one in which the gastrosto-
my tube plugged. In order to unplug a gastrostomy tube, one uses
irrigation suction with a sterile syringe. The agency refused to
bring me an irrigation set, saying that it could wait until the next
day. Now, this patient was emaciated, and in my view could not
survive 24 hours without nutrition. So I was forced to improvise
with an oven roast baster and tap water, which fortunately was
successful. We were able to resume his tube feedings.

The CHAIRMAN. Ms. Beard, how long have you been a nurse?

Ms. Bearp. Six years.

The CHAIRMAN. Six years.

Ms. BEARD. Yes.

The CuairMAN. And you were hired by this agency over the tele-
phone? Do I understand your correctly?

Ms. Bearp. Basically, yes. I had been to the agency and filled out
an application and handed it to a receptionist.

The CuairMAN. Oh. Had you identified yourself as a registered
nurse by any documents, or was it just your word?

Ms. Bearp. They did see my valid Virginia registered nurse li-
cense.

The CuairMaN. All right. Then you were called on the telephone
and engaged for this particular patient.

Ms. BEarp. Yes.

The CHAIRMAN. You were only one nurse of several, I suppose?
Was this around-the-clock nursing?

Ms. Bearp. Yes, it was, sir.

The CHAIRMAN. So you were one of four or five that patient
would see in a week’s time?

Ms. BEARD. It was far more than four or five.

The CualRMAN. It was more than that?

Ms. Bearp. Far more. A parade of strangers in and out of their
lives. Normally, in the run of a 7-day, 24-hour-a-day period, there
may be 15 different nurses sent on a case who know absolutely
nothing about the situation and depend entirely on the preceding
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nurse for a very brief and usually inadequate orientation to the
case. .

One afternoon, I was relieved by a nurse who was clearly inebri-
ated or under the influence of drugs. She was incoherent, could not
concentrate, and had a very glazed look on her face. I called the
agency and reported her. They did nothing about it, and she was
sent back the following day, and in my opinion would probably
have continued to be sent back except that the family called and
refused to have her back.

There were many incidents of nurses that did not show up, who
didn’t call, didn’t report that they would not be coming.

The CHalrMAN. Is this all on this one patient?

Ms. Bearp. No.

The Cuarman. This is your experience.

Ms. Bearo. This patient and many other patients. Yes. The same
scenario time and time again. One morning when I arrived for
work, 1 found out that the night nurse had left 2 hours previous to
my arrival. :

The CHAIRMAN. Who paid you?

Ms. Bearn. The agency.

The CHAIRMAN. Just one agency?

Ms. BEarp. Two agencies for which I worked.

The CHARMAN, You had experience with two agencies?

Ms. BeEArD. Absolutely.

The CnairMAN. Let’s see, are you from Michigan?

Ms. Bearp. No. From Virginia.

The CHAIRMAN. You're from Virginia.

Ms. Bearp. Yes.

_T}}e CHAIRMAN. So in both instances they were Virginia agen-
cies? .
Ms. BEarp. Yes, they were.

The CuairMAN. Who do you think should be in charge? Who
should correct the agency?

Ms. BEArp. Within the agency there has to be an organizational
restructuring, but I believe there should also be an independent
Government-appointed agency to assess situations.

The CHaiRMAN. Do you know who paid the agencies? Where did
the money come from that paid them?

Ms. Bearp. Well, when I was there as a visiting nurse, the main

_thrust of our patients was Medicare and a few Medicaid patients.
The private duty sector was paid primarily by private insurance.

The CHAIRMAN. By private insurance.

Ms. Bearb. I believe so, yes.

The CHAIRMAN. Well, it's the same agency that handles a variety
of patients, and so the payments to cover all that comes from a va-
riety of sources; is that right?

Ms. Brarp. A variety of sources, including the patients them-
selves when their insurance benefits expire. In fact, there was a sit-
uation in which the agency refused to provide care for a patient
with muscular dystrophy who had a tracheotomy and was on a
ventilator, until the wife arrived a week in advance with a check to
pay for the following week’s care. If they did not arrive with the
check, they did not get the care. :
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The CHAIRMAN. You worked for two different agencies, and nei-
ther one had a training program or an indoctrination type of pro-
gram?

Ms. Bearp. Oh, absolutely not. No screening whatsoever.

The Cnairman. No screening?

Ms. Bearp. No. One of my first cases with one of the agencies
was a ventilator patient who had Lou Gehrig’s disease, also Alzhei-
mer’s disease, I had never had any ventilator training.

The Cuamrman. You were assigned to do that?

Ms. Bearp. In fact to this day I still had no formal ventilator
training and I have been taking care of—ventilator training and I
have been taking care of——

The CHAIRMAN. Is there any preliminary to say to you, “Mrs.
Beard, we are going to send you out, and you're going to take care
of a patient who needs a respirator”? Isn’t there any kind of——

Ms. Bearp. Orientation?

The CHAIRMAN. Orientation or the simple question, “Are you up
to it? Have you had experience?”’

Ms. Brarp. No.

The CHairMAN. There was none?

Ms. Bearbp. No.

The CHAIRMAN. None at all?

Ms. Bearp. - The only training that one would get would be the
training insisted on by the family because—I presume—the agency
would have to pay the nurse for the time that she is in training,
which is not cost effective. So they don’t train the nurse. Insurance
companies do not reimburse the agencies for time in training and
care orientation.

The CHaIrRMAN. Do you think that’s it?

Ms. Bearp. I do.

The CrairMAN. In other words, it’s only for time on the job that
the agency receives some money?

Ms. Bearp. Precisely.

The CruairmaN. How much did you get per hour?

Ms. Bearp. $12,

The CHAIRMAN. $127

Ms. Bearp. $10 if it were not a ventilator case; $11 if it were.
And in one case I was offered $12 an hour in the same case where
the insurance company was being billed $45 an hour.

The CrairRMAN. $45?

Ms. Bearn. Yes, that’s correct.

The CHAIRMAN. There is a little margin in there.

Ms. BEarD. Somewhat.

The CuarMAN. $12 to $45, $33 an hour.

Ms. BEarbp. Yes.

The CuairMaN. All right.

STATEMENT OF BARBARA LUTTON, REGISTERED NURSE, FROM
THE STATE OF MICHIGAN

The CrairMAN. Ms. Lutton, have you had similar experience?
Ms. Lurron. I have had some similar experiences.
The CHAIRMAN. Can you draw that microphone close to you?
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Ms. Lurron. I am listed as an in-home health provider, and that
is a little off of what I really do. I am employed by the Area
Agency on Aging in southwestern Michigan, and I am a case man-
agement supervisor, in that I go into the homes of older people who
are at risk of nursing home placement, and do an assessment and
arrange services that would allow them to stay at home.

The services that are needed are a full range of services, and in
that we then broker those services from the different agencies in
our area and then monitor the care that is given by these agencies.

have seen similar incidents as what you have already heard
about. We had one particular case where we had a client who had
a severe statis ulcer on her ankle, and after some weeks of having
the nurse in there on a daily basis to change dressings, the case
manager went out herself to look at the situation, and saw that the
ulcer, instead of getting better, had increased in size and was much
deeper than it had been previously.

In looking at what was done for the patient, the medication that
was being used was something that would actually have made the
ulcer worse because of the condition of it. The doctor had not been
fully notified of what was going on. At the insistence of the case
ncllanager, the doctor was informed and a change in care was initiat-
ed.

We have seen similar different kinds of problems of what you
have already heard about. We were called into one particular case
where a home health agency had been involved for a period of 8
months, and when getting there, the home health agency had
gotten the Medicare denial the week before, and so even though
they had already received over $12,000 in payment for their nurs-
ing and nurse’s aide visits, they had refused Lo even make one
more visit. And at that point the man had developed a respiratory
infection, but because Medicare had pulled out, they wouldn’t con-
tinue even until we were able to get out there.

What they had been doing for all those months that they were
getting paid for was very difficult for us to see. The initial diagno-
sis that the patient was being treated under had been cleared up
many months before, but as long as these agencies can continue
documenting anything, they will stay in the cases.

The CuairMaAN. Ms. Lutton, had you seen that patient prior to
the instigation or the hiring of that agency to provide the home
health care?

Ms. Lurron. No, we hadn't.

The Crairman. Would that have been normal for you to have
seen that patient, though?

Ms. Lutron. Well, in a lot of cases we do see the patient first.
You know, that's what the ideal situation is for us to set up the
services at home when the patient leaves the hospital and arrange
those services. We would go in and look at what was actually
needed for the patient and broker those services from the agency.
We would set up the frequency of the visits, and then we would
monitor those visits. Also, when it was appropriate for the nurse to
no longer be involved, we would cancel the services.

The Ciaikman. Well, in that case, you hadn'’t seen the patient.
But Medicare—was it Medicare?

Ms. LurtoN. Medicare.
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The CHalrRMAN. Medicare was involved. In other words, how
many Medicare patients like this, home health care patients, do
you actually see? What percentage in—did you say—southwestern
Michigan?

Ms. Lurron. Southwestern Michigan. Yes. The clients we see are
all oggr the age of 60. The average age of our clients is between 80
and 82.

The CnamrManN. Yes, but what percentage do you see before
something is established by an agency to take care of the need?

Ms. LutroN. When we initially started the program, 70 percent
of our referrals were that type of referral. But the numbers have
decreased down to around 30 percent due to the fact that the local
hospital now has formed a home health agency and they refer di-
rection to their home health agency, and the home health agency
then provides all the Medicare services to the full extent that they
can, and then they sometimes refer them to us at a later time.

The CnairmMaN. Well, then you are really seeing only a very
small portion of them now, less than a third.

Ms. Lurron. Yes. Yes. But even in the cases I have seen—and 1
think I would be remiss in not mentioning the fact that all home
care is not a nightmare.

The CnairmaN. Oh, we understand. The cases we have seen
today, thank God, while occurring all too often, are not the run-of-
the-mill cases, are they?

Ms. Lurron. No, they’re not the run-of-the-mill. But they do
occur, you know, all too often.

One of the other problems that is very frequent is overserving
and inappropriate service. We see cases where home health agen-
cies feel that what is needed in particular cases is what is available
in their agency and what is most profitable to them. I can think of
one particular case where I went in after the fact again and found
that a man had had a massive CDA that was very disabling, had
had no follow-up physical therapy in the home. I didn’t understand
why. In fact, I thought perhaps his wife, who was elderly, might
even be confused about what they had received.

I called the home health agency and the home health agency in-
formed me that they didn’t have physical therapists that went to
thatdparticular area, so they gave him occupational therapy in-
stead. ’

The CHaIRMAN. Are you telling me, Ms. Lutton, that this occurs
very often, infrequently, or what?

Ms. Lurron. As far as Medicare, serving for Medicare inappro-
priately, I would say that occurs very, very often, yes.

The CrarMaN. Like half of the time? :

Ms. Lutron. I was talking to Cathy before this meeting and she
had a couple of stories that she was telling that would further il-
lustrate what happens. But you know, I was told by an R.N. from
my area, you know, ideally what should happen in these cases is
the nurse goes to the home when the patient is discharged. She
looks at the situation and decides in consultation with the doctor
what the frequency of her visits should be there. C

Well, she was telling me that before she ever visits the patient,
the administrative R.N. tells her how often she is going to be there
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by the maximum that Medicare will reimburse. This is the usual
operating procedure. It isn't something unusual.

The CHaIRMAN. In other words, the dollar comes first and the
dollar comes through Medicare.

Ms. Lurron. That'’s right, they're gone.

The CHAIRMAN. And when the dollars run out, “To hell with the
patient”?

Ms. Lurron. Yes. And in those cases, then sometimes they get
referred to us and we do have some money under the Older Ameri-
cans Act that we can provide a certain amount of services. But the
ideal is for us to be able to look at the picture before the nurse
ever gets there and set up how often they should be going in.

We have two, we're down to two agencies in the area where we
are now, and those two agencies are both telling us now—well, one
particular case here a while back, I needed to have blood drawn
and there wasn’t a mobile lab to draw blood in that area. So I had
to call the home health agency to come out to draw the blood.

;{;he CHaIrRMAN. Now, this is the agency that is run by the hospi-
tal’

Ms. LurroN. This particular one was not, no.

The CHAIrRMAN. All right. This is the separate one.

Ms. Lurron. Yes.

The CHAIRMAN. All right.

Ms. Lurron. But all of the agencies will tell you they cannot
make a one-time visit. So if they come out to draw blood, they then
have to make multiple visits. And so to do that, some type of moni-
toring, teaching, something is fabricated to allow continued Medi-
carc payments.

The CuairMaN. So you have got two agencies that you are talk-
ing about. One is a private agency; is that right?

Ms. Lurron. We have two agencies in our area now. Previously
we had many. Our program has been in existence for 4 years, but
because of the fact that the hospital now has their own home
health agency, all of their cases are funneled to their own agency.

The CHAlrRMAN. Well, is that a good agency?

Ms. Lurron. It's just like all the other agencies. You know, I am
not here to say bad things about that agency.

The CHairMAN. What do you mean you're not here to say bad
things? You are telling us bad things about them. Now I am trying
to separate out which agency is bad. Are they both bad? Is the one
from the hospital a good agency or not?

Ms. Lurron. The two agencies that are left in our area, I consid-
er them both to be adequate agencies. They are typical agencies.

The Cuairman. Well, is that good or bad?

Ms. Lutron. All agencies have good and bad.

The CHairMaN. Good and bad.

Ms. Lurron. Right. You know, I have seen much very good pro-
fessional care; I have also seen some incidences of poor-quality
care. I have seen nurse’s aides that don't show up and don’t bother
to call. You know, when you get one to two baths a week, your
nurse’s aide not showing up is a big deal. You know, these family
members that you have heard talk about what they go through to
try to take care of their family, the family members depend upon
that homemaker. They depend upon that home health aide being
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there on specific days. There are supposed to be days when some-
one else is there when they don’t have to.

The CHAIRMAN. Ms. Lutton, you only look at 30 percent of the
Fatients who need home care. That means the other 70 percent are
ooked at by somebody else. Two agencies are involved. One is run
by a hospital. You are telling me that there is good and bad in both
of these agencies, including the one that is run by the hospital.

Who is in charge of all this? You are not in charge. You only see
30 percent of them. Is there anybody in charge?

Ms. Lurron. The monitoring of what is going on in these agen-
cies is between the administrators of the agencies and their con-
sciences. :

The CHAIRMAN. And their consciences. In other words, the ad-
ministrator of the home health care agency is in charge, and
nobody checks.

Ms. Lurron. Not as far as I know.

The CuairmaN. All right.

Ms. Lutton. I really don’t know of any other.

The CHalRMAN. There is no procedure where, in your area,
southwest Michigan, where you look at any home health care
agency after it is in place? You see 30 percent of them before they
are in place. Do you ever see any of them after it has been set up?

Ms. LuTtron. Sometimes yes. We go in after the fact many times.

The CuarMaN. Well, what triggers that?

Ms. Lurron. Usually, when the Medicare money is gone.

The CnairmaN. Oh. The money has run out, and somebody has
to fill the gap.

Ms. Lurron. Yes.

The CHAIRMAN. Has to come in and provide the care.

Ms. LutToNn. Yes.

The ChairMaN. Can a patient, if they are capable, call somebody
to say, “I am just not getting along. I am not getting the right kind
of care. I am just not making it"”’? Is there anybody to call?

Ms. Lurron. Not that I know of.

The CHairMaN. Could the family call somebody? Maybe they
have more time for the telephone or handle the telephone better.
Could the family call somebody?

Ms. LutroN. There is no one that I know of.

The CuairMAN. Thank you. That is a sad situation.

Senator Burdick, do you have any questions?

Senator Burbick. I have one or two, Mr. Chairman.

Welcome to the committee.

Ms. LurroN. Thank you.

Senator Burpick. I presume I will address this question to both
of you since you are together, or singly, whatever way you want.

We currently have a nursing shortage in many areas of North
Dakota, and primarily in acute-care settings. Are you finding that
adequate numbers of nurses are pursuing home health as an area
of practice?

Ms. BEARD. You said adequate numbers?

Senator Burbick. Yes, that’s the word, “‘adequate.”

Ms. Bearb. I believe that a great many of the people who pursue
the home health aspect are nurses who have become disenchanted
by the profession, professional burnout, nurses who are transients,
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nurses whose first priority is family and homemaking, and who
choose to make a minimal commitment to health care.

Hospitals require tremendous dedication and a lot of time, not to
mention weekends, night shifts, and so forth. The appeal of home
health care is that nurses are recruited on the promise that they
can work whatever shift whatever day they want. They interpret
that as, in my view and from my experience, meaning that there is
an army of nurses standing in the wings ready to go in and take
the shift that they have decided they don’t really want.

In other words, they make a commitment to work a shift, and for
whatever reason, they don’t show up. There is an attitude/respon-
sibility problem on the part of registered nurses, a serious lack of
commitment to giving %ood, adequate care. And I think that is why
nurses are deserting the ranks of the hospital, which have much
more stringent controls, to work in the homes, where they can do
their own thing without supervision.

There is no supervision. There is an occasional supervisor who
drops by, possibly once every 2 to 3 weeks, asking how it’s going.
You say, “fine.” The supervisor leaves some time slips, and is gone.

Senator Burpick. Then, in answer to my question, there are ade-
quate numbers?

Ms. BEARD. Yes.

Senator Burpick. But not adequate in the way it's managed?

Ms. BeEarp. Correct.

Senator Burbick. Is that correct?

Ms. Bearp. Correct.

Ms. Lurron. I have no answer for that. I really don’t know if the
home health agencies in our area are having problems recruiting
enough nurses or not, Senator Burdick.

Senator Burbpick. There have been many major changes in the
health care system resulting in many elderly patients being dis-
charged from the hospitals to their homes, “quicker and sicker.”
What do you think are the major impediments to providing high-
quality care in the home setting? Either one or both of you may
respond.

Ms. Lurron. Well, the only solution that I can possibly see is
some type of monitoring device that is put in place, and this has
got to be someone that is actually in the home, someone that has
no financial gain as far as what services are recommended and
what services are set up, and someone that has control over what
is reimbursed and what is not reimbursed.

It seems like a strange system to me right now that has a shop-
keeper deciding what quantity and what quality of merchandise his
customer needs, and that is what is happening in the health care
system now.

Senator Burpick. Well, you are really referring to the supervi-
sion, general management. Is that what you are saying?

Ms. Lurron. Yes.

Senator Burbick. It is lacking.

Ms. Lurron. Yes. | am saying that someone has to go in and look
at those cases and tell the home health agencies what is needed.
Someone has to go back and monitor that what was ordered is in
ﬁlace, and someone has to follow those cases as long as the home

ealth agencies are involved, and it needs to be someone independ-
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ent of the home health agencies, that has no financial gain in de-
ciding that a nurse is needed every day or a nurse is needed only
once a week or a physical therapist is needed by this patient.

We had some cases in another county where we had opened
them to maintenance services with money under the Older Ameri-
cans Act to homemakers and home health aides, but we purchased
those services through one of the agencies in that county. Repeat-
edly, they would call and say that they thought that they could put
a nurse in there for us. It wasn't that this patient has had some-
thing acute come up that needs a nurse, it’s something, “We think
we can justify a nurse.” Repeatedly, we were arguing with them
about adding services that really were not needed.

Senator Burpick. Now, you testified that there should be some-
one to do these things. Who is that someone?

Ms. LurroN. Well, the area agencies on aging now—not all of
them, but a large number of them—do have care management pro-
grams such as ours. This is what we have tried to do in the area in
our area. But we have worked on a cooperative basis, and some-
times if you try to limit the amount of service that a health care
provider is sending in there, the cooperation gets rather thin.

Then there are cases, too, when we need to be able to assure that
provider that you will, yes, get paid for this. In the case of a situa-
tion where the health care providers are all telling us they can’t go
in because they are not going to get paid for just one visit, I have
to go for 2 weeks, three times a week. We need to have the right to
say, “You will get paid for this one visit. Come make the one visit.
That is all that is needed.”

Senator Burbick. Ms. Beard, do you have anything to say about
this subject? '

Ms. Brarn. [ also believe that there needs to be an independent
monitoring agency. We need to legislate for minimum standards
within the home health care industry, ongoing training, updating
of skills for nurses, matching nurses’ skills with patient needs, case
orientation, and the basic screening of nurses, testing for skills,
with a fulltime field supervisor whaose primary function it would
be to monitor home cases.

Senator Burpick. Well, this full-time field supervisor, who would
they be responsible to and who would provide for them?

Ms. Bearp. I believe that it would be the responsibility of the
agency to employ the field supervisor who would be overseen, per-
haps, by an independent agency in addition to his or her private,
for-profit agency. But there does need to be an independent over-
seer.

It is a large, profit-making industry, which hires nurses who
have “R.N.” behind their names, that being all this industry is con-
cerned with is profit.

Senator Burpick. Well, the question I have asked both of you
witnesses this morning falls under one category. There seems to be
a lack of supervision.

Ms. Bearp. True.

Senator Burnick. Thank you, Mr. Chairman.

The CHAIRMAN. Thank you, Senator.

I am going to make an assumption, and if I am wrong, please
correct me. What you are saying is that somebody ought to be in
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charge, and it either has to be the Federal Government or the
State Government. We have heard from five different States today
that were not in charge——

Ms. BeEArD. Right.

The CHAIRMAN [continuing]. And obviously the Federal Govern-
ment is not in charge. Now, can you just tell me yes or no: Do you
believe it ought to be State Government or Federal Government?
You can’t say yes or no to that, but just say State or Federal. Do
you believe it ought to be State Government?

Ms. Bearp. I believe it should be—no.

The CHAIRMAN. What should it be?

Ms. Bearp. Federal.

The CHAIRMAN. Federal.

Ms. Lurron. I believe that is the only way it would be uniform
for it to be—it has to be the same everywhere, the same type of
monitoring. So I guess I would have to say it would be Federal.

The CHamrMAN. All right. I guess we can’t shirk our duty here.
We are the Federal Government in this room and throughout all
this surrounding area here on Capitol Hill. I think you are right,
Ms. Lutton, it has got to be uniform between the States, and so I
guess the responsibility starts with the Federal Government.

I want to thank both of you for your testimony. We are going to
hear from the Administration, the Executive Branch of the Federal
Government, as our next witnesses.

Thank you both very much for providing us your own experience
and your own obviously professional opinion on these matters.

To testify for the Administration is the Deputy Commissioner on
Aging, Administration on Aging, Mr. Charles Wells; and the Asso-
ciate Administrator for Operations in the Health Care Financing
Administration, Mr. Louis B. Hays.

Let's see, Mr. Wells, would you swing a little bit over to the
center? Good. Thank you.

I believe we will hear from you first, and please summarize as
rapidly as you can.

STATEMENT OF CHARLES WELLS, DEPUTY COMMISSIONER ON
AGING, ADMINISTRATION ON AGING

Mr. WeLLs. Good morning, Mr. Chairman. I am pleased to have
the opportunity to discuss the Older Americans Act and the role
which the Administration on Aging is playing in providing home
care services to America’s elderly citizens. '

The Administration on Aging is proud of the contributions made
by the national network of State and area agencies on aging to im-
prove the quality of life for all older Americans. The programs sup-
ported under the act are meeting a number of social, nutrition, and
health-related needs of older Americans. In particular, State and
area agencies on aging are addressing the needs of large numbers
of vulnerable older Americans who are in need of home care serv-
ices. These agencies have made great strides in enabling older
Americans to remain independent as long as possible.

More than 149 million congregate meals were provided for older
persons and their spouses. Another 79.8 million meals were provid-
ed to homebound elderly. Supportive services were provided to
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more than 9 million older Americans in the broad categories of
access, in-home, and legal services. And finally, a wide range of
services, many of them in-home services, were also provided to el-
derly Indians under Title VI of the act.

The Administration on Aging has also provided support for a
range of research, demonstration, and training activities focused on
home care for the vulnerable elderly. This effort includes a large
number of projects designed to help families and other persons who
care for the frail and impaired elderly in their homes and commu-
nities. For example, 22 demonstration projects are developing
model Statewide and local dissemination campaigns to inform and
educate caregivers about the most effective way to carry out their
difficult tasks.

Eleven demonstration awards are now widely disseminating
knowledge about elder abuse and demonstrating Statewide efforts
to prevent and treat this problem. Fifteen demonstration awards
are drawing special attention to the needs of Alzheimer’s patients
and their family members and caregivers, focusing on respite care
models, family support groups, caregiver training, and improved
family-based care.

Finally, we have devoted major resources and energies to devel-
oping responsive community systems for older persons. In 16 model
projects we are addressing such important topics as guardianship,
post-hospital care, mental health, and community-based care.

The Administration on Aging has also developed a generic care-
giver booklet designed to provide information to informal care-
givers to vulnerable older people, particularly caregivers and con-
cerned relatives who may live in different parts of the country
than the older person. This tool enables them to access services in
geographically distant locations. We have been successful in work-
ing with a number of private-sector groups to reproduce and dis-
tribute this guide to their employees, their customers, and the
public at large.

The Administration on Aging is also very much committed to the
quality of services that are provided to older persons and their fam-
ilies. However, we do recognize that quality assurance for in-home
and supportive services involves many complex issues. Under our
programs, States are provided considerable flexibility in determin-
ing which services are to be made available, how service delivery
should be organized, to whom services should be provided, and how
quality should be maintained.

Given the wide range of social services and the variation among
States and communities and the availability, organization, and de-
livery of services, we feel that State and local entities are the most
important locus for setting standards and monitoring provider per-
formance. We have demonstrated our commitment to the issue of
quality in home care by funding the American Bar Association
project which resulted in the report “The Black Box of Home Care
Quality.” This report, widely disseminated to State agencies on
aging and others, has focused needed attention on this important
topic.

The Administration on Aging is helping build on this knowledge
base by working to assist State and area agencies to improve the
quality of home care for older persons funded under the Older
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Americans Act. In this regard, we are supporting a project with the
Ohio Department of Aging to design, implement, and evaluate a
model quality assurance program for in-home services for older
people. qUnder this effort, quality assurance standards will be de-
signed for such services as homemaker, home health, personal care,
home meals, and case management, and will address quality in
terms of structure, process, and outcomes.

A second demonstration project being carried out for the Clacka-
mas County, Oregon, area agency on aging will replicate and test a
local-State quality assessment program. Upon the completion of
these projects, the Administration on Aging will assure widespread
dissemination of these standards and encourage and assist State
agencies in their implementation.

Title IV education and training projects provide support for
career preparation of health and social service professionals as well
as continuing education, training, and staff development for profes-
sionals and paraprofessionals who work with the elderly. By in-
creasing the competencies of these personnel, a higher degree of
quality care for the elderly can be provided in a variety of settings:
l}:ospitals, nursing homes, boarding care facilities, and in their own

omes.

The Administration on Aging has provided support for a number
of training projects specifically focused on quality in-home services,
including paraprofessional training for providers of home care serv-
ices in rural Virginia, training for rural service providers and
family caregivers of homebound elderly at Atlanta University, and
continuing education at New Mexico State University to increase
the knowledge and skills of home health aides as well as managers
and supervisors of home health agencies.

In addition, Mr. Chairman, the Administration draft bill for the
reauthorization of the Older Americans Act includes provisions
that we believe will strengthen the Act in helping to assure the
provision of quality care to those elderly in greatest need. These
provisions include increased emphasis on services for older persons
threatened with loss of independence who are residing at home, in
hospitals, or in long-term care facilities.

A second point is waivers for innovative community program-
ming and fees for services to generate new resources and the op-
portunity to expand the transfer of supportive and nutrition serv-
ices funds.

Through these and other activities, the Administration on Aging
is committed to continue to support State and area agencies on
aging in assisting vulnerable and frail older persons find appropri-
ate help and maintain their independence. We will continue to
work toward developing and refining community service systems in
which all of the pieces support the whole, where all of the players
are aware of and support each other. These efforts will focus on
strengthening the roles of State and area agencies on aging as sys-
tems builders, catalysts, information referral centers, and brokers
services.

The Administration on Aging will continue tc place emphasis on
activities such as in-home services and to support State and area
agencies on aging in building responsive systems of home-based
care. In this regard, we will also assist State and area agencies to
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become more involved in the development of in-home quality assur-
ance standards. We believe such standards are important and
needed. In this regard, we believe that such standards must ad-
dress the sensitivities of individual States and communities and
can best be determined by each State in addressing its own special
needs related to home care.

I want to thank you, Senator Melcher, for the opportunity to
share some of the important accomplishments of the Older Ameri-
cans Act, especially concerning in-home care and services for the
vulnerable elderly. We thank you for your support of programs for
the Nation’s elderly citizens and their families. This Administra-
tion is deeply committed to improving the quality of life with qual-
ity services for all older Americans.

Thank you.

[The prepared statement of Mr. Wells follows:]
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STATEMENT BY
CHARLES MELLS

DEPUTY COMMISSIONER ON AGING

HiNG, SENATOR MELCHER AND MEMBERS OF THE SPECIAL

O AGING. 1 AM PLEASED TO HAVLC THE OPPORTUNITY TC

DISCUSS WiTH YOU TODAY THE OLDER AMERICANS ACH AND IHE ROLE

WHICH THE ADMINISTRATION ON AGING (AOA) IS PLAYING 1N PROVIDING
£ CARE SERVICES TO AMERICA'S ELDERLY CITIZENS. 1 CAN ASSURE

YOU OF QUR COMMITMERT IN PROVIDING QUALITY HOMC CARC SCRVICCS

T0 YHUSt OLDER PERSONS IN GREATEST NEED IR OUR SOCIETY.

THE CLDER AMERICANS ACT (CAA) PASSED BY THE CONGRESS HEARLY 22
YEARS AGO IS AN IMPORIANI PIECE OF LEGISLATION THAT HAS BEEHN
EHORMOUSLY SUCCESSFUL IN SERVING THIS NATION'S RAPIDLY GROWING
OLDER POPULATICN. [N 1965, THE APPROPRIATION LEVEL WAS ONLY
$7.5 BILLION. 1 FY 1887, THE CLDER AMERICANS ACI

ATI

PADL BY ITHZ HATIONAL HETHWORK OF STATE AND AREA AGENCIES ON
AGING TO [MPROVE THE QUALITY OF LIFE FOR OLDER AMERICANS WITH
BOTH THF SUPPORTIVE AND HUTRITION SERVICFS AUTHORIZED BY THE

LDCR AMCRICARS ALT.

W2 SeLIEVE THAT HELPLGG OLDER PERSOUS TO REMAIN IHDEPENDENT
CAl BF ACHITVED BEST THROUGH WORKING WITH STATE AND AREA

AGERTIES TO BUILD LOCAL SYSTLMS WHICH ARt HiGHLY VISIBLE.
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EASILY ACCESSIBLE 10 OLDER PERSONS, AND RESPONSIVE TC THE NEEDS
OF OLDER AMERICANS. PARTICULARLY THE MOST VULNERABLE.

COMMUNITY SYSTENS MUST ALSO BE TAILORED T0 MEET THE HEEDS AHD
SPECIAL CIRCUMSTANCES oOF INDIVIDUAL COMMURITIFS. THESE
SYSTEMS. TO BE SUCCESSFUL. HAVE TO BE SUPPCRTLD BY A WIDT RANGE
OF PUBLIC. PRIVATE, VOLUNTARY, AND RELIGIOUS ORGANIZAIIONS AS
WELL AS BY DEDICATED IMDIVIDUALS.

WE ARE COHTINUING TO WORK TOWARD DEVELOPING ARD REFINING
SYSTEMS If WHICH ALL OF THE PIECES SUPPORT THE WHOLE, WHERE ALL
OF TiE PLAYERS ARE AWARE OF AND SUPPORT EACH CTHER. THESE
EFFORTS WILL FOCUS Of STREMGTHERING THE ROLES OF STATL AND AREA

AGENCIES OH AGING AS CATALYSTS. INFORMATION AND REFERRAL
CENTERS, AHD AS BROKERS OF SERVILES.

b
W

AQA BEGINS THE THIRD DECADE OF ADMINI
UKDERTAKING A CRITICAL EXAMINATION OF HO
ACCOMPLISHED BUT ALSO WHAT REMAINS TO BE DOHE. WE HUST OPERATE

WITHIN THE FRAMEWORK OF THE
ELDIRLY, WHILE STILL ENSURING THAT THE HATI
o '

© oraiTiN
5 Lo

TUDERLY PERSON

10 REMALl

THO CRITICAL [SSUES ARE EMERGING WHICH NECESSITATE AN INTENSIVE
EAAMIHATION AND REASSESSHMENT OF ACA PROGRAIFIATIC AND
DISCRETIONARY PRIORITIES HOW AND IN THE YEARS AHEAD, ONE
CHALLENGE, Or COURSE. IS THE RAPID GROWTH OF THE ELDERLY
POPULATION. BETWEEN 1980 - 2000, THE POPULATION AGE 60 AND
QVER IS EXPFCTED TO INCREASE APPROXIMATELY 27 PFRCFNT AND BY
THE YEAR 200C TC REPRESENT 17 PLRCENT OF THE TCTAL U.S.
POPULATION. WHILE CURRENTLY THE ELDERLY REPReSENT 1 IN EVERY 3
AMERICANS, THIS FIGURE MAY CLIM3 TO OHE 1IN FOUR PERSONS BY THE
YEAR 2030 -- NEARLY 82 MILLION QLDER PERSONS, ADDITIONALLY. I
1985, ABOUT ONE-THIRD OF THE ELDERLY POPULATION WERE BEIWCEN
THE AGES OF 55 AND 59. ANOTHER 27 PERCENT WERE BETWEEN 70 AND
74: AND HEARLY 1 IN 10 WERE 85 AND OLDEXK. THIS "GRAYING” OF
AMERICAH SOCIETY WILL HAVE A SIGNIFICANT [MPACT UPON EVERY
FMAJOR SOTIAL INSTLIUTION -- PARTICULARLY S5QCIAL SERVICES -- 1IN
THE DECADES AHEAD.
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& SECOND MAJOR CHALLERGE WILL BE TO FOCUS OUR INCREASINGLY
SCARCE PUBLIC RESOURCES ON THOSE OLDER PERSONS MOSI IN NEED OF
ASSISTANCE, FREQUENTLY. THESE PERSONS -- THE MOST VULNERABLE
-- ARE WOMCH. MINORITICS. LOW INCOME PERSONS, AND THE VERY QLD.

THE TITLE II1 PROGRAM HAS EVOLVED FROM A PROGRAM OF RELATIVELY
SHMALL COMMUNITY SERVICE PROJECTS FOR QUDER PERSQHS INTC A
COMPLEX AND HIGHLY DIFFERENTIATED "NATIONAL NETWORK ON AGING”
CURRENTLY COHSISTING OF 57 STATE AGENCIES AND APPROXIMATELY 670
AREA AGENCIES ON AGING (AAAY AND MORE THAN 25,000 LOCAL
HUTRITION AHD SUPPORTIVE SERVICE PROVIDERS.

THREE SEPARATE TITLE [}l ALLOCATIONS ARE MADE TO THE STATES FOR
(1) SUPPORTIVE SFRVICES AND SENIOR CENTLR OPERATIONS: (2)
CONGREGATE NUTRITION StRVICES: AND {(3) HOME-DELIVERED MEALS.

EACH STATE MAKES ANARDS TQ THE AREA AGENCIES, BASED UPON IHEIR
APPROVED AREA PLANS, TO PAY UP TO 85 PERCENT OF THE COSTS OF
SUPPORTIVE SERVICES AND SENIOR CENTERS AND FOR NUTRITION
SERVICES, IN MOST CASES, AREA AGENCIES THEN ARRANGE WITH
PUBLIC, NONPROFIT. AND/OR PROPRIETARY SERVICE PROVIDERS TO
DELIVER NUTRITION AND CTHER SERVICES DESCRIBED I THE AREA
PLAN. ARCA AGENCIES MONITOR THESE SERVICES., PLAN FOR FUTURE
NEEDS AND SERVE AS ADVOCATES AND LEADERS ON BEHALF OF ALL CLDER
PERSONS IH THETIR PLANNING AND SCRVICE AREA.

WE ARE CONVINCED THAT THE SERVICES AND PROGRAMS SUPPORTED uNDCR
TITLE 111 ARE MEETING IMPORTANT SOCIAL., NUTRITION, AND
HEALTH-RELATED HCCDS OF OLDER AMERICANS, IN PARTICULAR, THERE
ELDERLY PERSONS WHO HAVE SPECIAL SOCIAL AHD ECONOMIC NEEDS
BENMEFIT SUBSTANTIALLY FROM OLDER AMERICANS ACT PROGRAMS,

{T IS TO THESE PECPLE THAT QUR PROGRAMS MUST ALWAYS REACH QUT

THIS MANDATE 1S AND HAS BEEN EMPHASIZED I CUR COMMITMENT TO
TARGET RESOURCES TO THOSE OLDER PERSONS It THE GREATCST SOCIA
AND ECONOMIC HEED AND TO THOSL MOST IN DANGER OF LOSING THEIR
INDEPENDENCE .

BOTH AQA AND THE AGING NETWORK RECOGHIZL AND ARE ADURESSING --
THROUGH THE PROGRAMS, SERVICES. AND SPECIAL PROJECTS SUPPORTED
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UNDER THE OAA -- THE NEEDS OF LARGE NUMBERS OF ELDERLY
AMERICANS WHO ARE [N NCED OF HOME CARE SERVICES, ALTHOUGH MOST
ELDERLY PERSONS ARE IN GOOD HEALTH AND ABLE TO LIVE
HDEPENMDENTLY, A SIGHIFICANT NUMBER ARE IN NCLD OF SUPPORTIVE
AiD LOHG-TERM CARE SERVICES.

HE NEED FOR HOME CARE SERVICES

THE 1982 NATIONAL LOWG-TERM CARE SURVEY PROVIDES A BASIS FOR
ESTIMATING THAT IN 1985 APPROXIMATELY 4.5 MILLION (OR 13.9
PERCENT) PERSCHS AGE 65 AND OLDER WHO WERE LIVING IN THE
COMMURITY WERE ALSO IN NLCD OF SO HELP WITH THE ACTIVITIES OF
DAILY LIVIRG OR INSIRUMENTAL ACTIVITIES OF DAILY LIVING --
SUCH AS. MANAGING MOMEY, MOVING ABOUT OQUTDOORS. SHOPPING., DOING
HEAVY HOUSEWORK, PREPARING MEALS. TAKING MCDICATION. ACCORDING
TO THE SURVEY. ABOUT 3.5 PCRUENT OF THE TOTAL ELDERLY
POPULATION LIVING IN THE COMIUNITY HAD SEVERE LIMITATIONS,

THE HEED FOR ASSISTANCE ALSO WAS FOUND T THCREASE WITH AGE.
THE SURVLY FOUND THAT 12.6 PERCENT OF PERSONS AGED 85 - 74
REEDED ASSISTANCE WITH PERSONAL CARE ACTIVITIES buE TO CHRONIL
ILLNESS. WHEREAS 45.8 PERCENT OF INDIVIDUALS 85 OR OLDER NEEDED
ASSISTANCE.

AS THE COMMITTEE IS AWARE, THE MAJOR PROGRAMS PROVIDING
VULNERABLE PERSONS WITH HOME-HEALTH CARE ARE MCDICARE AlD
HFDICAID.  [N-HOME SOCIAL AND SUPPORTIVC SERVICES. INCLUDING
WTRITION. ARE PROVIDED THROUGH THE SOCIAL SERVICES BiOCK GRART
(S586). THE OLDER AMERICANS ACT. AND UNDER TWO PROVISIONS OF
THE MEDICAID PROGRAM: THE HOME AND COMMUNITY-BASED WAIVER AND
THE PERSONAL CARE SERVICES OPTION. 1IN ADDITION. MANY PRIVATE
AND STATE AHD LOCAL PROGRAMS ALSO PROVIDE NEEDED HOME SERVICES.

"

SERYICES PROVIDED UNDER TITLE ii]

THE AOA IS VERY PROUD OF THE CONTRIBUTIONS THAT THE TITLE T
PROGRAM HAS MADE TO IMPROVE THE QUALITY OF LIFC FOR OLDER
AMERICANS AND TO EHABLE OLDER PERSONS TO REMAIN INDEPENDENT FOR
A5 LOIG AS POSSIBLE.
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It FY 198G, APPROXIMATELY 149 MILLION CONGREGATE HEALS
(SFRYING 2.9 MILLION ELDERLY) WERc PROVIDED 1O OLDER
PERSOHS AND THEIR SPOUSES.

it FY 1986, 75.8 MILLION HOME-DELIVERED MEALS WERE
ROVIDED TO APPROXIMATELY 671,000 HOMEBOUND ELDERLY.

MORE NUTRITION SERVICES ARE BEING TARGETLD TO HOHC
BOUND ELDERLY FACH YEAR., 0ST STATES ARE TRANSFERRING
FUNDS OUT OF THCIR ALLOTHENTS FOR CONGREGATE MEALS AND
IHTO THEIR ALLOTMENTS FOR HOME-DELIVERLD MEALS AND
SUPPORTIVE SERVICES., I FY 1980 ALONE, $4/ MILLIOH
WAS SHIFYED FOR THIS PURPOSE. FOR SOME PERSONS, THE
FFE

UNDER TITLE 111-B OF THC OAA. THMREE BROAD CATEGORIES
RVICES ARE PROVIDED: (1) ACCESS

STRYICES (E.G. TRANSPORTATION AHD GUTREACH)

(2) [N-HOMZ SERVICES (£.5. HOUSEKEEPING, PERSOHAL

CARS, AND VISITING): AND (3) AMUNTTY ARD

HE 1GHBORHOOD SERVICES (Z.G.. LEGAL SERVICES.

RESIDCHTIAL REPAIR. AND ESCORT SZRVICES). THE

SeRVICES PROGRAM 1S CURRIHTLY SERVING Al

SUPPORTIVE 5i
TSTIMATED 8.9 MILLION OR MORE CITIZERS EACH YEAR, [H
FY

I
1985, 16,3 PERCENT OF ALL TIiLt 11i-B PROGRANM
ARTICIPANTS WERE MINORITIES AND 42.8 PERCEHT WERE LOM

TITLE VI OF THE OAA ALSO PROVIDES A WlDc RANGE OF
SUPPORTIVE A{D HUTRITION SERVICES TO ELDERLY MEMSBERS
P THE ELIGIBLE

OF InuDIAN TRIBAL ORGANIZATIONS, O
POPULATION OF ABOUT 28,500 ELDERLY. APPROXIMATELY 90

PERCENT PARTICIPATED IN RUTRITION SERVILES (30 PERCENT
OF THZSE AT HQOMEY AND 60 PERCENT RE C‘xéf“ Oz OR HORT

ITLE Iv OF THE CAA, AQA HAS PROVIDED SUPPORT FOR A
RANGE OF RESEARCH AND DEMONSTRATION PROJECTS AND ;

RAINING AHD EDUCATION A’TIV:Y}E\\FOCbSED 0N SUPPORTIVE AND'
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HOME CARE SERVICES. THESE INCLUDE A LARGE HUMBER OF PROJECTS
DESIGHED TQ HFLP FAMILIES AND OTHER PERSONS WHO CARC FOR THLC
FRAIL AND IMPAIRCD CLDCRLY IN THEIR HOMES AND COMAUNITIES:

G AS PART OF AOA'S STRATEGY TO TARSET SERVICES TO THE
VUL NFRABLE ELDERLY. THE AGENCY HAS LAUNCHID AN
INITIATIVE JO LPROVE THE CAPACITY OF CAREGIVERS WHO
PROVIDE CRITICAL ASSISTANCE TO FUNCTIONALLY IMPAIRED
OLDER PERSONS. THIS ASSISTANCE 1S BASED OH THE
RECOGNITION THAT GROWING NUMBERS OF VULNERABLE OLDER
PERSONS Il THIS COUNTRY ARE CARED FOR IN THEIR HOMES
BY FAMILY. TRIENDS, AND NEIGHBORS. AND THAT THES
CAREGIVERS OFTEN HAVE INSUFFICIENT INFORMATION,
TRAINING, AND SUPPORT TO PERFORM THEIR ROLES IH A
FULLY FFFECTIVE MANNCR. DURING FY 1986. AOA FUNDED 22
RESEARCH AND DEMONSTRATION PROJECTS, REPRESENTING A

OMMITMENT OF $2.4 MILLION., TQ DEVELOP MODEL STATEWIDE
H MINATION CAMPAIGNS TO INFORM AND

CRS ABOUT THE MOST USEFUL WAYS (F

JT THEIR DIFFICULT TASKS. THE PROJECTS WILL

TATEWIDE AND LOCAL CAMPAIGNS USING

TTLEVISION. FILM, VIDCOTAPES AND TELECOMMUNICATIONS 1N
IRHOVATIVE WAYS TO RIACH THE BROADEST POSSIBLE
AUDIENCE

o A PROJECT FUNDED BY ADA IN FY 1985 AND COHDUCTED BY
P KANSAS ESTABLISHED A HATIONAL
R AREGIVERS CALLED PARCNT CARE. THE
PROJECT EXPFCTS TO BECOME SCLF-SUFFICIENT DURING
‘1

0 AS PART OF THt CAREGIVER INITIATIVE AND AOA'S

HG-TERM CARE ACTIVITIES, AOA HAS DEVFIOPED A GERERIC
CAREGIVER BOOKLFT DESIGNED TO PROVIDE INFORMATION TO
IHFORIMAL CAREGIVERS OF VULNERABLE OLDER PEOPLE -
PARTICULARLY TO CAREGIVERS AND CONCERNED RELATIVES WHO
HAY LIVE I# A DIFFERENT PART OF THE COUNTRY THAN THC
QU DFR PERSON, WE HAVE BLLN SUCCESSFUL IH WORKING WITH
A NUMBCR OF PRIVATE SECTOR GROUPS TO HAVE THEN
REPRODUCE AND DISTRIBUTE THIS GUIDE. E.G.. LEV]
STRAUSS COMPANY (KNOXVILLE, TN), BLUL CROSS/BLUE
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SHIELD (JACKSONVILLF., Fi). AND UTAH LIGHT.ARD POWER
(IN COLLABORATION WITH THE STATE AND AREA AGENCIES ON

i

ELDERLY -- AHD THEIR FAMILIES -- RECEIVE
OTHER SERVICES WHICH WILL ENABL: IHEM |
WE ALSQ ARE VERY 1§
QUALTTY SERVICES TO EVERY CLDER PERSGH

WE DO RECOGNIZE. HOWEVER, THAT QUALITY ASSURANCZE FOR IN-HOMZ

AND SUPPORTIVE SERVICE
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SCRVICES ARE 1O Be MADE AVAILABLE: HOW SERVICE DELIVERY SHOULD
1ZED; TO wHOM SERVICES SHOULD BE PROVIDED: AND HOW
SHOULD BE MAINTAINED, GIVEN THE WIDE RANGE OF SOCIAL
SERVICES -- FROM HOME-DCUIVCRCD MCALS TO PERSONAL CARE -- AND
THE VARIATION AMONG STATES AND COMMUNITIES IN THE AVAILABILITY.
ORGAHIZATION AND DELIVERY OF SERVICES, STATE AND LOCAL FHTITIES
ARE THE MOST APPROPRIATE LOCUS FOR SETTING STAHDARDS AN
MCHITORING PROVIDER PCRFORMANCL,

THE TREMENDOUS GROWTH IN THE POPULATION RECEIVIHG FORMAL HOME
CARF SERVICES AS HELL AS THE INCREASING AMOUMT OF FEDERAL AND
STATE TAX DOLLARS SPENT ON [HESE PROGRAMS HAVE RESULTED I
EFFORTS BY THE DEPARTMENT, MANY STATES. PROFESSIONAL
ORGANIZATIONS AND OTHFRS TQ REVIEW AND UPDATE
THC QUALITY OF CARC AND TO DEVELOP NEW SIRAIEGIES F
QUALITY IN-HOME CARE SERVICES TO VULNERABLE PERSONS.

H STRATE SHOULD NOT BL
TC A RCVICW ARD REVISION OF FEDERAL AND STATE
STANDARDS. THERE ARE SEVERAL OTHER ELEMENTS WHICH ARE IMPORTANT
Y OF FORMAL HOME CARFE SERVICES. THESE
INCLUDE STAFF TRAINING: SUPERVISIOH: IWDUSTRY ACCREDITATION:
. e AND CONSUMER ADVISCRY BODIES
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RECENT STUDY COMPLETED BY THE AMERICAN BAR AS SOCIATION (ABA)
AND FUNDED It PARY BY AOA, “THE *BLACK BOX' OF HOME CARE
QUALLITY.” OUTLINED A NUMBER OF LEGAL CONTROLS AND ECONOMIC
REALITIES WHICH TRANSCEND THE FORMAL REGULATORY FRAMCUORK AND
INFLUERCE THE MATURT AND QUALITY OF HOME CARE IH S SELECTIVE
HAYS. TWO OF THESE IMPORTANT CONTROLS INCLUDE INDUSTRY
ACCREDITATION AND THE CERTIFICATL OF NEED MECHANISH. ALSG, THE
INSURANCE INDUSTRY 1S GIVING SERIOUS CONSIDERATION TO MORE
COMPREHENSIVE FORMS GF LONG-TERM CARE INSURARCE . INCLUDING THE
COVERAGE OF HOME CARE.  AS A POTENTIAL PAYOR OF HOME CARE, THL
INGURANCE INDUSTRY COLD PLAY AN IMPORTANT ROLE IN DEFINING THE
HATURE AHD QUALITY OF HOME CARE SERVICES. THE AMERICAN BAR
ASSOCIATION STUDY ALSC DEMOHSTRATES COLLABORATION UNDERWAY
BETWEEN T4E PUBLIC AND PRIVATC SECTORS IN EFFORTS T¢ IMPROVE
THE QUALITY OF HOME CARC.

A DISCUSSION OF HOME CARS SERVICES MUST ALSO RECOGNIZE THE
IHPORIANT ROLE OF THE RNON-AGENCY "INDIVIDUAL €O HTRACTOR.® Tht
HATIONAL LONG-TERYM CARL CHANHELING DEMONSTRATION, A LANDMARK
TEH-STATE EXPERIMENI SUPPORTED BY THE DEPARTHZNI -- IRCLUDI NG
ADA -- [GNFIRFED THAT HIGH QUALITY PERSCRAL CARE SERVICES CAN
BL GIVEN BY PERSONS CAREFULLY RECRUITED BY FAMILY MZMBERS
THROUGH HZWSPAPER ADS. HEIGHBORHOOD CONTACTS. AND FRIENDS.

A
PROVISIONS OF THE OAA AND ALL APPLICABLE STATE AND LOCAL LAWS
ARC PET. THUS. AREA AGENCIES ON AGING HAVE GENERAL OVERSIS
OF SERVICES THAT ARE BEING RECEIVED B GLDER PERSONS IN THEIR
HOMES WITH SPECIFIC MONITORING OF THE PERFORMANCE OF any
PROVIDER BEING FUNDED UNDER THE ACT.

UNDER ITS TITLE IV DISCRETIONARY PROGRAMS. THE ADA 1S NLLPING
TO BUILD A KNOWLEDGE BASE TQ ASSIST STATE AND AREA AGEKCIES T0
ASSURE THE QUALITY OF HOME CARE FOR OLDER PLRSONS. RESEARCH
AiiD DEMONSTRATION EFFORTS INCLUDE TiE SUPPORT OF A PROJECT BY
THE OHIO DEPARTMENT OF AGING, in CONJUNCTION WITH MIaMI
URIVERSITY, TO DESIGN. IMPLEMENT AND EVALUATE A MODEL QUALITY
ASSURAHCE PROGRAM FOR IN-HOME SERVICES FOR ELDERLY CARE
RECIPIFNTS. THE PROJECT WILL ALSO PROVIDE TRATHING AND
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GUIDANCE ON QUALITY ASSURANCE PROGRAM STANDARDS AND PRACTICES
THROUGH A HANDBOOK AND A REGIONAL CONFEREWCE IH CHID. THIS
PROJELCT 1S SCHEDULED FOR COMPLETION IN LATE 1987.

A SECOMD DEMONSTRATION PROJECT. FUNDED BY ACA IN 198 AND
TARGETED FOR COMPLETIOH AT THE EdD OF 1987, IS BEING CARRIED
OUT BY THE CLACKAMUS COUNTY (OREGON) AREA AGENCY ORK AGING WHICH
WILL REPLICATE AND TEST A LOCAL/STATL QUALITY ASSESSMENT
PROGRAM.

THD ADHINISTRATION ON AGING WILL ASSURE WIDESPREAD
DISSEMINATION OF THE RESULTS OF THESE PROJECTS AND WILL
ENCOURAGE STATES TC ADOPT THE STANDARDS. AS APPROPRIATE.

TITLE IV EDUCATION AND TRAINING PROJCCTS PROVIDE SUPPORT FOR
PREPARATION OF HEALTH AND SOCIAL SERVICE PROFESSIUNALS IR
GERIATRICS AND GERONTOLOGY AS WELL AS CONTINUING EDUCATION.
TRAINING, AND STAFF DEVELOPMENT FOR PROFESSIONALS AKD
PARAPROFESSIOHALS WHO WORK WITH THE ELDERLY. BY INCREASING THE
QUALIFICATIONS OF THESE PERSONNEL. A HIGHER DEGREE OF QUALITY
CARE FOR THE ELDERLY CAN BE PROVIDED IN WHATEVER SETTINGS OLDER
PERSONS ARE FOUND -- HOSPITALS. NURSING HOMES. BOARD AND CARE
FACILITIES, AND THEIR Ouli HOMES,

ADA ALSC HAS PROVIDED SUPPORT FOR A HUMBER OF PROJECTS
SPECIFICALLY FOCUSED ON QUALITY ASSURANCE IW HOME CARE FOR THE
ELDERLY. RECENTLY COMPLETED PROJECTS IRCLUDE:

0 PARAPROFESSIONAL TRAINING FOR PROVIDERS OF HOME CARE
SERVICES TO RURAL. MINORITY ELDCRLY BY THE SOUTHSIDE
VIRGINIA COMMUNITY COLLEGE: AND

0 A TRAINING PROGRAM FOR RURAL SERVICE PROVIDERS AND
FAMILY CAREGIVERS OF HOMEBOUND ELDERLY AT ATLANT
UNIVERSITY.

CURRENTLY FUNDED PROJECTS INCLUDE:

0 A TRAINING PROGRAM AT THE UNIVERSITY OF MARYLAND AT
BALTIMORE FOR SOCIAL WORKERS AND IN-HOME AIDES 70
FACILITATE COMMUNICATION BETWEEN PHYSICIANS AND THE
ELDERLY REGARDING PROPER DRUG USE: AND
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0 A CONTIHUING EDUCATION PROGRAM AT NEW IEXICO STATL
UNIVERSTTY THAT INCRCASES IHE KNOWLEDGE AND SKILLS OF
HOMC HEALTH AIDES AS WELL AS MANAGERS AHD SUPERVISORS
OF HOME HEALTH AGENCIES.

IH ADDITION. MR, CHAIRMAN, THE ADMINISTRATION®S BILL FOR THE
REAUTHORIZATION OF THE OAA. WHICH HAS BEEH INTRODUCED IN THE
HOUSE AS HR 2085, INCLUDES PROVISIGHS THAT %€ BLLIEVE WiLL
TRENGTHEN THE QAA IN HELPING TO ASSURE THE PROVISION OF
QUALTTY CARC TO THOSE ELDERLY WITH GREATEST NEED. THESE
PROVISIONS INCLUDE:

v

0 COORDINATION OF COMMUNITY-BASED SERVICES

THE BILL WOULD RZQUIRE STATE AGENCIES ON AGING TO
PROVIDE ASSURANCE THAT AREA AGEHCIES WILL FACILITATE
THE COORDINATICH OF COMAUMITY-BASED SERVICES 10 OLDER
[HDIVIDUALS RESIDING AT HOMC. IN HOSPITALS. OR

OnG-TERM CARE FACILITIES, WHO ARE AT RISK OF
[HSTITUTIONAL1ZATION BUT WHO COULD REMAIN AT HOME IF A
FULL ARRAY OF COMMUNITY-BASLD AND IN-HOME SERVICES
WERE AVAILABLE. THIS WILL REAFFIRM THE CRITICAL ROLE
OF LACH AREA AGENHCY ON AGING AS A
PLANNER/COORDINATOR/CATALYST ON BEMALF OF ALL OLDER
AMERICANS.

COCRDINATION OF HOME AND COMMUNITY-BASED SERVICLCS FOR
THE VULNERABLE ELDERLY HAS BECOME AN INCREASINGLY
IMPORTART SERVICE PRIORITY THAT SHOULD BE A REQUIRED
ACTIVITY OF STATE AND AREA AGENCIES ON AGING. AREA
AGENCIES ARE 1M A UNIQUE POSITION TO PROVIDC
LEADERSHIP IN COORDINATING THE WIDE ARRAY OF HEALTH
AND SOCTAL SERVICES HLEDED BY VULNERABLE ELDERLY
PERSCHS TG REMAIN AT HOME,

0 WAIVERS FOR NNOVATIVE COMMUNITY PROGRAMMING

THE BILL WOULD AUTHORIZE THE COMAISSIONER ON AGING TO
WAIVE COMPLIANCE WITH ANY REQUIREMLHTS OF SPECIFIC
SECTIONS OF THE ACT (RCLATING TO STATE PROSRAH
CRGANIZATION, AREA PLANS, AND STATE PLANS) IN THE CASE
OF DEHOHSTRATION PROJECTS THAT PROMOTE THE OBJECTIVES
OF TITLE I11. THE QAA CURRLRILY PROVIDES STATIE
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AGENCIES WITH THE AUTHORITY TO CARRY OUT DEMONSTRATION
PROJFLTS OF STATEWIDE SIGNIFICANCE RELATING TO THE
IHITIATION, EXPANSION. OR IMPROVEMENT OF SERVICES
ASSISTED UNDER TITLE I1I. HOWLVER. STATE AGENCIES ARC
HAMPERED FROM UNDERTAKING EFFECTIVE DEMONSTRATIONS ©
COMPREHENSIVE AND COORDINATED SYSTEMS BECAUSE OF THE
VARIOUS REQUIREMENTS IN THE CURRENT LAM, FURTHER.
VARIOUS PROVISIONS OF THE ACT PRECLUDE STATE AGENCILS
FROM DEVELOPING VIABLE DEMONSTRATION MODELS THAT DO
HOT CONFORM TO THE PLANNING AND SERVICE AREA/AREA
AGENCY SERVICE DELIVERY MODEL CURRENWTLY REQUIRED BY
THE ACT. IF THE ACT PROVIDED THE COMMISSIONER WITH
T AUTHORITY TO WAIVE SEVERAL OF THE CURRENT
REQUIREMENTS THAT ARE ASSOCIATCD WITH THE PLANNING AND
RVILE AREAZAREA AGENCY SERVICE DELIVERY HMODEL. STATC
AND AREA AGENCIES COULD BEGINH TO DEVELOP AND
DEMONSTRATL COMMUNITY SERVICE SYSTEMS TO APPROPRIATELY
SUSTAIN VULNERABLE OLDER PEOPLL IN THLIR COMMUNITIES
AlD IN THEIR HOMES.

=4

£ES FOR SERVICES TQ GEHERATC HEW RESCURCES

THE BIUL WOULD PZRMIT STATES, AT THEIR CPTION, TO
PLRUIT AREA AGENCIES TO CHARGE FEES, BASED ON ABILITY
TO PAY., FOR SUPPORTIVE SERVICES UNDER PARI B OF TITLL
{11, THE STATE AGEHCY WOULD BE REQUIRED TO ENSURE
THAT O FEES FOR SUCH SERVICES WERE CHARGED TO LOU
JALS. 1T WOULD BE LEFT TO STATE
TERMINE WHICH SUPPORTIVE SERVICES

TO CHARGES. AS UNDER CURRENT LAW.
THCRC WOULD BE HO AUTHORITY TQ CHARGE FEES FOR
HUTRITION SERVICES UNDER PART C OF TITLL I11.

THIS AMENDMENT WOULD HFLP TC ENSURE THE MOST EFFECTIVE
USE OF PROGRAM FUNDS. AS FLES COLLECTED FROM THOSF
ABLE TO PAY WOULD ENABLE AREA AGENCIES 10 EXPAND
SERVICES AVAILABLE. AREA AGERCIES WOULD REMAIN FREE
10 SCEX ONLY VOLUNTARY CONTRIBUTIOHS: HOWEVER, THE
PROPOSAL WOULD COMPLEMERT THAT AUTHORITY,
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0 JRAHSFER OF SUPPORTIVE AND NUTRITON SERVICES_FUNDS

THD BILL WOULD INCREASE THE PORTICH OF ALLOTMEHTS THAT
STATES MAY TRANSFER BETWEEN THE SUPPORTIVE SERVICES
AHD RUTRITION SERVICES PROGRAMS FRCW 30 PERCENT UNDER
CURRENT LAW TO SO PERCTHT FOR FY 1983. GO PERCENT FOR
fy 1989, AHD 75 PcRCENT FOR FY 1930,

DURING THE REMAINDER OF FY 1987 AND INTO THE NEXT SEVERAL
YEARS, THE ADMINISTRATION ON AGING IS EMBARKING UPON RENEWED
AND MORE AGGRESSIVE EFFORTS TO SUPPORT STATE AHD AREA AGENCIES

WOAGING I ASSISTING VULNERABLE AND FRAIL OLDER PERSOHS AND
THEIR FAMILIES TO FIND APPROPRIAIE HELP TO MAINTAIN THEIR
INDEPENDENCE WITHIN THCIR OHN COMMUNITIES FOR AS LONG AS
POSSIBLE AND TO DLLAY OR PREVENT UNNECESSARY
INSTITUTIORALIZATION. THIS INCLUDCS NOT OHLY WUTRITION
SERVICES. BUT THE BROAD RANGE UF SUPPORTIVE SERVICES WHIC
THESE OLDER PERSONS MAY REQUIRE.

THZ AGA WILL CONTINUE TO PLACE LMPHASIS ON ACTIVITIES SuCH AS
IN-HOHME SERVICES AND TO SUPPORT STATE AND AREA AGENCIES O
AGING IN BUILDING A RESPONSIVE SYSTEM OF HCHC-BASED CARE. IR
THIS REGARD, WE WILL ALSO ASSIST STATE AND AREA AGENCIES TO
BECOME MORE INVOLVED IN ASSISTING IN THE DEVELOPHMENT OF GUALITY
ASSURANICE STANDARDS IN THEIR STATES. WE BELIEVE SUCH STANDARDS
ARE IMPORTANT AND NEEDED.

WHILE THE AOA BELIFVES THAT QUALITY ASSURANCE STANDARDS ARE
IMPORTANT AND NECDED. WL BELIEVE, HOWEVER. THAT SUCH STANDARDS
#UST ADDRESS THE CIRCUMSTANCES OF INDIVIDUAL STATES AND
COMHURITIES AND CAN BEST BF DETERMINED BY EACH STATE 1N
ADDRESSING I1TS SPECIAL NECDS RELATED TO HOME CARE,

THIS ADHINISTRATION IS DEEPLY COMMITTED TO IMPROVING THE
QUALITY OF LIFE THROUSH QUALITY SERVICES FOR ALL OF THIS
HATIOR'S OLDER CITIZENS.

L WANT TO THANK YOU, SEMATOR MELCHER. FOR THC PPORTUNITY TO
SHARE SOME OF THE IMPORTANT ACCOMPLISKMENTS OF THE OLDER
AMERICANS ACT AND TO THANK YOU FOR YOUR SUPPORT OF PROGRAMS FOR
OUR HATION'S ELDERLY CITIZENS AND THEIR FAMILICS. NOW. 1 WOULD
BE HAPPY TO ANSWER YOUR QUESTIONS.
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The CuairMAN. Thank you very much, Mr. Wells.

But I think you have heard this morning that the quality of life
isn’t very good for a lot of older Americans who are at home and
need some health care. Do you think that you would recommend a
broader, intensive use of the Older Americans Act for establishing
some sort of mechanism, some sort of guideline, some sort of assur-
ance that there is adequate home health care for older Americans?

Mr. WeLLs. Well, Senator, we are already working to this end.

The Cuairman. | have heard you say that. And since nothing
much has been accomplished, I am just asking you for your recom-
mendations. I don’t know whether we should talk to you or talk to
HCFA or talk to Secretary Bowen or talk to President Reagan or
who we should talk to to find out what should be done. I thought I
would start with you.

Mr. WeLLs. Well, Senator, the State and area agencies on aging
and the Administration on Aging——

The CHAIRMAN. Mr. Wells, I am going to have to interrupt here.
I really appreciate what the States do in conjunction with the
Older Americans Act. But we just don't have the time left today to
hear how you are “working with States.” I just want to start some-
where. Now, you are not going to tell me that you are going to
star{} with 50 different States to establish who is in charge, are
you?

Mr. WeLLs. Senator, we have let a grant to develop quality in-
home standards for use by State agencies on.aging and area agen-
cies on aging. The standards will be complete toward the end of
this year. We intend to widely disseminate them. We are going to
work with State agencies and help them implement them, at least
in terms of Older Americans Act programs.

The CHairMAN. Would the standards tell us how to train people,
or how to screen them or how to set up a system where you can
call somebody if you're not getting any results?

Mr. WEeLLs. Senator, I am not fully aware of all the details of the
proposal at this time. But my conversations with people who are
familiar with the project indicate that it will be a very comprehen-
sive set of standards that will go directly to the quality of the serv-
ices and the impact on individuals who are receiving those services.

Again, we feel very strongly that such standards are important,
and we are working to provide them.

The CHairmMaN. And these standards would then lead to what?

Mr. WeLLs. Well, we hope, Senator, that under the Older Ameri-
cans Act, it will certainly result in improved in-home services pro-
vided by State and area agencies, and we hope that State agencies
in their leadership role with other State——

The CuairmaN. Well, they say that your agency, it would be di-
rectly responsible to make sure that the people who provide the
home health care are trained, they know what they’re doing, and
they're going out there to perform a service that is the proper,
needed service.

Mr. WELLs. Senator, many of our State agencies right now have
standards that they apply to activities delivered under the Older
Americans Act. Performance-based contracting is an effort that we
devoted some money to some years ago.
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The CHAIRMAN. I think these are all terms, take “performance”’
for example—what was that?

Mr. WELLs. Performance-based contracting.

The CHAIRMAN. “Performance-based contracting.”

Mr. WeLLs. These are conditions that are— —

The CHAIRMAN. And these are the conditions?

Mr. WEeLLs. These are conditions that our agencies place on the
providers of services under the Older Americans Act.

The CuairMaN. Do you agree or disagree then with Ms. Lutton,
who just testified, that for southwest Michigan there wasn't any-
body in charge?

Mr. WELLS. Senator, I don’t know about southwest Michigan.

The CnairMAN. Do you know about Michigan?

Mr. WeLLs. We have area agencies on aging currently in place
representing every community of the Nation. Of course, the quality
of leadership varies amongst agencies and between States in the
Nation. But these agencies are certainly charged with overall lead-
ership on behalf of all matters as it relates to the elderly in their
area.

The CuarrMaN. Do you agree or disagree with Ms. Lutton, who
said that there are no standards, that nobody is directly in charge?

Mr. WELLs. There may not be any standards in that community.
We are working to fill that gap.

The CHAIRMAN. So the situation in southwest Michigan might be
typical of the State of Michigan then?

Mr. WELLs. I couldn’t say that, Senator.

The CHailrMAN. Do you know of any State where it’s different,
any specific State where somebody is in charge?

Mr. WELLs. Yes, Senator. The State of Massachusetts.

The CHalrRMAN. The State of Massachusetts. Any others?

Mr. WeLLs. The State of Rhode Island.

The CuairmMaN. Well, that is two on the East Coast. If we
progress from there, maybe we can get clear across the country.

Mr. WeLLs. I know that the State of California sets very specific
standards for services, social services delivered under various State
programs.

The CHairmaN. Under various State programs.

Mr. WELLS. Yes, sir.

The CrairMAN. But now we're talking about Federal programs.

Mr. WeLLs. But again, the Older Americans Act, the program for
which we are responsible, is a State responsibility.

The CHairmaN. I don’t think you are going to tell me, Mr. Wells,
that the Administration on Aging is in charge of administering the
Older Americans Act, unless we amended it or that you are in
charge of Medicare or Medicaid, are you?

Mr. WrLLs. Senator, neither the Administration on Aging nor
State and area agencies are regulatory agencies.

The ChairMaN. Not regulatory.

Mr. WEeLLs. They are not compliance agencies. To do so would cut
against the grain of the major leadership role and the advocacy
role that State and area agencies must play across the board.

The CHairMAN. I understand that. So if we wait for your stand-
ards, T think what we are going to find is a broader view of the
problem, not necessarily a solution to the problem. From the outset
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when [ started questioning you, Mr. Wells, I didn’t think the Ad-
ministration on Aging under the statute, under any practice that
you have had, has ever been the one to regulate, to force somebody
to do what they're supposed to do in order to get the job done. Isn’t
that correct?

Mr. WeLts. If I understand you, Senator, you are saying that
State and area agencies are not meant to be regulatory agencies.

The CHAIRMAN. Pardon me? What did you understand me to say?

Mr. WeLis. That State and area agencies are not meant to be
regulatory agencies, compliance agencies.

The CHAIRMAN. No; I said Administration on Aging.

Mr. WeLLs. We also are not a regulatory agency.

The CuairMAN. That's right.

Mr. WeLis. But we are undertaking very specific activities in
this area to fill an important gap that exists.

The CHAIRMAN. Shouldn’t we look just a little bit to your left, to
HCFA, to give us some answers? Shouldn't we?

Mr. WeLLs. Well, Senator, I can’t speak for the Health Care Fi-
nancing Administration.

The CHairMAN. We are going to let them speak for themselves.

Mr. Hays?

STATEMENT OF LOUIS B. HAYS, ASSOCIATE ADMINISTRATOR
FOR OPERATIONS, HEALTH CARE FINANCING ADMINISTRATION

Mr. Hays. Thank you, Mr. Chairman. I appreciate the opportuni-
ty to appear here today to speak about home health quality assur-
ance.

As our administrator, Dr. Roper, stated several weeks ago when
he appeared before this committee, we are committed to maintain-
ing and enhancing a high level of quality throughout the Medicare
and Medicaid programs.

Let me begin by briefly describing the Medicare and Medicaid
home health benefits. To receive Medicare home health services, a
beneficiary must be under a physician’s care, have a need for
skilled care, and be homebound. When these conditions are met, .
patients can receive intermittent or part-time skilled nursing and
nursing aide services, physical, speech, and occupational therapy,
services of a medical social worker, and medical supplies and equip-
ment. Medicare patients can also receive daily nursing care in
their home for up to 8 weeks, and beyond in unusual circumstances
if their physician certifies that the need for daily care will not con-
tinue indefinitely.

The home health benefit is one of the fastest-growing compo-
nents of the Medicare program. Last year, almost 46 million home
health visits were made to about 1.5 million beneficiaries. The
number of home health agencies certified to provide care has
almost doubled since 1980 to about 6,000 today. Since 1980 Medi-
care home health spending has tripled, to over $2.5 billion in fiscal
year 1986.

The Medicaid home health benefit provides most of the same
services as Medicare. In addition, a State can opt to provide person-
al care services to recipients in their homes. Since 1981 the Medic-
aid program has also permitted States to design innovative pro-
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grams for providing home- and community-based services to target-
ed groups of recipients who would otherwise be in nursing homes.
In 1985, the latest year for which data are available, the Medicaid
program served over half a million recipients in their homes at a
cost of approximately $1.1 billion.

To qualify as a provider of care for Medicare and Medicaid pa-
tients, a home health agency must meet specific requirements or
conditions of participation to ensure the health and safety of indi-
viduals receiving services in their homes. The conditions cover per-
sonnel and administrative requirements and requirements address-
ing the provision of specific types of care.

Let me be more specific about the personnel qualifications, which
I know are of particular concern to this committee. Professional
personnel are required to meet specific educational, licensure, and
experience standards and are required to perform specific duties.
For example, a registered nurse must be a graduate of an approved
school of professional nursing and be licensed as a registered nurse
by the State. All home health nursing care must be provided under
the supervision of a registered nurse and must be in accord with a
plzlaln of treatment developed for each patient and reviewed periodi-
cally.

Our regulations require that home health aides be trained and
closely supervised to assure their competence in providing care.

Let me note at this point that we are extremely concerned that a
provision of the Omnibus Reconciliation Act of 1980 has not been
implemented. This provision calls for home health aide services to
be provided by aides who have successfully completed a training
program approved by the Secretary of Health and Human Services.
We have recently become aware of the situation and have taken
steps to publish a regulation as soon as possible.

We determine whether home health agencies meet our require-
ments on the basis of surveys performed by State agencies. These
surveys include visits to patients in their homes. We are working
to focus our home health surveys more on patients and less on pa-
peirwork, similar to what we have done for our skilled nursing fa-
cilities. :

We are now developing a patient outcome-oriented survey instru-
ment which will enable us to assess even more effectively the qual-
ity of care provided in the home. We will implement an outcome-
orignted survey of home health agencies during fiscal year 1988.

m have increased our home health agency budget for fiscal year
1988 by 48 percent to significantly increase the frequency of sur-
veys and home visits.

We also rely on other mechanisms to review care being provided
by home health agencies. The medical review program assures that
payment is made only for those services that were medically neces-
sary and appropriate.

Under the coverage compliance review program, fiscal interme-
diaries visit all newly qualifying home health agencies and a
sample of patients’ homes to assure that care is being provided in
accordance with Medicare program requirements. A concurrent au-
thorization program which we will pilot test beginning in June will
reduce denials by paying for bills consistent with plans of treat-
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g}ent that have been previously approved by our fiscal interme-
iary.

Finally, we will be working with the Pennsylvania peer review
organization to pilot test the protocol for review of the quality of
care provided in home settings that will be required for all peer
review organizations. This review will be performed in conjunction
with review of readmissions to hospitals occurring within 31 days
of discharge.

Peer review organizations will also be implementing by August a
systlem to review and respond to beneficiaries’ complaints about
quality.

In conclusion, Mr. Chairman, let me assure you that Dr. Roper
and the 3,800 men and women of the Health Care Financing Ad-
ministration do care. Our existing mechanisms and those under de-
velopment demonstrate that our care and concern are a reality, not
rhetoric.

Thank you very much, and I would be very pleased to answer
any questions that you might have.

[The prepared statement of Mr. Hays follows:]
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DEPARTMENT OF HEALTH A HUMAN SERVICES

STATEMENT OF

LOUIS B. HAYS

ASSOCIATE ADMINISTRATOR FOR OPERATIONS

HEALTH CARE FINANCING ADMINISTRATION

MR. CHAIRMAN AND MEMBERS OF THE COMMITTEE, I APPRECIATE THE
CPPORTUNITY TO APPEAR HERE TODAY TC SPEAK ABOUT HOME HEALTH
QUALITY ASSURANCE. AS DR. ROPER STATED SEVERAL WEEKS AGC WHEN HE
APPEARED BEFORE THIS COMMITTEE, THIS ADMINISTRATION IS COMMITTED
TO MAINTAINING AND ENHANCING A HIGH LEVEL OF QUALITY THROUGHOUT
THE MEDICARE AND MEDICAID PROGRAMS. 1 CAN ASSURE YOU THAT OUR
COMMITMENT EXTENDS TO CARE PROVIDED IN ALL SETTINGS, INCLUDING

OUR BENEFICIARIES' HOMES.

CHANGES OVER THE PAST FEX YEARS IN HOW AND WHERE SERVICES ARE
DELIVERED HAVE FOCUSED ATTENTION ON CARE PROVIDED IN OUTPATIENT
SETTINGS. BECAUSE OF THIS CHANGING EMPHASIS, WFE ARE REASSESSING
EXISTING ACTIVITIES AND EXPLORING NEW POSSIBILITIES TO ASSURE
THAT QUALITY OF CARE PROVIDED IN HOMES AND OTHER OQUTPATIENT
SETTINGS MEETS THE HIGH STANDARDS OUR BENEFICIARIES HAVE COME TO

EXPECT.

BACKGROUND
LET ME BEGIN BY BRIEFLY DESCRIBING THE MEDICARE AND MEDICAID HONME

HEALTH BENEFITS WHICH ARE AIMED AT VERY DIFFERENT TYPES OF
PATIENTS -- MEDICARE BEING PRIMARILY FOR POST-ACUTE PATIENTS AND
MEDICAID GENERALLY FOR PATIENTS WITH LONGER-TERM, CHRONIC

CONDITIONS.
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WE VIEW THE MEDICARE HOME HEALTH BENEFIT AS AN ESSENTIAL
COMFONENT OF THE MEDICARE BENEFIT PACKAGE. MOME HEALTH CARE IS
OFTEN THE FINAL STAGE OF A PATIENT'S RECOVERY PROCESS FROM AN
ACUTE ILLNESS -- A PERIOD WHERE THE PATIENT STILL REQUIRES SOHE
SKILLED CARE BUT GENERALLY NOT ON A DAILY BASIS. TO RECEIVE
MEDICARE HOME HFEALTH SERVICES, A BENEFICIARY MUST BFE UNDER A
PHYSICIAN'S CARE, HAVE A NEED FOR SKILLED CARE AND BE HOMEBOUND.
WHEN THESE CONDITIONS ARE MET, PATIENTS CAN RECEIVE INTERMITTENT
CR PART-TIME SKILLED NURSING AND NURSING AIDE SERVICES, PHYSICAL,
SPEECH AND OCCUPATIONAL THERAPY, THE SERVICES OF A MEDICAL SOCIAL
WORKER, AND MEDICAL SUPPLIES AND EQUIPMENT. MEDICARE PATIEATS
CAN ALSC RECEIVE DAILY NURSING CARE IN THEIR HOME FOR UP TO 2
WEERS, AKND BEYOKD IN UNUSUAL CIRCUMSTAKCES, IF THEIR PHYSICIAN
CERTIFIES THAT THE NEED FOR DAILY CARE WILL NOT CONTINUE

INDEFINITELY.

THE HOME HEALTH BENEFIT IS ONE OF THE FASTEST GROWING COMPONENTS
OF THE MEDICARE PROGRAM AND MORE MEDICARE BENEFICIARIES ARE
RECEIVING HOME CARE THAN EVER BEFORE. LAST YEAR, ALMOST 46
MILLION HOME HEALTH VISITS WERE MADE TO ABOUT 1.5 MILLION
BENEFICIARIES. THE NUMBER OF HOME HEALTH AGENCIES CERTIFIED TO
PROVIDE CARE HAS ALMOST DOQUBLED SINCE 1980 TO ABOUT 6,000 TODaY.
SINCE 1880, MEDICARE HOME HEALTH SPENDING HAS TRIPLED TC OVER

$2.5 BILLION IN FY 1986,

THE MEDICAID HOME HEALTH BENEFIT PROVIDES MOST OF THE SAME
SERVICES AS MEDICARE. 1IN ADDITION, A STATE CAN OPT TO PROVIDE
PERSONAL CARE SERVICES TO RECIPIENTS IN THEIR HOMES, A BENEFIT
GEARED iO INDIVIDUALS WITH FEWER MEDICAL NEEDS THAN HOME HEALTH
PATIENTS BUT WHC NEED SOME ASSISTANCE TO REMAIN IN THE HOME.
BECAUSE OF TH1S FEATURE, THE MEDICAID HOME CARE BENEFIT 1S
GENERALLY SEEN AS A LONG TERM CARE BENEFIT, AS OPPOSED TO THE
MEDICARE BENEFIT WHICH 1S MOST FREQUENTLY USED AS A POST-ACUTE,

SHORTER-TERM BENEFIT.

MEDICAID SERVICES PROVIDED IN THE HOME HAVE MADE IMPORTANT
CONTRIBUTIONS TO OUR SENIOR CITI2ENS. IN PARTICULAR, SINCE 1981
THE MEDICAID PROGRAM HAS PROVIDED STATES WITH A MECHANISM WHICH
ALLOWS THEM TO PROVIDE HOME AND COMMUNITY-BAS®D SERVICES TO
TARCETED GROUPS OF RECIPIENTS. STATES HAVE BEEN ABLE TO DESIGK

INNOVATIVE AND COST-EFFECTIVE WAYS TO ASS!ST MANY ELDERLY
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MEDICAID RECIPIENTS, WHC WOULD OTHERWISE BE IN NURSING HOMES, TO
REMAIN IN THEIR MOMES. THE TYPES OF SERVICES PROVIDED UNDER
THESE PROGRAMS iNCLUDE RESPITE CARE, THE PROVISION OF MEALS, AND
CASE MANAGEMENT SERVICES NOT OTHERWISE COVERED BY MEDICAID., IN
1985, THE LATEST YEAR FOR WHICH BATA 1S AVAILABLE, THE MEDICAID
PRUGRAM SERVED OVER HALF A MILLION RECIPIENTS IN THEIR MOMES AT A
COST OF APPRONIMATELY $i.} BILLION,

ASSURING QUALITY
THE DRAMATIC GROWTH IN THE USE OF HOME HEALTH SERVICES REPRESENTS

A TREND THAT WILL PROBABLY CONTINUE, GIVEN THE CURRENT EMPHASIS
ON EFFICIENT USE OF HOSPITAL RESOURCES AND THE INCREASED MEDICAL
AND SCCIAL EMPHASIS ON THE PROVISION OF CARE IN NONINSTITUTIONAL
SETTINGS. JUST AS WE HAVE MOVED AGGRESSIVELY TO ASSURE THL
QUALITY OF CARE PROVIDED TO PATIENTS IN HOSPITALS, WE ARF ALSO
STRENGTHENING AND IMPROGVING OUR PROCEDURES FOR ASSURING QUALITY

CARE IN OUTPATIENT SETTINGS, INCLUDING HOME CARE.

SURVEY AND CERTIFICATION

TO QUALIFY AS A PROVIDER OF CARE FOR MEDICARE AND MEDICAID
PATIENTS, A HOME HEALTH AGENCY MUST MEET SPECIFIC REQUIREMENTS,
OR CONDITIONS OF PARTICIPATION. THESE CONDITIONS WERF DEVELOPED
IN COOPERATICN WITH PROFESSIONAL ORGANIZATIONS AND PRESCRIBE
SPECIFIC REQUIREMENTS NECESSARY TO ENSURE THE HEALTH AND SAFETY
OF INDIVIDUALS RECEIVING SERVICES IN THEIR HOMES. THE CONDITIONS
COVER THREE BROAD AREAS: PERSONKEL REQUIREMENTS FOR THOSE GIVING
CARE, ADMINISTRATIVE REQUIREMENTS FOR AN AGENCY TO EFFECTIVELY
RENDER CARE, AND REQUIREMENTS WHICH ADDRESS THE PROVISION OF

SPECIFIC TYPES OF CARE.

LET ME BE MORE SPECIFIC ABOUT THE PERSONNEL QUALIFICATIONS, WHICH
1 KNOW ARE OF PARTICULAR CONCERN TO THIS COMMITTEE. PROFESSIONAL
PERSONNEL ARE REQUIRED TO MEET SPECIFIC EDUCATIONAL, LICENSURE
AND EXPERIENCE STANDARDS AND ARE REQUIRED TO PERFORM SPECIFIC
DUTIES. FOR EXAMPLE, A REGISTERED NURSE MUST BE A GRADUATE OF AN
APPROVED SCHOOL OF PROFESSIONAL NURSING AND BE LICENSED AS A

RECISTERED NURSE BY THE STATE.

ALL HOME HEALTH NURSING CARE MUST BE PROVIDED UNDER THE

SUPERVISION OF A REGISTERED NURSE AND MUST BE IN ACCORD wWITH A

TL-GQRT7 O - 87 - 13
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PLAN OF TREATMENT DEVELOPED FOR EACH PATIENT AND REVIEWED
PERIODICALLY. OUR REGULATIONS REQUIRE THAT HOME HEALTH AIDES BE
CLOSELY SUPERVISED TC ASSURE THEIR COMPETENCE IN PROVIDING CARE.
AIDES MUST ALSO BE CAREFULLY TRAINED IN METHODS OF ASSISTING
PATIENTS TO ACHIEVE MAXIMUM SELF-RELIANCE, IN PRINCIPLES OF
NUTRXTZ&N, IN THE AGING PROCESS AND IN PROCEDURES FOR MAINTAINING
A CLEAN, HWEALTHFUL AND PLEASANT ENVIRONMENT, AMONG OTHER

RESPONSIBILITIES SPECIFIED IN REGULATIONS.

LET ME NOTE, AT THIS POINT. THAT WE ARE ENTREMELY CONCERNED THAT
A PROVISION OF THE OMNIRUS RECONCILIATION ACT OF 1980 HAS NOT
BEEN IMPLEMENTED. THIS PROVISION CALLS FOR HOME HEALTH AIDE
SFRVICES TO BE PROVIDED BY AIDES WHO HAVE "SUCCESSFULLY COMPLETED
A TRAINING PROGRAM APPROVED BY THE SECRETARY.™ WE HAVE RECENTLY
BECOME AWARE OF THIS SITUATION AND HAVE TAKEN STEPS TO PUBLISH A

PROPOSED REGULATION AS SOON AS POSSIBLE.

WE DETERMINE WHETHER HOME HEALTH ACENCIES MEET THE REQUIREMENTS
70 PROVIDE SERVICES TO MEDICARE AND MEDICAID PATIENTS BASED ON
SURVEYS PERFORMED BY STATE AGENCIES, USUALLY STATE HEALTH
DEPARTMENTS. W®E SUPERVISE THE SURVEY PROCESS CENTRALLY AND ISSUE
NATIONAL GUIDELINES TO ASSIST SURVEYORS IN APPLYINC THE
CONDITIONS OF PARTICIPATION TO HOME HEALTH AGENCIES. WE ALSO
CONDUCT REGULAR TRAINING OF SURVEYORS TO PROMOTE CORRECT AND

CONSISTENT SURVEY FINDINGS.

VISITS TG PATIENTS IN THEIR HOMES IS ONE ASPECT OF OUR CURRENT
SURVEY PROCESS WHICH IS INTENDED TO IDENTIFY QUALITY PROBLEMS.
WE ARE WORKING TC FOCUS$ OUR HOME HEALTH SURVEYS MORE ON PATIENTS
AND LESS ON DOCUMENTATION AND PAPERWORK. WE HAVE ALREADY
IMPLEMENTED NEW SURVEY PROCEDURES FOR NURSING HOMES THAT
EMPHASIZE DIRECT OBSERVATION OF PATIENT CARE AND WE WAKT TO
EXTEND THIS TYPE OF SURVEY TO HOME HEALTH AGENCIES. TO THIS
END, WE ARE NOW DEVELOPING, UNDER CONTRACT, A PATIENT OUTCOME
ORIENTED SURVEY INSTRUMENT WHICH WILL ENABLE US TO ASSESS MORE
EFFECTIVELY THE ACTUAL QUALITY OF CARE PROVIDED IN THE HOME. WE
ENPECT TO IMPLEMENT AN OUTCOME ORIENTED SURVEY OF HOME HEALTH

AGENCIES IN FY 1988,
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WHEN STATE AGENCIES IDENTIFY DEFICIENCIES IN HOME HEALTH AGENCY
PERFORMANCE, THEY MONITOR HOME HEALTH AGENCIES' EFFCORTS TO
IMPROVE THEIR OPERATIONS. OQUR EMPHASIS IS ON ADVISING HOME
HEALTH AGENCIES ABOUT NECESSARY CORRECTIONS AND GIVING THEM AN
CPPURTUNITY TO COME UP TO STANDARDS. HOWEVER, IF DEFICIEKCIES
ARE NOT CORRECTFED OVER TIME, STATE AGENCIES WILL RECOMMEND
TERMINATION FROM PARTICIPATING IN MEDICARE AND MEDICAID. THESE
PROCEDURES HAVE RECENTLY éEEN STRENGTHENED, PARTICULARLY WHERFE

THE HEALTH AXD SAFETY OF PATIENTS ARE SERIOUSLY THREATENED.

THE SURVEY AND CERTIFICATION PROCESS 1S AN IMPORTANT CORNERSTUNE
OF OUR QUALITY ASSURANCE PROGRAM AND WILL CONTINUE TO HAVE OUR
STRONG SUPPORT. AS EVIDENCE OF OUR BELIEF IN THE EFFECTIVENESS
OF THIS PROCESS, WE HAVE INCREASED OUR MOME HEALTH AGENCY SURVEY
BUDGET FOR FY 1988 BY 48 PERCENT TO SIGNIFICANTLY INCREASE THE
FREQUENCY OF SURVEYS. OVER $3 MILLION OF ADDITIONAL FUNDS wILL
BE DESIGNATED SPECIFICALLY FOR HOME MEALTM AGENCY SURVEYS. wE

BELIEVE THIS CLEARLY DEMONSTRATES QUR COMMITMENT TO QUALITY.

MEDICAL AND COVERAGE COMPLIANCE REVIEW

¥E ALSO RELY ON OTHER HECHANISMS TO ASSURE THAT ONLY NECESSARY
CARE IS BEING PROVIDED BY HOME HEALTB AGENCIES. UNDER THE
MEDICAL REVIEW PROGRAM, A SAMPLE OF MEDICARE CLAIMS SUBMITTED 70
INTERMEDIARIES FOR PAVMENT IS REVIEWED BY NURSES OR PHYSICIANS TO
DETERMINE IF THE SERVICES WERE MEDICALLY NECESSARY AND
APPROPRIATE. THIS PROCEDURE HAS RECERTLY BEEK FACILITATED
THROUGH THE USE OF NEW FORMS WHICH PROVIDE MORE AND BETTER
INFORMATION FOR REVIEWERS TO MAKE ACCURATE DECISIONS. WE ARE
WORKING, WITH THE INPUT OF HOME HEALTH AGENCIES AND INDUSTRY
REPRESENTATIVES, TO SIMPLIFY AND IMPROVE THESE FORMS, IN
ADDITION, CONSISTENCY OF INTERMEDIARY DECISIONS HAS BEEN GREATLY
IMPROVED THROUGH THE RECENT MOVE FROM 48 INTERMEDIARIES TC 10

REGIONAL INTERMEDIARIES.

UNDER THE COVERAGE COMPLIANCE REVIEW PROGRAM, FISCAL
INTERMEDIARIES VISIT ALL NEWLY QUALIFYING HOME HEALTH AGENCIES
AND, ON A RANDOM BASIS, PATIENTS' HOMES TO ASSURE %HAT CARE IS
BEING PROVIDED IN ACCORDANCE WITH MEDICARE PROGRAM STANDARDS AND

REQUIREMENTS.



CONCURREXT AUTHORIZATION

IN JUNE WE WILL IMPLEMENT A PILOT PROGRAM OF CONCURRENT
AUTHORIZATION FOR HOME HEALTH SERVICES. UNDER THIS INITIATIVE,
HOME HEALTH AGENCIES WILL SUBMIT PATIENT PLANS OF CARE TO
INTERMEDIARIES WHICH WILL DECIDE, WITHIN 5 WORKING DAYS, WHETHER
THE PROPCSED CARE MEETS MEDICAL NECESSITY AND COVERAGE
REQUIREMENTS. THE INTERMEDIARY WILL THEN PAY CLAIMS THAT ARE
CONSISTERT WITH THE PLAN OF TREATMENT, THEREBYV REDUCING THE RISK
CF DENIALS. THIS PROGRAM IS EXPECTED TO PROVIDE FINANCIAL
PROTECTION TO BOTH THE HOME HEALTH PATIENT AND AGENCY PROVIDING
CARE. THE PILOT WILL BE CONDUCTED AT TWO SITES FOR A 850-DAY

PERJOD AFTER WHICH WE WILL EVALUATE THE PROGRAM.

PRO REVIEW

FINALLY, WE WILL SHORTLY BE WORKINC WITH PEER REVIEW
ORCANIZATIONS (PROs} TO REVIEW CARE PROVIDED IN HOME SETTINGS.
THE OMKIBUS RECONCILIATION ACT OF 1986 (OBRA} REQUIRED THAT PROs
REVIEW POST-HOSPITAL CARE PROVIDED IN VARIOUS SETTINGS, INCLUDING
CARE PROVIDED BY HOME HEALTH AGENCIES. PROs WILL ALSO BE
REQUIRED TO REVIEW READMISSIONS TO HOSPITALS OCCURRING WITHIN 31
DAYS OF DISCHARGE. 1IN REVIEWING READMISSIONS, PROs Will LOOK AT
INTERVENING CARE, INCLUDING SERVICES PROVIDED BY HOME HEALTH

AGENCIES, TO IDENTIFY PROBLEMS WITH QUALITY.

THESE PROVISIONS BECOME EFFECTIVE FOR PRO CONTRACTS ENTERED INTO

AFTER JANUARY 1, 1987. THE FIRST CONTRACT TC BE AFFECTED WiLL BE
THAT OF THE PENNSYLVANIA PRO WHICH 1S SCHEDULED FOR RENEWAL OR
AWARD IN JULY OF THIS YEAR. SINCE THE PENNSYLVANIA PRC IS OUT-
OF -PHASE WITH OTHER PRQO CONTRACTS, EARLY IMPLEMENTATION OF THE
NEW REQUIREMENT THROUGH THIS PRO WILL PROVIDE US WITH AN
EXCELLENT CPPCRTUNITY TO USE PENNSYLVANIA AS A PILOT IN TESTING A

PROTOCOI. FOR THIS REVIEW.

WE ARE ALSO DEVELOPING A PROTCCOL FOR PROs TO ESTABLISH SYSTEMS
TO REVIEW AND RESPOND TO BENEFICIARY COMPLAINTS ABOUT QUALITY, AS
REQUIRED BY OBRA. PRO CONTRACTS WiLL BE MODIFIED SO THAT THE

COMPLAINT SYSTEM ¥ILL BE OPERATIONAL BY AUGUST.



RESEARCH

1 WOULD LIKE TC BRIEFLY DESCRIBE OUR RESEARCH AND DEMONSTRATION
PROJECTS wWHICH ADDRFSS HOME HEALTH QUALITY. WE NOW HAVE UNDERWAY
IN WASHINGTOKR AND COLORADO SMALL PILOT PROJECTS ON THE
DEVELOPMENT AKD TESTING OF QUALITY QUTCOME MEASUREMENTS FOR HOME
HEALTH CARE. IN COLORADO, WE WILL ALSO BE COMPARING THE COST,
QUALITY AND EFFFCTIVENESS OF CARE PROVIDED BY FREESTANDING AND
HOSPITAL-BASED HOME HEALTH AGENCIES, AND EXAMINING THE IMPACT OF
THE HOSPITAL PROSPECTIVE PAYMENT SYSTEM ON THE QUALITY OF HOME
HEALTH SERVICES. WE ARE ALSO SUPPORTING TWO PROJECTS TO REVIEW
THE ADEQUALY AND OUTCOMES OF POST-HOSPITAL, OR AFTERCARE,
SERVICES. ALSO, BY THE END OF THE YEAR WE ENPECT TQ HAVE
INITIATED A STUDY AND DEMOASTRATION FOUUSING ON CUTCOME-CRIENTED

QUALITY ASSESSMENT FOR MOME HEALTH SERVICES.

WE EXPECT THESE STUDIES WILL PROVIDE US WITH INFORMATION IN THE
FUTURE TC REFINE AND IMPROVE OUR OUTCOME ORIENTED SURVEY PROCESS

AND TO ASSIST US IN MONITORING THE QUALITY OF HOME HEALTH CARE.

concLuston
WE BELIEVE THAT THE EXXS?XNG MECHANISMS WE HAVE IN PLACE AND THE
NEW MECHANISMS UNDER DEVELOPMENT URNDERLINE OUR CONTIRUIXNG
COMMITMENT TO QUALITY OF CARE FOR OUR BENEFICIARIES. WE KNOW
THAT IMPROVEMENTS CAN ALWAYS BE MADE, AND WE BELIEVE QLR
ACTIVITIES DEMCNSTRATE A SINCERE INTEREST IN MOVIKNG FCRWARD IN

OUR QUALITY ASSURANCE EFFORTS.

1 WOULD BE PLEASED TO ANSWER YOUR QUESTICKNS.
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The CuairMAN. Mr. Hays, you have sort of given us the frame-
work of how you spend $3.5 billion for home health care, or per-
haps a little bit more, maybe $4 billion per year through Medicare
and Medicaid. Is that correct?

Mr. Hays. Yes.

The CHAIRMAN. I assume that you have heard a lot of the testi-
mony this morning, have you not?

Mr. Hays. I have heard part of it, not all of it.

The Cuairman. Not all of it. But the testimony has been of the
nature that people receiving home health care—and this is a broad
variety of payments through either Medicare, insurance or States
or private funds. But the one thing that has been uniform in the
testimony we have heard, is that whoever provides these nurses or
health aides for the patients at home doesn’t have any process of
screening or skills assessment. It’s obvious from the testimony, that
there should be a test to see if the aides can operate medical equip-
ment or even do minimal things like checking temperature.

Why don’t you have in place something that would require some
sort of a framework, some test, some—I hate to use the word
“guidelines” because it ought to be a lot stiffer than that—some re-
quirements, that go beyond merely drawing up a regulation? Why
in fact don’t you have a regulation drawn and in force and in effect
that would set up what type of training, what type of qualifications
these people should have before they go out to the home?

Mr. Hays. Mr. Chairman, our existing regulations do require
that the staff of the home health agencies be trained.

The Crairman. I beg your pardon?

Mr. Hays. Our conditions of participation, which the home
health agencies must meet in order to participate in Medicare and
against which we survey to make sure that those home health
agencies are in compliance do include the requirement that the
home health aide has been trained.

The CHAIRMAN. Trained for what? Now, you have used a word, a
general term. Trained for what?

Mr. Hays. If I could finish that, Mr. Chairman. The regulation
that I mentioned which we are now putting into place would go
bﬁyond that to require that the training be in accordance with
the——

The CHairMAN. Now, wait a minute. Tell me what you have now.
Tell me what you have now. You used the term, I didn’t. You said
the regulation required that they be trained. I am saying: trained
for what?

Mr. Havs. I would like to ask Mr. Bob Wren, who is the director
of our office of coverage policy, and is more intimately familiar
with the existing——

The Cuairman. Oh, well, before——

Mr. Havs [continuing]. The existing regulations that are on the
books and that we do enforce to address that question, Mr. Chair-
man.

The CHamrMAN. Now, before I get through with you, Mr. Hays,
let me ask you what you know about it, because you have had
plenty of time to know about it. What was the bill you mentioned,
Reconciliation Act of 19807

Mr. Hays. Yes.
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The CHarMAN. Did it not require that regulations be drafted?

Mr. Hays. Yes.

The CuairMAN. To cover specific regulations for training pro-
grams?

Mr. Havs. It said that we were to have training standards pre-
scribed by the Secretary for the home health——

The CHAIRMAN. Training standards.

Mr. Hays. The home health aide would have to have training in
accordance with standards specified by the Secretary. The statute
left discretion to us as to what those standards would be.

The CuairMaN. In other words, the law said, “Mr. Secretary,
draw up some standards to say what these aides should be able to
do.” And that was in 1980, and you don’t have them now, do you,
as of this moment in time?

Mr. Havs. We were, shall we say, stunned to discover that those '
regulations had not been implemented.

The CuAlRMAN. You were stunned to discover that they hadn’t
been drafted, that you didn’t have them in place?

Mr. Havs. That’s correct.

The Crairman. And $4 billion, not to mention what else goes
through, the insurance programs and private and State funds.

Mr. Hays. Those standards would not address anything other
than Medicare and Medicaid, Mr. Chairman, as I understand it.

The CHalrRMAN. That would address only the $4.5 billion?

Mr. Havs. I can assure you, as I testified, we have a vigorous pro-
gram, of which we are very proud, that reviews through our survey
and certification agencies, our fiscal intermediaries, and increasing-
ly through our peer review organizations, the quality of care pro-
vided by home health agencies.

The CHAIRMAN. You review it, and you haven’t drafted the regu-
lations to even tell them what they’re supposed to do? What do you
review?

Mr. Hays. We review against all of the conditions of participa-
tion. We look at the—— .

The CuairMaAN. Well, isn’t that a review to see how they fill out
the paperwork and send it in so they can collect their money? '

Mr. Hays. Certainly that is part of it.

The CxairMaN. That’s part of it.

Mr. Hays. But that is not what | am referring to.

The CHairMmAN. Is that a big part of it?

Mr. Hays. It is a big part of it. For example——

The CuHairMan. Mr. Hays, I don’t think that means much to the
patient.

Mr. Havs. That is why we make thousands of home visits. That
is why the physician is required to sign a plan of treatment. That
is why this is all under the supervision of a physician and then
under the supervision of a registered nurse. This is not just a willy-
nilly program in which anything can happen to people out there.
We realize, as has been brought out here this morning, abuses can
occur. Fortunately, those are a small number of cases. Obviously,
even one case of abuse is one case too many, but that is why we are
stepping up our budget for these surveys by 50 percent this year.
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The CHaIRMAN. Mr. Hays, I don't want to be unfair to you or any
one individual, but we have heard repeated testimony today that it
wasn’t just one instance, that it was several instances.

One patient mentioned that over the same time frame that you
are talking about between 1980 and today, 7 years when regula-
tions were supposed to be in place—we heard one witness testify
that they had bad experiences with over a half a dozen different
people sent by one agency. Every witness has told us that this hap-
pened repeatedly over a period of years.

The witness before you people said she had been working for dif-
ferent home care agencies and it wasn’t just a regrettable incident
or two, it was a continuous, ongoing experience.

We have asked everybody, “Who should be in charge?”’ Who
should be in charge?

Mr. Hays. The physician who approves the plan of treatment
and the registered nurse who supervises the provision of the treat-
ment, and to the extent that Medicare is involved, the Health Care
Financing Administration through our survey and certification
agencies, through our fiscal intermediaries, and through the peer
review organizations.

The CHairMAN. Well, I am afraid those kinds of answers, Mr.
Hays, aren’t acceptable. Who should be in charge? Now, is the Fed-
eral Government going to be in charge? Are you going to draft a
regulation that sets qualifications for Medicare and Medicaid pay-
ments for home health care, and what they have to do to meet the
patients’ needs?

Mr. Havs. Mr. Chairman, the regulation that you are referring
to goes to one narrow part of the entire home health picture. We
have in place——

The CHairMaN. It happens to be that one so called “narrow
part” that we are very interested in today. We think it's a pretty
broad part that may affect as many as 5 million Americans. Now,
that is a pretty big problem.

Mr. Hays. I don’t want to intentionally give the erroneous im-
pression, though, that we do not have regulations in place govern-
ing the home health benefit, because we do, and those regulations
in turn form the whole framework for inspecting home health and
the quality of home health care that is provided to our 1.5 million
Medicare beneficiaries who received home health services last year.

The CHAIRMAN. I am sure, Mr. Hays, that you want to set the
record straight here, make it less confusing and answer the ques-
tions honestly. You have already said you agree the 1980 Reconcili-
ation Act required that regulations be drafted to set the standards
gor home health care for patients. We are in synchronization that

ar.

Mr. Hays. The home health aide training, Mr. Chairman.

The CrairMAaN. Pardon me? '

Mr. Havs. Those regulations are directed at home health aides.

The CHAIRMAN. And nurses?

Mr. Hays. It’s my understanding that those are only with respect
to home health aides. '

The CHairRMAN. Not to nurses?

Mr. Havs. That's correct.

The CHAIRMAN. Do you have regulations on nurses?
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Mr. Hays. Yes, as we do for all employees of home health agen-
cies who provide any sort of care to—

The ChnairMaN. Do you have regulations on nurses that say that
when a nurse is sent out that has never operated essential equip-
ment that that nurse shouldn’t be sent out?

Mr. Hays. It's my understanding that the——

The CHAIRMAN. And therefore there shouldn’t be any payment?

Mr. Havs. It's my understanding that the regulations require
that the personnel be trained and are able to provide the type of
service that they in fact are providing.

The CHairMAN. You haven’t identified what type of training that
is, though, have you, or what experience that is?

Mr. Hays. As I recall, the regulations require that training be
provided and that it be appropriate training. The regulations do
not spell out the specific type of {raining that is to be provided.

The CnamrMaN. I am sure, then, that you have read the inspector
general’s report on this very topic?

Mr. Hays. I have seen that, yes.

The CuairMaN. You have seen that. Do you agree with it?

Mr. Havs. The report makes a number of observations and rec-
ommendations. As a general proposition, we certainly concur that
we need to do more with respect to home health aides and to make
sure that they are providing the right level of care, that they are
not trying to provide care that they shouldn’t be providing, and
that we have appropriate training standards in place.

The Cuairman, Which you do not have now.

Mr. Havs. Not with respect to the specific requirements of the
statute that we referred to previously.

The CuairmaN. Would you agree with this paragraph directly
out of the inspector general’s report:

Legislative changes in section 1861{mX4) of the Social Security Act in 1981 re-
quired home health aides to have successfully completed a training program ap-
proved by the Secretary. IICFA drafted a regulation which established a training

curriculum to meet the intent of the law, and that regulation was never finalized
and no training standard was established.

Do you agree with that?

Mr. Havs. As I testified, that is the fact, and we are putting that
regulation in place.

The CuairmaNn. That is a very specific regulation and you are
testifying that you were shocked to learn that it hadn’t been imple-
mented?

Mr. Havs. Yes.

The CHAIRMAN. All right. Now, do you think this is a Federal re-
sponsibility and HCFA's responsibility not only to draft the regula-
tion but to carry it out and enforce it?

Mr. Hays. Certainly.

The CHalRMAN. When could it be done?

Mr. Hays. We will have a proposed regulation published as soon
as possible. That probably means within the next couple of months.

The Cuairman. Within the couple of months, and it will start
through the Federal Register for——

Mr. Havs. Public comment.

The CHAIRMAN. [continuing]. Public comment, and so therefore it
might be in place prior to the end of the year?
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Mr. Hays. I would certainly hope so.

The CuairMaN. You would hope so.

All right. Now, is there anything else you would like to tell me
about this? Shouldn't this be a Federal responsibility. If it is a Fed-
eral responsibility will it sort of set standards for everybody else,
all of these agencies that use Medicare and Medicaid?

Mr. Havs. Are you referring again specifically to the training
standards?

The CHaIlRMAN. Yes.

Mr. Havs. I would assume, as a practical matter, that would ulti-
mately be the result. To the extent that the home _health agency
wishes to participate in Medicare and Medicaid, they would have to
follow those standards. I assume that the majority of home health
agencies want to participate in Medicare and Medicaid.

The CHAIRMAN. Isn't it true that more than 95 percent of them
participate in Medicare and Medicaid now?

Mr. Havs. I dor’t know that statistic, but I wouldn’t be at all sur-
prised. That sounds right.

The CuairMaN. That statement is not an off-the-wall statement.
It is probably an accurate statement. So therefore, your standards
that are imposed by the regulations will probably cover at least
that many agencies.

Mr. Hays. Well, that assumes that they all can comply with that
reqx(xiirement and can continue to participate in Medicare and Med-
icaid.

The CHairMAN. Is it your purpose that these regulations be dom-
inant, not just for the agencies? How are you going to enforce
them; by yourself or through the States?

Mr. Havs. Yes, is the answer. We enforce them, but as is the
case with survey and certification in general, that is done primari-
ly through the State agencies that we have working for us by stat-
ute under contract. Then we do a certain number of direct Federal
surveys using Federal staff to make sure that the State agencies
are complying with our requirements.

The bottom line is, yes, we do enforce them.

The CHairMAN. Who is going to recommend termination of an
agency that doesn’t comply?

Mr. Havs. The recommendation for termination is made by the
State survey and certification agency, and then we act on that rec-
ommendation.

The CHAIRMAN. Does it work?

Mr. Hays. Yes.

The CHairMAN. Have you terminated any?

Mr. Hays. Yes.

The CHairmaN. How many?

Mr. Hays. Well, last year we had 12 involuntary terminations,
which were outright Federal terminations. We had several hundred
so-called voluntary terminations.

The CHairmaN. Well, 12, you called them “involuntary,” mean-
mg you told them they're out of business with Medicare and Medic-
ai

Mr. Havs. Yes.

The CuairmaN. How many were recommended?
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Mr. Hays. I don’t know the answer to that; if there is a differ-
ence between the two numbers—in any event, I will be happy to
supply that information for the record.

The CHaRMAN. Does either one of your cohorts know how many
were recommended?

Mr. Hays. No, I'm sorry, we don’t know the answer to that ques-
tion but I will provide that information.

[Subsequent to the hearing, the following was submitted by Mr.
Hays for the hearing record:]

We do not keep data on the number of those providers, in jeopardy of termina-
tion, which are working to correct deficiencies. Our first knowledge of a potential

termination is when it is recommended by the State agency, and we concur in virtu-
ally all State agency recommendations.

The CuairMAN. All right. But several hundred just disappeared
on their own?

Mr. Hays. Well, several hundred so-called voluntary termina-
tions, which could range from anything from a corporate merger of
two existing home health agencies to a situation where the agency
decided on its own that it couldn’t meet our requirements and de-
cided to get out of the program.

The CuairmaN. Yes. Then you would agree, I take it, Mr. Hays,
that regulations setting up the standards, regulations setting up
the requirements of training, must be in place and that it is
HCFA'’s responsibility to do so?

Mr. Havs. It is certainly our responsibility to get the regulation
implemented that flows from that 1980 statute, yes.

The CrairMAN. Now, I just want to be sure now. Your interpre-
tation of what the 1980 law requires is that there will be, there
must be training standards and standards qualifications?

Mr. Hays. Essentially, yes. Certainly, a training program that
meets the requirements of the Secretary, yes.

The Cuairman. That meets the requirements of the Secretary?

Mr. Havs. Yes.

The ChArMAN. All right. Thank you very much.

Mr. Hays. Thank you.

The CHairMAN. And you, too, Mr. Wells. Thank you all.

Mr. WeLis. Thank you, Senator.

The CHAIRMAN. The committee will be in recess until 2:15.

[Whereupon, at 12:45 p.m., the committee was recessed, to recon-
vene at 2:15 p.m., this same day.]

AFTERNOON SESSION

The CHairRMAN. The committee will come to order.

Our next witness will be Mr. Donald Nicholson, Assistant Inspec-
tor General.

Mr. Nicholson?

STATEMENT OF DONALD NICHOLSON, ASSISTANT INSPECTOR
GENERAL, U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES

Mr. NicrorsoN. Thank you, Mr. CHAIRMAN. It is a pleasure to be
here this afternoon. As you pointed out, I am Assistant Inspector
General. My specific title is Assistant Inspector General for Analy-
sis and Inspections in the Department of Health and Human Serv-
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ices, and I am here today at the request of the committee to
present to the members the findings of a draft report that we re-
cently released entitled “Home Health Aide Services for Medicare
Patients.” 2

The Office of the Inspector General produces many reports.
Many of these reports are investigative and audit type reports. We
also produce what we call inspection reports, which for lack of a
better word are evaluative studies. We do these studies after we do
literature search and talk to people that we consider to be profes-
sionals and experts in the field. And after having done that and
backing off and taking a look at the information that we have gar-
nered, if we feel that there is a potential for a problem, then we
will conduct an inspection. We felt that there was a potential for a
problem in the area of home health aide services, thus our reason
for us having conducted that inspection.

I am going to skip over the first couple or three pages of my writ-
ten testimony because it represents introductory remarks and dis-
cusses some of the same information that Mr. Hays has already
provided for the committee, and go immediately into the inspection
itself and why it was that we did it and what it was that we found.

Our inspection was designed to lock at the type and number of
services provided to Medicare beneficiaries by home health aides
and the training and the supervision of the aides who are required
to perform these services. Our study included onsite visits in seven
States: California, Illinois, Connecticut, New York, Pennsylvania,
Tennessee, and Texas. We went into 16 selected Medicare certified
home health care agencies. Visits were also made in 3 of those
States to 9 home health aide vendor agencies with whom 6 of the
16 home health agencies contracted for aide services. In other
words, these vendor agencies are in the business of providing home
health aide services to certified home health agencies, and we
wanted to look at that situation and exactly how it worked.

We had discussions with 194 people, respondents in these seven
States that I mentioned earlier, and in addition, five other States,
those five States being: Colorado, Iowa, Michigan, Minnesota, and
Ohio. So we had 12 States altogether involved in the study, and ad-
ditionally we gathered some information from five additional
States—Florida, Iowa, Louisiana, Oregon, and Virginia.

The findings of our study raised concerns about the overall qual-
ity of care provided by home health aides. While aides perform
most of the assigned personal care services—that is, such things as
taking care of the hair, the teeth, bathing, homemaking services,
meal preparation, that sort of thing, they only provide half of what
we call supportive specialized services. These are services analo-
gous to the services that you have on the board up there.

QOur first finding highlights the fact that Medicare patients needs
for home health aide services are in fact not being met. We re-
viewed a total of 48 patient records, and that review revealed that
where the plans of care called for these specialized services which
supported skilled nursing services or physical therapy services,
that the aides failed to document and perform half of these tasks.

2 See p. 81
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The nonperformance of these tasks deprives the Medicare patient
of the full benefit of the home care program and could result, in
our view, in a patient not realizing full rehabilitation potential or
in a patient’s condition worsening to a point where hospitalization
may be required.

A review of the patient records also revealed that home health
aides always delivered the personal care services, such as, as I
mentioned earlier, baths, care of the mouth, skin, hair, assisting to
the bathroom, bedpans, and preparing meals. Consequently, the
aide is more or less viewed as a personal caregiver, and this percep-
tion contributes to the failure on the part of aides to provide these
specialized services.

Second, we found that Federal standards, in the view of many af-
fected by those standards, are not as extensive or as specific as
they need to be. The Medicare condition of participation for home
health aides lacks standards for recruitment, hiring, and training.

Further, the standards for assignment of aides and supervision
do not provide sufficiently objective criteria. As a result, State
agencies responsible for surveying the home health agencies for
compliance with the conditions of participation find the survey
process difficult to perform effectively.

Many States provide standards with specific criteria for the
training of home health aides, although these standards vary with
regard to training curriculum, length, and content.

In addition, low priority is placed by States on home health sur-
veys. This limits the size of the survey staff as well as the number
of surveys performed.

Finally, we noted problems with agency practices in employing
aides. Recruitment, hiring, and retention of home health aides are
major problems for many agencies, which offer low pay and few
fringe benefits. These factors preclude retention of reliable employ-
ees, and some agencies experience a very high turnover rate. Other
agencies that provide a fair wage and good fringe benefits, howev-
er, assure effective selection and retention of aides by offering
many incentives.

Poor supervision of aides is the main reason or a primary reason
for the failure to provide ordered care. Substantial weaknesses
were noted in the supervising nurse’s orientation of aides to the
needs of patients. These weaknesses were directly related to the ab-
sence of clear and comprehensive Medicare standards for home
health aides. Improvements in Medicare standards are needed to
upgrade the quality of care provided by aides and to assure that
the estimated $650 million that Medicare will pay for aide services
in 1987 will not be wasted.

We have made a number of recommendations that play off of
these findings, to the Health Care Financing Administration, to
help overcome some of the problems that we have highlighted in
the report. These recommendations are being reviewed now by the
Health Care Financing Administration and, based on the back-and-
forth that we have with them, may necessarily need to be modified.

A list of the recommendations as we have made them, based on
our findings, is included in the draft report already submitted to
the committee, and of course we are happy to submit a copy of the
final report when it becomes finalized, to the committee.
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This concludes my statement, and I am available to try to
answer any questions that you may have, Mr. Chairman.
[The prepared statement of Mr. Nicholson follows:]
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TESTIMONY
oF
DON NICHOLSON
ASSISTANT INSPECTOR GENERAL
OFFICE OF INSPECTOR GENERAL
DEPARTMENT OF HEALTH AND HUMAN BERVC1ES
ON

HOME HEALTH AIDE

GOOD MORNING, I AM DON NICHOLSON, ASSISTANT INSPECTOR CENERAL
FOR ANALYSIS AND INSPECTIONS OF THE DEPARTMENT OF HEALTH AND

HUMAN SERVICES.

I ARE HERE THIS MORNING AT THE REQUEST OF THE COMMITTEE ON
AGING TO PRESENT TC THE MBMBERS THE PINDINGS OF OUR DRAPT
REPORT, HOME HEALTH AIDR BERVICES FOR MEDICARE PATIENTS. IF

THE COMMITTEE DESIRES, 1 WILL SUBMIT A COPY OF OUR FINAL

REPORT FOR THE RECORD.

THE OFPICE OF INSPECTOR GENERAL PRODUCES MANY REPORTS DURING
THE YEAR ON THE VARIOUS PROGRAMS OPERATED BY THE DEPARTMENT
OF HEALTH AND HUMAN SERVICES. INCLUDED ARE AUDIT AND
INVESTIGATIVE REPORTS AS WELL AS INSPECTION STUDIES DoNE BY
THE OFFICE OF ANALYSIS AND INSPECTIONS. INSPECTION REPORTS
ARE EXAMINATIONS OF ISSUES OF SIGNIFICANT IMPORTANCE TO THE
SECRETARY. THE INSPECTOR GENERAL OR KEY DEPARTMENTAL
COMPONENT HEADS. WE UNDERTAKE THESE STUDIES APTER CAREFUL
RESEARCH AND REVIEW OF THE ISSUES AND THEIR HISTORY. ONLY
WHEN. THE ISSUES INDICATE THAT THIS 1S A PROBLEM WORTHY OF
FURTHER ANALYSIS, DO WE UNDERTAKE AN INSPECTION. SUCH IS THE

CASE WITH HOME HEALTH AIDES.

INTRODUCTION

HEALTH AND PERSONAL CARE SERVICES PROVIDED 10 ELIGIBLE
PATIENTS AT HOME ARE REIMBURSED UNDER KMEDICARE. THESE
SERVICES INCLUDED SKILLED WURSING, PHYSICAL, SPEECH AND
OCCUPATIONAL THERAPY, MEDICAL SOCIAL SERVICES AND SERVICES
PROVIDED BY HOME HEALTH AIDES, INCLUDING PERSONAL CARE. THEY

MUST BE ORDERED BY A PHYSICIAN AND PROVIDED THROUGH A
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MEDICARE-CERTIPIED HOME HEALTH AGERCY. COVERAGE BY MEDICARE
IS ALSC DEPENDENT UPON A HOMEBOUND PATIENT'S NEED FOR THE
PART-TIME OR INTERMITTENT SERVICES OF NURSES AND OTHER
SKILLED PROPESSIONALS. THE COVERAGE OF HOME HEALTH AIDE
SERVICES IS CONTINGENT UPCN THE NEED POR SKILLED PROPESSIONAL

SERVICES.

IN 1985, MEDICARE REIMBURSED, AT A COST OF APPROXIMATELY $2
BILLION, NBARLY 6,000 CERTIPIED HOME HEALTH AGENCIES (HHA'S)
FOR ALL SERVICES. BY 1990, WE ESTIMATE THAT AS MANY AS 2.2
MILLION PATIENTS WILL BE RECEIVING HOME HEALTH VISITS, AND AS
MANY AS 30 PERCENT OF THOSE VISITS WILL BE MADE BY HOME
HEALTH AIDES. AIDES WILL CONTINUE TO SPEND TRIPLE THE AMOUNT

OF TIME IN A PATIENT'S HOME AS OTHER SKILLED PROFESSIONALS.

IN ORDER POR A HOME HEALTH AGENCY TQ PARTICIPATE IN THE
MEDICARE PROGRAM, IT MUST MEET CERTAIN CONDITIONS OF
PARTICIPATION STANDARDS. THESE STANDARDS, AS EMBODIED IN
REGULATIONS, COVER SUCH AREAS AS ORGANIZATION, ADMINISTRATIVE
ACCOUNTABILITY, FINANCIAL PLANNING AND BUDGETING,
RECORDXEEPING, THE PROVISION OF HEALTH SERVICES AND QUALITY

ASSURANCE PROCEDURES.

THE REGULATIONS ALSO IDENTIFY TASKS WHICH HOME REALTH AIDES
ARE TRAINED TO PERPORM AND DUTIES WHICH THEY MAY BE ASSIGNED
BY A REGISTERED NURSE. HOWEVER, TASKS AND DUTIES RELATED TO

PERSONAL CARE ARE NOT CLEARLY DEFINED, BUT MAY INCLUDE:

A. PERSONAL CARE SERVICES, SUCH AS:

o] HELPING THE PATIENT WITH BATH. CARE OF MOUTH, SKIN

AND HAIR:

o HELPING THE PATIENT TO THE BATHROOM OR IN USING BED

PANS AND CHANGING THE PATIENT'S BED LINEN; AND

Q ASSISTING WITH MEAL PREPARATION AND HOUSEHOLD
SERVICES ESSENTIAL TO HEALTH CARE AT HOME TO
MAINTAIN A CLEAN, HEALTHFUL AND PLEASANT

ENVIRONMENT .
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B. SELECTED SKILLED NURSING SERVICES, SUCH AS:

o] ASSISTANRCE WITH MEDICATIONS THAT ARE ORDINARILY

SELF-ADMINISTERED:

o SIMPLE EXERCISBES;

o] SPECIPIC TREATMENTS:

o CLINICAL OBSERVATIONS AND NUTRITION: AND

o] COMPLETING APPROPRIATE RECORDS.

C. SELECTED REHABILITATION SERVICES, SUCH AS:

o ASSISTARCE WITH AMBULATION AND EXBRCISES AS AN

EXTENSTON OF SKILLED THERAPY SERVICES: ARD

o] REPORTING CHANGES IN THE PATIENT'S CONDITION TO THE

SUPERVISING NURSE OR THERAPIST.

THE SOCIAL SECURITY ACT, SPECIPICALLY SECTION 1861(M)(4),
REQUIRES HOME HEALTH AIDE SERVICES PROVIDED TO MEDICARE
PATIENTS T0 BE “PART-TIME OR INTERMITTENT." ALSO, HOME
HEALTH AIDES ARE REQUIRED TO HAVE “SUCCESSFULLY COMPLETED A
TRAINING PROGRAM APPROVED BY THE SECRETARY."

THE CERTIFICATION OF HHA'S IS CARRIED OUT BY THE HEALTH CARE
PINANCING ADMINISTRATION {HCFA) THROUGH THE EFFORTS OF STATE
SURVEY AGENCIES. HOME CARE AGENCIES MUST BY LICENSED IN

STATES WHICH REQUIRE SUCH LICENSURE.

QCUR INSPECTION

OUR INSPECTION WAS DESIGNED TO LOOK AT THE TYPE AND NUMBER OF
SERVICES PROVIDED TC MEDICARE BENEFICIARIES BY HOME HEALTH
AIDES AND TRE TRAINING AND SUPBRVISIO& OF THE AIDES WHC ARE
REQUIRED TO PERFORM THE NECESSARY SERVICES. OUR STUDY
INCLUDED ONSITE VISITS IN SEVEN STATES (CALIPORNIA, ILLINOIS,

CONNECTICUT, NEW YORK, PENNSYLVANIA, TENNESSEE AND TEXAS) TO
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16 SELECTED MEDICARE CERTIFIED HOME HEALTH AGENCIES {HHA'S).
VISITS WERE ALSO MADE IN THREE OF THOSE STATES TC NINE AID
VENDOR AGENCIES WITH WHOM SIX OF THE 16 HHA'S CONTRACT POR
AIDE SERVICES. DISCUSSIONS WERE HELD WITH 194 RESPONDENTS IN
THESE STATES AND IN PIVE OTHER STATES (COLORADO, IOWA,
MICHIGAN, MINNESOTA AND OHIO). INFORMATION ON STATE
STANDARDS WAS ALSO PROVIDED BY FLORIDA, IOWA, LOUISIANA,

OREGON AND VIRGINIA.

MAJOR PINDINGS

THE FINDINGS OF OUR STUDY RAISED CONCERNS ABOUT THE OVERALL
QUALITY OF CARE PROVIDED BY HOME HEALTK AIDES. WHILE AIDES
PERPORM MOST OF ASSIGNED PERSONAL CARE SERVICES, THEY PERPORM

HALF OF THE SUPPORTIVE SPECIALIZED SERVICES.

OUR FIRST PINDING HIGHLIGHTS THE PACT THAT MEDICARE PATIENT'S

NEEDS FOR KEY HOME HEALTH AIDE SERVICES ARE NOT BEING MET.

A REVIEW OF PATIENT RECORDS REVEALED THAT WHERE THE PLANS OF
CARE CALLED FOR SPECIALIZED SERVICES INF SUPPORT OF THE DUTIES
OF SKILLED NURSES OR PHYSICAL THERAPISTS, THE AIDES FAILED TO
DOCUMENT. AND PERFORM. HALF OF THESE TASKS. THE NON-
PERFORMANCE OF THESE TASKS DEPRIVES THE MEDICARE PATIENT OF
THE FULL BENEFIT OF THE HOME CARE PROGRAM, AND COULD RESULT
IN A PATIENT NOT REALIZING FULL REHABILITATION POTENTIAL, OR
IN A PATIENT'S CONDITION WORSENING TC THE POINT WHERE RE-

HOSPITALIZATION IS REQUIRED.

THE REVIEW OF PATIENT RECO#DS ALSO REVEALED THAT HOME HEALTH
AIDES ALWAYS DELIVERED PRESCRIBED PERSONAL CARE SERVICES,
SUCH AS RELPING PATIENTS WITH BATHS, CARE OF MOCUTH, SKIN AND
HAIR, ASSISTING THEM TO THE BATHROOM OR IN USE OF BED PANS
AND PREPARING MEALS POR THEM. CONSEQUENTLY, THE AIDE IS
VIEWED AS A PERSONAL CARE GIVER. THIS PERCEPTION CONTRIBUTES

TO THE PAILURE OF AIDES TC PROVIDED SPECIALIZED SERVICES.

SECONDLY, WE FOUND THAT FEDERAL STANDARDS WERE NOT BEING

PROVIDED.

THE MEDICARE CONDITION OF PARTICIPATION POR HOME REALTR AIDES

LACKS STANDARDS FOR RECRUITHMENT, HIRING AND TRAINING.
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PURTHER, THE STANDARDS FOR ASSIGNMENT OF AIDES AND
SUPERVISICN DO NOT PROVIDE SUPPICIENTLY OBJECTIVE CRITERIA.
AS A RESULT, STATE AGEXCIES RESPONSIBLE POR SURVEYINRG ROME
HEALTH AGENCIES FOR COMPLIANCE WITH THE CONDITIONRS OF
PARTICIPATION FIND THE SURVEY PROCESS DIPPICULT TO PERFORM
EPPECTIVELY. MANY STATES PROVIDE STANDARDS WITH SPECIPIC
CRITERIA FCR THE TRAINING OF HOME HEALTH AIDES. ALTHOUGH
THESE STANDARDS VARY WITH REGARD TO TRAINING CURRICULUM
LENGTH AND CONTENT. IN ADDITION. LOW PRIORITY IS PLACED BY
STATES ON HOME HEALTH SURVEYS. THIS LIMITS THE SIZE OF
SURVEY STAPPS AS WELL AS THE NUMBER OF SURVEYS PERFORMED.

FINALLY, WE NOTED PROBLEMS WITH AGENCY PRACTICES IN EMPLOYING

AIDES.

RECRUITMENT, HIRING AND RETENTION OF HOME HEALTH AIDES ARE
MAJOR PROBLEMS POR MANY AGENCIES WHICH OFFER LOW PAY AND
RELIABLE EMPLOYEES AND EXPERIENCE A VERY HIGH TURNOGVER RATE.
OTHER AGENCIES, HOWEVER, ASSURE EFFECTIVE SELECTION AND
RETERTION OF AIDES BY OFFERING MANY INCENTIVES, INCLUDING

GOOD PAY, BENEFITS AND PARAPROFESSIONAL STATUS.

POCR SUPERVISICN OF AIDES IS THE MAIN REASOR POR THE PAILURE
TO PROVIDE ORDERED CARE. SUBSTANTIAL WEARNESSES WERE NOTED
IN THE SUPERVISING NURSES' ORIENTATION OF ALIDES TO THE NEEDS
OF PATIENTS. THESE WEAKNESSES WERE DIRECTLY RELATED TO THE
ABSENCE OF CLEAR AND COMPREHENSIVE MEDICARE STANDARDS POR

HOME HEALTH AIDES. IMPROVEMENTS IX MEDICARE STANDARDS ARE

NEEDED TO UPGRADE THE QUALITY OF CARE PROVIDED BY AIDES AND
TO ASSURE THAT THE ESTIMATED §$€50 MILLION MEDICARE WILL PAY

FOR AID SERVICES IN 1987 WILL NOT BE WASTED.

CORCLUSION:

WE HAVE MADE A NUMBER OF RECCMMENDATIONS TO HCPA TO HELP
OVERCOME SOME OP THE PROBLEMS HIGHLIGHKTED IN OUR REPORT.
THESE RECOMMENDATIONS ARE BEING REVIEWED BY RCFA AND BASED ON
ANY COMMENTS WE RECEIVE, MAY BE MODIPIED. A LIST OF THESE
RECOMMENDATIONS ARE INCLUDED IN OUR DRAFT REPORT FOR YOUR

REVIEW.

THIS CONCLUDES MY STATEMENT. I AM AVAILABLE TO ANSWER ANY QUESTIONS,
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DEPARTMENT OF HEALTH & HUMAN SERVICES Omxe of tnzpector Genera!

Wahington, 0 C. 20201

APR 7 0 1997

The Honorable John Melcher
Chairman, Committee on Aging
United States Senate
Washington, D.C. 20510

Dear Mr. Chairman:

This is in response to your letter of April 2, 1987
concerning an Office of Inspector General report on Home
Health Agencies {HHAs).

Our offfce hus recently conducted a study in order to help
the Department of Health and Human Services and other
interested parties obtain a picture of home health aide
services provided to Medicare patients. Our study findings
are based upon discussions with HHA and vendor administrative
personnel, State surveyors, physicians, nurses, Medicare
patients and others in the home care industry of 16 selected
Medicare certified HHAs in seven States. We are pleased to
share with you ocur draft report entitied "Home Health Aide
Services For Medicare Patients.”

The findings of our study raised concern about the coverall
quality of care provided by home health aides. While aides
perforzmed most of thc assigned personal care services, they
failed to perform supportive specialized medical services.
We belisve the non-performance of these tasks deprives the
Medicare patient of the fuil benefit of the home care
program, and could result in a patient not realizing full
rehabilitation potential, or in a patient's conmdition
worsening to the point where re-hospitalization is required.
Since the Medicare program is already paying for visitg of
sufficient length to accommodate more specialized services of
aides, the Medicare program is paying for aide sorvices not
rendered. We are recomzending that the Department take
various steps to tighten the provision of home health aide
services. This report is currently circulating within the
bDepartment for review and comment.

The study was directed by Tom Tully our Regional Inspector
General in the New York Office of Analysis and Inspections.
Inquiries concerning the study report and findings may be
directed tc him at {212} 264-5285.

erely yours,

Richard P. Kusserow
Inspector ‘General

Enclosure
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HOME. HEALTH AIDE SERVICES
"A"FOR‘MED_ICARE PATIENTS

DRAFT
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Office of 'Inspector General

The mission“of the Office.of 'Inspector Genperal (0IG) is: to,
promote the efficiency, effectiveness and integrity:of programs
in the Unitéd States Department of’Eealth”and Euman Services .
(BBS}. It doesithis by developing methods: 'to"detect and prevent
‘fraud, waste and abuse. :Created by statute in 1976, the
Inspector General keeps both theé Secretary and the Congress
fully and currently informed about: programs or -managenent
problems and recommends corrective action.’ ' The OIG performs its
mission by conducting audits, investigations and inspections .
with approximately 1,200 staff strategically located around the
country.

" pffice of Rnalysis and Inspections

This report is produced by the Office of Analysis and
Inspections (OAI), one of the three major offices within the
0IG. The other two are the Office of Audit and the Office of
Investigations. OAI conducts inspections which are typically
short-term studies designed to determine program effectiveness,
efficiency and vulnerability to f£raud or abuse. '

This Report
The report is entitled, "Home Health Aide Services For Medicare
Patients.” It was prepared following a review conducted to help
the Health Care Financing Administration and other interested
parties gain a current overview of the rolelof the home health
aide in meeting Medicare patients' needs for home health care,
‘andthe standards -and process-by which home health aide services
arelevaluated. T ’
LTheﬁs;udyiyés%pfepaxgdfby&t@éfRegiQQ§lﬁlnspgctqr}Geheral[icifice
‘of “Analysisiand Inspections,! Region’II. /Participating in”the’
project were the:following: people:

New . York‘Region® . i Chicago Region

iMargaret ‘Shell

‘AldniLevine’ ,
‘Rénee;Schlesirngery 'RIPITL

Penni St. Hidaire
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HOME HEALTH AIDE SERVICES
POR MEDICARE PATTENTS

RICHARD P. KUSSEROW APRIL 1987
INSPECTOR GENERAL

Control # OAI-02-86-00010

NOTICE - THIS DRAPT RESTRICTED TO OFFICIAL USE

This document is a draft report of the Office of Inspector
General and is subject to revision; therefore, recipients

cf this draft should not disclose its contents for purpcses
other than for official review and comment under any
circumstances., This draft and all copies thereof remain the
property of, and must be returned on demand to, the Office of
Inspector General,
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EXECUTIVE SUMMARY

The flndlings of our study raised concerns about the overall
quality of care provided by home health aides. while aides per-
form most of assigned personal care services they perform half of
the supportive specialized services.

MAJOR PINDINGS

I. MEDICARE PATIENTS' NEEDS POR XEY HOME HEALTH AIDE
SERVICES ARE NOT BEING MET

® & review of patlent records revealed that where the plans
of care called for specialized services In support of the
duties of skilled nurses or physical therapists, the
aides failed toc document, and perform, half of these
tasks. The non-performance of these tasks deprives the
Medicara patient of the full bencfit of the home care
program, and could result in a patient not realizing
full rehabilitation potential, or in a patient's
condition worsening to the point where re-hospitaliza-
tion is required.

® Since the Medicare program is already paying for visits
of sufficient length to accommodate more specialized ser-
vices of aides, the Medicare program is paying for aide
services not rendered.

®* We found that poor supervision of aides is the main
reason for the failure to provide ordered care.
Substantial weaknesses were noted in the orientation
of aides to the needs of patients by supervisory
nurses and in the supervisiocn given to the aides in the
patients’ homes.

® The review of patlent records also revealed that home
health aides always delivered prescribed personal care
services, such as helping patients with baths, care of
mouth, skin and hair, assisting them teo the bathroom or
in use of bed pans and preparing meals for them.

® fThe aide is viewed as a personal care giver. This
perception contributes to the failure of aides to pro-
vide specialized services,

* gerious problems were noted with agencies' use of home
health aides under contract. These include: Medicare
patient vulnerability to substandard practices and
services which are unneccasarily time consuming,
frequent and costly.

II. STANDARDS NWOT PROVIDED

° +she Medicare Condition of Participation for home
health aides lacks standards for recruitment, hiring
and training. The standards for assignment of aldes
and supervision do not provide sufficiently objective
criteria. As a result, State agengims responsible for
surveying home health agencies for compliance with the
Condition of Participation find the -survey process
difficult to perform effectively. Many States provide
standards with specific criteria for the training of
home health aides, although these standards vary with
regard to training curriculum iength and content.

* Improvements in Medicare standards are needed to upgrade
the quality of care provided by aides, and to assure that
the estimated 5650 million Medicare will pay for aides
services in 1887 will not be wasted.

* Low priority is placed by States on home health sur-
veys. This limite the aize of survey staffs as well
as the number of surveys performed.

~
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PROBLEMS NOTED WITH AGENCY PRACTICES IN EMPLOYING AICES

® Recruitment, hiring and retention of howme health
aides are major problems for many agencies which.
offer low pay and limited benefits. These agencies
do sot attract the most reliable employees and
experience a very high turnover rate,.

® Other agencies, however, assure effective selegtion
and retention of aides by offering many incentives,
including good pay, benefits and paraprofessional
status.

MAJOR RECOMMENDATIONS

The Health Care Financing Administration (HCPA) should
direct State survey agencies, through training programs
and written isstructions, to review selected plans of care
and the corresponding patient medical records to assure
that all prescribed tasks are performed and documented by
home health aides. Training and instruction of State
sorveyors is essential tc assure that the Condition of
Participation for aides is satisfied.

HCPA should provide State survey agencies with administra-
tive guidelines for assisting home health agencies in the
selection, training, assignment and supervision of aides.
This will prepare surveyors to belp home health agencies
correct deficiencies found during the survey process.

HCPA should encourage:
° statea without specific State regulations on the training
of home health aides to develop a curriculum for training
home health aides, or adept an existing curriculum,
Completion of an established training program -should be a
prerequisite of a home health aide pcsition,

Organizations such as the National Homecaring Council,
National Asscciation For Home Care and the Joint
Commission on the Accreditation of Hospitals to work with
their members to improve home health aide services
through more effective training and supervision.

HCFA should revise those sections in the Health Insurance
Manual for home health agencies and fiscal intermediaries
{FI's) which deal with services provided by home health
2ides. The revisions should distinguish between personal
care services and those services representing extensions of
skilled care, indicating that all tasks in the plans of
care are expected to be performed by aides during each
visit,

HCFA should revise the Home Health Agency Coverage
Compliance Review instructions to PI's. Revised instruc-
tions should expand the points to be addressed by the FI's
during onsite reviews to include cezmparison of aide tasks
specified in plans of care with aide tasks performed, teo
assure that plans of care tasks for aides are fully imple-
mented,

HCFA should revicw home health aide services provided

under a contract to determine whether a limitation on

such services would be appropriate, in view of the findings
that aides under contract:

® &id not perform the majority of extensions of skilled care
tasks assigned to them;

subjected Medicare patients to substandard practices; angd
.

made visits which were unnecessarily time consuming, fre-
quent and costly,

-
-
-
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INTRODUCTION

Covered health and perscnal care services provided to eligible
patients at home are rcimbursed under Medicare. These ser-
vices include skilled nursing, physical, speech and cccupa-
tional therapy, medical social services and services provided
by home health aides, including personal care. They must be
ordered by a physician and provided through a Medicare-
certified home health agency. Coverage by Medicare is also
dependent upon a homebound patient’s need for the part-time or
intermittent services of nurses and other skilled pro-
fessionals. The coverage of home health aide services is con-
tingent upon the need for skilled professicpal services.

Medicare reimbursement to nearly 6,000 certified home hcalth
egencies (HHA's) for all services in 1385 is estimated to be
about $2 billion. £y 1990, as many as 2.2 million patients will
be receiving home health visits, and as many as 30 percent of
those visits will be made by home health aides at a cost of about
$756,000,0006, Aides will continue to spend triple the amount

of time in a patient's home as skilled professionals.

In order for an HHA to participate in the Medicare Program, it
must meet the Conditions of Participation., These standards, set
forth in 42 CFR 405.1201f£f, cover such areas as organization,
administrative accountability, financial planning and budgeting,
recordkeeping, the provision of health services and quality
assurance procedures.

42 CFR 405.1227 outlines the single Medicare Condition of
Participation and two standards that home care agencies must
meet concerning home health aide services. Outlined in suam-
mary form below, they include the following requirements:

fliring - aides are able to read, writc, and carry ocut
Jirection, and are mature and capable enocugh to deal with
sick patients.

Training - aides are carefully trained in assisting
patients to achieve maximum self-reliance.

Assignment of Duties - aides are assigned specific duties
by a registered nurse.

Supervision - aides are closely supervised by a
registered nurse or other professional staff every two
weeks.

The regulation also identifies tasks which home health aides
are trained to perform and duties which they may be assigned
by 2 registered nurse. The regulation does not always define
tasks and duties, such as "personal care®, but they may be
grouped into three categories and inciude the following:

1. Personal Care Services. Helping patient with bath, care
of mouth, skin and hair. Helping patient to bathroom or
in using bed pan. Changing patient’'s bed linen.
Assisting with meal preparation and household services
essential tc health care at home to maintain a clean,
healthful and pleasant environment. Completing
appropriate recorxds.

2. Extension of Skilled Nursing Services. Assistance with
medications that are ordinarily self-administered, simple
exercises, specific treatments, clinical ebservations and
nutrition. Reporting changes in the patient's condition to
the supervising nurse, Completing appropriate records.

3, Extension of Rehabilitation Services. Assistance with
ambulation and exercises as an extension of skilled
therapy services, Reporting changes in the patient's con-
dition to the supervising nurse or therapist, Completing
appropriate records,

Scction 1861({m){4) of the Social Security Act requires home
health aide services provided to Medicare patients to be
*part-time or intermittent® and alsoc reguires home health
aldes to have ®successfully completed a training program
approved by the Secretary."®

The certification of HHA's is cartied out by the Health Care
Financing Administration (HCFA) through the efforts of State sur-
vey agencies. Home care agencies must be licensed in States
which require such licensure.

-,
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PINDINGS

MEDICARE PATIENTS' NEEDS FOR SOME KEY
HOMP HEALTH ATDE SERVICES ARE NOT BEING MET

Plans of Care Not Being Followed

All 62 patient records reviewed contained plans of care
which called for aides to perform tasks representing per-
scnal care services; 85 percent of the plans also called
for aides to perform tasks which represented an extension
of nursing or rehabilitation services. Examples of the
tasks found in plans of care in support of nursing ser-
vices included the following: assisting with dialysis;
diabetic monitoring (urine testing); catheter care; foot
s6aks; special skin care: observation and notation of
changes in respiratory condition: encouraging intake of
fluids; recording intake and output of fluids; taking cf
temperature, puise and respiration with readings noted.
Por rehabilitation, it was noted that aides were often
asked to help with exercises, transfers to and from bed
and ambulation training as taught by the physical thera-
pist, and recording progress in activities of daily
living.

A comparison of the 62 aide plans of care with
corresponding aide activity sheets revealed that
prescribed personal care tasks were always documented as
having been performed. However, in 48, or 91 percent, of
the 53 cases where extensions of skilled services were .
prescribed, one or more tasks were not dovumented by the
aides as having been performed. 1In half of these cases,
one or more of those tasks were never documented; in the
other half, one or more of those tasks were only occa-
sionally documented. Overall, ncarly half of the
prescribed extension tasks expected to have been per-
formed during more than 1,600 aide visits were not
documented.

Responses from both patients and aides support the coaclu-
sion that all personal care tasks wers actually performed,
Responses also support the conclusion that a lack of
documentation indicates that the cxtension tasks were not
performed by the aides.

Since the services provided by home health aides as an
extension of nursing or rehabilition services are intended
to be a continuum of skilled care, failure to provide the
services deprives the patient of the full benefit of the
home care program. A patient who has a therapy treatment
twice a week without any aide-assisted “practice® between
skilled visits may not achieve her/his full rehabilitation
potential as quickly, if at all. when key observations
are not made by an aide or are not noted for the nurse,
the patient's condition may worsen, and skilled treat-
ment cssential to the patient's recovery might not be
started.

Special treatments assigned to aides, such as foot soaks
or special skin care, if not performed, could lead to
serious skin deterioration. 1In cases of this kind,
patients may require re-hospitalization.

To gain an insight as to why so many aide tasks were not
documented and apparently not performed, the inspection
team made {ollow-up contacts with supervising nurses and
administrative perscnnel of a number of HHA's which hagd
been previcusly visited. The consensus of these respon-
dents was that the primary and centinuing cause of the
problem was the lack of orientation of aides by supervig-
ing nurses to patient cases and tasks As well ae the lack
of ongoing onsite supervision of aides by professionals.
Cne respondent said:

The start-up visit is essential in every single
case to introduce the aide, give the case plan
and demonstration of tasks, The supervision
every two weeks must be onsite with the aide.

Another respondent indicated that extension tasks were
not performed by aides because they are usuvally alone
with patients and lack confidence without the proper sup-
port of skilled professionals. She said;



88

The aide may be fearful of doing a procedure if
they are not shown it specifically. They are
aware they might hurt a patient and get into
trouble if they do it wrong ... The therapiat
or nurse must meet with the aide Iin the home
and show them what should be done.

One respondent said that the assignment of multiple aides
to the same patient precluded supervisicn. Nurses cannot
orient and supervise multiple aides effectively, nor
assure uniformly effective performance of tasks. She
also said that it was a good practice to have aides pre-
sent at patient conferences with skilled professionals,
but that practice was discontinued at her agency.

Other causes cited by respondents included deficiencies
in aide training, especially in the area cf documenting
tasks performed. t was noted that since many aides lack
language skills to articulate tasks performed, many
agencies frequently have aides use a checklist to identi-
fy those tasks,

Hajority Of Undocumented Tasks Were Assigned To Vendor
Aides

Mcdicare requires HHA'S to meet all standards for home
health aide services, whether or not the services are
provided directly or under contract. HHA's must assure
that vendors they contract with alsoc meet the Medicare
standards for aide services.

Among the 44 home health aides providing services to the
62 patients, 15 were employees of vendors contracting with
six of the 16 HHA's, and three were under direct contract
to a seventh HHA. Over one-half of the aides were
enployeces of 12 HHA's (three also contracted for some aide
services and fall intec both groups). The chart below sum-
marizes the documentation of extension tasks by both
groups of aides for the 48 patients visited,

Assigned Undocumented
Aides Patients Visits Tasks Tasks
i8 18 939 2,022 1,070
Contract {tasgks per
patient X
visits?}
26 30 663 1,760 771
staft .
44 48 1,602 3,782 - 1,841 (494

Vendor Aide Visits Tend To Be Long, Frequent and Costly

The average length of visit for the first group of 18
aides was 2.6 hours, while the second group of 26 aides
spent an average of 1.8 hours on each visit. Three HHA's
in cne Eastern State, where contracting for aide services
is prevalent, allow vendor aides to spend as much as four
hours ca eeach home visit., Staff aides of the other HHA's
spend under two hours per visit. Vendor aides also
average more visits per week than staff aides, Because of
high turnover among aide staff, vendors try to place aides
on cases for longer periods of time with minimal travel.
In addition, labor union agreements affecting many vendor
aides make it costlier per hour to place thosc aides in a
patient's home for less than threce hours. for example,
one union agreement with a vendor stipulates that aides
will be paid $1 more per hour on visits of under three
hours.

Lack Of Control Over Vendor Aides Makes HHA Patients
Vulnerable To Substandard Practices

In 1885, six of the 16 sample HHA's in three Eastern States
contracted with 18 vendors for all or part of the nearly
150,000 heme health aide visits provided to Medicare
patients. Of those total visits, 72 percent were made by
vendor aides the six WHA's did not recruit, hire, train or
assign to patient cases. These HHA's assured vendor aides
complied with standards in various and often effective
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ways. In addition, it was found that vendors' deficiencies
discovered by some HHA's were not reported to Medicare
authorities and were not always corrected. One HHA con-
ducted 1984 and 1985 annual audits of one of its vendors.
Out of 165 aide personnel files audited, 211 deficiencies
were found. Areas of deficiency included physical exams,
health tests and immunizations, references, and in-
service training.

Out of a small samplc of 15 Medicare patients and vendor
aides viscited by the inspection team in three Eastern Sta-
tes, there was one case where the aide did not arrive at
the patient’s home when expected; the patient was a
wheelchair-bound amputee on dialysis who lived alone.
Another problem case involved a vendor aide who did not
show up at the patient‘s home as scheduled For four days.
Neither the vendor nor the HHA was aware of it, until the
patient complained. Some State surveyors and supervisory
nurses said this coccurs frequently,

Supervision of Home Health Aides Is Pound to be
Inconsistent And ineffective, Especially when Multiple
Aides Visit The Same Patient

The previously noted comments on poor. supervision were
supported by the inspecticn team's observations during the
atudy. Weaknesses were noted in the areas of aide orien-
tation and on-the-job training for individual patients by
supervisory nurses, HoOw supervision is to be carried out
is not specified by Medicare regulations, although
registered nurses must make supervisery visits every two
weeks, with or without the aide's presence.  Many super-
vising nurse and agency respondents believe that aide
orientation and on-the-jcb training for specific patients,
when conducted by supervising nurses, is the only effec-
tive way to assure that all prescribed tasks are properly
performed,

There was evidence that aides were given an orientation by
the supervising nurse on the first aide visit in only 22
percent of cases reviewed. This orientation introduces
the aide to the patieant and fazily, and allows for
discussing the hecme environment and reviewing the plan of
care. Demonstrations of tasks are given by the nurse
followed by return demonstrations by the aide.

Orientation is considered more important when prescribed
aide tasks include extensions of skilled services.

When HHA's and vendors substitute aides on patient cases,

the supervising nurse visits do not effectively serve the
purpese intended. Orientation to the patient and on-the-job
training should be repeated for each aide, but often are not.
One nurse supervising vendor aides said:

Ideally we will be there at the aides’ first
visit to orient her to the tasks. If not
possible, T could make a telephone cail, 1
always make an eftort to be onsite the firse
time to teach the aide, but the aide changes
and I can't always go in every time. It is a
frustration!

A senicr agency official of one of the HBA's advised that
“rotation of aides®" was based on assigning the more ex-
perienced aides to new problem cases. Hovever, a vendor
official with more direct involvement in assignment of
aide staff to the HHA's patients advised that part-time
vender ajdes paid an hourly rate are usually taken off
cases to give work to vender full-time aides who are
salaried. A common complsint from ex-patients of this
agency is “too many different aides.”

Bocumentation in two-thirds of the patient cases indicates
supervising nurse visits were not made when the aide was
present. Medicarc regulations deo not specify that the
aide must be precsent. One nurse emphagized the importance
of coordinating supervisory visits with aides when she
said:

At least once a month there should be onsite
supervision while the aide is in the home.
Personally, T wouldn’t want to be tesponsaible
for an aide if I didn't see her performance,
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Although some nurses expressed difficulty coordéna;ing
their visits with the aide in the home, many felt it was
essential to good care.

Aideg Are Perceived As Primarily Personal Care wWorkers

We learned from our discussions with patients, aides and
supervising nurses, that home health aides are generally
perceived as ®caring companions® whose most important
functions are to keep patients clean, lend emotional sup-
port to patients and family and provide some housekeep%ng
services., Expectations for aides seldom encompass duties
to assist patients in achieving maximum sclf-reliance.

Eighty percent of all patient, aide and nurse respondents
identified perscnal care, especially bathing, as the most
important service aides provide. Emotional support of
patients and families ranked as the second most important
service provided by aides. Wwhere family members lived

with patients, aide visits werc seen as providing a needed
respite from looking after the patient. while the third-
ranking service according to patients and aides was house-
keeping, the third-ranking service in the view of nurses
was the extension of either nursing or rehabilitation ser-
vices,

One agency utilized aides primarily tor providing

limited personal care services, regardless of the need of
its patlents for other services aides are normally
expected to provide, All four patients from this agency
had plans of care calling for "personal care and bath*
only; two of the four patients had received physical
therapy, but the aides' plans of care in those cases did
not call for any tasks in support of the rehabilitation
services. The R.P.T member of the inspection team felt
that an cxtcnsion of rehabilitation secvices by the aides
in these cases was appropriate and would have been benefi-
cial to the patients, Aides indicated that this agency
also does not allow them to do housekeeping, meal .prepara-
tion or shopping. Such services may be covered by
Medicare and appropriate for specific patients,

Where aides did not carry out the tasks considered exten-
sions of skilled services, the length of visits did not
appear to be a major factor., 1In those cases, aide visits
were as brief as 45 minutes and as lony as four hours,
averaging about two hours per visit, uvsually a sufficient
time to complete assigned tasks. Medicare fiscal inter-
mediaries routinely reimburse agencies for aide visits
assuming all tasks were performed as prescribed in plans
of care. -

STANDARDS NOT PROVIDED

Medicare Requlations Por Home Health Aides Are Not
Adequate

Surveyors in 11 of the 12 States contacted view Medicare
regulations as barely adeguate, or even inadequate, in
helping them do their job. A typical complaint was that
Medicare regulations "have too many gaps and are open to
too much interpretation."” Others cited the lack of
training standards as a major weakness. “"Therc's a real
void in the Medicare regulations there!™ said a surveyor
in a Western State. Another deficiency noted was the laeck
of a standard for the selection of aides.

A review of the Medicare Condition of Participation for

home bealth aides and its two specific standards indicates
very few criteria. There are no specific standards for the
selection and training of home health aides, For example,
the Condition states that aides should be *carefully
trained®, but it dces not specify curriculum content or
length, or required classroom and clinical hours, or the need
for continuing (in-sorvice) educaticn or on-the-3job training.

In one of the two areas where the Condition does establish
& standard, which requires assigoment of aides to cases to
be made only by a registered nurse, there are no criteria
which provide a basis for the assignment such as patient
needs and the abilities of specific aides. The other
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Medicare standard deals with aide supervision. while it
requires that a registered nurse or other appropriate pro-
fessional supervise the aide, it does not specify that the
aide must be present during supervision.

Application Of Medicare Regulations Is Subjective;

Guidelines Offer Limited Help

The decision by State surveyors as t¢ whether agencies
meet the coverall Condition of Participation is largely
left to the gurveycr's subjective judgment. Consequently,
while elements of the Condition (selcction or training of
aides) or standards (assignmeat of duties and supervision
of aides) may be cut of compliance, surveyors may still
determine that the Condition is met. The only enforcement
power to assure correction of specific deficiencies by
non-compliant agencies is an involved decertification
process which is rarely used.

Several surveyors indicated that HCFA's interpretive
quidelires for survey agencies offered them little help in
applying Medicare regulations during the survey process.
Scme criteria are provided for the assignment of aides

to patients and there is a referunce to “continuing staff
education® being provided to aides. But HCPA guidelines
say nothing about how many failures to comply with ele-
ments or standards are permitted before the Condition of
Participation is judged *"Nct met." One surveyor indicated
that failure to meet either or both standards would always
be cited as deficiencies but would rarely be enough to
find the Condition not met. .

Most States Contacted Have Their Own Requlations; They
Contaln More Specific Criteria For Training Aides Than
Medicare Reqgulations

Of the 16 States gueried, 11 said they had their own regu-
lations,  Most said that their regulations give surveyors
some specific and objective criteria, primarily in the
area of training, to determine an agency's compliance with
Medicare regulations. (See Appendix II for listing}.

The following elements are significant:

Course Curricula

Training course length is specified in nearly all the
States which have their cwn regulations, with the length
ranging from 42 to 230 total hours. Five of the States
with regulations reguire supervised clinical training of
from 15 to 30 hours as a prerequisite to successful comple-
tion. Prior approval of home health aide training curri-
cula is required by seven States. One State reguires
training through a uniform curriculum offered statewide by
vocational~-technical schools and regional community
colleges. Another State requires training programs to be
equivalent in content and depth to the MNational Homecaring
Council‘®s "Mcdel Qurriculum.®

Continuing Education

Of the 11 states with their own regulations, the general
need for continuing ecducation is cited in five States
while three other States specify that aides receive at
least 12 hours of in-service training a year.

Certification Of Successful Completion

A certificate attesting to successful completion of aige
training is required in six of the 11 States with regula-
tions, with thrce States' certificates reflecting State
seals and approval of the training. In one State, cer-
tificates are issued by the licensing agency directly to
the alde with a certificate number kept on permanent
registry. The application for the certificate must come
from the trainor and attest to the aide's successful
completion of & course approved by the State,

Supervision

With regard to supervision, most of the State regqulations
are the same as Medicare's. Only one State requires that
a registered nurse provide direct supervision, i.e., while
the aide is present, to the home health aide in the
patient's home at least every two weeks,
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Since Federal regulations offer few specific criteria,
surveyors in the five States which do dot have any State
regulations experience difficulty when agencies contest
findings of non-compliance. These States have developed
internal procedures to compensate, e.g., recommending a
particular training curriculum as one which meets the
Medicare regulations. However, such recommendations do
not carry the force of regulations and agencies are not
compelled to comply with them. These surveyors indicated
they must also spend more time and resources to assure
compliance without the benefit of objective criteria. It
is much harder toc assure that an aide is “carefully
trained” wherc States have no specific criteria mandating
& curriculum, or where State regulations do not reguire
prior approval of curricula. One surveyor in the East
stated "It would make our job easier if we could simply
verify that an agency uses aides that have been

certified as passing a training program that is
approved. ®

Respondents wWant Mcre Specific medicare Standards

virtually all the respondents gueried, including all sur-
veyors, agreed that having a nationally mandated training
standard for home health aides would be useful. Several
recommended wider use of the National Homecaring Council's
*Model Curriculum” developed in 1878 and used extensively
arcund the country as the basis for many home health aide
training programs. One survey nursing consultant said "It
would make my job easier. t would improve the guality
of work produced, and assure more uniform practices from
state to state.”

The Chief of another State's Home Health Survey Secticn
recommended “Revisicns to include specific criteria for
training, i.e., number of hours, curriculum content, com-
position of faculty and credential requirements.”

She also suggested modifying the current Medicare stan-
dards for assignment and supervision of aides by the:

... addition of the requirement for orientation
of all Home Health aAides to the patient, family
and the written instructions of duties. vVecrifi-
cation of Home Health Aldes' competency Lo carry
out instructions should be clearly documented in
the patient's clinical record ...

This individual further recommended that “... cricntatica
be added to the responsibilities of the registered nurse
{RN} in the Conditijons of Participation."®

A State surveyor from a State without regulations indi-
cated that former Medicare regulations are still used in
that ‘'State as a guideline for compliance. These former
regulations established four Conditions of Participation,
including one each for home health aide services, selec~-
tion of home health aides, assignment of duties and super-
vigsion. All the Conditions contained some specific
criteria to be met for compliance.

Effective Application Of Medicare And State Regulations Are
Limited By Other Probiems:

Low priority for home health surveys limits survey staff
and number of surveys performegd.

we found that certified home health agencies are not usually

resurveyed annually. Among the 16 home health agencies
visited by the inspection team in 1986, one was last resur-
veyed in early 1986, five in 1985, seven in 1384, one in
1983 and two in 1981, 1In fact, in most sample States,

regurveys are backlogged one to four years, The reasons for

the lack of resurveys are:

° Federal/statc budget restrictions limit survey resources
allocated for home health agencies. Most agencies are
surveyed by one or two registered nurses, without other
disciplines represented. One State survey agency had
only three nurses available in 1985 to cover a growing
number of certified agencies, now nearly 300. One State
agency official indicated:
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The principal probiem is adaptation of the
Pederal budgetary process to State Agency
practices. In recent years, budget cuts

and time lag in approval of Federal funding
for the program has all but eliminated any
national planning for maintaining necessary
staff and resources to carry cut certification
activities,

Home health agency recertifications are given the lowest
survey priority by State agencies. The survey staff
does give priority to agencies seeking Medicare cer-
tification since they get nc Medicare reimbursement
prior to certification. The dramatic increase in agen-
cies seeking certification over the last five years has
heavily taxed State survey resources.

B. Surveys performed are limited by legistical factors,

Certified agencies' branch offices are not vsually visited
on resurveys, although a sample of some branch office
patients may be reviewed as part of a survey. This
circumstance ig due primarily to two factors:

* The large size of some agencies, Some have as many as
20 branch offices. These branch cffices sometimes fall
within the survey juriadiction of more than one of the
State's regional survey offices.

Branch offices are somctimes located hundreds of miles
from the parent office, making it impractical and
cestly for a surveyor to visit them. These branch
offices might be sub-onits and, as such, subject to
independent certification, if criteria for designating
an office as a sub-unit wero stringently applied.

C. Training for State surveyvors has not emphasized home
health care.

HCPA training for new and experienced State surveyors has
traditionally been built around institutional activity, i.e.,
hospitals, skilled nursing facilities., Since the fall of
1385, HCPA training has been geared more specifically to home
health care. Several survey agencies complalned about
training and suggested remedial action. One survey agency
representative said:

gasic Training sessions for surveyors do nct
address the Home Health agency survey process.
Training sessions for newly hired surveyors,
to accommodate changes in State Agency person-
nel, are not readily available. Advanced
training for Home Health agency surveyors is
limited or non-existent.

Another surveyor sald:

I recommend specific training in home health by
HCPA centrally and through regional offices.
There has not been enough emphasis on home care
in past training. There are currently 200
certified home health agencies in this state and
the number is growing. We need more staff and
training.

D. Mandated home visits during surveys are not being made.

Home visits during State eurveys, required by & recent
HCFA directive (November 1985}, are not routinely made to
Medicare patients in 11 of the 12 States contacted. Some
limited experimentation has been tried In several States,
but generally implementation is lagging because:

* HCPA has not provided any additional funding for this
activity. .

® HCPA criteria for implementation are extensive and
scheduling visits could add more than a day to the sur-
vey process. Por example, patient consent for the
visit {s required, and surveyor sample patients served
by branch offices may be located far from the parent
office of the agency.

* Many States are skeptical about the efficacy of home
visits. .

74-987 0 - 87 - 4
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PROBLEMS AND BEST PRACTICES IN PROVIDING
HOME HEALTH ATDE SFRVICES

Recruitment of Aides Is Costly To Many Agencies;
Competition for Desirable Workers Is Keen And Employe

Turnover Is High .

Forty percent of the home health agencies and aide vendor
agencies contacted during the inspection have had ma jor
problems recruiting, hiring and retaining aides. The 10
agencies serve primarily urban and suburban areas in three
gastern States and one Southern State. Six of the 10
agencies train the aides they recruvit and hire, while four
agencies recruit aides already trained or utilize aides
provided by vendors under contract.

all 16 agencles recruit aides through the use of daily
and/or weekly newspaper advertising, flyers distributed in
iocal communities, church and merchant bulletin boards and
word-of -mouth, Several agencies offer cash bonuses to
aide staff for referring candidates. The cost of adver-
tising is high and the number of respondents screened is
much higher than those actually interviewed, trained or
hired. One agency administrator's statement is typical:
*We have suspended recruiting because it was toc expen-
sive., Tooc many pecple didn‘'t show up for employment
interviews. One in twenty came, It was too costly to do
screening.® Noncthcless, this agency has since returned to
recruiting aides for its staff because of great dissatis-
faction with the performance of thc aides provided by ven-
dors.

One vendor, which recruits and trains aides in a suburban
area, screened nearly 1,000 applicants over the last three
years., After an extensive and costly interviewing pro-
cess, only 411 people wvere selected for trainming; of that
number, 324 aides were graduated and bired. The major
concern expressed by respondents about aides trained under
these circumstances was the pressure agencies are often
under to assign aides to patients when the aide's ability
and reliability are questionable,

An agency administrator summarized the predominant view of
respondents about the hiring and training of aides: °*If
the future will continue to see paraprofessionals doing
more and more for patients, there must be higher standards
for training and pay.*

One phencmenon affecting many of the agencies is the move-
ment of a segment of the workforce, made up of mature
women, to local employers such as fast food chains. Many
of these women are filling jobs previously held by teen-
agers. Many of the people responding to agency recruitment
efforts tend to be looking for transient employmeat. OCne
vendor indicated that half the aides they train and hire
are singlc parents, scme on public assistance, whose
reliability is affected by day care and school schedules.
Alde turnover rates of from 20 percent tc 50 percent
annually have perpetuated the recruitment problems of the
16 agencies, making recruitment a constant and costly pro-
cess.

Agencies With Staffing Problems Offer Few Incentives to
Assure Effective Selection And Retention Of Aides

Eleven agencies repcrted problems retaining aides,
including the 10 agencies with recruiting problems. One
major characteristic of thesec agencies is that they offer
prospective aides the lowest wages and bencfits among all
the 25 agencies contacted. Agency administrators agreed
this was the major reason for hiring and turnover
problems. A typical response was "Its hard to keesp good
aides because cf poor pay and lack of benefits.”™ In
suburban and rural areas, the aides must provide their own
transportation, usually a car, becausc public transpor-
tation is poor or nonexistent. In these cases, a valid
license and fully-insured car is also required. One
vendor does not reimburse its aides for transportation
costs, while others provide reimbursement for mileage
between patients' homes only.

Other disincentives, include:



95

generally no pay during classroom training which may
last up to four weeks.

* up to six months work for the agency or vendor before a
certificate attesting to the aide's successful comple-
tion of the required training is awarded.

* no upward mobility opportunities and extremely limited
hourly wage increases.

* work assignments {n some urban areas which are con-
sidered dangerous with no additicnal compensation made
for these assignments.

* 1little or no allowance for uniforms,

* agency treatment of aides as “"second-class® employees
rather than paraprofessional members of a home care
team.

Other. Agencies Assure Effective Selection And Retenticn Of
Aides Through Best Practices

The practices of most of the remaining 14 agencies in the
aazple group have resulted in effective hiring and reten-
tion of aides. 1Incentives offered to prospective
employees have assured stable individuals and low or no
turnover, Consequently, recruitment has rarely been a
problem. Several agencies have waiting lists of prospec-
tive employees. -Most of the agencies can afford to be
selective in filling occasional vacancies,

The practices of these agencies include:

* hiring aides, already trained, who have up to two years
of patient care experiance.

offering wages or salaries which provide annual earn-
ings of from $12,000 to $18,000.

. providing extensive health insurance and sick and vaca-
tion leave benefits.

® reimbursing travel expenses at rates of $0.18 to $0.28
per mile, or the full cost of public transportation
vsed,

providing advancement opportunity through significant
incremental wage increases for both length of service
and effective performance.

providing opportunitics for positicns of greater
responsibility within the agency, and offering other
incentives, such as tuition assistance programs to
encourage continuing education in related health
careers.

® acknowledging aides as important members of the inter-
disciplinary home health care team.

Agency Practices Limit Efficient Use Of Aide Staff

Agency and vendor administrators agreed that many factors
influence the assignment of aides to patients. Although
a patient's condition was frequently cited as a main con-
sideration, in practicc most assignments appear to have
been made based on the availability of the aide, the
patient's location and the ajde's access to transpor-
tation. This was particularly true where vendors pro-
vided aides under contract.

Most of the 25 agencies and vendors indicate they try to
assign the same aside to & patient for the duration of the
plan of care. However, 2 review of medical recerds showed
42 percent of the patients had three or morc aides assigned
to them over a period from one to six months. Vendors

frequently substitute aides on cases because of turnover and

unreliability of their aide staff.

Agency Policies and Practices Infiuence Length of Aide
¥viaits
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Aides in six agencies indicated that the amount of time
speqt‘with each patient was influenced by the agencies'®
policies. A proprietary agency in one Western State
requires all home health aide visits to Medicare patients
to be two hours, regardiess of whether the needs of indi-
vidual patients require more or less time. One aide from
thi§ agency said “Twe hours is not cnough for certain
patients."®

A proprietary agency in another Western State contracts
directly with individual aides and pays them on a per-
vigit basxs.‘ The aides stated that they spend about 30 to
45 minutes with each patient and see six to cight patients
per)day. .Althouqh they provided personal care services to
their patients, including bathing, the taking of tew-
perature, pulse and respiration readings and transferring
the patient from bed, one aide said that an hour waa
needed just to properly bathe patients.

Medicare Piscal Intermediary Policies Affect Agency
Practices.

Although HCFA policy directives are used by all fiscal
intermediaries (FI), respondents in seven states indicated
that FI application of policies varied both within States

and from State to State. These policies, which have

become more restrictive in recent years, have infiuenced

the length and frequency of aide visits provided by most

of the 16 agencies. 'Respondents indicated that services which
will be reimbursed will always be provided. Aide scrvices
that are frequently denied, based on experience with FI
decisions, will be limited or not provided at all,

RECOMMENDAT IONS

I. The Health Care Financing administration (HCPA) should
direct State survey agencies, through training programs
and written instructions, to review selected plans of care
and corresponding patient medical records to assure that
all prescribed tasks are performed and documented by home
health aides. Training and instruction of State surveyors
is essential to assure that the ¢ondition of Participation
for aides is satisfied,

II. HCFA should provide State survey agencies with administra-
tive guidelines for assisting home health agencies in the
selection, training, assignment and supervision of aides.
This will prepare surveyors to help home health agencies
correct deficiencies found during the survey process.

TII. HCFA should assure that required home visits are made by
tate surveyors, The criteria for conducting the home
visit program should be reevaluated to assure that the
program can be effectively carried out within existing
budget limitations.

IVv. HCF¥A should encourage:

vI.

* States without specific State regulatioas on the training
of home health aides to develop a curriculum for ‘training
home health aides, or adopt an existing curriculum.
Completion of an established craining program should be 2
prerequisite for a home health aide position.

* Organizations such as the Wational Homecaring Council,
National Association Por Home Care and the Joint
Ccommission on the Accreditation of Hospitals to work with
their members to improve home health aide services
through more effective training and supervision.

HCPA should revise thcae sections in the Health Insurance
4anual for home health agencies and fiscal intermediaries
(PI's) which deal with services provided by home health
aides. The revislons should distinguish between personal
care services and those services representing extensions of
skilled care, indicating that all tasks {n the plana of
c;rg are expected to be performed by aides during each
visit,

HCPA should revise the Home Health Rgency Coverage
Compliance Review instructions to PI‘'s. - Revised instruc-
tions should expand the peints to be addressed by PI's
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during onaite reviews to include comparison of aide tasks
specified in plans of care with aide tasks performed, to
assure that plans of care tasks for ajdes are fully imple-
mented. -

VII. BCPA should review home health aide services provided
under a contract to determine whether a ilimitation on
such services would be appropriate, in view of the findings
that aides under contract:

® 4id not perform the majority of extensions of skilled care
tasks assigned to them;

® subjected Medicare patients to substandard practices;

* made visits which were unnecessarily time consuming, fre-
quent and costly.

APPENDIX I

HIGHLIGHTED HISTCRY OF EARLIER INTEREST IN HOME HEALTH ISSUES

In 1981, studies of home health services under Hedicare by Gao
and HCPA included findings and recommendations related to home
health aide services. GAO found that the use of aide services
to assist beneficiaries with personal care.coculd be reduced
because either the beneficliary or family and fricnds often
could and would have provided the care reguired. HCPA iden-
tified overutilization of home health aide services resulting
from Medicare fiscal intermediary misinterpretation of utili-
zation policy.

Legislative changes in Section 1861(m) (4} of the Social
Security Act in 1981 required homo hcalth aides to have
*successfully completed a training program approved by the
Secretary.” BCPA drafted a regulation which established a
training curriculum to meet the intent of law. That regula-
tion was never finalized and no training standard was
established.

On Cctober 19, 1981, the Senate Permanent Subcommittee of
Investigations, chaired by Senator William Roth, followed an
investigation into home health services with a report.
Responding to concerns about home health agencies' practices
in providing many services under contractual arrangements the
Subcommittee recommended that nursing services and one other
service be provided only by employees of the agencies. This
recommendation was made to alleviate questionable circumstan-
ces under which many agencies, characterized as “"brokerage
houses® by the Subcommittee, had been providing services,

In 1982, HCPA advised the Subcommittee that its recommendation
would be reviewed. At the request of then HCFA Administrator
Davis, reguiations were drafted addressing the Subcommittee's
concerns as well as others HCPA had about the Conditions of
Participation for home health agencies. Those regulations
were never finalized, and home health agencies are still per-
mitted to provide many skilled and home health aide services
under contract, )

At recent hearings on “"Home Care Quality”™ held by the House
Select Committee on Aging, testimony was presented which high-
lighted a number of issues addressed in this report. The
Committee also released a report prepared by the American Bar
Association, entitled “The Black Box of Home Care Quality”,

which addresses quality standards and systems for monitoring

the quality of care provided under Federal and State Programs.
The Chairman of the House Select Committee on Aging, B
Representative Bdward R. Roybal, sponsored a bill to addreas home
care quality problems the Committee has identified. Among the
reforms in the bill are “administrative and judicial sanctionsa*
for quality assurance violations; the establishment by DHHS of
“training requirements for all individuvals delivering home care
services”; and the development of “certification requirements for
homemakers, home heaith aides and personal care attendants.®
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APPENDIX IIX

PROFILE OF REVIEW AND METHODOLOGY

The inspection included onsite visits in seven States
{California, Connecticut, Illinois, New York, Pennsylvania,
Tennessee and Texas) to 16 selected Medicare certified home
health agencies (HHA's). Visits were also made in three of
those States to nine aide vendor agencies with whom six of the
16 HHA'S contract for aide services. Discussions were held
with 194 respondents in these States and in five other States
{Colorado, lowa, Michigan, Minnesota and ohio}. Information
on State standards was also provided by Florida, Iowa,
Louisiana, Oregon and Virginia.

The 16 HHA's consisted of 12 voluntary agencies, including
three hospital-based, and four proprietary organizations.
Three agencies primarily serve urban areas, while two serve
suburban areas; seven serve urban/suburban areas; three serve
urban/suburban/rural areas; and one a rural area. The nine
vendors are primarily located in urban/suburban areas of
three Eastern States and one Southern State.

Respondents included HHA and vendor administrative personnel,
State surveyors and licensure personnel, supervisory visiting
nurses, home health aides, Medicare patients, physicians, and
representatives of labor unions, educational institutions and
home care industry agencies. A total of 62 Medicare patients
and 44 home health aides were visited in the patients' homes.

Medical records from each HHA were obtained and reviewed by
skilled medical professionals on the inspection team. The
records corresponded to active and discharged Medicare cases
selected onsite. Three active patients per agency were
selected for a home visit at a time when their home health
aide was present. & discharged patient from each agency was
also visited at home, where possible.

The remaining data included agency policies and procedures
concerning home health aides; personnel records of aides
interviewed; contracts with vendors providing aide services;
labor union agreements; State laws and regulations and other
standards concerning aides; and training curricula from State
agencies and public and private educational institutions.
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APPENDIX III

EFFECTIVE STATE STANDARDS

The following State standards are drawn from the 11 States in
the inspection sample which have regulations for home health
aide services. These standards are recognized by the inspec-
tion team as being effective in helping to assure that home
health aides are capable of providing the highest quality ser-
vices to Medicare patients.

Recruitment and Hiring

Trainees receive pay

The State 'of Connecticut requires agencies to hire prospective
home health aides before classroom training begins. The agen-
cies must provide aides with 10 hours of orientation to the
agency. During the orientation and 60 hours of classroom
training, agencies must pay the prospective aides minimom
wage.

Trainin

_Prior approval of training programs

Seven States require prior ‘approval of training programs for
home health aides: California, Connecticut, Illinois, Iowa,
New York, Oregon and Texas.

Clinical experience required in training programs

Five States' training .standards require a minimum of from 15
t0..30 hours clinical experience before training is considered
complete: California, Iowa, New York, Texas and Virginia. 1In
New York, a graduate of classroom training is not deemed
qualified to practice as a home health aide until clinical
experience is completed. 1In California, home health aides do
‘not qualify for State certification (attesting to successful
completion of training) until all training requirements,
including clinical experience, have been met.

Uniform statewide system for training

The State of Connecticut requires that all approved training
programs for home health aides are conducted by the State
Department of Education, Bureau of Vocational Technical
Schools or the Regional Community College program coordinated
by the Matatuck Community College.
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The CHAIRMAN. Well, Mr. Nicholson, I think your draft report is
a rather startling report, and one that perhaps does a great public
service in showing to the committee, the Congress, the public, and
indeed HCFA itself, what is necessary to correct the circumstances
where abuses at home where lack of care endanger patients lives
and overall where the situation is intolerable.

Now, as I understand your draft report, you make no bones
about it that HCFA should have drafted some regulations and had
them in effect since about 1980 or 1981 on training, requirements,
and standards for home health care aides.

Mr. NicHoLsON. Yes, sir. ,

The CrairMaN. Did you find out who deliberately or under what
circumstances they neglected to do this?

Mr. NicHOLSON. Quite honestly, Senator Melcher, I am not clear
on that. I understand though, on the basis of information obtained
by my staff in the course of doing the study, that these regulations
were in draft form as early as 1982-83. :

The CHAIRMAN. And somehow were withdrawn? :

Mr. NicHOLSON. Somehow never made it through the process to
be published in the Federal Register, yes, sir.

The CuairMmAN. They just disappeared, as if they had been shred-
ded? [Laughter.]

Mr. NicHoLsoN. I guess, yes, sir.

The CHairMAN. You know, it seems most peculiar that we can't
get an answer on that, and I think we are going to pursue it a little
bit further to find out exactly why they started to follow the law
and draft the regulations and then just dropped them as if they
had evaporated. .

Did you hear Mr. Hays say this morning that the regulations
were in place in regard to nurses, registered nurses?

Mr. NicHoLsoN. Yes, sir, I did. '

The CuairMaN. Did anything in your investigation explain why
the regulations, if they are in place, are of such nature that a
nurse can be told to meet an ambulance but not told what equip-
ment would be necessary, what the procedures would be? Are the
regulations that bad? ' '

Mr. NicHorson. I think the regulations are probably fairly gener-
al, even with regard to the kinds of requirements set out for regis-
tered nurses or physical therapists or occupational therapists or
other kinds of skills that are rendered in services through home
health agencies.

It seemed to me that what happened in that particular instance
with regard to that story as it was being told was obviously totally
inappropriate, but I'll bet you that the regulations as they are laid
out probably wouldn’t cover anything as detailed as that. I mean, I
imagine that the regulations underlying the law kind of contem-
plate that if the home health agency is being competently adminis-
tered, that those kinds of situations could not or should not occur.

The CHAIRMAN. Well, 1 get the impression from all of our wit-
nesses this morning that you find out it’s all wrong, it’s all hay-
wire, nothing is set up, nothing would work unless you improvised,
or reformed the system.

But in all this festimony, the point that is so discouraging is that
nobody is in charge. There is nobody actually responsible to set reg-
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ulations, that would force aides and nurses to know how to operate
the equipment they might have to operate, and to use even what-°
ever it is, whether it's a thermometer or a catheter or a pulmonary
machine or a resuscitation machine, whatever.

In this morning’s testimony, there wasn’t anybody that shed a
light on who would be in charge. And indeed the only conclusion
we could reach was that nobody was in charge. Now, isn’t that the
most important thing that the regulations must set? How do you
have regulations unless you have somebody on top that says,
“Here’s who is in charge. They are responsible. This outfit is re-
sponsible, this person, or whatever,” and then go down below that?
Shouldn’t the regulations start that way?

Mr. NicHorsoN. It seems to me they probably should. I wouldn’t
claim to have the same level of expertise as the people that work
in the Health Care Financing Administration probably do with
regard to that issue. But as I understand it, yes, the regulations—
which another name for those are “the conditions of participa-
tion”—represent the policies that need to be articulated by the
Health Care Financing Administration and then the State survey
agencies under contract with the Health Care Financing Adminis-
?raf{;ion have the responsibility to ensure that these regulations are
in force.

I think perhaps a product of some of the problems might be
money. I thought I heard Mr. Hays say that something like 50 per-
cent more than had been provided previously would be added to
the certification process. But in my judgment, at least, with regard
to the Medicare home health agencies, that seems to be the key.

We did find, for example, even though home health agencies are
supposed to be recertified once a year, that some had been back-
logged for as long as 4 years, 3 years. It was not at all uncommon
for the home health agencies to be surveyed only every other year
as opposed to once a year.

The CnairmaNn. Well, Congress wrote a law in 1980 and followed
up in 1981, and I think the intent of the law was clear, and should
have been carried out by having somebody in charge, some regula-
tions in place to try to avoid all of the uncertainties, all the mis-
management and all the abuse that the witnesses exemplified this
morning. So maybe Congress did the right thing.

Now, we also have a responsibility of oversight, and what we
should have been doing since 1980 and 1981 is holding somebody
accountable, because this testimony I judge was truthful—and
fairly representative, too, by the way. I mean some of the patients
were extreme cases, but I think the testimony was representative
of what happens over and over and over with home health care.

I think maybe just talking about mid-level authorities here at
HCFA, what we are sort of skirting around is: Who was responsible
for writing that regulation? It's the Secretary. The Secretary is re-
sponsible. There has been dereliction of duty here, and it is some-
thing the Secretary cannot duck. Now, whether he knows it or not
is beside the question. Whether he has people under him -that
should have been telling him that he doesn’t have a regulation,
that is beside the question. He is responsible to carry out, as Con-
gress directs, in writing the regulations. He failed. Dr. Bowen, I
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know, wasn’t the Secretary in 1980. I am not sure, when was Dr.
Bowen appointed, in 19817

Mr. NicHoLsON. About a year and a half ago.

The CHAIRMAN. About in 1983. So it is not that he personally is
responsible, except when he was sworn in. So somebody ahead of
him didn’t do the right thing at the right time, but he is still re-
sponsible now.

This dereliction of duty has to be ended. That is only part of the
problem in getting the regulations drafted and in place. The real
problem is going to be making them work. .

I think you have done a great job here in your investigation. I
commend you for that. I think you have stirred up not just HCFA
and maybe Secretary Bowen, but you also have stirred up this com-
miltteéa and Congress to do something to assure the problem is
solved.

I recognize regulations are just paper, just words on paper. It is
the will and the spirit that will make this work, and I think that
it’s part of our oversight responsibility on this committee to assure
that the will and spirit is there. I think you have given us a guide-
line }c}m where to start and what to do, and I appreciate that very
much.

Mr. NicHorson. Thank you.

Senator Burdick is here.

Did you want to ask questions of this inspector general, Senator?

STATEMENT OF SENATOR QUENTIN BURDICK

Senator Burpick. No questions, Mr. Chairman. But I will read
your interrogations very carefully.

The CHaIRMAN. He declines to ask you any questions now, Mr.
Nicholson, but thank you very much.

Mr. NicHoirsoN. Thanj you, sir.

The CrairMAN. Now Senator Burdick is going to replace me for
a while here while I catch up on some of my other duties, and the
committee will now hear from Ms. Jane Anderson. Jane Anderson
is from Montana. She is a second part of this team of witnesses,
and you will find that Jane, who has worked over in western Mon-
tana for a number of years, really knows her stuff.

Senator Burpick. Is she close to the North Dakota border?
[Laughter.]

The CuamrMaN. No. She is a long ways from the North Dakota
border. But you are going to find that she really lays it out as it is,
and she has done marvelous work for years in Anaconda and the
aging district over in southwestern Montana.

Senator BURDICK [presiding]. Will Ann Mootz and Jane Anderson
please approach the witness table?

You may proceed in any manner you wish.

STATEMENT OF ANN MOOTZ, FORMER DIRECTOR, HOME AIDE
SERVICE AND UNITED HOME CARE, CINCINNATI, OH; TESTIFY-
ING ON BEHALF OF NATIONAL ASSOCIATION OF HOME CARE

Ms. Moorz. Senator Burdick, I guess if I had Senator Glenn here
to stick up for our people in Ohio, that would be a help. I am sorry
he can’t be here.
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At any rate, I am here today representing the National Associa-
tion of Home Care, NAHC. I come from a background of 20 years
of being the director of one of the good home care agencies in Cin-
cinnati and also from a 15-year background working with stand-
ards committees, accreditation committees, and quality assurance
;;)‘gnlrin(i:ttees both in the National Home Caring Council and at

I must say that 15 years ago, when some of us were working
hard to get people interested in standards and quality care, it was
a very lonely business. So it is very comforting to be here today
and see so much interest in the subject and to see real leaders in
the Senate committed to that purpose.

NAHC, as you perhaps know, is the largest professional organiza-
tion representing the interests of home health agencies, homemak-
er-health aide organizations, and hospices. It has approximately
5,000 members. We in the home care fiéld are very pleased to par-
ticipate in this effort to focus on the issues of quality care.

Now, many of the concerns that we have have already been ex-
pressed this morning, and you do have our detailed testimony. So I
would, if it’s all right with you, like to mention the concerns briefly
and then concentrate perhaps on our recommendations for dealing
with some of the problems.

There, of course, has been a growing demand for home care serv-
ices. Some of that relates to the easing of Medicare eligibility re-
quirements, to the impact of the hospital DRG’s and to just the de-
mographic factors. When we were preparing for this testimony, it’s
pretty common knowledge that we expect 20 percent of our popula-
tion perhaps in the year 2030 to be 65 or older, but I was very sur-
prised to see that in 1900 only 4 percent of our population was 65
or older. So it has just been a tremendous growth in older people,
who usually require care.

Unfortunately, we haven't used those very obvious demographic
.facts to prepare for the problems that we have and we are going to
have in a much larger degree very, very soon.

Some of our concerns, relate to the administrative reductions in
Medicare benefits. The interpretation of intermittent care, the in-
terpretation of homebound has been done in such a way by the in-
termediaries and with the support of HCFA that many people who
have previously been eligible are no longer eligible.

One of the key concerns about the Medicare program that we
wanted to talk about was the lack of requirements for training of
home health aides in that program. Now, I don’t know if Mr. Hays
has solved that problem this morning or not, but it is the first time
that I had ever heard that this might be required under the Medi-
care Act. There are no requirements at the present time for train-
ing of the home health aides under either Medicare or Medicaid.

This sort of diminishing of the benefits in Medicare has in-
creased the pressures on the social services block grants on Title
IIT of the Older Americans Act to pick up the needs of this older
population and a lot of younger disabled people. These programs,
unfortunately, are plagued with fragmentation of service eligibility,
coverage reimbursement, and standards.

I could just tell you that in our agency, United Home Care in
Cincinnati, we had 30 different kinds of funding for home care.
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With that many people monitoring us each year, with about six dif-
ferent financial auditors coming in each year, and still people fell
through the cracks. We were taking care of 2,500 people a week,
and yet there were always 300 or 400 hundred people on our wait-
ing list for whom there were no funds available or who just simply
didn’t fit the eligibility requirements of all these programs.

So really I don’t think we can talk about a home health system.
We don’t have one in this country. What we have is a bunch of
fragmented, very, very different kinds of programs, and many,
many people, very needy people of all ages—infants, injured, para-
plegic kids trying to go through college, young adults, and the older
people—just simply fall through the cracks, for many reasons.

What is the current status then of our Federal program? I guess
the most uniform quality control program we have at this point is
Medicare. The standards under the Medicare conditions of partici-
pation are the minimum, which Medicare certify that the home
care agencies must meet. The Medicare standards are generally ap-
propriate. I think they have held up well over the years. But they
do not, as we have said before, specify specific training or supervi-
sion of the health aides.

The other federally funded programs—social service block grant
and the Older Americans Act—have no standards written in at all
and they do not have conditions of participation which contain uni-
form standards. Instead, they just utilize many, many different
State requirements and State levels of standards. And in fact, some
States have almost none. '

Many States—perhaps I shouldn’t say that, because I can't give
you the exact number—but some States rely on low bidders to be
awarded the contracts. And others have written standards but have
inadequate staff to monitor them. About 4 years ago, for instance,
in Ohio we had two nurses in the whole State of Ohio to monitor
certified home health agencies.

Particular problems I think that we have discussed many, many
times today are with the use of paraprofessionals in all these pro-
grams, in the Medicare or the Medicaid, the social service and the
aging programs. The fundamental problem, of course, is the lack of
consistent standards for these paraprofessionals in all of them, and
the fact that there are no requirements for training and for super-
vision. .

Another problem is, of course, that we call these people all sorts
of different things, so that it’s very hard to write standards for
them. We call them “home health aides” in the Medicare program.
We call them “attendants” in the aging program often. Individual
providers—Europe is pretty smart, they just call them “home
helps,” and we know what they’re talking about. But in our coun-
try we have many names, and it makes it really additionally diffi-
cult to monitor them,

We are particularly concerned, as we said, about the training
and supervision of these paraprofessionals. To deal with that prob-
lem, you may know that the National Home Caring Council has
promulgated national standards for homemaker/home health aide
igxé\éices, and it has administered an accreditation program since
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The National League of Nursing and the Joint Commission of
Accreditation of Hospitals also accredit home health care programs
in some community agencies and hospitals. Such accreditation or
approval is entirely voluntary and affects only a minority of home
care agencies. For instance, I think one of those national grou
has 135 agencies accredited and the other one has about 110.
you can see, of whatever it is, 6,000, 7,000 home care agencies in
this country, that is a very, very small group. However, the stand-
ards that are written for those groups are very valuable, I think, as
models for some possible Federal legislation.

The National Homecaring Council also developed under contract
with the U.S. Public Health Service in 1978 model curriculum and
tggching guide for the instructions of homemaker/home health
aides.

Thus there are already certain basic standards written and cur-
ricula for training already established, and I think it might be in-
teresting if Mr. Hays looked at some of that,

In June 1985 the Rensselaer County, NY, long-term care coordi-
nating committee issued a report which recommended increased
use of home health aides and personal care aide services. That
report noted there are several reasons why personal care is not a
highly desirable career path: Wages are low, the work environment
is variable and often undesirable; work hours are not generally
guaranteed; transportation costs are generally not covered for the
worker; and consumers are often unclear about the worker’s role
and what they can ask someone to do.

Public recognition of the value of such a position is nonexistent.
Homemaker and personal care service is a low-status, low-prestige,
low-ceiling occupation. Keeping this in mind then, why should
anyone want to perform those services well?

Clearly, much needs to be done to attract and retain paraprofes-
sionals, but the quality of paraprofessionals could be enhanced by
more adequate reimbursement for their services.

We would propose some of these standards for paraprofessional
people in the home health services. We would suggest that home
care services offered in federally funded programs have uniform
conditions of participation and that paraprofessional salaries and
fringe benefits should be increased. The conditions of participation
which we propose would apply to all the programs, including Medi-
care and Medicaid, social service block grants, and Older Ameri-
cans Act and so on.

Under such conditions, these Federal programs would be re-
quired to have, first of all, a consistent job title for the paraprofes-
sional; two, basic training requirements, and you could then upon
the basis of the original training develop specialties, special train-
ing in caring, for instance, for Alzheimer’s patients, for caring for
infants who need special care and using high-tech equipment;
three, basic common supervision and monitoring requirements with
the States required to fix the responsibility for this and to accept
the responsibility for it; and last, basic benefits, wage policies, and
safeguards for the person who provides this vitally important serv-
ice.

Until there are federally mandated standards, State licensure
programs are the only means for ensuring standards. Present State
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licensure laws, however, present a crazy-quilt of who is regulated,
who is protected, and from what. I think currently there are about
36 States that have a form of licensure law. Some are effective and
some are not. Perhaps then the Federal Government might want to
develop a model licensure law which could be used by the States to
make their programs more effective.

One of the big problems with the use of paraprofessionals, I
think, while many of them were very obvious this morning in the
testimony—MTrs. Tolbert, for instance, talked about her attend-
ants—we call them sometimes ‘“‘self-providers.” Using individuals
as providers who are not employed by agencies is a very, very seri-
ous problem. ‘

Some States subcontract directly with individuals to provide
nursing and homemaker/health aide services instead of obtaining
these services through an agency. Some area agencies on aging or
States through Medicaid or the social service block grants are cur-
rently hiring case managers who, while they are not providing
direct patient care, are brokering the provision of home care and
supportive services.

The problem is that some case managers are hiring or contract-
ing with individuals directly to provide services instead of dealing
through agencies, meeting recognized standards in the home care
field. In some cases, the result has been a lack of training, poor, if
any, supervision, and some examples of poor care and abuse, which
we certainly did hear about this morning. '

A related problem is the method by which some area agencies on
aging in the States contract out for home care services under the
social service block grant or Title III. Contracts are placed out for
bid, and the lowest-cost provider is chosen. Accredited and certified
agencies, which have the cost of training and supervision, simply
cannot then compete with those who don’t. The result is that un-
derqualified and undersupervised individuals are being chosen to
render care under these titles. We would hope that that could also
be stopped by federally mandated standards.

In conclusion, while we are very proud of most of the home care
services that are being given, we certainly wish to suggest some
ways in which the quality of care could be improved. We would
then recommend that uniform conditions of participation, particu-
larly training and supervision standards, be mandated for all Fed-
erally funded programs utilizing paraprofessionals, or that training
requirements based on the model curriculum should be included in
the OAA and social service block grant legislation.

We would recommend increased reimbursement for paraprofes-
sional services, common definitions that would make the programs
easier for the public to understand and for the Government to
monitor; and development of a model licensure law that might help
the States be more effective.

Last, the prohibition of independent employment of paraprofes-
sionals. using Federal funds would greatly improve the quality of
care that is being given now.

We certainly support—would hope the Congress would enact
really—S. 1076, the Medicare Home Health Care Services Improve-
ment Act of 1987. This would greatly clarify the home health care
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benefits so that beneficiaries would receive the service they need,
and it would increase the general quality of care.
I would be glad to try to respond to any of your questions.
.[The prepared statement of Ms. Mootz follows:]
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Mr. Chairman and Committee Members:

1 am Ann Mootz, here reprasenting the National Association for Home Care
{NAHC). For the past 20.years, | was Director of Home Aide Service and United
Home Care in Cincinnati until reliring this past January. ! sat on the Board of
Directors of the Nationai Homecaring Councii for 15 years and chaired their
Accraditation Commitiae for S ysars. | have served as a member of the NARC
Quality Assurance Committee and cumrently serve on the National Homecaring
Council Advisory Board.

NAHC is the largest professional organization representing the interests of
home heaith agoncies, homemaker-home heakth aids organizations and hospices
with approximately 5,000 members. NAHC is committed to assuring the availability
of humane, cost-effective, high quality home care services to ali who require them.

Wae in the home care field are pieased to participate in this sffort to focus on
the issue of quaiity of services and problems with the delivery of home care. The
issus of quality is c¢ritical to what we do and what wa ars all about. Home care
sarvicas are provided behind closed doors in private homas, to millions of people
who by definition are the vulnerable members of our society due to their inability 1o
care for themselves. Ths care is rendered in a setting which is not subjact to public
scruting. The very nature of the services places unique responsibilities on providers
of care.
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QVERVIEW OF QUALITY OF HOME CARE

Wae are proud of a record of outstanding service to the ill, eklery, and disabled
in this country. Home care in the U.S. traces its origins back to 1885, with Visiting
Nurse Associations across the country springing up to provide health care 1o an
influx of immigrants. Home heaith was accepted as part of the Medicare program in
1965, and becamo moreg available to millions of siderty and disabled Americans. in
its 101 year history, home care has enjoyed ever growing suppon. and a largety
unblemished reputation. The vast majonity of patisnts have been very pleased with
the services they récsivad, and the quality of those services. In the entire history of
Medicare and Medicaid since their enactment in 1965, thers havo besn lass then a
dozen convictions of home care providers for fraud. This is too many, but is an
enviabls record compared to the fiterally thousands of other providers in various
categories of health care who have been convicted.

Homa care has been free of quality probiems for many reasons, cne ¢f which *
is that the fieid was comparatively small. Now, howaver, there is a growing
appreciation and demand for home care. The rapid growth of the industry can be
traced to an easing of eligibility requirements under the Medicare law and to the

impact of hospital prosp paymant sy as well‘as to demographic factors.

This increased demand has come at a time when access to the home health
bensfit under Madicars is baing limited.

ADMINISTAATIVE BERUCTION (N THE MEDICARE HOME HEALTH
BENEFIT

Rocent policies of the Health Care Financing Administration {HCFA) “to
restrain beneficiary protections, combined with vague and contusing guidetines for
providers. resuit in reduced accass 1o home health cars for Older Americans®,
according to a July, 1586, report by your own Committee.

Tho repon noted that although hospital discharges to home health have
increased 37 percent since prospective payment for hosgitals was impiemented., the
growth in home heatth services since then has siowed. A 1987 Genaeral Accounting
Qffice survay of hospital discharge planners revealed that 86 percent “reported
problems with home health care placements” for Medicare beneficiaries. 52 percent
of those surveyed citod “Medicare program rules and regulations® as "the most
important barrier to these placements. It is no coincidence that HCFA's own
statistics show that the percentage of home health claims denied under the Madicare
program ros8 from 1.2 percent in 1983 {o over 6.0 percent in 1386. And this figure
does not include the many patients who are effectively denied Medicare coverage
because home health agencies, incapable of assuming the costs of non-covered
care, aveid Medicars claims submissions.

The present HCFA guidelines ailow for daily visits for a two to thres week
period, and thergafter, visits may be continued upon a showing of exceptional
circurmnstances. This level of services is often inadequate to care for more acutely iif
patients who are being discharged from hospitals.

in addition, definitions of what constitutes “intermittent care” vary
tremendously, depending on the fiscai intermediary’s (Fi's) interprotation. As a
resuit, Medicare, which is supposed to be a national program, is not enforced
unitormly, and what is covered for one beneficiary in one state is not covered in cther
state.

A related practice, known as “selective biliing,” has served to further restrict
home care coverage for Medicare bencficiaries. If patients are recsiving coverage
under Madicare, in many cases they cannot recaive additional coverage from
Medicaid or any other payment source {private insurance, self-pay, Social Services
Block Grant, et¢.). For examplo, if patient A is receiving 3 hours of nursing care and 2
hours of aids care tor 3 days a week paid for by Medicare, and he or his family wants
an additional 2 hours of nursing care on the other 2 days which wiil be paid by
concerned relatives, Medicars intermediarias will deny the Medicare coverage,
claiming that the patient is exceeding the “intermittent care® requirement. This either
will result in no care, limited care. or the forcod institutionalization of an individua!
whose family cannot sustain him at home it Medicare refuses to pay its fair share.

The Medicare homebound guideling allows ths patient to be considered
homebound it he has infrequent or short duration absences from the home prmarity
for medical treatment or "occasional non-medical purposes” {6.g., trip to barbér, a
drive, walk arcund the block).
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The cumrent definiticn in the guidelines is interpreted in an inconsistent and
varying manner by -fiscal intermediaries. This is especially 50 in cases whaers
beneficiaries are leaving thelr homes to go out for periodic adult day care, outpatient
Kidney dialysis, chemotharapy and other similar treatment. Even though the current
guideline aliows benefidiaries to go out for mediical reasons, some Fis sevarely imit
trequency and others do not honor the medical reason exception at ail. In situations
where individuals leave their h tor either medical or non-medical reasons,
individuat Fis have thelr own interpretations as to what they consider frequent or
infraquent, or whethar they consider the patient homebound it he or she lsaves
home with the aid of an ambulance or other extraorinary assistance.

This ratcheting down of the Madicare home heaith benefit has increasad the
damand for services under Social Services Block Grant and Title il {the Oider
Amencans Act). .Thase programs are plagued with fragmentation of services
eligibility, coverage, reimbursement, and standards, which. when combined with the
burgeoning demand, fosters the potential for decreased quality in home care
services.

The home care community has no more vital interest at tha present ime than
1o ensure the high quality of service. That is why | am delighted to be here with you
today, 1o discuss with you a few areas in which problems oocur and will escalate. 1
also plan to make recommendations for improvements in those areas.

CUBRENT STATUS OF FEDERAL PROGRAMS

The most important unitorm quality controls for home health agencies are the
tederal "Madicare Conditions of Participation”. These standards, which apply to
some 5,000 home health agencies certifisd for participation in the Medicare
program, set forth basic standards for organization. services, administration,
prolessional ‘personnsl, acceptance of patients, plans of treatment, maedical
supervision, skilled nursing services, therapy sarvices, ‘medical social services,
homs heaith aide services, cinical records, and evaluation. Thess standards are the
“minimum with which Madicara-certified home health agencies must comply; several
states require higher standards in some areas. The Medicare standards are
generally appropriate and reascnable, but they do rot specify a particular method tor
meeting training and supervision requirements for home health aides.

The other foderaily financed programs {Medicaid, Social Sarvices Biock
Grants: 1o states, and the Oldar Americans Act), do not have conditions of
participation which tain uniform dards for home care services. ' instead, the
programs utilize stancards devised by various state or local govemments, $0me of
which are extremaly minimal or absent. Others have no standards, tut simply rely on
the lowest unit price bidder to provide these services. Othars have written standards,
but have inadequate staft to monitor and enforce them.

As you can imagine, a fundamental pi in thaso foderal programs is &

tack of consistent basic standards for peraprofessionals. The home health aide of

whemmmpmmnumenﬁ%-ddmmmm&asmmmaksrdtm

Social Services Block Grant program, the same'tasks as the personal care aide of

. the Mdpmgmn.andm;amemsksasmemme&dehmmmtgr

the aging, those with mental lliness, or p ple who arg d 0 tly

The various titles used to dasignate the home care worker reflect various funding

sources. not actualtasks, The paraprotessional function is the sama: to provide

. appropriate supportive services 10 p&rsons in their homes under the proper

protgssional supervision and in accordance with a plan of care. But the programs

lack minimum mandatory supervision and training req i for h kar-
home health aidas.

‘We are paricutarty concemed about tralning and supervision requirements tor
homemaker-home health aides and other paraprofessionals. The issue of standards
for paraprofessionals in home care is not new. To deal with the problem, the
National Homecaring Council has promulgated nat i standards for ho )
home health aide services, and has administered an.accreditation and qypm_val
program based on those standards since 1962. (Accreditation requires a site Visit,
while approval requires only & seif-study and other written materials). The standards
cover agency -structure, statfing, training, supervision, semvics, and epm_mumty
relations. The National League for Nursing and the Jeint Commission on
Accreditation of Hospitals alsc accredit home heaith programs provided through
somo iy agenci spitals. Such accreditation or approval is entirely
voluntary, however.and only & minodty of home cars agencies in the country are
accredited or approved.

The National Homocaring Council also-developad, undar contract to the U.S.
Public Health Service, a mode! cuniculum and teeching guide for the instruction of
the -homemaker-home health aide in 1878. This curicuium hes been updated and is
now.in #ts third printing (1984). This 60-hour tralning program is refarred to in.the
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Federal home health agency ion and training grants administered by the
Public Health Service. Thus, certain basic standards and curricula already axist, but
are simply not used in many federal and state programs.

it is ironic that standards and training eurmicula are estabished for individuals
who are professionally trained and licensed, such as physicians and nurses, while
there are n¢ uniform standards for paraprofessicnals, often have less formal
education.

The individuais providing these paraprofessional services are, in large
majority, sincere, dedicated and hardwerking psople who are underpaid in relation
to the value of the work thay do. Few have paid vacations or holidays, and even
fewer have paid heatth insurance covaraga. We have not given adequats attention
or racognition to the parsons who provids this vital service; in fact, in many raspects
we have exploited them. We have sown seeds for 8 potential scandal. We have
ignored the escalating human needs of paraproiossionals whils we have continued
to delegate more care to them, and o place more demands on them.

in June, 1985, the Rensselaer County (New York) iong-term care coordinating
committes, a group posed of ¢ of homs care providars, hospitals,
aursing homes, heaith planners, and county government issued a report which
recommended increased use of home health aides and personal care aides
services, based on enhancemsnt of the labor pool. The report noted that
“homemaker/personal care has been a difficult service to staff and maintain with 3
stable personne! pooi over tims. Within the last five years, this labor poo! appears to
have diminished even more. In light of demographic trends which indicate a growing
need for this type of service, it is essential that the poot of workers be expanded and
stabilized.”

“Clgarly, marketing is imponant in tackiing this task. Thers ars ssvaral
reasons why parsonal care is not a highly desirable caresr path. Wages are low, the
work environment variable, and often undesirable. Work hours are not
generally\guaranteed. Transportation from case to case is generally the worker's
responsibility. Consumers are often unclear about the workers role and
responsmﬂ:tses Cients often demand inappropriate care. The coifegial aimosphere
in a contained work unit is absent, as ‘caragiving is outstationed, resulting in lack of
regular peer support. Public recognition of the value of such a pesition is nen-
existent. Homemaker/pgrsonal care sorvice is a low status, low prastigs, low ceiling
occupation.”

Keepmg th:s in mmd why wou!d anyone want tc perform this function?”
ancing g he Bec g Action, repont of the
Long Term Care C-oordmaimg Ccmmmee Rensselaer County New York 1985).

The report then want on to call for expansicn of the personnel base by
vigorous marketing and recruitment effors, structured career paths, basic benefit
packages, in-servico training, and other actions which not only would attract and
retain workers, but also give themn a feeling of self worth and adequate pay for the
work performed.

Clearly, much neads to be done to attract and retain paraprofessionals, but
the quality of paraprofessionals couid be enhanced by mers adequate
reimbursgment for their services.

ERQPOSED STANDARDS FOR PARAPROFESSIONAL SERVICES

in short, 10 improve the home care services offered in federally-funded
programs, uniform conditions of participation should be developed and
implemented, and paraprafessional salarias and fringe benelits should be
increased.

The conditions ot participation | propose would apply 1o ail federally
reimbursed programs providing paraprofessional home care saervices {Medicare,
Medicaid, Social Sarvicas Block Grant, Older Americans Act, etc.). Under the
conditions, thesa federal programs would be required to have:

Con;is!en! job tities,
Basit training requirements, on which could be built additional training
needed for specific programs or clisnt groups,
Basic common supervision and monitoring requirements with statas required
tBo tix tr;e bc!us of these and accept responsibility for them, and

asic benelits, wage policies, and safeguards for the parssns wh F
this vitally important service. o pe who provide

s W N

In addition, reimbursemant for services in the home should be allowed to
increase in order ic more adequately compensatg for the value of the services these
paraprolassionals are providing.

STATE LICENSURE AND BEGULATION OF HOME CARE
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Untii there are Federally-mandated standards, stals licansure programs are
our only msans for ensuring standards. Present state licansure laws, however,
present a crazy quilt of who is reguiated, who is protactad, and from what,

Currently, 36 states have some torm of Licensure laws covering home haalth
agencies. There is no uniformity among these laws {and their implementing
requlations}. There is aisc no mode! licensuro law (or requiations) to look 1o for
guidance. Thus, in the siates without a licensure faw {and in many states with @
licensure law) there is inadequats state reguiation to ensure that home care
agencies ara fiscally stable and staffed and organized $¢ as 1o ensure quality care.
Certificate of Need {CON) laws do not provide 2 requlatory solution to assure quality
and fiscal stability in lieu of licensure. :

Thare shouid be a model law 1o provide states with guidanca in doveloping 2
home care agency licensure law and regulations, and to ensure or anforce
standards for parsons providing homemaker-home health aide sorvices. We would
be happy to work with Congress o dsvaiop mede! licensure provisions 18 fill this

gap.

There i a serious problem when states subcontract directly with individuals t0
provide nursing and homermaker-home health aide services instead of obtaining
these services through an agency. The approach of using ingividuals as providers
has created problems whare thera has been insutficient training or supervision of the
caregivers, with the resuft that the quality of care is often poor. Worse than that, there
have been numerous examples of outnght abuse of clients by caregivers. A recent
incident in California illustrates how sericus such abuse can be. There, an
independent contractor aide was arrested and charged with arson, attempted
murder, and fraud after she aftegedly attempted to murder her client to cover up
steafing nearly $5,000 from him during ths yoar she had cared for him. We want to
avert such draadiul incidants in the huture.

The primary impediment to the states’ uss of independent providers Is that the
imemnal Revenue Servics (IRS) views these invididual providers (and properly so} as
employess of the state. This means thal under present law, the states and counties
are required to pay FICA, unemployment and worker's compensation as well as
withhold federal income tax on behalf of these individuats. " in somsa instances,
however, thess payments on behalf of the employess are not made uniess a
chalienge is brought against the state.

in addition, some Area Agencies on Aging (AAAs) and the states through
Medicaid or the Social Servicas Block Grant program aré currently hiring case
managers who, while they are not providing direct patient care, are brokering the
provision of homs cars and supportive services. Ths problam is that some case
managers are hiring or contracting with individuals directly to provide scrvices
instead of dealing through agencies mesting racognized standards in the home caré
field, such as those established by Medicare certification. The National Homecaring
Coundcil, the National League for Nursing, or the Joint Commission on Accreditation
of Hospitals. In some cases, the result has basn a lack of training; poor, it any,
supernvision; and soms gxamples of poor care and abuse. Again in these cases the
agency brokering or assigning the worker should be responsible for adequate
training and suparvision, as well as for employse benofils.

A related problem is the mathod by which some Area Agencias on Aging and
the states contract out for home care services under the Social Services Block Grant
and Titie 1. Contracts ara placed out for bid and the lowest ¢ost provider is chosen.
This method may be appropriats for brdges and roads, but is unsuitabic and
dangerous for homa care and supportive services. Accrodited and centified agencies
cannot complete on a straight cost basis. The result is that under-qualified and
under- supervised individuals are baing chosen to render care under these tities.
Contracts undar block grants and Title it should be based not only on cost but also
on required levels ot training and supervision which should be specified in the
contract.

SUMMARY
in conclusion; whils we are proud of the servicas we providg to ili, disabled,

and siderly Americans 10 maintain them in their homes, we would like to suggest
some ways in which the quality of care coutd be improved. We recommend:

* Unitorm conditions of participation or uniform training and supervision
. standards based on lave! of care need for all taderally funded programs
utilizing paraprofessionals; or training requirements based on the modei
cumiculum shouid be included in CAA and Social Services Block Grant
iggistation,

* incr d reimbi for paraprofessi sarvices;
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Common definitions which would make these programs sasiar for the public
{o understand and for the governmant to monitor;

Devalopmaent ot a mode! law and regulations tor home care ficensure; and

Prohibition of indepandant empivyment of paraprofessionais using federai
{unds.

in addition, Congress should enact 5.1076, the Medicare Home Hoaith

Services Improvemant Act of 1987, which would clarity the Meadicara home health
benefit so that beneficlaries receive the services they need. This bifl, introduced by
Senators Bradiey and Mitche!l, wouid:

Clarify the definition of intermittent care to include one or more visits per day
on a daily basis for up to 60 days and thereafter under exceapticnal
cireumstances. Daily care whould be clarified tc maan seven days per week;

Codily the currant homsbound guideline and darify that an individua! nsad
nat be totally dependent and bedridden to be considerad homabound.

improve the quality ot care in a number of ways, including croating standards
for training of paraprofessionals and a patiemt bill of nghts for home care
consumers.

Thank you for the opportunity to be here today to discuss these impostant

issues with you. | will be happy to respond to any questions you may have.
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The CHairMAN. Thank you very much.
Ms. Mootz, you have stated that the home care industry has ex-
- perienced relatively few quality problems.

Ms. Moorz. 1 said that?

Senator Burpick. In your written testimony?

Ms. Moorz. Oh, in detail. All right. After gstening this morning,
I would think that was a crazy thing to say.

Senator Burpick. Well, I have to finish the sentence. While I
would agree that most people are pleased with the care that they
receive, 1 believe that the lack of reported problems could be attrib-
uted, at least in part, to the fact that these patients have no one to
complain to. Do you agree with me? And how do you think we can
give the consumers of these services a greater say in the care they
receive?

Ms. Mootz. Well, many of the programs do not, for instance, give
a role to the consumer in the first place. They do not ask for their
opinions. They do not give them the right of appeal, and they cer-
tainly have no one person in the State to whom they can make
their complaints. That would be a more effective way of doing it,
and I think it’s part of the quality assurance process that should be
written into the use of Federal funds for all the programs. The con-
sumer aspect of it is certainly very, very important.

Most good agencies send questionnaires to their consumers at
least once a year. They certainly send a more detailed question-
naire to every case that is closed, because then the person isn’t de-
pendent on them any longer and can be more honest about the
service. And they make a real effort to use consumer opinion to im-
prove themselves. But it needs to be done in much more volume
and by many more agencies.

Senator BUurDIcK. Despite your comments that most quality prob-
lems are generally confined to non-Medicare certified agencies, in
1986 a AARP report states that, “Consumers cannot assume that a
Medicare-certified agency in fact operates up to the standards or
that it provides high-quality care.” How do you respond to this
finding?

Ms. Moorz. Well, I think that that is true, for several reasons.
One, that the States have not had the staff and the funds to moni-
tor Medicare agencies adequately in the past. Secondly, of course,
as we have said many times today, there is no requirement for
training and supervision of health aides. Third, there are no de-
tailed instructions about orienting and training nurses for new
techniques and keeping them up to date, so that it is possible for
an agency to be not giving top service even though they meet the
standards as they are now written. I think that is one reason that
the voluntary accreditation programs of NLN and the National
Homecaring Council have been so valuable because they do require
a higher standard of care.

Senator BUrpIcK. Well, what do we do when we find an institu-
fiio’;\ that doesn’t have an operation up to standards? What can we

07

Ms. Mootz. Well, I would hope that they would no longer be
funded through any Federal program and that it would be enforced
and that some civi{penalties would also be used. We have been too
easy on the home care people in the past.
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Senator Burpick. That would require greater supervision than
we have had today then?

Ms. Mootz. Yes.

Senator Burpick. We discussed the quality problems associated
with some home care aides, the lack of proper training and super-
vision, low wages and little or no benefits and so forth. I am sure
that everyone here would agree that these problems need to be ad-
dressed, but also that it will be expensive to implement.

Ms. Moorz. Right.

Senator Burpick. How can we be sure that the bulk of these
costs will not be passed on to home care patients?

Ms. Moorz. Well, I think the bulk of costs is paid for by third
parties. The costs will be passed on to the taxpayers. In our agency
we estimated that training our home health aides—and we trained
all of them—costs about 2 cents an hour, added 2 cents an hour to
our cost of service. It was well worth it. You know, any kind of
training, whether it’s nurses or physicians, is costly. But it’s a
{)neatter of whether it's desirable and important. And this seems to

Senator Burbpick. In other words, we have to pay for everything
in some way.

Ms. Moorz. We have to pay for it. But it might be possible, by
simplifying all these programs into one, to cut down a lot of admin-
istrative cost and to use some of that savings to help.

This morning we heard a lot about increase in home care, but
it’s still only 3 percent of the Medicare Program. So it isn’t that we
are overwhelming everyone.

Senator Burbpick. Thank you very much.

Ms. Jane Anderson, you are next.

STATEMENT OF JANE ANDERSON, DIRECTOR, AREA V AREA
AGENCY ON AGING, ANACONDA, MT; TESTIFYING ON BEHALF
OF NATIONAL ASSOCIATION OF AREA AGENCIES ON AGING

Ms. ANDERSON. Senator Burdick, I am an area agency director in
Anaconda, MT, and a member of the board of directors of the Na-
tional Association of Area Agencies on Aging. The association rep-
resents the boards, advisory councils, service providers, and staff of
over 670 area agencies on aging nationwide.

Area agencies on aging allocate approximately onequarter of
their funds nationwide to various types of home services, including
homemaker, chore, personal care, respite, home-delivered meals,
and nursing care. We are mandated to monitor and evaluate all
programs and do so through a contractual relationship with com-
munity providers. To release funds, definitions of services and
standards of performance are included to enable us to monitor
their programs adequately. Thus, the area agencies on aging have
been standardizing the Older Americans Act-funded programs but
have no impact on home care programs not managed by the area
agencies.

Most of our agencies have adopted our association’s taxonomy of
services, a common definition of services nationwide. We do not at
this time have a nationwide system of standards for the numerous
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programs under the Older Americans ‘Act, let alone the many
other sources of funding supporting home care.

We commend the committee for conducting the hearing on this
topic, standardization of in-home care. Standards for in-home care
are necessary .in the management of comprehensive local systems
of care, providing community-based long-term care to the depend-
ent elderly. The growth of in-home care services and providers, fa-
cilitated by recent changes. in Medicare, is rapidly intensifying, and
we can expect future demands for ever-increasing services driven
by the population of the very old growing four times faster than
-the general older population.

New research conducted by the University of Texas Health Sci-
ence Center in Dallas shows that the elderly’s needs for home care
and personal care service is two to three times the actual use of
such services.

I would like to make two points during my testimony: Number
one, NAAAA supports the call to develop standards for in-home
services, keeping in mind the tenet that standards should not
result in limiting needed care; two, the development of standards
must result in home care being fully integrated into the local
system of providing community-based long-term care.

My first point, NAAAA supports with qualifications the develop-
ment and implementation of standards or community-based home
care. Research has shown that as a result of the recently enacted
DRG system, demand for Older Americans Act-supported in-home
skilled nursing care has increased 196 percent, and the demand for
housekeeping and personal care has increased over 60 percent, as
the elderly are discharged from hospitals in a more frail condition.

The demand and need for in-home care will continue to increase
as a result of the DRG’s current pent-up need and the growth of
the frail population. In this growing market, national standards or,
to phrase it another way, standardized products, are required by all
concerned. No matter where a client or a caregiver lives, they have
a right to know exactly what they are buying and receiving. Pro-
viders need a common language for planning, marketing, and deliv-
ery of services. Area agencies on aging need standardized assur-
ances of quality and unit costs. Third-party payers need a standard-
ized rationale for the actuarials necessary for the development of
new products.

In this regard, policymakers have more or less surrendered the
field of assuring community-based long-term care to the private
sector. Insurance companies are interested in developing products
for the long-term care market, but are wary of entering these un-
charted waters. Comprehensive standards tied in with managed
care would encourage the private sector to take on this new role.

Makers of public policy will have to come to the aid of the pri-
vate sector if they want to address long-term care in a meaningful
way. Standards, however, should not result in restricted access to
care because of unavailability or costliness occasioned by the stand-
ards. Many area agencies on aging in rural areas, for example,
have had to deal with a lack of providers and created ways to see
that the frail elderly could remain in their own homes. In some in-
stance, area agencies have had to create nenprofit providers to fill
gaps in services.
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This has.been the case in my own hometown. There was no pro-
vider of home care services, so the area agency developed one to
provide home health services. We are concerned that too-stringent
standards, dealing perhaps only with criteria for personnel, may
result in restricted access to needed care.

For instance, we do not believe that it is necessary for homemak-
ers or chore service workers providing no physical care to be super-
vised by an R.N.

We at NAAAA have data which proves that in-home care can be
more cost effective than institutional care, but in order for efficien-
cies to result, we believe that care where possible is best planned,
coordinated, and managed by an agency which has no monetary in-
terest in the services provided.

This leads me to my second point. NAAAA recommends that
standards for in-home care integrate services with a system for
comprehensive community-based long-term care established by the
Older Americans Act. The outcome of standards should be quality,
efficiency, and appropriate care. I don't think anyone will disagréee
with these goals. To achieve these ends, however, we must inte-
grate home care within the total package of community-based long-
term care. If standards focus only on quality, then cost savings to
both public and private payers and appropriateness are likely to
suffer, both at the expense of the client as well as the home care
industry.

Area agencies on aging regularly monitor their contracts with
providers. The emphasis, however, of this effort is on contractual
compliance. The contract is the focus of attention. This is the one
result of the area agency fulfilling its mandate to monitor pro-
grams of the Older Americans Act. .

Contractual monitoring, however, is not what the client needs.
Clients need a quality package of care that can be brokered on
their behalf. Clients need a managerial approach to care that fo-
cuses on them. Case and care management is this approach. Care
managers working with the client in both the informal and formal
support networks plan appropriate care, mixing and matching vari-
ous resources for efficiency, see that the care is provided, and
follow up to see if quality care has been rendered. Care manage-
ment saves money. .

Most people will not argue about the effect of care management
on the quality of life of dependent persons. Certainly, remaining at
home in the community is to be preferred, if at all possible, to re-
siding in a nursing home. Some, however, may object to the care
management and the provision of the continuum of care of commu-
nity-based long-term care has not been proven to be cost effective.
These people point to the evaluation of the long-term channeling
projects funded by the Administration on Aging and the Health
Care Financing Administration.

Research by our membership proves otherwise. In Maine, case
management under the auspices of the area agency on aging, in ad-
dition to helping frail older persons remain in their own homes,
has saved the taxpayer 54 percent of the cost of institutional living.
Similar results are reported for Michigan and Oregon.

To summarize then, NAAAA supports the development of na-
tional standards for in-home care, emphasizing the guiding princi-
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_ples that such standards ultimately cannot be so stringent as to
result in limited access.

In addition, to ensure the goals of quality, efficiency, and appro-
priateness, NAAAA strongly recommends that the standards re-
quire the meaningful linkage of in-home care with area agencies on
aging and care management, a care management system provided
by an entity separate from the home care providing, thus avoiding
- possible conflict of interest. NAAAA offers to work with the com-
. mittee on this task.

Thank you.

Senator Burbpick. Thank you.

As we have heard in testimony presented here today, there are
serious difficulties in monitoring the quality of home care services.
Among the roles mandated for.area agencies by the Older Ameri-
cans Act, as you mentioned, is the monitoring of services provided
within their area of jurisdiction. .

Do you believe area agencies should .expand their monitoring
beyond that which is contractual? .

Ms. ANDERSON. Yes, I believe so.

Senator Burpick. You mentioned in your testimony that clients
ne_edocase managers. What kind of training do case managers re-
- ceive?

Ms. ANDERSON. What kind of training do they receive?

Case managers are- usually professional social workers or R.N.’s
with a background of client care. And in our area we have an in-
formal case management system. The case managers are the R.N.’s
within the different counties, within the different hometowns and
counties. They make themselves aware of the -different programs
that are.offered within their area and see that their patient is re-
ferred to the proper referral source.

Senator Burbpick. Do you believe that this management assures
. home quality-care is effective in providing it?

Ms. ANDERSON. Yes, I do.
hSet;)ator Burbick. And much beétter care than. if you didn't have
them?

Ms. AnpersoN. Yes. I think that it provides for more monitoring
of the different programs. '

Senator BURDICK. What training do these managers receive? Do
- they have any medical training, or is it all business training?

" Ms. ANDERSON. Within our area and within the State of Mon-
‘tana, most of the case managers are either social workers with a
.degree in social work or they are R.N.’s.

ND?nator ‘Burbpick: Do you ever have any contact. with Williston,

-Ms. ANpERSoN. No, I did not.

.. Senator Burbick. Too bad. [Laughter.]

That’s my homeiown.

"Thank you very much.

Ms. ANDERSON. Thank you.

‘Senator. Burpick. The record will remain open for 10 days for
such comments you care to file.

Until then, we will be in recess.

- The committee is adjourned.
[Whereupon, at 3:12 p.m., the committee was adjourned.]
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1 wish to commend the Senate Special Committes on Aging and you, Chairman
Melcher, for holding this hearing on the issue of home care quality and the role of the
Oider Americans Act in assuring access to quality home care. The House Committee on
Aging, which [ chair, hes drawn attention over the past year and & hailf to the
inadequacies of our current system of quality assurance when it comes tc home care.

Concern over the quality of home care is compounded by the rapid growth in the
use of home care services by older persons, by the numbers and varieties of providers
entering the home care market, by growing publie and private investment in home care,
and by the impact of recent cost containment measures on beneficiary access and home
care quality,

The Congress’ firgt extensive look at this issue was last July at the House Aging
Committee's hearing, "The Black Box of Home Care Quality.” At this hearing, we
released the indings of the American Bar Association's (ABA) study of home care quality
that outlines the lack of knowiedge about the quality of eare provided in the home
setting and the inadequacy of our current quality asswrance system.

As 8 result of the Committee's findings, I introduced K.R. 5680 in the 8§8th
Congress and have reintroduced this gession "The Homecare Quality Assurance Act of
19877 (HCQA), H.R. 1700. This legislative proposal comprehensively addresses many of
the deficiencies in our current home care quality assurance system. The Act covers all
"home health® and "home help” services provided to persons of all ages under Medicare,
Medicald, the Clder Amerleans Act, and the Social Services Rlock Grant 1 request, Mr,
Chalrman, that a summery of H.R. 1700 be included with my stat t in the hearing
record,

H.R. 1700 provides a starting point for debate on a number of home care quality
issues — from consumer protection; 1o quality assurance standards, monitoring and
enforcement; to research and tralning; to improved wages and benefits for home eare
workers. The Act would also create a new ombikdsman service for home care consumers
under the Older Americans Act, which is the focus of this hearing.

I am pieased to acknowledge the attention that hes aiready been given to H.R.
1700 in several other legislative tracks. Pirst, Senator Barbara Mikulski will shortly
introduce a Senate companion bill to H.R. 1700. Purthermore, many of the Medicare
provisions of H.R. 1700 are also included in and supported by companion legislation to be
shortly Introduced by Senator John Bradiey and by Congressman Henry Waxman.

Of particular relevance to this hearing is the reauthorization of the Glder
American's Act this year. This provides the opportunity to strengthen the role of the
state ombudsman program to include advocacy on behalf of home care consumers as well
as residents of nursing home 2nd board and care facilities.

The Administration's interest in home care quality is also evident in their
consideration of home care quality demonstration projects, lmproved survey procedures
and deemed status for aceredited home health providers.

1 encourage and remain personaliy committed to continued Congremoml support
and legisiative action to ensure that aii care provided in the home is of the highest
quamy possible and delivered in the best interests of consumers and their families, {
therefore appreciate this opportunity to address this Committee and Iook forward to our
continued, cooperative effarts in the future.
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EDWARD R. ROYBAL March 1987
Chairman, House Select Committee on Aging Contoct: (202} 226-3375

“THE HOMECARE QUALITY ASSURANCE ACT OF 1987 (HCQA)"
HR. 1700

PURPOSE:  “The Homecare Guality Assurance Act of 19877 (HCGA) is designed to promote
the heatth, safety ond well-being of persons receiving heoith and supportive services in their
home under Medicare, Medicaid, the Social Services Biock Gronl, ond the Older Americans
Act., HCQA offers a comprehensive approach 10 ensuring the quality of homecare services by
improving consumer prolections, hy addressing the serious deficiencies of our current quolity
gssurance system when it comes to care provided in the home, ond by increasing resegrch and
troining in home care quality.

THE ISSUE:  With the rapid increase in the number of older persuns and need for health and
support services, the number of homecare providers and proprietary ogencies, in particular,
have mushroomed over the pust two decades with virtually no provisions to ensure the quality
of ccre delivered. Littie is known obout the quality of care provided in the home, who is
providing services, how many people ore being served, and wha! public and private dollars ore
heing expended. Most importantly, the in-home location of services mokes the octual delivery
virtually invisible and, therefore, largely beyond the recch of public or professional scrutiny.

BILL PROVISIONS

» Estoblishes o federal bill of righis for homecere consumers under Medicare, Medicaid,
the Social Services Biock Grant, and the Older Americans Act.

. Sets "home health” and "home help” quality assurance stondards ond reguires ogency
compliance os o condition of participation under Medicare, Medicaid, the Social
Services Block Gront, ond the Older Americans Act.

. Requires that homecare ogencies hove plan of care policies that identify services to be
provided, have & means for identifying cdditional client needs, ond coordinote with
other service ogencies.

* Requires thot homecare ogencies have uppropriate adminisirative policies including
governance structures, fiscal and personnel management, and client records.

. Reyuires that PROs conduct quality assuronce monitoring of ali home heaith ogencies
funded under Medicare or Medicaid. Requires that stotes hove 6 quality assuronce
monitoring mechanism for home help services funded under the Social Services Block
Grant, the Older Americons Act, ond the Medicaid Home ond Community Based
Services Waiver Program.

. Amends the Oider Americans Act to Include and provide separate funding for homecare
ombudsmon octivities for the purpose of investigating and resolving homecare os well as
nursing home and boord and care complaints.

. Reguires federal survey of homecare agencies with allowances for "deemed status®™ for
agencies occredited by organizations or cerlified by states having standards ot least as
stringent as the fede_rc! conditions of participotion.

* Encourages stoles to estoblish comporable quality standards ond survey procedures for
homecare agencies under Stote programs serving consumers of ol ages.

. Regquires thot stctes estoblish Consumer Boards to conduct oversight activities, provide
input into the award and evaluation of the PRO and home help monitoring mechonisms,
engage in consumer education, and receive input from homecare beneficiories.

» Regquires that PROs, stute homecare monitoring mechanisms and ombudsman programs
have toli-free hot-lines to receive questions and complaints from beneficiories,
providers and others concerning homecore quality issues.

* Requires that sanctions, including intermediate sanctions ond civil penaities, be
available to ensure complionce with quolity assurance standords.

. Requires thot DHHS set minimum proficiency standords for all persons delivering
homecare services and fund training programs for personnel and coregivers. Encourages
states to develop licensing requirements for home health providers.

o Requires that DHIHS establish guidetines ond provide funding for homecare training
grants, for homecore demonstrution projects, and for homecare quality assurance
studies, including research on traoining and wage levels.

* Requires that DHHS implement ond odminister ol provisions of the Act in conjunction
with a Nationol  lomecare GQuality Assurance Council of providers, consumers, slates,
occrediting bodies, fifcol intermediaries, PR_OS_, rescarchers, and others.
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EXECUTIVE SUMMARY

The demand for home health care is growing rapidiy for two

ceasons: the size of the frail, chronically ill, and disabled

population is incrcasing and Medicare peneficiaries are leaving

hospitals quicker and sicker under Medicare's prospective pricing

system still needing transition care at home.

Modicare does cover post-acute care, but bdneficiaries are
experiencing significant problems in satisfying stringent
eligibiilty criteria. And, the scope of covered benefits is
peing reduced through regulatory Initiatives intended to
curtail growth in the use of the home health benefit under

Medicare.

The need for home health care by older, chronically ill
Americans and their families poses the greatest threat of
catastrophic costs. To obtain long term care services for
chronic conditions, clder Americans must spend down in order
to satisfy Medicald eligibility rules. And, Medicaid
reimbursement favors inastitutional, rather than home care.
Insurance against the high out of pockat costs for long term

care is generally unavaiiable.

Besides high costs, consumers face the lack of uniform and
effective regulation of the quality of care offered by home
cara agencies. Consumer protections are generally weak or

nonexistent.

The American Association of Retired Persons recommends the

following responses to these problems:

1.

existing regulatory cfforts by HCFA and its intermediaries to
arbitrarily and capriciously deny Medicare beneficliacies
access to home health benefits must be stopped. Eligibility
standards and scope of services should be broadened and
clarified to meat the growing needs of beneficiaries for
pust-acute care. Patient eligibility for post acule care
services should be determined prior toc hospital discharge and

should be binding on Medicare's fiscal intcrmedisries.
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2. Chronically {11, disabled, frail and mentally {11 persons
need access to a broad range of coordinated and affordable
long term care services, A prospectively paid case managed
system could provide these essential linkages between medical

and social services in a variety of settings.

3. american fam{lles need protection from the catastrophic costs
associated with leng term home health care services., Som

combination of private and public long term care insurance

must be developed to end the forced pauperization of American

families needing chronic care services.

in sum, Medicare beneficiaries need protection against premature
hospital discharge into a no-care or inadequate care zone. They
need improved access to home based care for post-acute and
chronic conditions. They need insucance protection against the
financial cost of long term care. And, they need protection

against substandard home health care.

To that end, AARP endorses 5.107é *The Medicare Home Health
Services Improvement Act of 1987* snd recommends its prompt

adoption.

The American Associaticn of Retired Persons (AARP) welcomes the
opportunity to submit for the record testimony on home care for
the elderly. Wwith its 25 million members, AARP can speak
confidently about the growing and unmet need for high quality
home care for the acutely ill and frail elderly with multiple

chronic conditions.

Impcoved access to comprehensive home health services is
desperately needed for both posL acute care by persons recently
discharged from hospital and by those suffering [rom chronic

illness and disability.

Those who need post-hospital transition care are being denied
access to their Medicare benefits through a series of regulatory
actions by HCFA and its fiscal intermediaries. This constitutes

regulatory denial of a statutory bencfit.

Chronically {11 and disabled people and their families face

catastrophic costs for long term care at home and in
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inst{tutions. The price of care is pauperization. The answer
for them ls improved coordination of a range of secrvices and the

financial protection afforded by long term care {nsurance.

Any home health caro policy must address the pressing needs of

both the acutely ill and the frail and disabled.

Nead for Home Health

Because Medicare expenditures for home health care comprise less
than 3% of total outlays, until recently little Congressional
attention has been focused on this vital medicare benefit.  In
fact, demographic trends and changes in Medicare Part LS
reimbursement methods have combined to make home health services

incroasingly important to people age sixty-five and older.

Specifically, the size of the frall, chronically ill, and
disabled population {s rapidly growing. According toc the 1982
National Long Term Care Survey, 19% of those sixty-five ang older
have some degree of disability, while 4% of non-institutionalized
older persons are severely disabled. Disability rates increase
markedly with age, so that those who are age 85 and older are
four times more likely to be disabled than younger Medicare
cnroliees. And, this age group is the fastest growing segment of
our population. Consequently, the societal need for assistance
in activities of daily living by disablod persons will i{ncrease

rapidly.

As a2 result of this fact, the demand for home nealth services is
growing rapidly today and will continue to grow in coming years.

According to Bishop and Stassen's study In the Pride Institute

sriee oL -t

Journal of Winter, 1986, growth in the number of persons served

is the largest contributor to home health care expenditures. The

rate of utilization tripled between 1974 and 1982.

Another contributing factor in the growing aeed for home health

services is the pressureé for carly hospital discharge under the

prospective payment system {PPS) inaugurated In 1983,

van Gelder and Rernstein report in the same pride Institute

Journal that in fiscal year 1684, discharges from PPS hospitals

to home health care were 3 1/2 times higher than the rate of

discharge to home care from non-PPS hospitals. The authors
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réport that all of the studies by the U.S. Department of Health
and Human Services find that the rate of discharge to home care
rose sharply after PPS was implemented: that older paticnts ace
being discharged eariler and sicker; and that home health care

providers are giving more skilled and intensive care to clients

now than they were before PPS began.

These formal findings are corroborated by Informal surveys of
providers, by testimony submitted to Congress, and by letters we
have received from distraught and angry members who need and
cannot obtain homo care. Qur members write heart-wrenching
letters about being forcibly discharged from hospitals while
still needing extensive care. Unmarried older persons are being
sent home from hospitals despite the fact that they are too {11}
to care for themselves, HMany of our letters are from the spouses
and children of recently hospitalized people whose need for
physical and medical care exceeds the time, strength, and skill
of family members into whosc care they are discharged. In sum,
the demand for home health care services is being stimulated by
the growing numbers of acutely i{ll people who are being denied

post-acute transition care in hospitals.

Inadequate Benefits

While the need for home health care is growing for both
chronically and acutely ill persons, the Modicare home health

benefit is both inadequate and often unavailable,

Current problems in the scope and structure of Medicare's home
health benefit can be attributed to several causes: determination
of eligibility, scope and duration of services, and lack of

protection for consumers.

Eligibility: Although the requirement of prior hospitalization
was eliminated 1n 1981, eligibility for home health benefits
under Medicare is stiil linked to acute, temporary illness rather
than the need for chronic care. To be eligible for this Medicare
benefit, {ndividuals must be certifled by a physician to need

part-time or intermittent skilled nursing care.

In an cffort to curtail use of this benefit, HCFA has been

formally and Informally adopting increasingly stringent

T4-987 0 - 87 - 5
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definitions of “part-time® and "intermittent”™ care.
Additionally, the definition of being “home bound® - another
cligibility criterion - has also been subject to varying and

arbitrary interpretations.

For example, in 1975, HCFA's Health Insurance Kaonual-13, section
3119.6 defined intermittent or part-time care to average 20 hours
or less a week for up to 10¢ hours a month, By 1981, HCFA's Home
Health Agency Manual Transmittal No. 127 limited care to 1-2
hours a day, 2-3 times a week. Providers had to justify any
additional levels of care. For the very {11, HCFA permitted
"medically reascnable and necessary® aide services on a dally
basis for nc more than 2-3 weeks. A year later, HCFA's

Tranamittal No. 137 provided a guideline of nine hours a week.

Several problems have been identified by providers and
beneficiaries. Fiscal intermediaries vary in their
interpretation of "part-time" care and retroactive denials of
coverage are not uncommon. In some states, receipt of 1-5 care
days a week is considered to be daily care and thus ineligible.
In other states, clients may not receive more than one visit a

day, even if the purpose of the visits differs.

Variations in the interpretation of "home bound® have also
resulted in denials of cligibility to those in need of care.
Under current guidance (Health Insurance Manual-11, Section
208.4}, a porscn must be normally unable to leave home except for
infrequent periods of relatively short duration. The imprecision
of these words has led to absurd situations where people have
been denied coverage because they left home to recelve

chemothorapy.

The GAO has repeatedly criticized the homebound requirement as
unduly restrictive, yet it s retained. Conseguently, ambulatory
people who can’t dress, bathe or prepare meals can be denled
care. Additionally, improvement in mobility - a goal of home
health services - could jeopardize receipt of necded home

services.
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Finally, if all one needs initially is occupational therapy,
eligibility will be denied. Yet, one can continue to receive

such therapy after skilled nursing care is no longer needed.

Because of these and other arbitrary and capricious
interpretationas of eligibility criteria, untold millions of older
Americans may be denied access to necessary care. HCFA data show
that rates of denial for home health care claims are increasing.
Between FY 1979 and 1982, denials of Part A home health bills
rose from 2.8% to 3.7%. Between PY 1982 and 1983, the number of
these denial notices sent to beneficiaries increased 8.9%., By

fiscal year 1987, 6% of all such claims were denied,

Yet, this may only be the tip of the iceberg of unmet or denied
care. Since providers are now liable for the cost of care
provided to persons later detarmined to be incligible, home care
agencies may be refusing service to doubtful cases. W¢ have no
data on the extent of unmet need for post acute care service, but
present conditions lcad one to assume that the problem is

serious,

furthermore, we don't know the extent to which beneficiaries and
their families are directly paying for needed services to
supplement the benefits provided under Medicare. There is
anecdotal evidence that when families do supplement the home care
benefit, they may thereby lose ellgiblility for services. In
Connecticut, for example, the LAMP program {Legal Assistance to
Medicare Patients) reports that if family members provide care to
people receiving home health services, the client may be found to
need more than “part-time® or "intermittent® care and then be

denied all home health care services!

another weakness of current cligibility standards is that the
social circumstances of patients are not considered. It is now
commonplace for weak, ill people to be sent home from hospitals
when thore is no family member to care for them, Unless they
need skilled nursing care, they cannot receive home health

services despite their obvious inability to care for themselves.
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Scope of Services

As we noted, the Medicare home care benefit offers both too
littie volume of care for many people and is unduly geared to
meet an acute medical need. The growing cohort of frail and
mentally disabled people with long term nceds for care -- both
skilled and personal -- is not being addressed by Medicare. We
lack a long term care system encompassing mediéal, social, and
personal care services provided in & variety of community,
home-based, and institutional settings. For example, Medicare
does nothing for the Alzheimer's patient whose family is

struggling valiantly to avoid institutionalization.

The primary source today of home-based long term scrvices for the
elderly is family members. These free services are supplemented
by the Older Americans Act and Medicaid. Yet, Medicaid
eligibility standards vary enormously, as does the range of
provided services. Only eight states offer personal care
services to the categorically needy: sixteen states offer this
service to both the medically and categorically needy. Only two
states offer unlimited service. The fourteen states which
require prior authorization for part-time nursing care account
for 83t of Medicaid expenditures for that service. The thirteen
states requiring prior authorization for aide services account
for 83% of these expenditures. Five states do not provide

homemaker services.

This patchwork of rules and coverage is confusing and
inconsistent. And, it is too soon to tell whether HCPA's recent
consolidation of intermecdiaries responsible for home care bills

will produce more uniform application of the rules.

The unavailability of requisite home-based services forces untold
numbers of older Americans to jeopardize their health; pay
out-of-pocket for necded but uncovered services: and finally to

enter an institution.

Chronically il1, frail, and/or disabled people cannot obtain home
health benetits under Medicare. To obtain these services under

Medicald, older Americans must spend down in order Lo meet
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eligibility criteria. We know the financial catastrophe faced by
those who enter nursing homes. Most private paying residents are
pauperized within a short time from entry. A Congressional

study found that nearly half of unmarried residents age 15 and
over are pauperized within thirteen weeks of entry.

Three-fourths of these residents are impoverished within 2 year,
Older Americans desperately need financial protection against the
catastrophic costs of long term care. Yet, long term care
insurance is not readily available from private insurers and

public policy has failed to remedy this problem.

Some estimate that as many as 20% of nursing home residents could
iive at home with community-based services. Wwhen needed services
are unavailable, frail elderly persons are forced into
institutions where they face immediate and crushing costs. At
present, about half of all nursing home costs are paid directly

by consumers.

Provider Quelifications

Another problem in the area of home health is the absence of
quality standards for providers., This essential service sector
ie largely unregulated and opportunities for abuse and
substandard care abound. Consumers who do obtain home health
services are generally at the mercy of strangers who may be
untrained for their duties, unsupervised, incompetent and/or
dishonest. The home care ficld is growing and changling rapidly;
between 1981 and 1985, there was a 74% increase in the number of
Medicare certified home health agencies. The greatest growth has
been among proprietary agencies, largely in response

to the 1980 Omnibus Reconciliation Act which permitted Medicare
certification of proprietory sgencies in states without licensing

laws.

Licensing and certification standards vary greatly among ocur
states, While HCFA is primarily concerned about reimbursements,
hardly anyone is formally charged with assuring access to and
quality of care. There are few avenues of recourse open to

persons Inappropriately denjed care or given substandard care.
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Indeed, in some instances there may not be a standard of care.
Caveat Emptor is an irresponsible guide to our most vulnerable
citizens. Consumer protection must be built into our home health

care programs.

NEEDED SQLUTIONS:

AARP believes this situation represconts a failure of public
policy. A crisis in catre confronts Americans today -- s crisis
with serious health, social, and financial costs.

American families dosperately need accessible, high quality,
comprehensive, coordinated post acute and long term care home
health benefits. Ultimately, home health services should combine

the following features:
- it should cover both acute and chronic conditions:

- provide a full array of well trained and supervised
skilled, perscnal, and homemaker services in Lhe

home as well as in an institution:

- when appropriate be linked to a hospital discharge

planning process;

- encourage participation by family members, friends,

and community volunteers:

- cap out of pocket expenditures so that people are

not pauperized by their need for long-lLecrm care;

- be based on the insurance principle of shared risx

and predictable individual costs;

- provide for data collection and evaluation to
measure both access to care and gquality of services
delivered;

- meet reasonable and uniform quality standacds; and

- incliude consumer protection and participation.
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To achleve these goals, we support prompt enactment of S.1076,
the Medicare Home Realth Services lmprovement Act of 1987. The
bill will ensure improved access to home health benefits under
Medicare Part A. Tho bill clarifies the definitions of
*intermittent® and "homebound®: expands the frequency and
duration of daily visita that are initially authorized; mandates
minimum training and certification of home health caregivers;
requires HCPA to publish for comment all guidelines and
interpretive rules; mandates frequent unannounced provider
surveys Including outcome oriented patient evaluation; authorizes
HCPA to lmpose fines and civil penalties for noncompliance with
required standards and timetables for corrective action; and
requires HCPA to publish provider directories listing the current
compliance status of Medicare-certi{fiod providers. These
provisions could measurably improve consumer protections and the

quality of care provided,

In addition, affordable and adequate long term care insurance
must become more readily available. AARP {s cpen to the notion
of an increased Medicare premium In exchange for true stop loss
protection against the costs of long term care. We are also
exploring the pessibility of private sector long term care

insurance.

wWe further recommend prospective payment for a case managed
system of long term care. Community based care will require a
continuing combination of public and private sector funding.
AARP supports the Mcdicaid 2176 waiver program and deplores
restrictive regulations which serve to hamper its aperation.
We recognize that we have a long way to go before existing
services meet these criteria. The task is large; the need is

great. We cannct afford to wait in developing the solutions.

AARP welcomes the opportunity to work with this Committee toward

8olving these problems in home care.
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AMERICAN BAR ASSOCMTION €. on Legal
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1800 M Street, NW.
Washington, OC 20036
202 .29

May 13, 1987

Honorable John Melcher
Chairman, Senate Special Committee on Aging
Washington. D.C.

Dear Senator Melcher:

The ABA Commission on Legal Probleme of the
vlderly was pleased to hear that you were conducting
a heariag on the issue of home carc gquality. RAs an
interdisciplinary body constituted to analyze and
respond to the law-related needs of the elderly, we
believe that the issuve is of considerable
importance. 1 have encliosed a statement based on our
Compigsgion's own report on the state of the art of
home care quality assurance. entitled "The Black Bex
of Home Care Quality."

Thank you for the opportunity to discuss this
important issue. 1 hope you continue your efforts in
thig area.

Sincerely,

% 3 f%
John H. Pickering

Chajrman

Encloaure

5873P
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STATEMENT OF

JOHN H. PICKERING
AN

ON BEHALP OF /~
THE
AMERICAN BAR ASSOCIATION

COMMISSION ON. LEGAL PROBLEMS OF THE ELDERLY

The Commission on Legal Problems of the Elderly
of the American Bar Association appreciates the
cpportunity to address the important issue of “The
Role of the Clder Americans Act in Assurinsg Access to
Quality Home Care.* The Commisesion, established in
1978 by the ABA Board of Governors to address the
law-zolated noods of the elderly, is an
interdisciplinary group that includes practicing
attorneys, legal educators, gerontologlsats, elderly
law specialists, government officlals and senior

citizen advocates.

The testimony which we are presenting is the
view of the Commission’s and has not been approved by

the ABA Board of Governors or House of Delegates.

As chairman of the Commission, I have had the
privilege and challenge of oversesing our
Commission's efforts In examining the status of home
care quality assurance mechanisms at both the federal
and state lovel. Thess efforts led to the
pudblication of a report entitled "The Black Box of
Home Care Quality.* released in August 1986 in
conjunction with a hearing on the topic convened by
Reprosentative Roybal, Chalrman of the House Select

Comnlttee on Aging.

Since this Cozmittee is already familiar with
that report and i{ts recommendations, I will not

repeat ite contents here. iInstead, let me suggest
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five fundamental questions, derived from the report,

thar ocught tc be asked in creating any propesed
BN

quality assurance system:

is the system as comprehensive and uniform
as pogssible in the scope of agencies
covered. services covered. and data

collected? .

Does the system focus on the gquality of
care actually provided, or instead, only oa

the provider's capacity to render care?

Does the systom ocffectively expower

consumers by means such as:

a. providing consumers with ciear and
consistent iaformation about
providars, services, costs. and

congumer rights?

b. involving consumers as a primazy
participant in evaluation and

monitoring?

c. providing consumers with simple and
effective means of redress when

problems or deficiencies in care arise?

Doaes the system ensure that care is
provided dy well-trained and supervised

care givers?

Does the system ensure tha effective
monitoring of the services delivered to
consumers and the use of a strong, but

tlexible, range of sanctions?

We believe these questions help elucidate the

bagsic consumer-oriented asgumptions that ought to be
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fundamental to a quality assurance system. Yet,
beyond these basic assumprione, there is a2 threshold
regulatory guesticn that has not boen squarely faced
by the witnesses before this Committee: what is the
proper federal role in creatling home care quality?
The very title of this hearing begs that question in

the context of the Older Americans Act.

The Pederal government sets the basic mold for
what happens in home care servicos at all levels --
federal, state local, public or private. One need
only look at the Medicare program for an example.
since its iasception, Medicage's home health care
*conditions of participation" have been ths benchmark
for home care regulation., even though the scope of
Medicare‘s home health benefit is really quite
limited. Licensure laws and regulations -- the
pradoasinant form of state regulation cver honme care
-- have largely mimicked the language of the

conditions of participation, at least untili receantly.

The other major faederal funding sources for home
care--Medicaid, Social Services Block Grants and the
Older Americans Act--arose to secve discretely
identified needs and target populations. Despite the
best of intentions. the combination of these programs
did not provide an integrated continuum of services.
but rather a fragmented and incomplete care system
with inadequate and uacoordinated quality assurance

mechanisms.

Por the last several years, @many states have
desperately tried to impose some order and
goordination among these federal and various
state-funded programs. To accomplish this, states
have variously tried case management strategies,
channeling initiatives, state supplements, cash-outs
and other bridging mechanisms. Many of these
initiatives have been supported by the federal
government. Yet, the basic structuce of federal
funding stil} fostere fragmented care and,

consequently, fragmented gquality assuraace.
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This isc not to suggest that all federal funding
sources be combined Into one mega-program. There are
valid reasons for the distinct identities of these
prograxms. At the game time, the goal of quality of
care perhaps demands that these programs start
talking the same language in terms of definitions,
standards, enforcement, and data ccllection. This
goal perhaps also demands that these programs throw
out some of the entrenched medical model versus
social services model conceptualizarions and,
instead, pay their fair share of a cocrdinated case
assessment, case management, and gquality assurance

system,

This cannot happen unless the Pedoral government
begins to break some of the lagal/structural barriers
among its own programs and set the basic parameters
tor such a system. Without the srructural bridges.
new quality assurance mechanisms may still emerge,
but they may m=ore closely resemble the many-headed
Hydra of mythology than a system of accountability.
Por example, consider the need tor the training and
supervision of home health aides and other supportive
personnel. We may all finally agree that minicum
federal standards are needed; but, are we better oft
with common definitions and standards for training
and supervision--or with differing standards
depending upon whether these personnel are funded by
Medicare, Medicaid, Soclal Service Block Graats or
the Older Americans Act? This is one of wany

poseible areas in which the Hydra can be slain.

Case management is another. while its value as
a dollar saver is still dedated. its value as a
quality enhancer has gained wide-spread acceptance.
Yet. under present stfuctures, ite growth could prove
strangely ironic, for instead ot a case manager, we

may witness many case managers--the home care agency
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social worker, tho hospital discharge planner. the
physician, the area ageacy oo aging, the inaurance

company, the private case manager, and more.

Those illustrations caly highlight the need for
Congress to rethink the aims and approaches of the
key authorizing acts. While this Committee is
specifically examining the role of the Older
Americans Act. its vision needs to bde much greater
than that Act itself. 1If the example is set, the

states will need iittie prodding to follow suit.
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AMERICAN FEDERATION OF HOME HEALTH AGENCIES, INC.
1320 Fenwick Lane ® Suite 500 ® Silver Spring, Md. 20510 ® (301) 585-1454

STATEMENT
cr
THE AMERICAN FFIFRATION OF AOME HEALTH AGENCIES
o
"HOME CARE: TIHE AGONY OF DOIFFFRENCE"

The American Federation of Home Health Agencies appreciates the opportunity
to address the vital isse of quality of care in hame health services before
the Senate Special Committee on Aging.

We wish to adiress this concoern in two ways: first, within the context of
the current administration of the Medicare hame health beswfit und the implications
therein for quality of care, and second, by recomendations to address specific
conoarns that may arise reqarding provision of quality care in the hame.

Te begin with the current climate of the Medicare hame health berefit, we
look forward to the day when hame health permmel can carventrate their energies
oan provision of the highest quality home health services instead of on shuffling
axmofmssmwkmﬂplwhgamimgmvithﬂrmm.m
Financing Administration and its fiscal intermediaries as to whether services
will be cowered, even though a patient clearly appears to meet every coverage
criteria.

Hore health agencies are already reeling under the impact of massive denials
from intermediaries, which in turn are wnder pressure from IXCFA to produce at
least five dollars in denials for every ane dollar they receive for medical
review andd utilization review. We have seen a significant increase in denials
Oover the last year to eighteen momths. And if HOFA persists in its claim that
one third of home health gervices now being provided should in fact be denied,
the current disngption would pale in conparison to the upheaval that would result.
Quality of care along with acoess of benoficiaries to services would be the
victims onoe again.

Denial of services, in whole or part, to the very sickest and most dobili-
tated patients is now comen. We shudder to think what the outcome will be if

the lovel of dentals ever reaches thirty-three peroemt.
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One type of service with particular bearing on quality of care is that of
mexdical social worker. Social workers are trained to deal with the psychological
and social dirensions of a patient's situation, to make cwerall assessments of
the efficacy ot care being providad, and to alert an aguncy to any problems that
develop. Without dealing with the psycho-social aspects of care of clderly and
disabled beneficiaries, reny of whom are canfused and alone, a hame haalth agency
(0A) cammot provide the services that a patient's situation requires.

Unfartmately, medical social Ws are scarcely available under current
dictates of HIFA and its intermediaries, which rarely allow more than one or two
such visits to a patient. In addition, application of cost limits by discipline
rather than in the aggregate makes it difficult, if not impossible, for many
home health agencies to provide medical social services. There is no profit
in the Medicare hame health benefit and no way to offset loses in high-cast
low-utilizing disciplines; without the ability to offset cwer—limit disciplines
with those under the limits, HHAs are discontimiing provision of medical social
servicus and other rehabilitative services such as physical therapy and speech
therapy.

Another- groblems within the current system with inplications for quality of
care is the imposition of onercus requiatory and paperwork burdens that cause
agencies to have to divert their resources awdy from the provision of patient
care. Not a dime's warth of the added expense assocliated with these burdens
goes to bereficlary services or measurerent of quality of care. The intent is
pure and sirple restriction of reimorsement.

A case in point is AFA's "minimm” data elewent series, Forms 485-488.
These forme are proviryg to be encrmously costly in terms of time and diversion
of the energies of highly skilled persamel. Nurses would rather concentrate on
patient care for which they have been trained, but' many have been recuced to
paper pushers in an attempt to forestall devastating denials cmanating from
farms which give tham so many opportunities to trip wp. We recommend with-
drawal of the 485 series.

Massive denial of services is HOPA's preferred method of cxbing utilization
and the growth of the home health benefit. Increased utilization and cutlays for
hame health are inevitable with the implementation of prospective payment for
hospitals and the aging of the population. There is an element of preventable

- growth, however, that has not been addressed. The proliferation of hame health
agercies {n states without certificate of meed requivements is a prime factor

in increased outlays under the benefit. A greater mumber of agencies per se
doas rot lead to a reduction in the cost of services through competition. In
fact the cppogite {s true, Where HHAs are allowed to proliferate without ocontrol,

the result is an increased mmber of agencies seeking to serve a finite miber
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of patients. New agencies will have higher than average costs in the startap
r3, while roduced utilization will drive up the per visit costs of established

agencies, whose set administrative and owerhead costs are then spread over fewer
patients. More funds thus serve the same basic patient populations. We urge
a naticnal certificate of noed roquirenent or a mxatorium o the issuance of
pravider mmbers to HHAS to decrease the costs of providing services and redirect
Medicare funds towards patient care and away fram administrative costs. This
in turn would serve o control cutlays and roduce the mressmre to deny needed
services to beneficiaries. Possession of a provider mmber should be tied in
closely with quality assurance; an agency which does not satisfy quality stan-
dards would forfeit its participation in the Medicare program.  States are in
a better position to assess quality with a stable nmber of hame health agencies
than they are where absence of certificate of need has led to gearetric increases
in the mmber of HHAs in a short period ot time.

wWe wish to esphasize here that factors driving heme health agencies to reach
or exceed their cost limits—massive denials, implementation of conerous require-
ments such as Fooms 485-488, proliferation of agencies—arc forcing administrators
to take measures to avert. debilitating losses. Tn a system as labor-intensive as
hore health care, this means that many agencies must employ less-experienced,
legs-gkilled personnel with lower salary demands, and must discontinue over-cap
rehabilitative. services. Policies which have such implications for quality and
acoess to care are short-sighted financially and ooarpletely fail to take into
consideration the welfare of beneficiaries for whom the Medicare program exists.

Quality is a difficult concept to definc and assess: and it is much rore
difficult to measure in the home than in an institintion. We do not believe it
is very practical to send independent assessars into patients' hames to judge
the quality of care received by clderly and debilitated beneficiaries. Such
beneficiaries are not very reliable scmrces far evaluating services they may
have received a mumber of weeks in the past., This type of monitoring system
would also be costly. {Visits to paticnts now mendated by HCFA unfortunately
are not geared toward quality asscssment; they are but another tool to ferret cut
denials.) Quality ultimately has to come Crom haee health agencies themselves and
from beneficiarieg and their family mombers as consumers of hame health services.

e believe it would be more effcctive to implement mochanisms sxch as the
following, some of which require changes in Fedaral law, HOFA regulations, ar

inducerents to state action:

o Bvery beneficiary and/or respansible family weoher should be provided with

a patient bill of rights upon admission to the services of a hame health
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agercy. This documnt should include a descriptiom of the WHA's grievance
mechanism and the name and mmiwr of the agency's patiemt advocate {and
the number of the state review board noted in the following suggestion) .
Any corplaints regarding care should be taken straight to the agency's
administrator by the designated advocate, Since many beneficiaries and
their families find themselves baffled by the Medicare bureaucracy and

by denial of services, basic information on eligibility, benefits, and
payments should also be provided at admission. (We are submitting with
our testimony a sample of a patient bill of rights, this one required to
he provided to all bereficiaries by Florida home health agencies. )

An independent review board should be set up in each state, cansisting of
conmrers, beneficiaries and thier families, HHA adwinistrators, physicians,
and other appropriate representatives, to which patients and their advo-
cates can bring conplaints pertaining to care given or possible abuse.
Such a board should be given authority to investigate allegations of infer—
ior care and ahuse and tO take appropriate action.

Tied in with the previous suggestion, the review board or ancther entity
in each state should keep records on 1A personnel fired for provision of
inferior care or ahuse of patients, and periolically send alerts to all
HHAS operating in the state, listing names compiled and reasons for dis—
missal. (We rcalize that there are legal implications which wauld have to
be cxamined pertaining to the dissemination of such informaticn.}

To minimize the chance of abuse and to insuwre accountability, states should
be given incentives to licenee all agencies, registries, and individuals
who provide health-related care or hoveraker services in bemeficiaries®
hames. Training requirements shoald be developed for ail non-professional
caregivers. {One model for such a requirument went into effect in
Florida this past July 1. A copy is provided with this testimomy.)
Licensing and training are espacially woent as denial of services under
the Modicare benefit is causing families to tumn to other sources, of
unknown relisbility and professionaliem, to provide services to patients
in desperate need of caro.

All hame health caregivers, including enployues of Medicare certified
agencies, should be required to receive a specificd mmber of hours ot
contimiing education per year in their field.

A basic patient right--freedom of choice in selection of the caregiwer—
is increasingly being violated with impumity by the closed referral
systems vhich are proliferating arcund the ration. HCOFA should require
that the referring entity, including physician and hospital, divulge in
writing amy financial interest or corporate relationship, no matter how

smll, in an agercy to which it directs 2 patient. At the same time, in
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cammnities with more than a sole hame health agency, every beneficiary
referred for home health services through a discharge plammer ar social
worker should be provided with the nxve of least two agencies from which
they might receive care. Real ard beneficial oorpetition will flow fram
the provisiom of a choice to patienta. Finally, beneficiaries should be
told of their absclute right to receive services from the agency of their
choice. We have heard of patients who feel threatened with loss of health

serviaes when they rexquest an agency not of the referring entity's choosing.

On a cautionary note, we do not kw how badly quality assurance systems are
broken or even whether they are. wue believe that we must {irst assess this
question, and then proceed to devise the most cffective scluticons to any problems

The recent repart on home health aide services by Richard Russerow,
Inspector General of the Departrent of Health and Humen Services, has raised
a mmber of cowermns. We caution that this report could &istart discussion
of the quality of services provided by both hare health aides and skilled
persomel under Modicare. The mumber. of beneficiaries the Inspector General
included in his sample is quite limited. He reviewnd anly sixteen hame health
agencies in six states and 66 patients, while natiomwide there are approxi-
mately 5800 Medicare certificd home health agencies serving over 1.5 million
beneficiarias each year. But rather than get sidetracked over methodology
and the size of the sanple, we urge that the Aging Committee look towards
specific recormendations addregsing quality concerns, such as those we
suggest above, and contime to urge HCFA to issue at last the training standards
far home health aides mandated by Corgress.

We look forward to working together with the Senate Special Comittee on
Aging to cnsure that ax nation's elderly and disabled citizens hawe access to
esgential hame health servioes of the highest quality possible.

Respectfully sbmitted,

ie B. Mills
President
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BILL OF RIGHTS
FOR
HOME HEALTH CARE PATIENTS
DEVELOPED BY THE
FLORIDA ASSOCIATION OF HOME HEALTH AGENCIES, INC.
The patients and/or responsidble parties have the right to expect . . .
The highest quality of care in their place of residence.

A home health agency of their choice, including full knowledge of al} ser-
vices provided, alternatives available, or the option to refuse care.

That the chosen 1{fe style, spiritual and emotional being will be treated
with the utmost dignity and respect by all agency representatives.

That the home health agency complies with all applicable state and federal
rules and regulations.

Continuation of the care initiated {n the physician's office, clinic,
hospital or nursing home.

That the care wil) be provided by experienced and qualified personne}
under the direction of the patient's physician.

The entire health team including the patient will develop an individual-
{2ed plan of care.

Education regarding their disease, health needs, safety and emergency
measures.

Confidentiality of and access to medical records according to the Florida
Statutes. /

Rehabilitation to the maximum level of independence.

That acceptance of health responsibilities will be promoted and encouraged
by all health team members.

An explanation, upon request, of the charge for home health care,

Co-operation of the patient and/or family fs necessary in order to achieve
the goals of this B111 of Rights.

This Bi11 of Rights s an ethical declaration for patients accepted for care in
conformance with published policies of the home health agency and does not 1mply
or constitute cbligaticn for payment of services by the insurance carrier.

The Quality Assurance Committee wrote and presented this Bill of Rights for
Home Health patients to the membership for ratification in October 1979,
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HOME HEALTH SERVICES ACT
AND

MINIMUM STANDARDS FOR
HOME HEALTH AGENCIES

HEALTH PROGRAM OFFICE
April, 1986
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depariment, not {0 excesd | yer from ady |, 1985 wetn.
© wiach 1o Comply wiili Gegarument iudes ano ablan »
hcenge.

oy —e 13 18 o 85:87 .
ot Lapwes Oc2ow §. 1) cwrmanm % ¢ 3 Gt 1B S sag 4 MU
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RULES 2F THE

STATE OF FLORIODA

DEPARTMENT OF HEALTH AND REMABILITATIVE SERVICES

10p-68.901
10p-68.002
10D-68,0013
10D-68.004
A0D-68.05
100-68.06
100-68.07
10D0-65.008
100-68.40%
190-68.010
100-68.013
100-66.012
100-68.013
10D-68.014

10p-68.018

100-68.016

10D-68.017

1480-68.0138
16D0-68.01%
100-68.02¢
10D-68.021
185-68.822
180D-68.23

1800-68.324
100-68.02%

10D-68.026

MEZALTH PROGRAM OFrrice
CMAPTER 10D-68, PLORIDA ADMINISTRATIVE CODE
MINIMOM STANDARDS POR HOME MEALTH AGENCQIZS
Purposse.
Definicions,
License Required.
Licensure Procedure.
Prohibited Acts. {(Repealed)
Right of Inspection. (Repealed)
Zxisting Home Health Agencies. {Repesaled)
Scope of Services.
Personnel Policies.
Adrinistration,
Nursing Director
Reqgistered Nurse.
Licensed Practical Nurse.
Home Health Aide.
Physical Therapist and Physical Therapisc
Asgisctant
Spesch Patheolegirsc.
Qecupazicenal Therapist and Occupationsl Thszapy
Atsistant.
Social Worker.
Romemaker.
Acceptance of Patients.
Patient Care Plan.
Client Service,.
Utilization Raview. {Rapealad)
Administratrion of Drugs and Biologicals
Coapanion Sitter,

Penalties.
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RULZS OPF THE
STATE CP TLORISA
DEZPARTMEINT COF REALTH AND REHABILITATIVE SERVICES
HEZALTH PROGRAM OFFICE
CHAPTER 100-68, PLORIOA ADNRINISTRATIVE CODE
MINIMUM STANDARDS POR HOME HEALTM AGENCIZS

AMENDING SECTIONS 10D-68.002 THROUGH 10D-68.022

100-68.802 Dafinitions. The following terms in the
contsxt of this law shall aean:

{1} Approved school - a school of nursing or a school for
the sducation of practical nurses approved by the Plorida State
Board of Nursing; a school of physical therapy approved by the
Azerican Physical Therapy Association: er eshe dewneei on Medicaid
Bdusanion af she Amerrean Med:ce: Aesecrasiony er the Gouncii en
Hedseai Bdusgeion of the American Medites: Aeseciavien in
ssiiaberacien wiah Vhe Amevidan Physieei Therapy Assesissiony 2
graduats school of social work accredited by the Council on
Social Work 23ducation; a school offering an occupational therapy
curriculus accrsditad jointly by the Council on Medical Bducacion
of the Azerican Msdical Association and the Aserican Oc¢cupational
Therapy Association.

{2} Branch coffice - a location or site from which a home
healzh agency provides services within the county of the parent
agency which shares administration and supervision and other
sezvices, The branch office is lncluded in the parent agency

license.

~2-



148

42} ESiemzeadr reeceard - an sccuwrete envenciogrval ssessne of
serviees provided a sersenr &3 veii as seher pervIASRE
snformacion neceseery we provide sarsy dased and s:emead By the
agenay seefd prevrding earev

{31 Csompanion or Sitter - a person who provides designated

suppor: servicss ia he home under agency supsrvision.

{4} ODeparzzent - the DeparIaent of Realcth aand
fRehadilitative Servicss.

{5} Homs ftsalth Alds - 2 ren-professtenai person who
provides personal hsalth carse sarvices for a 2a:i-nt persen in
the home, under the supervisicn of a licensad health cacs
professional who (s an smployes of or cencractor vith the agsncy.

{6) Home Health Agency = hersinafzer zefesrred to es

*agency”, means any person not licansed bv *he DwvArssent or the

Secar=mant of Prafessional Requlatisn, public agency or privats

crganizaticn, or a4 subdivision of such an agency or organization,
whether cperaced for profit or not, which provides home heal:h

sarvices as defined in Sec=ions 400.462(3} and 400.805, .35,

tacluding anv agency 23 which fswe are vaid for the cendering of

home Nsal:h ssrrices including agenciws %nown as registziss,

aqents and Sraxsrs provided such fews are not one time

intersisesms or irregular Diacement fees which amount £ LX)

carcent or less of the costs of yervicws actuasily orovided on the

first dav of slacemenc.

{7} Home Raeal:h Services - hereinafter referred £3 is

*services,® means health and zmedical services and medical

supplies furnished to an individual by a home health agency Sr By
others under arcangesm=ents vith the agency, on & visiting basis,
in a place of resideancs ussd a3z an individual’'s home, Such
services 3hall include ons or zore sf Bue are nee rimrued we the
!:llcvi;q:
- {a) Pparc-time or intsrmittant anursiang care;

{b} Physical, occupational, or spesch therapy:

(c} Hedical social servicss: hozemaker services, home
nealth aide services, and anutritional guidance: and

{d) Medical supplies, other than drugs and biologicals

prescribed by a physician, and tha uss of smedical appliances.

-3



e! Anv other nealih ralited §erVLCeS NECESINTY Sy watErd

(3! Homemaksr - a nen-svsfersione: person vho pravedes heme

Ranagoment secvraws fur 4 wwryow ymd fameiv DETiocas tousengli

chorses under agwnev supervision.

{3) Licw=swd orscricsl jurse - s serson who ig curseazlv

licansed <o srwetice nuyrsiag under she dissczica 5f 3 chvsisian

9Ff T#qistwrwd nuirye Dursuan: t3 Shactsr 484 of the Plorida

TAtUtwY .
(10) 484 Medical Social Workar - a prefassional person wha

hay 2 deqree :in social werk and who counsels patiencs and

families 230 that thesy may ad4ust to social and amotional fac-ors
zelated to the patient’'s hasalch problaems.

{11} €99 Occupational Therapist - a prefessiensi: nerson wheo

is ce vesuoational thersov dursuanc =3 3ecs=isa
463, 2ac: VYV, ?.S. evernates and ecescs individueis whese adiszav

%0 dose vwith the tavhs of irving fageirviezes of daziy trving3d asse
threatened or rapeatred by develepmantar defiortss the agine
proacess; physzea: €242y OT r33n838y 8¢ psycholegicar and ssecad
drsaptrizy~

{127 +294 Occupaticnal Therapy AS3:istant - a persoa licensed

tO assisr in the practics of

o0

a

0

“©
u
"
Iy

cnal therapy sursuans =9

provivions in Chaseer 468, Paz: Y, P 5.

27t nuTreing c3¥Tw - anv nursiag

care orovidad on a visitation basis for a3 oeciod of less than 24

(14} ¢339 Patiant Cars Plan - a coordinated and cemhiaed

<a2re plan prepased By the Aures cxwe manager and in

colladboration wish each discipline providing secvice {sr thas
patiant and family.,

(15) ¢33 Physical Therapist - 38 profaszsionai sarson who

II‘

licensed "o oractice ohvsizal zherapy sursuant ts Chaoter 486,

P.3. ereaey any disaebdiiieys incery; dr3ease sr other sondicion af
haaleh By the wse of paysicai-: chemicai and eshar proaserzzay of
air aoidy heans sieewriecieys sxcrex3er massagey radiane dnasgys

witrasaund; woter er squipmane-
~4-
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{16! (33} Physical Therapist Assistant = 2 perssa whe

2=

1icensed to sraczics eppites phyeical therapy procsdures as

defined in Chastsr 486, P.S. she phyeiea: Sherapy prastics sst
under the dirscsion of a2 licensed physical therapist,

{17) (&4} Pnysician - & doctor of 2edicine, osteopatly,
dentistry or oodiatzy lsgally suthorized to practice medicine,

——

surqery, dentistsy or sodiatzy in the sTate pursuant to Chaprer
453, 433, or 464, or 461 r.3.
{18) (&%) Plan of Presatzsat ~- writtsn iastructions signed by

the sevending physician for the provision of healeh eare care or

creazzent by & licenssd nurse, or by & licensed phvsical

cccusational or soewech therapiset to a patient iz the home.

{19) Quality Assurance - & svstam of revieving and

evaluazing the apourpurimtwness and effsctivensss of tatient

sarvicss and correction of defiziencies.

£399 Profesesenai Nupse - o requsewred nurse vhe is
serrentiy hkicensed in the svsces yerforneny &ny 48 Fequiring
sedseansied specisiized kneviedgey Stwdgmens end nursing swild
baned upon the prancspies of psycholeqeeeir breiogiceds paysreal
and seasai: saiences in the appizcasien of whe Rarlrng prodensy

. ¢3%59 Pvasnieal Nurse - a survrontiy iteensed gradeave of on
apprevad sohoei eof praceiead AuESaRgy perferzing seiecced ascevs
¢neiuding vhe adminiserasion of trsssment and medécacironsy n the
enre of whe 43ty insured eor infirmy Whe magntonance of heaienr and
preveneion of idinese of sshersy under wha diarection of a
regiseered rursze-

{20! Speech Pathelogist - a person licenssd %o practics
spssch pactieleqgy or audiolegy pursuant to thas -provisions of
Seccicn 468, Pazxc II, F.S.

{21) (k@) Subdivision - a component of 2 aulti-fuaction
ageacy which independancly meets the minizua standards for
licensuyre.

43k+ Pieid Offirce ~ unie wichin the county ¢f Whe parene
aganey whish shaves:admanisuracien and sepesvision and supparse
.segvicesy PThe Pavens agency weuid be ineiuded in vhe sxngie

ikeansevy
-5
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4224 530UNET - & SENM1I-EULONORMGEI 4GEASY vhreh serves pecrsens

tn & eeuxncy drffsrans fres whe parens edeney

{3k) Yermynsuion summary - Yne wraveen repers o0f servaces
rondared seals sshveved and frne: disveszuzen 29 Ths vrme of
drsenarge f=on sefvrdev

(22} {43) Registered NHurse = 2 pec3on whs i currently
licensad =5 practice professional alrsing pursuant to Chapter 3464
of the Plorida Statutes.

{23} (d€) Under arrangemsncs - =he pravision of servizes
through a written agreement vith othar providers of secvices.
Bssiisation revrev - 2 syszesmatic svaliuaetion of aiinies: reeseds
ts dasersrne che eppropristensas and simeliness of Serveees
rendered as chey seiazs %o the pitan of mrescment and ehe persenis
negdss

Specilic Autherity 400.497, 40608.%85 7.5.

Law Imnlezentsd 438.462, 400.497, 7. 3.
Hiscory New &4-13-78. GPrwvisuslv numbered 10D-53.92.
Aswndad
100-68.3¢2 Licende Required. 8ef3rs 2ny sntitv persen

shall either directly or indirec:tly operata a homs healch agency
under Chapcar 3538, Pars 1I1 %2, P.S., it he shall zake
asslicasion for and recaive a license Irom the Departaent, wnich
shall be dased upon comdiiancs with all apoplicable lawvs, rules,
regulacions and codes as evidsnced by a signed application and
upon the resuit of a survey conduccad by Department
Tsprasentaiives. A licsnse shall not ba raquired for any

facility spec:

[
e
a
»
-
-

~

sxszmptsd in Chapter 400, Part 111, &z, r.s3,

{1} The licsnse shall Se isplayed in a conspicuous nlace
inside =he agency and shall be valid only in the hands of zhe
appiicant. Sale of a licansad agency, assignmenc, lease or cther
tzansfer, voluntary or involuntary, shall require relicansurs by
the new oswner pricr ts taking over the operation.

£2) In the avent of change of ownership ¢f tnhe agency, the

tzansferee new swner shall sudmit =t least 10 davs Sricc to the

effactive date of the change in avplication for a new licensa,

I the acencv (s being leased, 2 cony of the lsass agraement

-6=
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anall e ?:led wizh =he apolization regeese ef vhe Bepartment

thee requared indvectzens Be sades and SRedd sSuBREts e sanse e
be submeevedy 2 nevw appiveasren for iissnsev

{37 <The Depart2ent wvill provide ¢onsultative saIvices, as
feasiBls possibis %o agencies to assist in actaiaiag and
malataiaing compliance with licensure standacds,

433 When an sgeney 32 keased By the evmer ¥e a sesond
parey for spavaniony ssid sseend parey shaid appiry e the
$20eneing aganey for a navw iisensev R sopy ef the ieane
egreenent oy sevtifiead seavsemans shawing which pn!of 22 to be
heid respenaibie for the organtsatien and epersizon aé sae ageney
shei:z Be fiied wien the appiieaszen for Lidensurer

Speacific Authority: 400.497, 400.505 7.3,

Law Izplszsntad: 400.467 and 400.477, P.S.
istory: Naw 4-19=7§. Previousiv numberzed 13D-68.93.
Azsndad
10D-63.884 ticsnsurs Procedura. Licenves, Lssued By the

Department to oparatas Rome Health Agsnciss, will be dased upan
the results of a survay conducted Dy Departzent representatives
zo determine compliance with the requirasents ol Chaptsr 400,

pacz 111, 22 P.S. and wvith these rules. A licenss shall asct De

granted tc anyone under 15 years of age, or one who uses illegal

drugs sr i3 imsaized by excesyive use of alzohol or medicinal

drugs a dree sr sicohei addiee, or to anyone who cannot furnish
satisfactcry character rsfsrences and evidence of financial
responsibility.

{1} ZInieial licensurse ~ ngw operation or changw of licensed

ovezatsr., Anolicants for an initial license 32 scecats a home

wwaity agency shall sudbmit, in duolicate, an asslicazisn on ARs

Porm £35 ++ 85 Appiication for Licensure, Homs Jealczh Agencv,

which i ineordorated dv rafersnce, orovided bv the Oeoartment,

which shall inciuade:

a) All of ‘the tnformation recuir-ed by Seccion

400.471, ® .8

{H) Nazme of asency, address and teleohone numbec .

-7e
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1zt Narme o?! sernwr or ticensew, addresy, and 2visorove
aAunder .

{2y Licensurw fwe $%00.00,

() 3f Need I3r agencies sseking

the Medicare 2rogram onliv.

Qwnershin control and cvoe.

fc! Sezvices 3rovided di-ecelv and bHv sarrancement.

{h! QGecgrachiz arss ssczved.

{i} Ths name of the sgencv's adz=inistrator and the
aazs _and license number of currently emoloved in office staf? Sv
CATBGOTY including Iiicensed ohvsicians,K registered nurses
licsnsed sractical sursss, sther licsnsed emclovess and the
aumber of azidas, homemakers, comoanions or sittars and other
gersonnel assigned to home health servicaes vork.

{23 Such additional infjrzacion reasonablv celacsd =5

ths sbove which zhe Decar=zent datec3inwy iy necwssarv in order

to act upon =he acolicasion.

{2 A _license, nunleys soonsr suvssended or revoked, shall
auzamatically exoire one vear from the dare of issuance and shail
bw renswable annualilv,

{3} BRenewal of iicsnse. Apo fcr zsnewval of a
license %5 ovezaze an agency shall submie 3 assclication on 4IRS
Fora 838 -- 86 aApslicazicn for Licsasurs,  Homs Sealth Agancy,

wnich is inccrooratad By refsrance orovided bv the Beocarsment,
which shall includs:
fat All s¢ the infsrzation reguired bv ocarsgraph (1}
above.
4323 The appitcacien for iiesnse shaii ba submiteed to mhe

Zhe

Pepartsens on

forsa presarided by whe

appitsasion shalil he ascompanied by &

ROReYy ovdar pavabie 8o the Baparemens

Bepavemenes
traense fee tn cheak or

in the amoune of ene

Rundrad dollars ¢3%88-38+7 ne pare of vwhieh is recusnabier A

stacemens frem she arenvide heardh pianning eounet: secescing eo
Yhe naed for 2 howe henith agency; shaii be obecsined by the
Deparsment prror vo 2ovuing & ticemser Qdouneies o

Punzetpatrties eppiyinq for iicense wnder €hapeer 489y Pare EE X

F+3x7 are sms=zpe from payment of jiscense feesy
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{3+ 4sparese irecensvre apeireatrend 4and faes for ssaravron

of an aqensy 3neii Be sebdmreved vhaenever the ageneyis subun2es
are eperssed susside sf the ceuney ¢f whe pareny egency of
¢ssrate as AUNNOASESSS SubdaviszonsT

433 wisenses shali sxspire sne vear frem the dove of
2esasndey -

$43  Apericaviens fer relicensure sShaii be 1ubartead
enneaidy as teass (633 days prior %6 the sxmaratzion dace
appearing on ths eerrentiy Redd kicense~

453 %he appiieation for rroense sheil be exscutad sndar
saeh and senecazn the fediewings

¢a+ The nrame of she sqeneys masiing addrensy 243
iocasion and dessripeozve dasa-+

4B3 Swnarship ~ The naze and sddreas of the eowners of
whe aganay,; i & preprisvershipr and 2§ s eerporacien er ecuses
sha name and address of ths prasydoancy viee presidency seerecary
and sveasureary and directers of she firmy wvhethner preofie ee nen-
prefie shaiy be shewny

¢ed Ehe name and address of the apsizcans-

443 ¥he name of xhe ageneyis admiazssraesr and the
aame amd :tcense number of surrenciy emmioyed licensed svaff-
dvevy iicensed physietandc rediteered nwrsess jisensed srsseieai
awrsesy ocher iicensed smpioyees and the nunber of aidesy
aseendanes end seRer persenned asstgned te howe heazth sarvices
werks

484 A seaecemeney tegether with suweh esther addretonal
svidence as mey be apecifieaiiy required by the Beparements thas
the swnership possesses sudfieiane Sunds ee operace the agenay in
asssrdanse veth Ghapesr 43¢ Pase 3ig Pod- and pi: ruies
sentained horsiav

(b} ALl of the inforzation recuired bv ocaragraphs (i}

{a), (b}, (e}, {d}, {2}, (g}, ("), and (i} above.

{4} 464 X conditional licenss may Be issued tTo applicancs

against vhoa denial, revocation or suspension acticn is pendiag

-
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42 the i2e of license reneval, effeczive unzil 24a2al 2isposition

of such procsediags by the Cepacizenc.

2¢ Authority 400.497, 400.850% p.3.

Law Isplazented 400,471, 400,477, Pr.5.
Risescy New 4-19-76, Praviously numdared 10D-53.04.
Aoendsd
16D-48.25% Prohiditad Acts,

Specific Aucherity 4390.497 2.8.

Lav Iaplemencad 400.4%97 r.3,
Atatory New £4-19-75, Revealed
19p-68.06 Right of {nspaection.

Specific Aushoricy 400.497 .3,

Law Implemented 400.484 r.s5.
Ristory Hew 4=19-76, Reveslad
1ap-€8.07 Existing Home Health Agsncies.

Spescific Authority 4080.497 P.§.

Law I=plemanted 480 .481(2) p. 5.
qiscory Nev 4=19-76, Revsaled
108-68,9008 Scope of Servicss.

{1} In all neaith eeare cases, tha agency shall direcslv

provide case management bv a ragcistarcwd ngrse to-determine tyne

a430z00risteaness, and adequacy sof reguestad services including at

3 2irimym an initial home visi: for Assewsment of ths satient's

neecs and develooment of the satient caze vplan as describad in

S8czion 65.919 within 48 hours of the yrazt of servica.

prefasasena: awrsing sad one eshar thorapeuese service or home
heatah azde sesviees ev 2case sne of whieh sheii Be previded
disessiyy She agencyis edjsstives thel: seace expliacitiy whae
Servides wiii be provided direeety and vhae 38¢VvVRcos vwikl ba

srevided snder ervangemencs.

-10-
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{2} T agency wav 3rovide oeher homs “eslih secvices i1y

srared in 19D-48 0Q2(7%,

(3} Zhe 2gencv’se obemreivey shatl stace exalicitiv what

sarvices wil., B8 osravided and des_ynatw whether these $4T7iT8s

ares srovided direcsly Bv acenc7 amploveey or under arrancemsnts.

{4} ¢33 Any changs of services shall bde reported to the
Separtzent within 3C days.

{4) Baeh agenay shaii Submzt &n anasa: repore te the
Beparumens vishin 58 days aftsy the ciose of ehe aqernoyie fisecal
year whioh ineiudas whe foiloving informacien-

(a} %eeai nunber of admi3sions and diseharger of
persona reemevend services dirsaeiyy

{2) Feeei: nunder of persons regeatving services
direceiy frem each individear divoiplinay inelading hremc hssien
atdes and hememahers,

{e} ®eoeai mumber of viadys provided direerky By sach
sadividuar diseipiines ianeinding heme heaith aidas and
homesaksrs.

(d] %®eead nuaper of sd=mzesions and discharges of
sersons redaiving services undsr acrandemencs.

(e} Peostai aumner o4 pessens seceiving secvices ander
avrangements freoms saah indivaduai diseipiiaes; tneiwding home
heaish aides and homesarers.

48} Toeal aumbsr 0é viexes previded uaders c!rungoménes
by saeh individuai diserpiiney incizding home heaiehr asdes and
hensnakare

{5) ¢33 servicss provided undar arzangezents shall de
through a writtan agreement which includes but is notz limited to
the following:

{a} Services to be providsd.

{b} pProvision Zor adhsrancs to all applicable agency
policies and personnel requiresents,

(c}? Designation of full responsibility f3r agency
control over contracted services.

{4) Procedures for submistting clinical and progress

notas,

-ll-
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{e} <Charjes 2or he contracted servicaes,.

() Zvidence of liability and insurance coverage.
{g) Period of cime in eflsc:,

th) Dace and signazures by appropriace asuzhorizies.

Specific Auzhoricz 400.497, 400.%0% r.S.

Law Izplezentsd 400.497 r.3.
Ristary New 4-13-76 Previouslv ausbe-sd 159-53 38
Asended

108-68.929 Perscansl Policies, Adwznissvreaszen. The agency
shall have writtan pearsenne: admenzstraesve policies and
practices to insurs the provision of safe and adagquaze cares of
the patient and sha:: show evidenee of tiabieiity tnsuramee.

(1) Personnel policies available to all full and parc-ctize
employees shall inciude dut not be limited to the followiag:

{a) Waqe 2eaiess Hours of work, vacation and sick
leave.
{b} Reguiremen: for 2 pre-saploymsnt statement “rom a

physician zhat the emplovee show no svidence of a communicable

gondition which would teodardize the heal=h of anv omrson unde>

Those amclovees not Xnown o Se zuderza

rsactaTs shall orovide documentazion tNat =hev tave qad a

te3t within thew Dast § months. PSositive reacsors

£5 a cuberculin skin tess shall oprovide documentacion o adezuaze

graventiva theraov or thw vesults of a chest x-rav

the sast & months. shyssced exemimseren amd & periedie paysica:

examinaeion a® rease every 2 years, physteai examimactzen and a
periredie phyazcai eeminacien ae iesset svary i years.

(¢} Plan for orienzation of all heal:h parscans!l =3
the policies and objescctives of the agsacy.,

{d} Job dsscriptions f{or all amployses.

{e) Ammual peréormacse evaivation for ak: aspisysas~

(e} 4£3 Cozpliancs with raquirenents of Title VI of
the Civil Righes Act of 1964.

{(£) ted Personnel foldars for all employees which
shall includs nams and addrass of asployee, social security

aymber, dats of birsth, name and address of nex:t of kin or
+13-

74-987 0 - 87 - &



guarlian,

ten daseripsran,

158

avidencs of

Licensure endsdor

qualilicacicas,

sSuftserene

applicable,

krabradty Encseranes, registraction {7

cantracts Lf applicable, and dates of enmployment and separstion
from

the agency amd reasen fer semparaszon, N

Specific Auctherics 400.497, 400.508 r.8,

Law Izplszsantad 43¢.497 r.3.
Aistory Heaw 4-19-7§ Pravicuslv suzbered 10n-£68.09
Amsnded
) 100-88.0610 Adminisrration. Persenansi.
The administrasor of ths agencv Persennsi empieyed shall have the
following quaiifications and responsibilicies:
{1} I8 a licenswd shysician: or vsgisterad nurse: or has

training and sxveriencs in health servicw administ-ation and at

least | veay of supervisory or administrative experience in homse

healzh carze relazed hsalzh srograms.

434 2he exacutrve direstor ahaii bBe & fuii-eize emoievee

with 2¢ 3ease thres {37 year? exXBSriense wiSX & hesith zgency ina
an axcdwtive 8¢ sSuparvissry easacicy and Rave ths foeiiewrns

responsthriities on & fvii-time basise

{2} +a3 The adzinistrator direcuesr shall dSe familiar wich

the rules of ths Daeparsizaent and maintain them in the agency.

£33 4d4 The administrator de¥reecsoes shall be vesponsible for
familiarizing the employees with the lawv and the rules of the
Cepartzent and shall have copies of the rules available for zheir
use .

4

443 The administrator diredtor shall be responsible for
the total operation of the agency.
{81

443 7The admini

tor diéreecer shall be responsibdle

for the completion, kseping and submission of such reporzs and

records as rsquired by che Deparzment.

{

)

} 4ed The administrator dirscter shall designata an

aucthorized recressntative to serve during adsencss & professtonai

empieyee to bde hig.

4+#3 Ths administrator direetor shall maintaia a current

{71}

srganizational chart to show lines of authority to the patient

level.

-13-
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ég+ ¥ne drcestor smaid sieardty identvfy and mane pupmize
serveces preveded By tRe sgency and Vhe Fevdraphies ares in vhzen
thess 3s87vieas ars availabie,
{23! #h+ Ths divesver adsiststratsr shall maractaia an office
facility for the agency which Ls large enough for efficient staf?
4erx, adsquatsly squipped, and which provides a safse wsrkiag
eavizronzent, zeeting local eordinances and firs regulaz:ions.

}o#%3 The ada:

ist-atos déreeser shall 2ssucs the previde

{
fer orientation of newv staf?f, and opportunitiss for coantinulng

educational experience for the szaff reguiariy seheduled in-

servede aduwention preqranme.

Spec.fic Authorit 400,497, 400.%0% P.5.

Law Implemented 400.481(2), 400.471, 4080,457{2 F.5.
Ristory New 4~19-76 Previcusly numberwd 100-83.10
Azendad
19D-48._901L Bursing Birsctor Sapervising Nursex

{1} Ths sursisg director superviesny nwrse shall be 2
graduats of an approved schoal of aursing and currsntly be
registerad in the state with at least 1 year of sacisfacesry
AuZ3ing supervisory or administrative sxperience prefarabiy ia
eommunzey Realeh aursing and have the following Tesponsibiliczies
on a fuii-eime bases, The nursing director separvising aurse

3n3l! be an emolovew of “he agency and =ay a2isc bs the

administratsy direceer in an agency with lass than 10 healch
sar7ice personnel.

{a) The nursing diz

STor 3wpervising rurse shall be

dccountabiw for sepervise 2ll racistarsd nurses, licwnsed

pzactical nurses and hoze hsalth aides ssafé,
{B) The pursing director supervising nuese shall
insure that the professional standards of community aursiang

practice ars maintained by all nurses providing care.

=14~
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{2V The jursing Airector suservisiag Aurse shall Be
zesponsidle for maintaiaing and adhering tos agsncy procsdurs and
patisnt cars policy manuals,

¢d3 9¥Re supervising nurse shaii: be respensisie for the
A&r--‘ supsrvisien of ne meve vhan 35 feik-time rursing serviee
pervomnezr When fuii-sime squivalenns are used in ths sase of
peze-tine perseaneis YAe aseval Aumber of sersens swservrsad
saazr new exceed ssqhteen i3+

{2} In the event the administrator eqensy diraasery i3 not &

healzh professional, the aursing director supeesv:sind Adrse
shall, in addizicn to zhe above:

(a} Zszablish sarvice policies and nrocedures in

compliance with stats health statutss and rvules.

{5} Ezploy aand evaluats nursing perscanel.
{c) Coordinats patient care seIvicss.
{d) sat or adoot policies for, and kesp rscords of

crizeria for adwiswion to5 service, case assignments and case

msanagement,

‘e Srepare and matneain @ scheduie of these cases e
Be brosughe te the geiitsacien review coemmicecer

463 gQendues seieccetive program evaiuvstions te improve
defrcrent servyess and deveiop and iapiaoment piansse

{3} fThe nursing dizscecr shall establish and conduct 2

gqualitv assurance srogral «hich assuces:

{a Case assignment and managsment {3 approgriate,

adeguata, and consiscent with the patlisnt cars olan, medical

rwgizse, and osatient needs.

{b} Nursing services arwe consistent with orofessional

communitvy health nursing vytandards.

c} Nurying and other services provided to the vatient

ars coordinasted.

{d} All services and ocutsomes are comolecslv and

lagibly documented, dazsd and signed in the clinical service

record.

-18-
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{e} Conf:2wn=ial:tv of satient Zaza :3 maizca:ned.

2y Pindings of =hw guality agsurance Drogram ace used

£o0 improve services.

Specific Auzhorizy 400.497, 400.40S5 r.S,
Law Iatlezencsd 400.46112), 400.482(2)(a), 400.497(1},
40C.497(2) 400.497{(4) ?.5.

Histsry New 4-19-76 Previocusly number 18D-48.11,

Azsnded
100-68.312 Registered Suaff Nurse
{1} The zegistersd ssaéf nurse shall »e « greducte of an
apesroved nursing seheed and currentiy de reqizearad in the svace
proferabiy with ae jeese one ¢33 year of saeisfeceosy nursing
experzence and have the fallowving responsibilities:

{a} The ragistwred nurse iy the casw manager, Cas=

sanagement shall inciludw i{nir‘al asvessment of the pacient and

family for acorooriatenesy of and acceptances for home heal:sh

services, establishment and periodic reviaw of zhs slan of care,

imolemer-stion of medical zreatment crders, rafarral, fcllow-usd,

provision and suserwvision of aursing cars, coordination of

gervices given Sv other hsalth cars osrtoviders, and documantation

of aii activitias and “findings.

423  ta?) Tha seafé nurss shail Nave the responsedaizey for
ebservationy AS8E3IIMANT: Aurding diagnessesy seenved- cars and

haaieh woaching of whe itiy tnivrnd eor infizms and she

maznesaanse of heaksh and praven n 88 siimess of eechesse

(B} &b+ The registered sea#f nurse shall be cresponsidle

fsr the =mainwain a clinical record for each patient receiving
care.

{c) 483 The regiscered seaff nurse shall assure that
provide progress reports ars =ads %o the acsending physician
absut pavyenes wnder her eare wien the patisat's condition
changes or there are daviations f{rgca the plan of treatnent. of
ae kesane every 68 davs,

+d3 OPhe 2eafé nurse may make Reme hsaleh aide

aestgnmencs and supervise the sisde ia the hewms.

-1§=
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tas  The seafd nurse Nay adnminiseer medreacieons end
YreaImanEs a8 Sreadrebed DY ¢ physteren rieenzed #a mhe scacar
{2 434 The registered nurse =ay a3sign sslsctsd poriions

of paci

care ¢ licensed practical nursss aad homs Rsalch
aides . In such circumstancss, the rsgistsrad nurse qpin:ains
responsibility for the cares given. Supervisory visits shall Se
z2ads ts the patisnt’s rssidancs.

Specific Authority 40QC.497, 400.585 *.35.

Law Izplemsntsd 400.461(2), 400.462{3){a}, 485.897{1),

400.497(2) 400.437(5) 2.5,

History Rew 4-19-76 Prwviously numbered 100-63.12
Amended
10D-68.013 Licensed Practical Nurse.

{1} The licensed practical nurse shall orovide sssicned

nursing zave undey the direczion of a ragistarad nurss be a

gradueee of an aporoved sehooi of pracstisal asrsinsg and de
eurrenctiy iicensed in the scave wyth ae lease } year preferably
ef saeisfaseory nursrnq sxpesrisnce and

2) The licanssd oractical nurse shail thave the following

responsidilitises:

(2! ®¥he kiecansed pracrieal nurse shad: Preparing and

recsrding clinical notes for the clinical record.

(b} ®he liecensed prageice: Anrse sha:: Repozzing any
changes in the patient's condition to the casse manager

har ismediave superviser with the reports docuimented in the

clinical record hee okintcas noves.

{c} ®he ircenned praceiea: nurse =ay perforziag
assigned sereeeed acts, including the administrsation of
trasataants and medications, in the care of the patient. tkis
tnsdred or infirm; the meatneenanece of heaith and praventzon of
tiinese of echersy snder ehe direcction of a regiscared
professrenak muerse-

Specific Authority 400.497, 400.%0% P.S.
Lav Implemenzed 400.461(2), 400.462{3){a), 480,437{1},

400.497(2) ».3.

Aistory Hew 4-19-7¢ pPraviouslv nusbered 180=535.113

Amendsd l-31-86.

-1 7-
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L130-68.214 Home Heal:h Aide.

{1} The home healzh aide shall have training ia thoss
supportive ssrvicss which are reqQuired to proviids and maintain
bedily and emctional co=fort and t3 assist the patient towvard
independent liviag in & sals saviconmant. I the aide receivaes
tTainiag through a vocational school, licensed eeresfied Yooe
Realth agsncy, or hospital, the curriculuas shall be documented.
I¢ training s recaived through the 4Gency the currigulum shaltl
consist of at lsast 40 hours ferdy-ave $43+ which shall include

But aot be lisitad tor eym $¢69 hewrs of inevedueceien et the home

health sarvices program, role of the aide, and diffsrences in
families, sex ¢6+ howrs of inservesien reietving ve autzition,
food and household management, twensy-feur {343 hours of
énservavren rodasing ko personal carce servicas, aesivitios and
six {63 heury of inserveeien seiaeing te athics and conduct,
personal hdygiens, sgency pcliciss, and rsports aand cscords.
Personal care activities shall be taught by & zagistersd
profesmienat nurse. When prior trainiang iIs not aequivalent to the
minizum herein dascribed, ths nacassary supplemsentary trainiag
2ust be provided and documentad.

a! Agancies shall have 1 vear froe thw adootion of

this ruls to =aeet the training recuireaments.

{2) Those aldes who arw smploved on the date of the

2dostion of this rule and who havw had at least 1 year of

gxovearisnce with & licensed acency shall Y= exempt fzom zhe

tzaining reguirement,

{2) Responsibilities of the home health aide shall include

dut not be liaitsd to:

{a) The home health aide shall perfor= cnly thoss
personal care activities contained in a written assignzent by a
health professional employee wvhich iaclude assisting the patient
with personal h§q£-u-, ambulatioen, sating, dressing, and shaving.

{d} The home health aids may perforz other activitias
a8 taught by a health professional esployse for a spacific

patisnt. <These i(nciude and are limited to: assisting with the
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shange of a z2loeiamy Sag, shamoce, reinforcezent of drassing,
233:32inq with the use of devicss f{ocr aid to caily liviag, fo-
example, 2 walier Or whselchair, assisting with prescribed cangse
2f =0%:0n exercises which the homs haalth aile and the patient
Ravs Deen Taught by a health professional esployer, assisting
with prescribed {ce cap or collar, doing simple urine zests for
SUgar, 4Cecone or aldumin, meesuring and preparing special diecs,
intake and output.

{¢} The home health aide shall not change sterile
dressings, irrigate body cavities such as an enema, irrigacting a
colostomy or wound, perfor= a gastric lavage or gavage,
catheterize a patienc, adm=inistsr sedications, apply hsat by anay
method, care for a trachsosiomy tubs, nor any personal health
service which Ras act Basn iascludsd By the registered
profsssienat nurss i{n the satisnt care plan.

—

{d] The home health aide shall keep records of
perscnal health care activitias.

{a} The homa health aide 3hall odserve appearance and
gross behavioral changes in the patient and report £o the
recistered profesntonad nurse.

{2} 7The howe heaslth aide Datient services shall Se

evaluated Sv & hwalth orofsssional in the oatient’s home as

fzsguentlv as necwssavry to assure safe, adeguare care or az lsast

avsry 31 months,

+£3 ¥he home heeien aide pamiene sesvices shail be
evaiuated by s hesieh professrena: seasf ae least svery 2 weawxss
aieher with the atde presenss er adsene; in the homer

$9+ The ageney 3haii m2intain & ravie of af av iease
% heoiteh prefeseiona: emsisyees for so avery five $53 aoa-
professienst persenms previding Raalith servides whon fuii-time
aqeusvaienes are uwsed in the case of pare-~wime non-p!c(csa&ongl
persens peoviding Roaith searvycesy the actual number af sueh .
persens supervised 2hall nse sxecod ii.

Specific Authority 400.497, 4C0.506S ?.S.

Law Impiemented 400.462(3){c), 400.497{1}, 486.457(2) rs.
Ristory Rew 4-19-7§, Previously anumberad 100-58.1¢
Assnded
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12D-68.915 pPhysical Thsragist and ?hysicsl Thercspy
Assiszanc.

{1} The physical taerspist shall be a graduace of an
approved schocl, curcently licansed and registered ia the staze
¥ith st lsast 1 yesar of axperience in physical therapy and have
the following responsibilities:

{a) ¥he physzen: therspise smai: DProvidiag snvsizal

8d bv _a chvsician which carn e

thersov servicwy as vrescri

provided in the home and assisting the physician ia svaluatinag

patients by applying diagnostic and prognostic muscie, nerve,
joiact and functional abilitiss tast.

{p} Providiag ohvsical therapv seryices, Spags

paetenes ee reiieve painy deveiop or resesre funceion- and
maineain =exizum porformancey using Bhysiaai weansy such as

exercises maszagsy heaey vatery kidhe and siecericiey.

]

{c) Obsarving, reacording activities and fiadines i

zhe clinical tecord and reporting to- the physician the paziesnt's

£saction to treatzent and any changes in the patient’s condicion.
) Instructing the patient and family ia care and use

of phvsical thersovy wheerenassss Braces; erxtchesy eanes and
prosthaete and erchoete devices amd trecatments as indicated.

(e} 1Instructing other health taam personnel fngluding,
whan appropriate, home heal:h aidas and family members in cerzain
phases of physical cherapy with which thaey 3ay work with the
patiane .

{£) Instructiang the Zamily on the patient's total
physical therapy program.

{2} Physical thsrapist assistant. The physical therapise
assistans shall Be a graduate of an approved school fiving a
seurse of aee 1e3s than twve +i4 years for paystea: sharapraw
e29zx2eane and be currently licensed in the state with at leass
year of sxpariencs under the supervision of a licensed physical
therapise. Responsibilities shall he direczsd by a licansed

physical therapist,

-26-
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Speacilic Authority 4C0.497{2), 400 .%0S5 F.S.
Law !zplemenced 400.481(2), 4C0.4871(31(b), 400.497(1),

400.49702) r.5.

History New €-19-7¢ Praviouslyv numbersd 3100-68.:1S
Az=asnded
100-68.21¢ Spsech Pathologist

{1! Ths spesch pathclogist shall be a graduate of an
agproved school, currantly licensed i{n tha state and have the
following responsibilities:

{a} Fhe speach pachotegise shati Assiscting the
physician In evaluation of the patient to determine the =yse of
speach or lanquage disorder and the appropriate correctiva
therapy.

{p} Providing rehabilitative sarvicss for speech and

language disorders,

{c) Recocrding activities and findiaxgs in ethw clinical

record and reporting to the physician che patieat’s reaction to
treat2ent and any changes in the patient's condition.

{4 Instructing qchor'hoalth team personnel and family
2ezbers ia methods of assisting the patient £ ee impreve and
corzact speach disabilictiesn,

Specific Auchority 400.437(2), 400.505 ».5.
Law Implemented 400.467(2), 400.462(3)1(b), 400.497{(1}
400.497(2) P.8.

History New 4-19-76 Presviocously numbered 10D-68.1§

Amended

10D-68.037 -Occupational Therapist and Qccupational Theracy
Assistant.

{1) The occupaticsal therapist shall be a graduate of an
approved schocl, currently licanssd in the stats with eaws 1 year
of experience in occupatiocnal therapy and have the followinag
responsidilizies:

{28} The secupatienal therapise shaik Providing

gggcupational therasy services as srescribed by a phvsician «hich

can s szafaly provided in =he homm and assisting the physician in

evaluating the patient’'s level of function dy applying diagnestic
and progneosis procaduras.

-2%-
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{3} Guidiag the patient in hais use o0f therapeutic
€Tsativs and self-carte activities f£o5r the purpose of improving

tunction,

{c} Obeerving, recordiang activities and findiags ia

the clinteal rwesrd and reporzing zo the physician the patiesns's

reaction o treataent and any changes in the patient's condicion.

{4) Instructing the »azisent, familv m=embers and cthsr

health team personnel inmchuding when appropriata, heme heaksh
etdes end famiiy mezbers in certain phases of occupational
therapy &a whieh they say werk vésh the pasiens,

{2} Occupational thsrapy assiscant. The occupational
cherapy assistant shall bs a graduate of an approved program for
occupaticnal therapy by the Amaerican Occupational Therapy

““;ssoc;azzon; shall have a ainimum of 2 months of studaent Zfieid
vorx expsriance; shall de currently licensed in the szate:; and
Ravs 3} ysar of axparience as an eoccupational therapy assiscanc
under the suparvision of a licensed occcupacional therapiss.
Responsibilities shall be those of 23sisting the licansed
occupational therapist in an occupatisnal therapy srsgraa.
Speciflec Authority 400.497(2), 400.30% r.5.

Lav Izplemented 400.461(2), 4C0.462(311(B}, 408.497( 1}

400.497(2) P.3.

History Haw 4-19-76 Praviouslv numbered 180-58.17
Amandsd
10D-€3.018 Medical Social Worker.

¢43% The =2edical social workar shall de a graduate of an
approved school with | year of aexperience in social services and
have the Zollowing rssponsiSilities.

1] ¢ad Phe madicail doeiail werker shaii Assisting zas
physician and other members of the heaalth teaz in underscanding
significant social and emocional factors relaced =3 the patisnt's
health problems.

12} +B3 Assessing the social and emctional factors in

ordar to estimate the patient's capacity and potantial to cope

¥ith problems of daily living.

-22=
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1) 4ed Helping the patient and his family to understand,

accept and follow medical recommendations and provide services
planned to restors the patisnt S optimum social and hsalth
adjustzant within Nis capacity.

{

-~

I 443 Assisting patients and thair fazilles with

parsonal and environmental difficulties which pradispass toward
illness or {nterfere with odtaining saximum benefits from medical
care.

{8) <¢ed Trilizing vrescurces, such as faaily and communicty
agenciss, ©0 a3sist the patient te rsaume lifse in the communicty
or o learn to live withian his disabilicy.
spscific Authority 400.497{2), 400.%0% r.S.

Lav I=plsmentad 400.661(2), 400.462{31(c}, 400.497( 1}

480.497{2}) r.8.

Riscory Haw 4-19-76 Previocously numbered 10D0-68.18
Amended
10D~68.019 Romemaker.

{1} The homemaker shall have at least 158 eweney $283 hours
of training in topics related £o human develcopaent and
interpersonal relationships, nusriticn, marksting, focod storage,
use of equipment and sucplies, planning and organizing of
housshold tasks and principles of clesanliness and safsty and Xavs
the following responsibilities:

{a} Fhe homemaker shaii Naintaining the home in an
optimum state of cleanlingss and safaty depending upon faaily
rTssources,

(b} ¥he hememaker shad¥ Performing the functions
gensrally undertaken by the natural homemaker, including such
duties as preparation of meals, laurndry, shopping and care of
children.

{c) ¢he hememaher sha2i Reporting to ths appropriats
saperviscr any incidents or problams rslatsd ¢S her work Sr to
the family.

{d) 9¥The homemahev shei? Maintaining appropriate work
records.

{2 4e3 The homemakar shall de supervised in the home by

the appropriate supervisor at least once every 3 months & meneh.
-21=-
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{3 Acenciaes shall Save ' vesr €2aw che 3dootian of this

zule TS meeT the TTaiNing Teculremwasyw. Those homemagkers who are

gnoloved on the efZactive Zdace of s:13 rule and whe have Nad az

iwase 7 ywar of wxve ander suvcervisgion snall se axemo:t fr-om

the training rewcuizwmenty.

Specific Authority 400,497, 400.84S ».5,

tav Implemented 400.461(2), 400.462(3)(c) 400.897!2) F.5.
Ristory 4-19-76 Previsusly nusbsred 10D-68.19
Azended
100-68.020 Acceptancs of Patisnts,

{1} Acceptance of patient and dischazgye pollicies shall
include but not be li=ized to the Zollowing:
{a! +¢b3 No person shall be refused service because of
2ge, racs, cslsc, sex or national origin.
{5} +4e€3 Whan a person is accepted for healch service,

thers shall be a reasonable expactation that the services can he

providesd parsenis madicais nurdsndy dieearys physteai er seeiai
aseds san be mee adaquately and safely in his residence.

$a} Persens shei: de eccepesd fer healeh zo0rvics oniy
BPOR 4 VEPTLRen pion of treswmene sseabdiished By the acrendinsg

physieian redueed e¢o wrising wiehin sighe $84 days=e

{¢) When medical treatments or zedications are

administared, vhysician's orders is writing which are signed and

dated shall be inciu siinical racord.

(d) When servicss ars to be tarzinated, the parson
shall be &9 e be notifisd of the 2ate of tarmination and reason
for termination which shall be documented {n the clinical record.
A plan shall be daveloped or a rafsrral made for Any continuing
care indicaced.

) 463 Servicest excese homemaker end eeapanton servicsa
shaik Aqe Be Verminavead unekd dumehr sime as ehme peticneis famtiys
physzeian and sehar the prefessione: pacsen providsng care
Butuaiiy sandurc o¢ errangemencta are madeo fer SORRIAUSNG Enre-
Spscific Authority 400.497, 400.505 P.g

Law Izmplesantad \\ 400.461(2), 400.487(1), 400.497(4),400.457(%)

?.S.

8istory Hew Q-l?-?& Previsuslv numbersd 140-685.20
A:ead;d

-\-2(-
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185-68.52¢ Patient Zare Plan. ®ien sf VPrestmene.
{1} & *he plan of treacsent shall be astadlished and
ceviewad by tha atesnding physician in consultation with ageacy

staf? invoived f5r all Datienty recwiving nursing care or

Isatmenxz, or physical, occupacional or soeech therazv., MNurs:iag
care or treat3ent in this instance means zschnical activities

perforzsed By a licansed aursa o srovids for ths comfors, safecv,

treaatzent and reshabilitation of thas ocatients.

{2} 2hse plan of trestzent shali be reviawed at such

intervals as the savarity of the patient’'s illnass raquires, but
in any instance, at least every 63 days and shall {nclude Sut Aot
limiced to the following:

{a) Diagnoses.

(b} ¢d43 Activities permitted when indicated

{c) +¢ed Diet where indicaced

(d} ¢43 Medication, treatments, and ecuiomentc
reguired

{e) 44+ Daced signaznre of physician.

+8+ Types of 3sevices and equipment reguireds

4c+ SGpesrfie frequency of visies sush as twe times a
waghy SAres txmes a veasky aeer

{314%% The registered sgency nurse who (s the case manaagwr,

octhar health professional staff and ohysician whaen aoorooriate

shall collaborata {in daveloping one patient care plan for each
patient raceiving home health services. and The plan zmav Se

included in *he ciinical notes and shall include, but not be

limited to the following:

{a) Source of referral.

{d) Bisestng of Drugs and treatmencts prascribed name of
by _the physician, «f physissan ts d:fferene from deccer sigmine
the pien of erescmene.

{c) Statement of pactient or family prebla=zs.

(d) Statement of ability of patient and family to

provide inzarim hsalch services.

{@) Assessment of he patient needs.

-25-
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€2y A Lise of specilic sarvice goals w4ish plans for

implemencacion iacluding at & 3inisum:

Leval of workers who will osrovide the caze.

2. ?zecuency of home vigity tpo proviie diraecs

care and cass Ianagesent ,

3. P-equency of Juvervi{sorv visizs whan non

2zofsssisonal cersonnel orovide direct care.

{g} ©Date and signature of the nurse cases zansce:

agansy seaff daveiropeng the pian.

{5} Periodic reesstqumenmes and ravisions of the plan
23 the condizion of the patient changes, datsd and signad by the
£3se manager saeh peofessrenai peeviding sare.

Specific Authority 400.497, 400.50S5 r.3.

Law Implemented 400.487{ 1), 400.497(5) P.S5.
Ristory Hew 4-19-76) pravicuslv numbsred 18D-58,21¢
Amended
100-68.022 Clinical Records.

The agency shall =m:aintain a clisical record for every
person receiving hoze health servicas which shall include, as
aporopriats, but aee Bs rimiwad e the following:

{11+4a3 Idantification sheet conzainiag name,
address, tslephone nuzsber, date of birth, sex, agency cass nuaber
if used, next of xin or guardian.

{2)14b3 Permission to release information dated and
signed by patients, family or quardian when applicabls.

{314ed Plan of treaczenc,

ted Faszrent care piam-

f4}4d44e9 Clinical and service notss, signed and dated

by the staff member providing zhe servics which shall include:

{a)$, ZInivrial assessmants and progress notes with

chkanges in the person's condition.

{(b}#. Patient Care Plan.

{clir Services reandarsd.
{(d}3+ Observaticns.

{(e)4x Instructicns to the person and family.

-26~
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(8)8+ Home wvisizs =3 oatisnts for susecrvision of 1on-

pcofessicnal workers Reme heaith side when applicable,

{€) 6« Rscor=s Bvidanes of case conlerences,
(7} €+ Bvidenee sf Revorts to physicians.

{8} ¢gv4 Tearminacion summary including:

fa} 4. Dpace of first and last visit,

(b} &. Total number of visits or hours by
iscipline.

g} 3. Reascn for ter=inaticn of ssrvics.

{d) 4. Evaluation s5f sstablished goals at tinma
of tersination.
{e} 8. Condition of the patient on discharze.
(£} 6. Disposition of ths patient.
Specific Autherity 400.497, 497.505 P.S.
Law Implemenzed 400.497(5) P.8.

Hiszory Waw 4-19-76. Previouslv numbwrwd 10D+58_ 22

Assnded 2-2-77,
100-68,22 Otilization Review,

Specific Auchority 4008.457(5) P.5,

Law Izglemented 4C0.487(1%),02), 400.491,400.497(5) r.s.
fAiscory Haw 4-15-76. Repeaied.
100-68.924 Administration of Drugs and Bioclogicals.

{1} ?The agency shail have policies goveraing the
adaiaistering of druqgs and biologicals.

{2} The soliciwy wheeh shall include bSut not ba limitad to
the fallowing:

{a} All orders for medications tc be given by the
agency health professiocnal sctaff shall be 2atsed and signed by the
attending physician.

(b} ALl orders for =msdications shall contain the name
of the drug, dosage, fragquency, =msthod or site of injection, and
permission from the physician i the patient andsfor family are to
be taught to give the zedication.

{c) +d3 All verdal ordsrs for medication or change in

sedication orders shail Se taken by & reqgistered nurse ehe
S f8giasterec nurye
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sporsertete hesith professyenas ance ceduced t>5 writiang and signed

A%

¢ Sy the physician wizhin 14 evgne 483 days,

ted Nusrses shax: nee csavvy drvquey exeepe for an
snerdensy kret inoivding syringesy needieey comminstien assvey and
aqeney approved druq for use shocuid whe pavient have & 2svere
drnqg rencecon~y

{d) +4e2 Zxperizental drugs, ssrs, allsrgsnic
desensitizing agents, penicillian or aay other potsncially
hazardous drug shall not bs given without ths fully informed
consent of the patieat or fasily. The aurse admianlstering such
drugs shall have an e=margency Slan and vhataver drugs and/oc
devicss are appropriate in revarsal of drug reaction.

Specific Authority 400.497, 4060.50S5 7.5.

tavw taplszsancsd 400.487( 1}, 400.4587({3) 483.4937{%) Fs.
Ristaozy Hew 4-19-76 Previcousiy numbwrwd 100=58.24
Amwndad
180-68.0235 Companion or Sizcer,

{7} The zowpanion or siccer shall have the follswing

rasoonsibilivties performed under =hs sugervisica of a

professional emnlovee of ths agencew:

{a} Providiag comvanionshis for the satient .

(5! Providing 83COHTZT Servicws such a4y takinog the

patisnt to the doctor.

{c}) Providing light housekweoing taisks such as

Presazstion 2f a3 zaal or laundering %hw - vatient's personal

ga::en:: -

[
-

Maintaining & chronological writzea record of .

services.

{e} Rwoorting anv unusual iacidents or chaages i3 the

gatient’'s denavior to the ragistered nurse.

2} Thw cowmwpanion or sister shall nst sezfsrs anvy hands on

personal heaizh care services.

{3} ZThe agency shall insurs that comvanions or sitters

underyctand the neads of the sacientcs ts which thav are assigned

-28-
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and recognize thoss conditions whish need =3 bSe reporzed T the

registered nurss

8oecific Authorizy 400.497, 400.505 2.8

Law Imoiamencad $00.46213Y, 400 £97{ 1y, 408.497(2) ¥.3.
gistory Hew

100-68.026 Penalties

{1} The depactment shall set and levy a fine not to excaed

$500.00 for esch violazion of the provizions of this chaoter or

of any minisum szandards or rules dromulgated pursuant to Chaotwr

400, Pars 11 Plorida gtatutss.

{2) In detarmining 1f a fine iz to be izvcsed and ia Tixing

the amount o2 the Zfine to be imposad, if anv, for a wiclacion,

the departsent shall consider the Following factscs:

{a}) The gravitvy of the violation, including ths

probabiiity that dwath or serious physical or emotionai harm ts 3

patient will rwsulet or hay resultsd, the severity of the actual

or potsntial harmw, and the extent to which the provisions of the

aprlicable statutes or rules vers violated.

¢

o

] Aczions taken by the agency tg corrwmct vioiations.

e} Any presviocous viglations,

{

2

) The financial nenefiz £o the agency in committing

gr gontinuing the wiclation,

{3) The failure to fils a tizely apolication shall resulc

an adz=inistrative fine charged to the agancy in the amcunt of

$1C0.C0 per dav, each day constituting 3 sevarcats vinslaticn. Ina

no event shall such fine aggregate more than $%,060 .00.

Specific Authoritv 400.497 ®.5.

Law Imolemantad 400.474 7.8 .
fistory Ruw
.29~
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Itez 5
REGION 17

I\
Area Agency on Aging, Inc.

S P EC I A LIS VYT S i A G ! N O

LYK B, KELLOGG
Mey 8, 1987

The Ronorable John Nelcher

Chairman Special Committee on Agizg
United Siates Scznate

¥ashicogten, DC 20510-6400

Dear Senator Xelcher:

Thank you for according me at your recent baarinag the opportunity
to ehare with you =y experieccos with Pederally funded and
privately furded home cevreo. I'z subsittiag the following ae part
of the record. Durizg the theariang gyou heard testimony fron
several pesople a testimony of the lack of measures to assure the
quelity of in-hozs care. These problems range from costly over-
utilization and d{cappropriste Medicare service provision to
unspeskadble physical and mental neglect and abuse. These protleczsa
ara continual and the need for a solution is urgent.

It i=s =2y fear that your search for this solution oight create
further peper docuzentation or that atandarda aight be seen as an
asav¥er to these problems. There ie uno "paper reviev" that can
izsure frail 111 people vill recesive the care that iz 1interded
with our MNaedicare dollars. There 1 no docuzentation that can
prevent over eerving and insppropriate service to these patients.

There mugt bte an indepondeont network of local agencies which can
objectively wmonitor ¢the care on-aite. This netvork must be
responsible for assessing the neadad care and monitoring this care
{a  the home as long As the home heaith agency is involved. This
aetwork, which must be able to authorige and control shat cars
will be reimbursed, must also be naticnal and unifors so all older
Abericans have equal access to guality care.

Since the Aging Network - that is, the nation’s Araes Agencies oo
Aging - do not deliver services directly, they are in a singuiarly
advantagoous position oo behalf of the Pederal governmeat and the
natica’s elders to parform this eervice. If the Aging Network 1ig
5ot chosen to monitor in-home care for this, it will bo necessary
to duplicate it to provide solid quality asasurance. The Agicg
Fetwork is in place and very able to accept the responsidility for
this 8o desperately needed fuzctioca.

Cars Management through Michigan's Region IV AAA has been serving
thia purpome for four years. ¥e hava learned a great deal sbout
Bonjtoring these services durizg this time, and we offer this
experience tc 238ist you in developing such » system for this
monitoring.

Thask you again for gyour deep conceras for vulneradle older
persons., If I can be of any further servicea, please do not
heaitate to let me know.

Best wishes,

X7

Bardara Lutton, BF
Supervising Kurme
Care Xanagement Progranm



176

Itex 6
STATEMENT OF ALBERT D. BUFORD, 1!l. Executive Director, Center

for the Public Interest, Los Angeles, California.
MR. BUFORD: 1 would like very much to thank this Committee, and
particulary its Chairman, for the invitation tc submit testimony

at this time of reauthortzation of the Older Americans Act.

Since the Model Project days of the mid-1970's, staff now
associated with the Center for the Public Interest have labored
to equip non-iawyers with the knowledge and skills to advocate on
bechalf{ of the frail, older American. At the center of our
training has been a concern for the legal issues inherent in
perfecting Medicare benefits -- that is, a concern for educating
advocates to the Medicare law and how the Medicare system works
in the everyday world.

in short, our Center has long believed that public benefits
problems -- particulary Medicare problems -- can often be
addressed {f only the law is clearly explained, {s clearly
understood. We also believe that in most instances, a non-lawyer
advocate can be taught the Medicare law, and thus taught how tc
advecate. using the law, for those who have been improperly
denied Medicare benefits.

Accordingly, in 1985, the Center applied for and obtained
grant montes to produce a video documentary training program for
lay advocates. The focus of this documentary is Medicare-
reimbursed home health care and skilled nursing home care. {A
copy of this video has been submitted to this Committee for the

record.} It is entitled simply, "Will Medicare Really Pay the
Btit?”

In preparing for this video program, Center staff conducied
an extensive survey of providers, consumer advocates, government
offfcials and others -- all with an eye towards examining. in
detail, how the Medicare claims process really worked. The vast
majority of this inquiry focused on home health care. Severail of

our findings, we believe are quite relevant to this Committee:

1. Many times older persons are entitlied to home health
care reimbursement under Medicare, but often benefits
are improperly denied such persons.

2. Although the Medicare law has not changed significantly,
home health care Dbenefits are being denied with

increasing frequency. {Okishoma home hecalth care
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providers estimate their reimbursement under Medicare at
only two thirds of what {t was a year ago.)

3. The Waiver of Liability Rule which allows providers of
home health care to be timely paid, alsc induces them to
deny benefits which should be legally, rightfully
awarded -- this by the threat of corporate liability for
an overall award "error rate” in excess of 21/ %,

4. The government's own statistics confirm the error rate.
The attched letter from the Health Care Financing

Administration reveals that, wvhen chalienged on appeal,

te an adminstrative hearing, the national average for
reversing previous denials of coverage is fully 65%
{sixty-five percent})! Ancther way to look at it is this
way: with regard to home health care, Medicare s
gutlty of a 65% {sixty-five percent) error rate. Hence,

the need for advocacy.

And, thus, we'd llke to make & simple suggestion. it
relates to advocacy under the Older Americans Act. Simply put,

we believe it is time 2ll of us admitted that the Medicare system

which is in place today -- particularly as {t relates to
Medicare-reimbursed home health care -- is not a self-executing
system. For the most frail, home health care coverage under

Medicare, is often clusive. Si{mply put, without the assistance
of an advocate, often times the most frail among us stand no
change of guining home health care coverage paid for by Medicare
-- even when the law allows for cxtensive coverage lor exactly

these persons.

Therefore, we at the Center for the Public Interest commend
this Committec for {ts attention to the plight of those who are
fratl and who have the need for nursing care in the home. We
would like to remind the Committee that what 1is required, in
order to obtatin benefits which the Congress intended, however, is
often the assistance of an advocate. We would alsc like to state
that we believe that this advocacy is clearly eavisioned within
the Odlier Americans Act. indeed, this is the type of "legal
assistance” which the aging network ought to be about -- what the
Act envisions. I am confident of this, tn part, because | had
the honor of serving as the first Project Director for such s lay
advocacy training effort funded by Commissioner Fleming in 1976.

But we believe that critical non-lawyer advocacy. conducted in
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the front ranks has recently gone almost unnoticed. And we
believe that it is time to provide advocates -- often non-lawyer,
paid and volunteer advocates -- operating within the Older
Americans Act network the technical support they deserve. In
short, training and technical assistance for this network ought
well be the focus of this Committee's concern, as well as that of
the Administration on Aging, itself.

Qur in-depth documentary asks the questions, "Will Medicare
Really Pay the BiI1?" In the home health care arena, without
advocacy, the answer is oten no., We believe the Medicare home
health care system can be made to work. And we believe that the
way to make it work, at least in part, is to recognize the local
Older Americans Act advocates already about the process of
Medicare advocacy. Then we believe it is important to give these
persons advocacy tools, in the form of training materials and
technical assistance.

Support for Older Americans Act legal advocacy in the field
is not a new or novel concept. But in recent years, we believe
both the Congress and the Administration have, perhaps., simply
not been privy to the fine work of such non-lawyer advocates —-
again, folks already operating within the senior centers, the
nutrition sites, the case management programs. As long as
Medicare's home health care benefi{t {s dependent on advocacy,
they more than any others, deserve our attention, indeed our
help, in enhancing the good work which they have begun.
Therefore, 1 hope that the legislative history surrounding this
year's reauthorization will comment on, indeed encourage support
of, Medicare home health care advocacy where it counts mest -- in
the front ranks -- in the Older Americans Act network i{tself.

1 thank this Committee for their hard work and for the

cppertuntty to share my concerns a2t this time of reauthorizaticn.
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PR

/ DEPARTMENT OF HEALTH & HUMAN SERVICES Hoatth Cars Financing Administration
i Refer to: C3FOIALI039 6325 Security Boulovarg

Baitimore, MD 21207

BEC 4 o5

Mr, Albert D. Buford, I

Center for the Public Interest, fnc.
Suite 414

1800 North Fighland

Los Angetes, California 90028

Dear Mr. Buford:

This is in response to your November 18, 1986, Freedom of Information Act request
for information concerning Medicare benefits.

It is our understanding that the Dallas Regional Office wat to you directly
information pertaining to items one and three of your request. We were alsn
informed that due to cuthacks in stafl in the eariy 80's, Home Healith Care
statistics are nat maintained.

The foliowing is additional information relating to your request:

Question 2 The average number of Skilled Nursing Facillty days celinbursed per
spell of illness: Based on 1981 figures, which are the most complete
SNF utilization measures available, the average number of days
reimbursed per stay is estimated at 30 days nationally, Regional
State data regarding this measure are unavailable.

Question 4 The amount ot Medicare dollars expended for SNF care: For 1984,
Medicare reimbursed over $21.6 mitlion dollars for SNF care in the
Dallas Region. The breakout shows-

Dailas $21,618,000
Arkansas 1,011,000
Louisiana 3,645,000
New Mexico 989,000
Oklahoma 2,373,000
Texas 11,600,000

The following current statistics on appeals are based on Nationwide figures for
fiscal year [985:

Part A Reconsiderations 30,98%
Reversals {Full & Partial) 3,503

% of Reversals 7.8
Part A {ALJ} Hearings 1,238
Reversals {Full & Partial) 805
% of Reversals £3.0

There is no charge for processing this request because the chargeabie costs do not
exceed $5.00.

Sincerely yours,

)

Rosario Cirrincione
Chief, Freedom of Information Branch
Office of Public Affairs
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Item 7

!h CHWAT/WEIGEND ASSOCIATES
CONGRESSIONAL & GOVERNMENT RELATIONS
400 FIRST STREET, N.W., SUITE 816
WASHINGTON, D.C. 20001
20276356400

May 6, 1387

Senator John Melcher, Chairman
Senate Special Committee on Aging
U.S. Senate

Room SH 628

washington, D.C. 20510

Dear Mr. Chairman:

On behalf of our client, the National Association of
Companion Sitter Agencies and Referral Services (NACSARS}, which
is comprised of privately-owned, for profit referral services and
agencies that specialize in companion and home care services for
the elderly, long-termed infirmed and children, we would like to
submit these comments to be included as a part of the April 27,
1987 Select Committee hearings entitled: “"Home Care: The Agency
of Indifference.”

Mr. Chairman, the Senate Special Committee on Agimg cannot
review all aspects of the home care industry in these hearings
and claim to reach conclusjons on regulations and guality control
without the input of privately-owned, for profit referral
services and agencles comprised In NACSARS. In fact, this is the
second example within the past year in both House and Senate
committees of jurisdiction that NACSARS has been ignored in their
repeated requests to appear before a congressional committee.

NACSARS members are greatly concerned that the witnesses
appearing before the committee left the incorrect impression that
individuals as providers, working as independent contractors, are
unqualified, and dispensed poor quality of services to the
cijents. Nothing could be further from the truth. Every indus-
try has ite "rotten apples”, but to single out any part of the
home-health induastry and point to that part as the culprit does a
disservice toc the familics who need a cost-effective means of
meeting home-health needs.

For example, the Natjonal Association For Home Care's
witness, Ann Mootz, {n her prepared testimony before your
committee’s April 27, 1987 hearing, attacked {ndividuals as
providers and recommended the complete "prohibition of
independent employment of paraprofessicnals using federal funds,*
citing as reasons poor care, abuse, lack of training and coset
factors that result In the lowest cost provider being chosen
under social services block grants and Title IYI rather than
certified agencies who “"cannot compete on a stralght cost basis.”
What is misleading to the Congress and the American people, is
the impression this witness left that all independent contractors
were somehow tainted with her cxample of abuse, She cited
the example of an independent contractor aid who "was arrested

and charged with arscn, attempted murder, and fraud after she
allegedly attempted to murder her client to cover-up stealing
nearly $5,000 from him during the year she had cared for him."
NACSARS does not condone abuse in the industry. Those gullty of
crimes, whether they steal millions from Medicare and Medicaiad
funds or abuse their cliients, should be punished. WNo one
disagrees with that. What upsets NACSARS members around the
country is the constant allegations by such groups as the NAEC
that all independent contractors are suspect as untrained, unpro-
fessional and abusive to their clients. We maintain that one of
the real reasons for this antagonism is economic rather than
quality control.

NACSARS supports the statements of two witnesses appearing
before the committee at the April 27, 1987 hearing. Charles
Wells, Deputy Commissicner on Aging, Administration on Aging,
said: "A discussion of home care services must also recognizc the
important role of the non-agency individual contractor. The
national long-term care channeling demonstration, a landmark ten-
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scate experiment supported by the department -- including AOA -—-
confirmed that high quality perscnal carc services can be given
by persons carefully recruited by family membefs through news-
paper ads, neighborhood contacts, and friends.

In addition, Jane Anderson, representing the National Asso-
ciation of Area Agencies on Aging said: "Standards, however,
should not result in restricted access to care because of
unavailability or costliness occasioned by the standards. Many
area agencies on aging in rural areas, for example, have had to
deal with the lack of providers in creative ways to see that the
frail elderly could remain in their own homes. We are concerned
that too stringent standards, dealing perhaps only with criteria
for personnel, may result in restricted access to needed care.
If standards focus only on quality, then cost savings both to
public and private payors, and appzop;iateness are likely to
suffer, both at the expense of the client as well as the home
care industry.®

RACSARS members are not Medicare-certified home health agen-
cies, becavse Medicare regulations do not provide for direct
reimbursement. However, independent cont:actozg who are referred
by NACSARS-member referral services provide their clients with
quality, profegsjonal scrvices at a much reduced cost, compared
to other home health agencies. Por example, In Connecticut the
Medicare-certified agencies ranged last year in price for home
health aides from $9.85 to $11.50 per hour, with a 4-hour health
Tinigum, while the independent contractors referred by NACSARS
members had a price of $6.20 per hour with no minimum. These
cost-comparigsons are similar throughout the country, and could
have a significant impact on aggregate home health costs in the
future.

NACSARS believes that the general public should be free to
choose home-care providers, particularly if the care needed is
minimal. Nurses registries and companion sitter agencies
throughout the country can provide a much-needed service to the
chronicaily {11, but essentially stable, individual by referring
fully-screened personnel to work privately for tbhem. The "regisg-
tries and companion sitter agencies can offer these services at
very reasonable prices. Why should independent senior citizens,
or families who care for the elderly at home, pay a higher price
for skilled services and supervision in cases where none are
required, much less wanted?

The more cxpensive skilled gervice agencies have the advan-
tage of direct reimbursement of their fees by insurance or by
Medicare {In some limited cases)., This type of reimbursement ia
not available at present, nor probably in the near future, for
private referral services and the independent contractors {ie:
nurses or sitters) who are referred by such referral services.

A gap in society is developing, called a "no-care zone," where
middle class Americans cannot afford the minimuz services they
need tc remain independent.

Of critical tmportance is the need to keep the costs under
control. We are especially concerned with those paticnts and
their familiies who must pay for services themselves. Of particu-
lar concern is the patient requiring long-term care who can stiil
be maintained at home provided he or she gets outslde assistance.
Some of the NACSARS members have been referring independent
contractods, who provide much assistance, for over twenty yearsg,
These problems will be magnified in the futore by the sheer
number of elderly citizens requiring services and by the changes
in the regulations affecting health care.

With the growth of the total health-care industry, we have
seen the number of providers increase, particuarly franchised
agencics; and we have seen the inevitable f£ight for the heaith-
care dollar as each agency adjusted to change. Of =major concern
is our fear that the privately-owned referred gervices will be
forced from the ficld despite the fact that they are successfully
providing the custodial care at much lower rates, and at no
governcent expense, than other agencies.

There {5 a need for long-term care to relleve the family of
the “constant® care of their family members, and to permit
workers to return to the market place. Intermittent care, such
as provided by Medicare-certified agencies, does not meet the
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need of the majority of our elderly citizens who moat often may
need both custodial care and skilled nuraing.

The referral-service industry has been subjected to much
criticism. Our critice indicate that the use of independent
contractors, who are not supervised, leads to the possible abuse
of the elderly. However, most of the time both family and physi-
cian supply supervisicn and instruction.

NRACSARS submita that there is no more abuse here than in any
other business, and that we are just as concerned about these
issues as are other Americane. Nevertheless, we belleve that it
is more likcly that these criticiems arise from a concern on the
part of some to eliminate competition, regardless of the effect
this would have on those who can least afford to lose low-cost
services.

Questions have been raised during the hearing on guality of
care and standards, Attached to these comments are a copy of the
NACSARS Code of Ethics and Standards of Operation. Wbile these
are merely the first in a serics of standards and ethics contem-
plated by NACSARS, they Iindicate a good faith effort to address
quality of care issues within the referral-service industry.

One of the largest barriers to the ability of referral
services to take affirmative action to improve or ensure the
quality of care provided by the service-providers who have been
referred, is the potential conversion of the statue of such
services providers from that of Independent contractors to that
of employees. If service-providers are considered employces,
then the referral services would have to withhold income and
social security taxzes, pay unemployment taxes, pay workers
compensation premjums, pay liability and malpractice premiums,
and pay for all the added administrative expenses associated with
employees. Simply put, all referral services would have signifi-
cant rate increases, and many would simply be put out of busi-
ness.

The solution is to pass legislation that would permit
referral services to provide quality care education and supervi-
sion of independent contractors without having the status of such
independent contractors shift to that of employees. Tbis would
be the best for both consumers {who would get guality carc at
continued low rates) as well as referral services.

Accordingly, we suggest that the Committee on Oversight:

1. Hold a hearing on non Medicare-medical reimbursement of
private-sector home care providers, and focus at that
hearing on 1} the cost saving aspects for families, the
government and the insurance industry; and 2} protection
of the independent-contractor status even when guality
of care supervision (s provided by referral services.
NACSARS would be pleased to assist the committee with
witnesses and information.

2. Develop legislation to encourage the use of independent
contractors in the home-care area 1) through tax
credits, tax savings, and expense deductlons for the
fam{lies, hospitals or other providers utilizing the
services of NACSARS-type members; and 2} through protec-
tion of the status of such independent contractors.

We would like to assist the committee on these most important
issues, and would welcome your acticn on our client's positions
relative to cost savings and independent contractors in the home
Care area. .

JC:icw
Enclosure

&
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Componion Smar Agancies ons Refenal Serice

B35 PnCIID L AVIINE SV = Sl ALABARL 3524

CODE OF rTHIcCs

ne will strive to mzintain the integrity and guality
control of our indusiry/profession.

We will support and protect the indivigdugl rights of our
lient

We will promote those activities which are primarily
consumer orientec.

We will advocate guaelit v hezlth care services with a

seconcdary emphesis on cost effectiveness,

We shell pursue these research ené educat iongl activi
that will increzse the knowledoe of 211 NACSARS eff:}
On & n&tional level releating to chanpes and advances
eifeciing our profession.

We will strive to educate ané work in corjuczion
in politics in order to assist them in meking ef

Gecisions governing our industry.
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¢ RIAANNE AN  SOANAA

STANDARDS OF ODERATION

Members will obtzin ané meintain licensure and/or certification
accoréing to state and federsl guidelines established. Also,
proper DDD bonéing shoulid be securecd.

Referrals will be sent out in compliance with physician
c:rectives. 1In cases where such directives are not availeble,
referrals will be povernel by criteria in each State's NuIse
Practice +. When Nurses Aides sre reguestel in & home, &n
ion of patient stetus will be completed within 3]

istion of care 1o determine whether or not the

hours of it
ing reguested are appropriate.

w

Ac

RN eveluati

in

services be

a2} Placement of referrals will be Setermined enc/or sumervised
by & Registeced Nurse.

b) Companion/Siiter referrels will not be permi
duties within the scope of nursing ant ther
Recistered Nurse supervising the referrals will not be

A
1 th et
-0 rt
g

necessary. However, ihese such agencies aTre encourageé to
seek consultation arrangements with & licensed Registered
nu-

Rurse.

Nurses hides referred shzll be reguired tt have an accredited
Nyurses khifge course in a’ees where zvaileasble. Also, when state
certification is obteinzble. this shell be the criteriz. In
zreas where neither of the egbove is available, one year
cxperience under supervision in either 3 hospitel or nursing
home shell be the criterie for plecement.

in aéition, it is prefersble even with those individuals who
have obtained stete certificatior, to have & minimum of et
least one vear experience either in & hespizel or nursing home

unger sSupeIViSiOn.

T nursing assistants referred shall be

ed according to state regulation: also, CPR

11 be requireé¢ in the areas where available.
be_responsib’e for mainteining proper recorés
ané certification.

- N R
References both work and cheracter related should be actively

pursved an acquired before any 2pplicant shell be referred
for services.

A‘yorxin; history shall be kept and mainteined incluéing
client names. locetion andé medical problems zlong with any
positive or necetive feedbeck relating to the individuals
performance.



4

e,

rrepser

ingrid Azvedo, Chairperson
Semotor Doolittie's Advisory
Commitiee on Aging

Elk Grove, CA

Nelds L. Barton
President, Heglth Systems Inc.
Cortin, KY

Oscar P. ““Bob"" Bobbint
Siate Director

Texas Department of Aging
Austin, TX

Edna Bogosian
Principal Insurance Examiner
Bosion, MA

Jjames N. Broder, Esq.
Curtis, Thaxter, Stevens,
Broder & Micoleay
Portiand, ME

Kathryn N, Dusenberry
Pima County Board of Supervisors
Tucson, AZ

D. Astonis Guglielmo

Owner & Mancger

Penny-Haniey & Howiry Ins. Co.
Stafford Springs, CT

Jou B. Hunter

Director

Region Vi Area Agency on Aging
Fairmon:, W. VA

Frances §. 'Peg”* Lamont

Tessa Macauley

Consumer Affairs

Florida Power and Light Co.
M, FL

Mary 5. Majors
Private Citizen

& VYolunieer Progroms
Cedar Falls, 10WA

Russeli C. Mills, M.D.
Long-Term Care
Gerontojogy Center
Mission Hidis, KS

Josephine K. Obtinger, 1.0,
State Representative
Auburn, FL

Edna “Bonny" Russeli, E4.0.
Retired Direcior

Education & Training

San iose State University

San jose, CA4

- Alben Lee Smith, Ir.
Posiive Maturity Retired Senior
Volunteer Program
Beremingham, AL

185

Item 8

Federal Council On The Aging

330 Independence Avenue, S.W., Room 4243, Washington, D.C. 20201 (202) 245.2451

The Honorable John Melcher
United States Senate
Washington, D.C. 20510

JAN 27 1057

Dear Senator Melcher:

The Federal Council on the Aging is pleased to submit
its recommendations for amending the Older Americans
Act during the 1887 reauthorization pericd.

A rapidly increasing aging population and limited
resources have presented us with unique challenges in
atteampting to meet the needs of older Americans.
While most older persons are comparatively healthy
and active, a significant number require varying
degrees of supportive services in order to cope with
the demands of daily community living. Families,
neighbors, and the State and Area Agencies on Aging,
as well as others involved with aging concerns and
services, have responded to this wide diversity of
need. It is of paramount impourtance, however, that
the aging network continue to be supported and
strengthened in order that it may meet the challenges
of the future. The Council's recommendations reflect
this support in calling for increased discretion for
the network,

The Council has long held a special concern for the
“frail elderly," those most vulnerable members of the
aging population. Our current recommendations
continue to emphasize this concern by addressing the
issue of targeting resources to those in “greatest
economic or social need."™ OQlder Americans who are
minorities, low income, women, functionally impaired,
live alone or live in rural areas are most likely to
be or to become more vulnerable than other older
persons and, therefore, should be targeted at the
local level within the parameters of the
circumstances and resocurces of the community.

The Council appreciates the support and concern
provided to older Americans and presents these
recommendations for your consideration and response.

Chairman

Enclosure



186

FEDERAL COUNCIL ON THE AGING

RECOMMENDATIONS ON THE
1987 REAUTHORIZATION
OF THE OLDER AMERICANS ACT

SUMMARY

The Federal Council oo the Aging (FCA) urges the extension and
teauthorization of the Older Americans Act {0QAA} for a period
of five years, While in complete gupport of the intent and
pPurposes of the QAA, the FCA recommends a number of changes
that will strengthen the purposes and objectives of this
legislation and enhance servicas to older Americans.,

The great diversity present in the aging population dictates a
broad range of options in responding to and defining the
parameters of need of these individuals. As individual
capacities and vulnerabilities are congidered, it becomes
apparent that rescurces must be better targeted to approach
nmost effectively the differences in level of nced, Resources
are not unlimited and those with the grecatest need must be of
greatest concern.

Needs of individuals are most appropriately determined within
the circumstances of the community in which they reside,
Although it is possible to identify generally characteriatics
that may indicate vulnerability of an colder individual, thesge
separate characteristics will not apply in each and every
community. Therefore, it is the responsibility of those in a
position to understand the capacities and constraints of a
community to define the needs to be addressed in that community.

The FCA encourages regular incremental increases of 5 percent
to assure adequate funding levels for a2ll the Titles of the
QAA. Each of the components ot the OAA {s a vital part of the
whole and none should be sacrificed if the needs of older
Americans are to be addressed in an affective and comprehensive
manner.

The Federal Council believes that contributions based on
ability to pay should be an integrai part of Older Americans
Act programs. However, the Council feels strongly that meane
testing should not be used to estaclish eligibility or amount
of contribution. The Council has learaed that ia scveral
tegions of the country a voluntary sliding fee scalae has worked
well for requested services.

The OAA was intended to stimulate the developrent of i
comprehengive, coordinated approach to the diverse needs of the
older population. The FCA believes that the coordination of
proyrams and services of both the public and private sector is
vital to improving the guality of our country's response to the
concerns of our aging population. To take ftull advantage of
all seyments of the community, the Council has asked that some
restrictions on for-profit oryanizations be ¢emoved from OAA
ianguage.
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BACKGROUND
Congress has charged the Council with the tesponsibility o
“review and evaluate, on a continuing basis, Federal policies
regarding the aging and programs and other activities affecting
the aging. . .* It is, therefore, incumbent upon the FCA to
carefully examine the current issues regarding the
reauthorization of the Older Americans Act. Aware of this
responsibility, the Council has undectaken a review of the
issués raised by the Adainistration, the naticnal aging network
and organizations, the private sector, other State and local
governmental entities, and the geaeral public,

The OAA has been amended ten times since its inception.
Provisions ot the original legisiation were extendes in 1967,
The 1969 amendments strengthened the Titie III community
Services programs and charged the State Agencies on Aging with
Statewide responsibilities for plamning, cocozdination, and
evaluation of programs for older persons. The 1972 amendments
created national nutrition programs and authorized grants to
public and nonprofit sponsors for the development ot congregate
meal scrvices. The creation of the Acea Agencies on Aginy was
@andated by tha 1373 amendments in addition to the creation of
the National Information and Resource Clearinghouse for the
Aging and the Fedecal Council on the Aging. Amendments made in
1374, 1975, and 1977 primarily extended the authority for
continued program operation, and made 8 number of minor
adjustments to the Act. The 1978 amendments furthec
strengthened and expanded Title III Of the Act by consolidating
the social services, aultipurpose senior center, and nutrition
gServices portion of tha Act. A separate Title, Title VI,
authorizing graots for Indian tribes, was established. In
addition, a separate authorization for home-delivered meals was
made under Title IIL. Since the 1981 and 1984 amendaments
primacily extended the programs and aade oaly minor changes,
the 1987 reauthorization period is a time for careful review
and amending to update the Act.

The following pages detail the Councii's cecommendations for
amgnding the OAA in 1987, Some of the recommendations contain
oxtensive rewording and redirection while other recommendations
seek to strengthen existing language or to emphasize arcas that
the Council finds of particular importance.

TITLE I

Title I sets forth the objectives of the OAA. Ten broad yoals
are outlined toward giving older persons opportunities for
participation in the full lifec ot the community. These goals
are: an adequate incore: physical and zental Realth: suitable
bousing; full reatorative services for those who reguire
institutional care; exployment without age discrimination:
retirement in health, honor, and dignity: pacticipation in
civic, cultural, and recreaticnal activaities; efticient
community services:; benefit from research designed to sustain
and improve health and happiness: and freedom to plan and
manage their lives,

Recent emphasis on increasing the efficiency and effectiveness
of service provision dictates a systematic approach to the
above listed goals and the development.- of a continuum of care
concept. Long-tera care no longer refers just to the
institutional care of the chronically ill., There i3 now great
concern with the prevention of institutionalization and with
the provision of supportive services in the community to
maintain the individual in the home for as long a3 is feasible.

1. POLICY

The Council feels that one additional Title I objective shouid
be acded to deal with elder abuse and exploitation,

Insert the following as itea (ll) under section 101.

(11} freedom from aouse, neglect and exploitation
in all aspects of daily liviny,
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2, POLICY

With longevity resulting in more muiti-gensration families, the
Council feels that Title I should enumerate secvices to and
considecraticn for the family caregiver,

Language Change

{12) Support to family members and othears
providing voluntary care to those older
citizens needing long-term sarvices.

3. POLICY

The Council is aware that a :more concise definition of the term
“rural® is necessary as this has been an ongoing troublesome
problem in the administration of the Older Aamcricans Act.

Language Change
Insert the following as item (8) under section 132,

{8) The term “rural” should be determined in all
matters of the Act as defined by the Bureau
of the Census.

TITLE I

Title II sstablishes the Administration on Aging (ACA} within
the Department of Health and Human Services (DHHS) as the
principal agency for carrying out the purposes of the OAA and
administration of the grant programs authorized under the Act.
It is the part of the Act which discusses the establishment of
the functional units necessary to implement the Act, including
the Federal Council on the Aging.

Organizationally, the AcA i3 located withia the Office of Human
Development Services {CHDS) in DHHS. Congress intended that
the AoA was to secve as an effective advocate on all Federal
activities and matters related to the field of aging. With
increasingly complex and enlarged proyrams impacting on the
elderly, more demands and pressures are placed on the AocA to
perfora its advocacy, as well as program administration
functions,

4. POLICY

The Council urges the Secretacy of the DHHS, to provide the
maximum support possible to the Commissioner on Aginy in
carrying out the mandates contained in the CAA. This includes
the strengthening of the Coamissioner's docisicnmaking
authority, flexibility, and visibility within the Federal
establishaeot and the aging network wherever ind whenever
possible and [feasidle,

La

Oelete from Section 20l(a) the words in line 7 and line 9
“the Office of."
5. POLICY

Extending the reauthorization period to five rather than the
customary three years reflects the refined state of this
legislation, The Council feels the longer authorization periocd
will allow for efficiency in program management., The Council
also feels that a longer reauthorization period will allow for
substantive changes without the trauma of total reauthorization.
To facilitate the five yeac authorization, the Ffederal Council
reconrends the following language change.

Language Change
Insert the phrase, ", and such su®s a5 may be necessary f{or the

fiscal years 1988 through 19392" at the following places
throughout the Act:
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In Sec. 204{g). betweaen ~1987* and the pericd:

In subsections (a)} and {b} of Sec. 302, between ~1987°
and “for:"

In Sec. 31l{c){l){A}, between "1387" and "to carry out:"

In Sec. 431{a), between “1987° and the pecriod:

In Sec. 508{a){l}, between "1987" and the semicolon;

In Sec. 608{a}. between ~1987“ and "to carry out.”

strike "and 1387" in Sec. 706{a), and substitute for
ie, *, 1987, 1988, 1989, 1990, 1991, and 1992."

6. POLICY

The Council feels an important role in its responsibilitlies is
toc nurture interagency cooperation ameng the varlious Federal
departmonts which oversee prograxs dealing with the elderly.
Language Change

- ————b

Insert nev paragraph under sectionm 204{d}.

{6} Act as coordinator to bring together and
improve working relationships between
all Pedaral Departments and agencies
that deliver services or programs to
older Americans.

7. BoLicy
Given the demographics of aging, the Council feels that {nput
from its membars serving on advisory boards of these Federal
agencies or departments listed in the Act's Sec. 203, could
provide valuable gerontological inforzmation and viewpoint to
such boards without infringing on their autoncmy or the
agencies or departments they serve.

Language Change
Insert new paragraph under section 204{d}.

{7} provide meadership on present or future boards
or councils created by those departments or
agencies listed under Section 203 of th:s Act.

TITLE IIIX

errvaomne
Title III authorizes grants to State Agencies on Aging for
doveloping a comprehensive and coordinated delivery system of
supportive social services, nutrition gervices, and
multipurpose senior centers. The Title III organizational
structure is intended to (orm a "network on aging” linking the
AOA, State and Area Agencies on Aging, -other pudlic and private
agencies, and local service providers. This network is
intended to provide the focal point for a continuum of
community services as well as social and economic opportunities
tor older persens.

Research and program experience have provided & much more
diverse picture of older persons than the stereotype of
dependency and helplessness that has prevailed in the past.
Most older persons are healthy, active. and lnvolved with
family and community, Presuming that these individuals are no
longer capable of functicninj in society when they reach age 60
or 65 denjes their humanity and denies society an immeasurable
pocl of capabilities and human resources. Por these
individuals with widely varied interests and concerns,
opportunities are neaded to allow and encourage participation
in the mainstream of community life. During this period
emphasis should be placed on education and implementation of
preventive measures which will retard and delay need for
intensive dependent care,

While the majority of older persons function adequately on a
day-toc-day basis, there aze individuals who have become frail
and, therefore, vulnerable to the stresses and doxzands of daily
living. The various elements which contribute to this
vulnerability differ widely from individual to individual and
from one geographic area to another. For these diverse
reagons, the responsibility to define their needs should remain
as close to the individuals as possible.

74-987 O - 87 - 7
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Underlying the diversity of older pecsons and thelr
circumstances, certain factors have been identitied as
indicating possible vulnerability--income, race, education,
health, and sex. Recent research indicated that other factors,
such as - living alone or the general mortality cate in the
geoyrapnic area, aay also reflect vuinerability. Age, however,
does aoct ;xgnxfxcantly correlate with vulnerability or

frailty. The wide diversity among older persons and the great
range in their needs calls for an approach to service provision
that allows for maximum flexibility and grovides responisiveness
to individual ciccumstances,

It is virtually impossible for Federal legislation and
regulation to be gufficiently specific to efficiently target
resources and, concurrently, be adequately responsive to the
aceds of iandividuals in various communities. Hpwever, naticnal
priorities can be set which local entities may then address
within the context of community needs and resources. The 1978
amendments to the Older Agecricans Act began identifying these
national priorities by gyiving preference in the provision of
services under Title III to those “with the greatest econoaic
or social need,” The 1984 amendments began the process for
more flexibility in the use ot Title LIl funds by allowing much
more discretion for apg:op:xa.ely responding te the individual
needs within the community.

EMPHASIZING FOR PROFIT ORGANIZATIONS

8. POLICY

The Council feels that in all parts and titles of the Older
Azericans Act for profit organizations shoulc be included in
- the language where their particpation may be a possibility.

Sec. 301{a) add nonprofitr and for profit organizations, . .

Sec. 302{1}{A} replace private with for profit or nonprofit
agency or organizations.

Seq, 302{2) replace private with for profit or nonprofit
agency.

AUTHORIZATION OF APPROPRIATIONS

9. POLICY

The Council feels that because current demegraphics portend a
steady increase in the numbers of senior Americans and that
Older Americans Act programs greatly benefit the socially and
economically needy members of this age cohort, the current
annual increment rate of funding should continue during the
soposed five year reauthorization period. The Council
recommends appropriation figures in Sec. 303 to reflect an
annual incremental rate ot at least $ percont.

TARGETING
10. PgoOLICY

The Council feels that some new lanquage is needed to provide
tor better targeting of the vulnerable elderly and more
flexibility for the Admintistration on Aging and State and Area
Agencies on Azing to deal with targeting secvices to the
vuinarable eldecly by amending the Act as follows:

Lanquage Change

Ingert the following underlined language in Sec. 305{a)
{23 (g} and Sec. 306{a) {5)(a}):

"provide assurances that preference will Le given

to providing services to clder individuals with the
greatest economic or social needs, with particular
attention to low-income aminority individuals, females,
rural residents, those iiving alone, and functIBAZITY™
TE§IYE!5'8?"EE@?VT§E'at§!5!!5"!!8'!35!u!!'§?8 anea'
mEERBAE-OT-C3YTYINg-Out-The-preference. .
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Insert at the end of paraqraph {1}, Sec. 306(b} the
following underlined languayge:

“{1) Bach State, in approving area agency plans under

this section, shall waive the requirement described in
clauss {2) of subsection {a} for any category of secvices
described in such clause if the Area Agency on Aging
demonstrates to the State agency that services being
furnished for such category in the area are gsufficient to
@eet the need for such services in such area or may waive
the requitements if the AAA deamonstrates that FIf3I"SEI2R,
bbb b1l it 1o Eod g T3 €23 D3 44 E 1 A £ 10 D L 13003 6 8 4
§g:gxrq5!aa'xna'asea'zaz'!uz-vnxxgzxaxs'zzagrxpz---- i

Flexibility
Il. POLICY

The Council feels that State and Area Agencies have matured to
the point where maximum £lexibility in the transfer of funds
between parts B and C should be a part of the Act.

Language Change

Repeal pacagraphs {4) and {5} of Sec, 308({b), and
substitute therefor a new paragraph (4) to cead as follows:
{languge to be added is underlined; language to be stricken is
shown LIKg/E¥is)

“{4) Notwithstanding any othet provision of this title,
with respect to funds veceived under section 303[BY{lY
4nd/42), a State may elect in its plan under gection
SOTLAYALBY/He4ArdInG/PatE/C/ 08/ LHi8/ I21¢/ Lo transfer a
portion or all of the funds appropriated for part C between
subpart IT3RZ gubpart 2 of part C, or for"IZE-IBY"Pact 8
suppoctive services, and may elect ES“EXINNTEr-XZ~BAIYISN or
b3sal-i g4t g o Lo 1 T S8 2- AR -1 - T S 4 k- Ra d- bt £ hg £ b1 £ 2 i
(b D134 ST S DT 1 A PS8 d eI it £34- Dt 1o 2 7 44 1T 00 T &
TRETRIEITASERNYZS IBRSTISTILIOPTISLI"LA" At the needs of
the area served subject to approval by the State Unit on
Aging.. The Commissioner shall approve any guch transfer
unless the Commissioner Jdetermines that such transfer is
not consistent with the purposes cf this Act.”

The Council feels that any increase in Federal dollars is
limited, therefore, it {s necessary to facilitate the brokering
tole of Area Agencies on Aging, to assure that they, as
community focal pointe in their respective communities, have
the primary role in coordination of all coamunity and family
resources, and stimulation of the suppiementaty sourcesg of
funding and services, by aseadiay the Act as follows:

Language Change
Add the following subparagraph to Sec. 306{a){6}:

"(L) serve as a broker in activating and coordinating

all existing and potential public, {emphasizing the

local oftices of those agencies enumerated in section
203(b}}, private, community, and family resources to
solve the problems of and take advantage of opportunitics
of the area's older individuals, by stimulating
supplementary sources of fundinyg and services for them
with technical assistance froz State agency.”

13, POLICY

The Council has met with representative Native Americans tribal
organizations and received extensive testimony on the needs of
native American elders - evidence calls for relaxing
restrictions on Title III services for Native Azericans who are
served by tribal organizations that apply for Title VI funds,
by amending paragzaph (3}, Sec., 6Q02{a) to read as follows:
{language to be added is underlined)

“{3} Individuals to be served by the tribal organization
will not receive for the year for which application under
this title is made, services under Title III, unlegss the
application is unsuccessful or a Title VI servIZE~=="""~
OSSR PITANIE TSI TYEIATITICIEIVIZE~R22328°3) IR 8Tder Indian
T3 ASE FERAORIBI - a0 I I IZ S " ERSE ST AC7 " TRATIR T " -
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The Council welcomed the start made in the 1984 OAA amendments
in referencing the demographics of aging in America - 1987
reauthorization languaye should accent most current demography,
by amending the Act as follows:

Language Change
ctudeticvceania

Repeal paragraph (2} of Sec. 304({a), which reguires that
each State be allotted as much under Title 1II as it received
for figscal year 1984.

1%, POLICY

The Council feels that because added responsibilities were
put on Area Agencies on Aging in past OAA Reauthorization and
because the 1987 reauthorization will continue this trend, it
is reasonable to increase the administrative cost of these
local agencieasa.

Language Change
Section 304({d) (1) {A) such amount as the State
agency determines but not more tham 12.0 percent,
ctherefore, shall be available for paying such
pecrcentage as the agency determines, but not
more than 75 percent of the cost of administration
of area plans.

16, POLICY

The Council is pleased with the active role presently being
played by State Long-Term Care Ombudsmen. The Council
recommends updating oxbudsman language by amending the Act as
follows:

Language Change

Amend subparagraph (B} of Sec., 304(3) {1} by adding the
ianguage underlined below:

* (8} such amount as the State agency determines to be
adequate for conducting an effective ombudsmas prograa
under section 397(a){l12) shall be available for ga{ing such
eccentage as the agency determines, but not mor - t: -
BRI AT rNEAANE "3y T AEAI TS IA T AIER T FEBITART TSI

Redesignate clause (v} of Sec. 307{a} {12} (A) as clausc {vi}
and insert a new clause (v}, as follows:

°{v) to the extent fgasidle, carry out, with respect to
older individuals who receive hozme health secvices,
activities of the type specified in clauses (i} through
{iv)y: and”

17. POLICY

The Council understands that sericus discussion i$ taking place
to create a new Section 3D in Title III which would deal with
ombudsman services and duties. The Council supports this
initiative, however, feels that if added, such & section should
include a statement standardiziag qualifications, duties, and
funding of the State Ombudsaman Progcam.

18. PCLICY

The Council Eeels that with the private sector playing an ever
larger role in providing secvices, funds and volunteers to this
country's seniors, in order to cecognize intergenerational
dependency and direct that educational and community efforts
reinforce the bonding of the gemerations, the Act should:
Add to paragraph (6) of Sec. 306{a} a acw subparagraph (L},
as follows:

“{L) promote educational and community efforts

to reinforce the natural affinity and bonding
batween each cosmunity’'s older individuals and its
children, youth and young adults.”

Ingerting into Sec. 32l{a) a new paragraph {13)}--and
changing the designation of the present paragraph {19} to
paragraph {20}--as follows:

= (1%} services to reinforce the bonding of
generations; or”
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18, POLICY

The Council feels to definc the word “adequate” as the Congress
has uged it in the Qlder Americans Act will help to clarify and
bring meaning and effect to the word "adequata” as used in
paragzaph {2} of Sec. 306{a}, which paragcaph requires that an
adequate proportion of supportive services funds alloted to a

gXanntng and service area be used for named priority services,
Al

Adding to Sec. 308 a now subssction {d}, as follows:

“{d) {1} Each State, in approving area agency plans under
this section, shall determine whether such plans provide
for spending an adequate proportion of funde as required by
parageaph (2) of subgection (a},

"{2) In determining adeyuacy for purposes of paragraph {2}
of subsection {a}., each State shall take into consideration
the nead for that type of service in planning and service
areas and the need for using such Funds for other services
of greater benefit to the area’'s oider individuals with the
greatest economic or social needs.

"({3) In the absence of abuse of discretion, as determined
oy the Commisgsicrer, subject to judicial review, the
State’'s determination under paragraph {1} shall be fiaal,"

2. pouicy

The Council has learned in certain jurisdictional affiliations
the ARA director has been assigned duties other than those
dealing with the Older Americans Act. Because of the
importance of continuity in the adzinistration of OAR prograzsg
the Council feels it is necessary tc treguire the following
language change:

Redasignata paragraph (6} of Sec. 306{a) as paragraph {7},
and insart between parayraph (5) and the redesignated paragraph
{7} a new paragraph (6), as follows:

“{6) require that the director or other principal employee
of the Area Agency on Aging be a full-time employee,
devoting all his or her time and afforts as such exzployes
exclusively to tha work of the Area Agency on Aging."

TITLE IV
Title IV provides the authority to AcA to support efforts in
training, ocducation, research, demonstration, and evaluation
which adds knowledge to improve program effectiveness and
efficiency. The major activities undertaken in cach of the
Title IV program areas are designed to Jdevelop and disseminate
{nformation to assist decisionmakers and service providers in
addressing lssues concerning older persons.

Understanding the processes of aging and the changes to be
expected in an aging society are essential in the development
of efficient and effective services for clder persons., The
ctesearch, yraining. and cducation projects raguired o attain
this undarstanding are designed and implemented through the
policies and practicas in business and industry, as well as the
various colleges and universities engaged in the study of aging.

21. POLICY

The Council recommends streagthening language in order to
emphasize the {mportance of reseatrch, training, sducation
proiecta and demonstrations in both the academic and private
business sectors. In addition, funding levels should be
maintained commensurate with past appropriations, with specific
allocations to all States, and sufficient to fulfill the charge
of Title IV, .

Thera should be a continuing effort to analyze. coordinate, and
disseminate findings from completed and future ressarch and
evaluation projects in order to better utilize these findings.
Language Change

Asending Secs, 421, 422, and 423, to assure that Title IV
grants, contracts, and cooperative agreementg can be made under
those sactions to or with for-profit organizaticons on the sane
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Lasis as they are made to or with public and private non-profit
organizations.

Example: Amend Sec. 421{a) by striking language
indicated Lixg/ghis:

"SEC. 42l. {a) The Commissioner may make grants

to AAY/PABLIL/BL/ASAPISILE/ PRIV Sddndy !
PEGARLLALIONI /DL /iABLILALEOA/ and may enter into
contracts with any agency, ornganization, institution,
or individual ec support research and dgvelopzent
related to the purposes of this Act, evaluation of
the results of such ressarch and development
activities, . . .”

"TITLE V
Title Vv, Community Service Employment for Older Americans,
mandates the creation of “useful part-time opportunities in
coamunity service activities™ targeted to those “unemployed
low-incoze persons who are fifty-five years of age or older and
who have poor employment prosgects.” These programs differ
from other Older Americans Act (OAA) programs in two
significant ways. Title V programs are the only OAA progranms
to include a means-tesgted eligibility determination, and the
administration of these programs falls under the auspices of
the Department of Labor {DOL} rather than the Administration on
Aging {(AcA}. Although various Title V prograns diffec with
regard to the characteristics of participants, types of job
placements, and geographic setting (rural or urban}, each
project shareg the same basic goals of providing income and
employment, cffering training and opgortunities for
ungubsidized employment, and supplying public sarvices to the
community. .

Currently, funding for the Title V proyrams is disbursed among
eight national organizations (National Center on Black Aged,
National Urban League, Asociacion Nacional Pro Personas
Mayores, National Council on the Aging, Azerican Association of
Retired Persons, National Council of Senior Citizens, U.S.
Porest Service, and Graeen Thumb-National Farmers Union} and the
governors of the various States and territories.

22. POLICY

The Council recommends gg changes in this Title.

TITLE V
23, POLICY
The Council recommonds one change ia Title VI bacause the
reconaended addition of Title IIT as well as Title VI services
to Native Americans appears to be the best way to broaden
services to this segment of America‘'s elderly cohort.

This decision was reached after numercus meetings between FCA
and tribal elders and studying written testimony all of which
indicates that tribal clders nced the benetit of the advantages
of both Title III and Title VI programs.

The proposed FCA changes in OAA language will require careful
cooperation betwaen AOA, AAAS and tribal councils representa-
tives in the writing of regulations implementing such changes
should they become law in 1987,

Language Change

Relax restrictions on Title III services for Native Americans
who are secrved by tribal organizations that apply for Title VI
funds, by amending paragraph (3}, Sec. 602(a} to read as
follows: (language to de added is undecriined). Additional,
recomnendations for gervices to Native Americans are referenced
under the Title III section in this Jdocument.

“{3) individuals to be served by the tribal organization
will not receive for the year for which application under
this title is made, services under Title IIf, unless the
application is unsuccessful or a Title VI gervIZ&Z~""°""--
SRR IS I S~ I TIEIZ " TIT 5870152 A88383° 5738 8 der Indian
B LA L LR LIS L 30810 -0 £ 1 Sl b S0 3 4. -3 Jnb €:1- 3 €. 1, Piuduiuininbuiuied
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TITLE VII

24. POLICY

The Council supports the thrust of the new Title VII. However,
it has come to the Council’'s attention that in carrying ocut
programs mandated under this Title, States and Area Agencies
have been forced to use Title III funds. Council suggests that
Congress appropriate funds as authorized for this Title or
increase Title III funds accordingly.

MEMBERS OF THE FEDERAL COUNCIL ON THE AGING
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James N. BSroder, Esquire, Curtis, Thaxter, Stevens,
Broder & Micoleau, Portland, ME.
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THE UNIVERSITY OF MARYLAND
CENTER ON AGING

The National Center on Aging and Disabiiities

6 April 1987

Senator John Melcher
Attn: Dianna Porter
Senate Aging Committee
620 tHart

Washington, DC 20510

Dear Senator Melcher:

1 woula like the following information to become part of the hearing
Tecord for April 27, 1987 on the reauthorization of the Clder Americams Act.
I have purposefully made my written testimony short, and have included a
number of attachwents which I hope will tnterest your staff, and which you may
want to include for the record.

My name ie Dr. Thomas Rose. 1 am & Regearch Associste at The National
Center on Aging and Disabilities, Center on Aging, University of Maryland,
College Perk, Maryland 20742. For the past tuc years we have concentrated our
efforts on understanding and planning for the needs of elderly persons with
developmental disabilities and mental retardation.

¥ith oy asscciates we have written a number of articles about Older
Developmentally Disabled Adults. We have been especlally concerned with the
plight of this underserved vulnerable minority. You will find useful
gtatistics and other Information in the attached article, and in an article
that 1 have writteo for the Spring 1987 issue of Agiug pudlished by the
Administration on Aging, In addition, with my mssociates, we have preszented
papers about older developmentally disabled citizens at 2 number of national
and state conferences including: The Geronteleogical Scciety of America, The
Orthopsychiatric Society, The Associstion for Gerontology im Higher Educationm,
The Young Adult Institute, etc.

With funcing from the Maryland State Planning Council on Developmental
Disabilities, we have just completed an 18 month research and planning study
about aging and developmental disabilities Io Maryland. We have placed
emphasis on the policy and programmatic Implications as developmentally
disabled citizens grow older. Our final report will be available in late
April, 1987,

As part of the Maryland study, The National Center on Aging and
Disabilities at the Center on Aging has established a National Aging and
Developmental Disabilities Information Exchange which cffers information on
demonstration ang model projects, biblicgraphies, and other materials, I have
attached somec of these materials with this testimony.

®

4]

COUEGE PARK CAMPUS
Room 1120, Francls Scott Koy Hall
Colloge Pork. Marviand 20742-7324 (301) 454 5856
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With the support of a number of foundations and orgamizations we have
organized a national conference on Aglng and Life long Disabilities:
Partnership for the Twenty First Century in June, 1987 at the Yingspread
Conference Center in Racime, Wisconsim. The participants will include state
dizectors of aging and state directors of developmental disabilities/mental
retardation, aod representatives of a pumber of national aging and disabilicy
organizations. The cosponsors of this conference include, among others: The
Natlonal Assoclation of State Units or Aging, The Natiomal Association of
State Mental Retardation Program Directors, The Joseph P. Keunedy Foundation,
and the National Institute ou Aging. The fimal report of this conferemce will
be practical anc policy oriented, and distributed to more than 3000
organizations eard individuals in the fields of aging and developmental
disabilities. I have attached an agenda and summary about the conference,

Finally, the Center on Aging has focused on education and treining as more
aging developmentally disabled persons are served by the aging and
developmental aisabilities networks. e have developed 2 state-wide
coenference, curriculum materials, two day work shops, bibliographies and
resource materials, and have submitted a major training proposal to the
Department of Health and Humen Services.

If there i{s any way we can essist your cocmittee, please call on us at
anytime. Thank you for msking this testimony part of the record,

e .~
Sincgfely, ™

AN
LA AL />,/f
, (VA4 \/ ./\/(\/‘\
Thomas Rose, Ph.D.
Research Associate
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Aging Network News

Serving all persons involved with the concerns of the aging

o kepor
Older Developmentally Disabled Adults:
A forgotten Population

by Dr. Thomass Roae and Dr. Matthew P. Janickd
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@ center on aging

COLLEGE PARK, MARYLAND 10742  I1/434.5858

January 1987
AGING AND DEVELOPMENTAL DISABYLITIES INFORMATIOR EXCHANGE
Dear Colleague:

Ve have developed a national Aging and Developmental Disadilities
Informaticon Exchange. We can provide you with:

1. A Bidliography of Pudblications - Articies and Books

2. A 'Listing of Conferences and Mestings

3. A Listing of Demcunstration and Model Projscts

4. A Listing of Other Sources of Information about Aging and Developmsntal
Disabilities

5. Consultants availabla

6. Audio and Videocassattes avsiladle

¥ith the cooperstion of the American Association of University Affiliated
Programs for Persons with Developaental Disadilities, most of this inforsation
tiay de accessed by members of SCAN (Shared Communication and Assistance
Hetwvork) on its Electromic Bulletin Board {Address: NET,WORK)}., Nemders of
"SCAN pay send magsages to our E-MAIL BOX (Address:; Aging.Proj).

¥s would appreciate any and all informstion you have on special projects
or demcustration programs, spacial services, intaragsncy agreenents,
curriculs, confsrences and mesatings, ressarch projacts, and spacial
arrangements related to the sublact. Anything you send to our Scan E-Mail
address or to the Center on-Aging will de integrated into our {nformation
systenm,

Sincerely,
7

\%m,(ﬁfﬁ,.h
Thones Rose, Ph. D.

: N

//7 ) /é).’

Natthew P.‘Janxé
Co-Coord¢inators
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—— IMASSACHUSETTS ASSOCIATION OF HOME CARE PROGRAMS/
AREA AGENCIES ON AGING

April 22, 1987

Craig Gbey

ii.S. Senate Committee on Aging
628 Hart Building

U.S. Senate

Washington, D.C. 2050

Dear Mr. Obey,

At the request of John O'Neill, Exccutive Director of Somerville-
Cambridge Elder Services, I aw forwarding to you background information
on the unique system for coordinating long term care services that
exiats in Magwuchuvetis.

The Commonwealth of Massachusetts has appropriated $114 milifon in
fiscal 1987 to implement its home care program for the elderly. This
home care system, which currently is verving an average of more than
45,0300 sentfor citizens each month, is unique in its structure and

range of supportive services. For example:

*{he home care wystem is implemented through contracts
with 27 non-profit corporations throughout the state.

“each of these corporations is elderly comtrolled. 512

of the governing body of a home care corporation, by
statute, must be people over the age of 60. 51T must also
be repregentatives of municipal Councile on Aging. Thus
the systez is strongly-rooted in the local communitties

it serves, and is, in fact, controlled locally.

“the home cares are financislly digsinterested, i.e. have no

financial interest in any of the service providers with
whom Lt contracts. The agencies cam advocate for the best
service plan for their elderly clients, and wmake impartial
referrals without any financial conflicts of interest.

®the systexz is case-managed. Each eclder is helped by a

homc care casemanager. There are nearly 700 such workers

{n the Massachusetts home care system. These casemanagers
assess and authorize the supportive services offered through
the home care systeo.

*the home cares offer a range of services, from .
chore, and home-delivered meals, to personal care and
aome limfted home henith services. A mixture of social
and health services are nov available through the home
care cagemanager.

I mention these pofnts because 1 think they are germaine to the issue
of how to rationally organize iong term care services for the elderly.

Qur experience since 1973 with the home cere delivery model bhag informed
us in many ways sbout what kind of a system we don't want for lomg term
care. The fcatures abova are positive sspects of our system, but we alsc
know what we want to avold in Massachusetts:

{Over)

"independence and dignity for elders"”

et Sobvben Slder Betviems
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MASSACHUSETTS ASSOCIATION OF HOME CARE PROGRAMS/
AREA ACENCIES ON AGING

Masrachuretts Home Care System, p.2

“long term care services should not hecome “medicelized", {.@.
one dominated by a medical, physician-driven model, because
LIC services sre, to & grest extent, & collection of practical,
s apacions family-11ke, non-technical services.

s fesisw Tiliemmt Sarviow “LIC coordinaring agencies should have strong governing ties to
the communities they serve; they should not be divected from
e Cmmarion o s, & Ty

distant corporate board rocms.
henidusind “coordinaring LTC services does not require a new administratfve
Coival Setim Ciseris Servieme bureaucracy. In KMassachusetts, all the pieces are in place, the

— players just need to be coordinated.

Last Hay, we articulated a series of 13 principles of long term care. 1
have attachsd a copy of these principles as a vision of how we would iike
Do amm lare o Smrvwwier to see comzunity care develop in our state, and beyond.

Oramtitee Gy Serviaes

Dubew fvioms o mewairs tomey;  FTOm these principles of loog term care, we developed the rough bluéprint

of what we have called the GATEXFEPER model, which builds on the state’s
it fervism o Gage (ot ¢ WIS pome care system, and the fact that tventy of the Massachusetts home care
Flaer terotem of Beeviasst talley agsncies are alsc Arca Agencies on Aging.

Pamtite Camey S lars Qur GATEREEPER model relies on localiy-controlied, non-profit, financially
seutral, assessing and suthorizing agencies, wvhich stand apart from the
s lom bonien fervioe diract service providers. The objective of GATEKEEPER is to coordinate

health and socisl services, a gcal that will be zore attainable when the
blending of funding streams (Medicare. Medicaid. home cars. ate.) 1s
BAlms Wil Dier feriss achfeved on the natfonal level.

Srartey 3pesgitals Suiar Desvises

Seipvie Mhisegee mgiesa? tuier ®es. CATEYFTPFR relies on a single entry point, one-stop ahopping approach te
community care. It would use & single assessmant tool for both instituticnal

s pste Do and community care, and coordimate the social and health sides of services

S B Gare by oaking “per assesemeat" cootracts with health agencies. Such a systez
does not require major reorganizatfon or consolfdation of service providers.

- ma—— - (= The home care GATEKEEPER model channels care more effectively, but does oot

Sreate Palley Cdor Sorviems force home health egencies to merge with larger entities or lose market

shars because a gatckesper exists.

GATEKEEPER is a practical blueprint towards better coordinated care. The
model can become more sophisticated once the federal gavernment improves

Sorcs Mues Tiber Serviee

s Calemy Cidavly Bovvioms

e Coleny Fiammiza Commil financing coordinstion. Unlike most models we have seen discussed on the
federal level, GATEKEEPER maintains strong consumer control over the LTC
fandov B Cars Garviss system, and does not turn custodial care iato a medically-dominated system.

tamter e Cory b, Semm 1 Mogt of 211, we think the home care GATEKEEPER medel works. We base that on
tha fact that our system has successfully worked with hundreds of thousands
of Massachusetts alders over the years. Qur system {3 sov providing personal
St Rvs Eive Sorrioms care and homa bealth care using a casemanager model.

SamrrilloCmbetage Der Servisee

We would be plesassd at any point to discuss the home care systez in the

iyt fpvn Cidee Sorview
Commouwealth with the Committes as you procesd with your {nvastigations

rr-talley Gides bwrview on bow to organize long ters care for the nation's eldarly.
S et Gor Sovetass Yours.
Al Normas e

Execut{ve Diractor, Mass Home Carc

"independence and dignity for elders"
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MASSACHUSETTS ASSOCIATION OF HOME CARE PROGRAMS
AFR) AREA AGENCIES ON AGING

Hemo

To: MASS HOME CASE mewbers and

E Boards of Directors
ove opamatons From: Al Norman, Exec. Director

Mass Home Czre
e smtar Chmorms emvisss

weeum o GATEKEEPER MODEL

ae) Comey hune Cars

Date: 7/28/86

aal bmam Tipusly Berriese

Esinntiieniohdenting At tha July 2lst. meeting of the HASS HOME CARE Associatfon, our

titen Pidwrly Sovvtase membership voted to support the sttached generic model for coordinating
community-based health and social services for eldera in need of long

o e ot S tern care—the so-called “CATEKEEPER" model.

o Saevios o barolle (a0 This model attempts to diagram the principies of long term care that

ot barvioss of Taps Cut 1 Lslenke our Association published 4z May. You vwill note thar this model has

as signficant features a local long term care agenmcy that:
vl o Bervieet Soitsr

ts Cemmty Serm Care is controlled by local aenfor citizens

o e Cmtes Sorvioss

»*

13 private, non-profit

et Spriagfials smmsar borviem

{s “financi{slly ¢isinterested”, that is, does not profic
from direct servica delivery, but 1s able to serve 25 the
- [ impartial advocate for the elderly client because it is
not {n the business of direct service provision.

Nt Sediay Sidar borviem

Wite Tk Barviem
e an *cocrdinates health and social services by use of “per
visit" assesssent contracts with booe health agencies.
B
rattey T tarmiens * jucludes pre-screening for Instituticnal snd son-imstitu-

tional long term care services.

Shove Ladur Berviese

cetres tomy * ig responsible for monicoring and evaluating direct service
providers.

Calamy Pismatag Comett

* uses & single assesszent tool to conduct assesgments.
- B Gase Barvicas
o a2
wviileCamriap tesr borvises
o My Dider forviees
mat Seston LiMer Sarvices
~Vailey Ténv Sarviems ’

. Sarves Liour Sorvises

"independence and dignity for elders"
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BT IMASSACHUSETTS ASSOCIATION OF HOME CARE PROGRAMS
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. sgency
direct service providers, tut the gateksepar remeins firancially neutral, and therefore iopertial
in its ref 1 would be a private, t agency with elderly control
of governing body. Model reliesona s gssesswent tool, and integrates ccmimnl ty#l?
stitutional intake into one load agency. lve LTC sexvices would bo avgmantod by health
services through assessment contracts with hoos health provider agencics.

-_hospi sarvice W
. mjplm
sigrt-offs
N Step One: Intake Raferrals fo:
Home Health *} Case—Menageren th t
Agerciss Gatekeapar
par visit (—Omtrxt(o Intoke
Contracts

\ Step fwor Joint Assessment

Assesszent Tool
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Community-Based Long-Term Care

in Massachusetts

A Statement of Principles

tMay, 1986

Prepared for the

Specia! Commission on Eiderly Heaith Care

=IMASSACHUSETTS ASSOCIATION OF HOME CARE PROGRAM'
§ AREA AGENCIES ON ACGING
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Community-Based Long-Term Care
Statement of Principles

1. Long-Term Care services, to a great extent, are a collec- e
tion of practical, family-like, unspecialized, non-technical g
services, and should not be viewed as predominantly health ' //////
care. See Channeling data on mix of social-health services:

80% social services, of which 64% was homemaker/personall;are.

2. LTC services must be mediated by a case management system
which is responsible for locating, coordinating and monjtoring I
a group of services. Each service area should have a-gate- o
keeping agency which oversees case-finding, functional assess- _ -~
ment, care planning, service authorization, reassessment, and
monitoring {programmatic and fiscal). See the 1983 Senate } /
Ways and Means Policy Report #17 which said "home-care corpor=—"

ations are best suited to manage such a syiyem:*r— g

-
s

3. A LTC case management system must meet the fo1lowf§é

criteria:

* The case management system must be publicly accounta-
ble for cost and control over services.

* The case management agency should be as financially
disinterested as possible, and separated from service
delivery, unless there is no other agency available
to provide a given service. (See 651 CMR 3.01(2)
state home care regulations--"Except for case manage-
ment and 1&R, a home care corporation may not provide
a direct service unless authorized"--and Older Ameri-
cans Act regulations--1321.103: "An area agency must
use subgrants or contracts with service providers to
provide all services, unless...direct provision of a
service using its own employees is necessary to assure
an adequate supply of services.")

* The goal of the case management system should be to
supplement family care, not to supplant it.

* The case management agency must have greater control
over case-finding and its own intgke, including the
institutional pre-screening function.
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4. LTC services should not be viewed as an extension of medi-
_ cal programs, or as an appendage to the health care system, but
as supportive human services addressing functional impairments.
“In Massachusetts, a health agency tied to Medicare would not
be an appropriate designated agency. While access to medical
services is important, experience with case management and
social services is vital." {Secretary Rowland 1/31/84 to
U.S. Senate Subcommittee on Aging)

5. The LTC system should be consumer-oriented, community-con-
trolled (elders controlling governing bodies}), and non-profit.
Governing bodies of LTC agencies should include "to the extent
feasible, recipients of or having familiarity with" LTC ser-
vices. (651 TMR 3.01(2).)

6. There should be a single LTC coordinating agency in each
service area. Entry points in any given community shculd be
simple to access, treat all who may need services in an equal
and consistent manner, and be available throughout the communi-
ty. The intake system should permit local flexibility, i.e.,
an intake system could consist of one, or a series of case-
manager/nurse screening teams, with the LTC agency providing
the health assessment component directly or through contracts
with affiliated home health agencies. See the LTC Work Group
proposal that "home care corporations would issue RFPs for the
selection of home health agencies to participate.”

7. LTC entry points must be visible, and well-marketed.

8. The LTC system in Massachusetts should capitalize on the
fact that 20 of the 27 home care corporations currently in
existence are alsoc designated Area Agencies on Aging, and have,
therefore, access to Older Americans Act funding in support of
a comprehensive and coordinated system of long-term care ser-
vices. OAA resources should be more clearly marshalled in sup-
port of LTC programs in each service area. OAA funds exist to
develop “"comprehensive and coordinated systems for the delivery
to older persons of supportive services."(45 CFR, Chapter XIII,
Subchapter C, Part 1321.1{(b}.)

§. The LTC case management system in Massachusetts cannot
possibly carry out its mandate as 1isted above given current
caseloads of 65 cases per case manager. {Channeling had a
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50-to-1 ratio.) Caseloads need to be reduced, and salary
levels need to be upgraded beyond the current entry level for
a home care case manager.

10. The LTC financing system must become a "pooled" system.
LTC agencies could function with an overall cap on expendi-
tures, using capitated per diem rates similar to those de-
veloped in the Lynn Channeling project.

11. Massachusetts has a well-developed direct service de-
1ivery system, and the LTC case management system need not
result in any significant restructuring of the provider net-
work. See LTC workgroup statement: "Problems of access may
not require substantial reorganization of local service
arrangements.”)

12. The state should provide “development grants" to lead
agencies in each service area to put together local LTC
models, including igsding for system marketing.

13. The LTC system should focus on those elders in Massa-
chusetts who have two or more impairments in activities of
daily living, or in basic environmental tasks (instrumental
activities of daily living), especially those who are at risk
of institutionalization. See 651 CMR 3.03{(3}(a}(1) Function-
al Impairment Levels.

Many of the principles needed to guide a Massachusetts long-
‘term care case management System are currently in place.

The existing home care corporation network, as developed in
Chapter 19A, is the best suited system to oversee the service
area specific work needed to better coordinate entry into the
system. The service delivery system has some serious gaps,
to be sure, but the provider system is a mature system with a
strong track record of experience in serving the needs of
Massachusetts senior citizens.
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Tte= 11
Hrit\ten Testimony
\

Senate Special Committee on Aging

Richard Ladd, Administrator, Gregon Senfor Services Division

The Need for Development of Quality Assurance Standards for
In-Home Services

April 24, 1987

My name fs Dick Ladd, I am the Administrator of the Oregon Senior
Services Division. [ welcome the opportunity to present written
testimony on the subject: “The Need for Development of Quality
Assurance Standards for In-Home Services.” For reasons which I
will discuss, ! wish to Mscourag additional regulations and
quality assurance standards Tor in services,

The Oregen Senior Services Division has 2 special interest in the
quality and service delivery of in-home services. Social policy,
explicit in Oregon statutes, directs the State to promote
independence of the State's senfors. Specifically, the statute
says that the State will:

{2} Assure that older citizens retsin the right of free choice
in planning and managing their lives; by increasing the
number of options {n 1ife styles availlsdble to older
citizens; by afding older citizens to help themselves; by
strengthening the natural support system of family,
friends, and neighbors to further selif-care and
{ndependent 1iving; and by encouraging all programs that
seek to mexfmize self-care and {ndependent living within
the mainstrean of life.

{3} Assure that health and socia) services be available that:

{a} Allow the older citizen to live independentiy at home
or with others as long as the citizen desires without
requiring inappropriate or premature
institutionaliization,

AND . ..

{d} Protect the older citizen from physical and mental
abuse and from fraudulent practices.

Oregon's Long-Term Care program {s based on the concept that most
older citizens who require long-term care need social services.
The long-term care clients need assistance with activities of
daily ifving because of chronic functional {mpsirment. Only a
small percentage of long-term care clients need acute medical
services or services provided by skilled medical providers.

The services that iong-term care clients need fnclude assistance
with shopping, meal preparatfon, and eating; housekeeping and
maintenance of the home; supervision relsted to behavior problems,
including reminders and wmoney management; assistance with
toileting, dressing and grooming, bathing, and personal hygiene;
snd assistance with problems related to mobility and
transportation. These services can best be provided using a
social model, not a medical model. For most long-term care
clients these services can be delivered by home care providers.

For clients with additional medical problems, home care services
can be supplemented with personal care or home health services.

The majority of Oregon's home care {s delivered by {ndependent
home care providers who are hired by the cifent. The program is
called the {ifent Employed Program. We find the program very
effective. The medel fs used when 2 ciient can direct his/her own
care, Home Care is alsc provided by sgencies when the client {s
unable to direct his/her own care or is unsble tc make an
appropriate Judgment about care, thus requiring that the
supervision of the provider come from another person. Both home
care programs are social service programs.
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The key to assuring the effectfveness of home care services is the
assessment and on-going monftoring of the clients fmpairment level
and need for services. Oregon has a statewide casemanagement
system and 2 cooprehensive sssessment tool. The service need can
be accurately determined, planned, {fmplemented, and monitored:
Not only 1s {t cost effective for the client to employ his/her own
provider and direct hisfher own care, but the mode} promotes
tndependence and interaction between the clfent, the provider, and
the case manager, The effectiveness can be determined by the
outcome of the service: the client’s needs being wmet.

We believe that the additional admintstrative costs of providing
the supervision and monitoring of providers to assure that the
provider meets quality assurance standards, could price home care
service out of the market. More fmportant, however, we find that
increased reguiation does not improve the outcame of the service.

Oregon hes mandatory reporting laws for both Rursing Facility
Resident Abuse and Elderly Abuse. Concern has been raised that
unreguiated home care providers may abuse vulnerable older
persons. QOregon’s reports findicate that most reported abuse
occurs in Kursing Facilitfes and Adult Foster Homes, two of the
highly reguloted programs. The ebuse reports for 1986 and

and first three months of 1987 {ndicate that In-Home complaints

represent only 1.5 percent of total coeplaints of providers of
care,

Untfl more fnfurmation is available that would indicate a need for
increased reguletion, Oregon opposes any regulation that promotes
dependence, moves home care In the direction of a wedical modet,
or fnacreases unnecessarily the adninfstrative and services costs
of delivering in-home services. .

ABUSE COMPLAINTS
JANUARY 1386 - MARCH 1987

Kuzber of Number of Coeplaints

People Cosplatnts Per Person
Nursing Home 14,963 1,518 0.128
Adult Foster Care 5,747 539 0.054
In-tome Care 6,397 + 37 0.006

* Only Includes public clients (Nursin tHome 1t F
both public and private clients), 9 3 ond Adu oster Cere incluce

NOTE:

1864p

E674P/!
4/23/8

363
7

M “NXn-Hue Care complaints represent 1.5% of totasl complaints of providers
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Item 12

Written Statemant
Pressnted to tho

Spaqinl Coamittes On Aging
U.5. Senate

The Honorable John Mslcher, Chairsan
on
Home Care and the Reauthorization of the Qlder Americans Act

on behalf of

THE LEGISLATIVE COALITION FOR THERAPEUTIC RECREATION

National Therapeutic Recreation Society
Azarican Thorapoutic Raecreaticn Asscciation
Rational Consortium on Physcial Education and Recreation

for the Handicapped

Qocumesnt prepared by
John ¥. Shank, Ed.D.
Chairperaon, LEGISLATIVE COALITIOR FOR T.R.
. Teeple University, Philadelphis, PA

Barbara Wilhite, Ed.D.
Southern Illinois University, Carbondale, IL

THERAPEUTIC RECREATION AND HOME HEALTH CARE:

RECOMMENDATIONS FOR AMENDING THE OLDER AMERICANS ACT OF 1965

One of the famtest growing aspecta cof services ¢ older
Americans is home health care. Yet, by aany se@asures thesc
services are unregulatad and poorly defined. The wisdos of the
Senate Special Committae on Aging is evident in itas attempts to
study the home care induatry, and to consider ways in whach the
Oldar Americans Act can serve as a vehicle Lo expand and ensure
the quantity and gquality cf home care.

The LEGISLATIVE COALITION FOR THERAPEUTIC RECREATION
walcozaes this opportunity to provide tha Senate Special Committee
on Aging with background information on therapeutic recreatiocn

services which have baen used and can be further used to

-
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supplement the homze cere provided to cur Nation’s older
individuals. This Coalition (see attachad) represaents
professionals dedicated to the use of reCreation as a ceana for
rehabilitation, education and cosaunity integration end

independant living.

facreation and the Older Assricans Act

The Older Americans Act:-of 1965, as amended has e 22yeesr
. history ©f recognizing the isportance of recreation and lsisure
in the lives of older individuals. Titlae I, Daclaration.of
Objectives, includes among other ‘objectives the purguit of
aeaninglul activisy wikhin the widest fends of <ivic, cultural,
and RECREATIONAL oovortugities ¢#7). and {resdom, independence.
and Lrse sxsrciss of individual ‘Initistive 14 olanning and
-g84aging thedX own lives (€102.

‘Title III,-Part B (8ea. 321} authorizes social services to
include, ~amony other eervices, (1)_RECREATIONAL ssrvices, snd (7)
asrvices desianed o snable older :individusls %o attain and
aalntain ophvsical and sental well-being through orograms of
REGULAR PHYSICAL ACTIVITY AND EXERCISE. Authorized social
services also include resder and letter writing services, heslth,
continuing education and inforzational services, all of which can
be.directly rslated to the recreational and . leisure involvesent

:. of service recipients, and sre intended to contribute to their
dignity and independence, and presvent institutionalization.

‘FPinally, Title IV, Part E (Ssc. 441’ (B) suthorizes
fultidisciplinary Centers of Gerontology to condust hasig and
apclied ressscch gp the LEISURE issusz = pertaining to older
aduits. This affirmation of ‘recreation’s isportance has rssulted
in sxtensive racrestional prograss for our Nation‘’s elderily,
aspacially through senior centers sponsored:by local .councils on
aging.  However, with.few exceptions, this ‘has.not extended into
the hoas cars xnduttry._

Ths Department of . Health and Human Services Offsioce of the
Inapector General recently.cospleted & study of home health care
and home health sides. THis study raises sericus concerns about
the guality of the care provided. Although aides perforsed n&lt

of-the parsonal care services, it was found that they failed to
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perform supportive speciaslized services. This failure seriously
compromsiaa@s the full benefits of home care and prevents the older
persons from realizing their fullesr rehabilitation potential.
The tampact o; this type of carae on tha indepandence, dignity and
quality of life of older individuals can only ba Apaculated, but
it is clearly not in the desirable direction. Further, one can
easily concludgo that the racroational naeds of these individuals
are consistently neglected. Indeed, it is time for the homae care
induatry to be improved, and to be composed of quality services
that addresg needs beycnd the =cost basic personal carc of hose-
centersd parsons.
ead .
The improvesent and expansicn of home carc for the elderly
13 receiving priority attention for several reasons. Firat,
great value inm placed on maintaining independent living and
staving off institutionalization as long ss possible. This 1s of
value to society in ganaral and consusers in particular.
Secondly, the coat of hoapital and nurafing home care has been
axcalating. The introduction of the diagnostic related (DRG!
groupinga, intended to combat scaring costs, h;s rasultsad in
reduced hospital stays and increasad ambulatory care aerviceas.
Tha\hopafux percaptién that home céare Gan reduce health care cost
contributes to an eephasis on expanded home care utilization.
QOne of the basic gquestionas poaed %o the home cars industry
ragarda what MIX CF SERVICE ahould be providaed in the continuua
of cere between the institution and the coemunity. The
increasing number and proportion of elderly in the populaticn, an
upward trend in life expactancy. the increasad likalihood of
living alone at older ages, and chronic conditions and heslth
probless affecting activity suggest the need for s variety of
support\services. Currently, alternatives to institutional care
ar; of paramount importance to providers of these services to
older parsona. The quastion of riak of inatitutional placesant,
ueually in nursing homea, sppeers to be an interplay of physical
condition, seontal hﬂ!;th, functicnal hoalth, comszunity and fasily
support, finances and relatively barrier-free environmsent. Many
of these specific problems are treatable snd can either be
corrected or managed on a cont;nual basis. However, strategies
for disinishing the risk of institutional care have largaly

reaenbled what might be referred to &8 °custodial® cara.
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In-home services can bs a sore appropriate and cest
effective altornativa to inatitutional care. These services can
be directed particularly at those who could be maintainad &t home
if appropriate living arrangesents and support systemes could be
@ntablished. As provicusly stated, present in-home services have
focused alsost exclusively on needs related to sedical and
personal care. ¥hile these services are izportant, an obvious
lack of asphasis on psychosocial and ekpressive needs is evident,
Rehadiiitative home care cannot bae conceived solely in
@aintenance or custodial terms. Efforts must bo sxtendad toward

providing servicea conducive to meeting higher order needs,

beyond serely, survival.

Iheragextic Recreation Services

The purpose of therapoutic recreation is toe facilitate
functional improvement. ¥all-being and iife quality. Quality of
life may be defined as an individual‘sg opportunity for
Tesponsibility and dignity,choices. relatf{onships, cospatance,
and Community presenco and participation. Izproving the quality
of a person‘s l:1fg through a focus on recreation and leisure is
more co=plaex than juat providing onjoyablae activity or delivering
ascgaented tharapy utilizing activity as a mediua,

Therapeutic recreation refaers to the spocialized application
©f recreation for tha apacific purposs of intarvening in scse
physical, esotional, or social noed, and facilitating changa,
growth and development, bspending on the needs, gorvicas can be
dsaigned to be troatment-oriented, educational, or advimory (i.e.
providing or directing sn individual te the nhecasmsary rescurcos -
eithor {n the home or in the cosaunity - for 1ndependc$t
recreation and leisure involvament.

A certified thorapautic recreation spocialist works with the
ciient, fas:ily, and tha professional teas. Howuver, home health
aides, with the proper trazining and supervieion, could provide
&Sany aspects of therapecutic recreation services,

Idyll Arbor, a licanaad private for-profit haalth care
business in Ravenadale, Washington, is an @xanple of quality

hoze-centered recreaticn therapy. Cartified therapautic
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recreation specialists recsive referrals froms. hompitais and home
health agancies with the specific request to asgiat clients in
using recreation to mitigate .i1llnasa, prevent ragreasicn. and
expedite  the acquistion of independent functional skilis.
Attanding to psychosocial necds, recreation and leisure
activities are usad to stiaulate initiative. mctivation and
cosplisnce in matters related to self care, nutrition, exarcise
ang socia}l involvesent. Transportaticn skills, cognitive skille
tsuch as orientation, following directions, using somory, and
- decision making), social skilis, and the use of cosmunity
resourcas such as the senior centers, are all within the
frasevwork of recreation thaerapy. Tha.services offersd through
1dyll Arbor, and other prograss sisilarly designed (see Wilhitae,
1987} appsar to influence the svoidance of jinstitutionalization
and ‘the nsed for further, perhaps unexpected, medicel care. Such
programe end sarvices cani a’} contribute to indapsndsnt
functioning, b) increase compliance with preacribed phyasical
.exercise routines, and c) positively influence motivation and

tealings of dignity and self worth.

Recomeandarions
.. ¥ith the above commantary in sind, the LEGISLATIVE COALITION
FOR THERAPEUTIC RECREATION raspactfully submits to the Senate
- Special Cosajttee on Aging the following recosandations for
conaideration in the reauthorizstion of the .Older Americans Act

of 1965, as asended.

1. -Asend Title 1II, Grants for Programs on Aging, to add a new
- part devoted exclusively to-lgms gars. Gsrivices aushorizsd
under home wars include but are limited to cherapeutic
ERCINASIOD SEIYLCEA .
({Regulations would presumably.contain specifics about scope

- of .such services, qualified:personnel, etc).

2. Amend Title IV,.Trainiag, Research and Discretionary

Prograss, Sec. 411 .a} (1) Ansers BECREATION after health
SALS
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3. Azend Title VII, Older Americans Personal Health Education

Training Progras as follow
Sec, 704 (b3{1} insert THERAPEUT]C REATIQN afrer health
education:

Sec. 704 (br(11¢D) insery RFCREAT]ON after phywical fitness:
Sec. 704 (b)(1)(F) insery THE i) RECREA af
physjcel fitness: ’

Sec. 704 (b)¢1){(H) inmeyt THERAPEUTIC RECREATIONR after
health sducation.

Qonclyeion

The Senate Special Committtee on_Agxng is s;ekxng to reapond
to the naad for quality and appropriateness of hoee health care,
and ims to be comaended for its leadership in logically leocking to
the Older Americans Act for u forua for addressing this nood. As
this Cosaittes has so aptly notad, homae care cannct focus
exclusively on personal care and homemaker services. Those
agpects of an older person’s iife that give meaning and purpose
need to be rigorously oxaminsd for their contributjiocn to
independence. dignity and well being. Therapeutic recreation
sarvicea, as an aapect of home care, can help ensure that life is
added to the older yeare, rather than years to the older person’s
1ife. The LEGISLATIVE COALITION FOR THERAPEUTIC RECREATXON’&S
cozmittad to working with the Congraess to ensure that our
Nation’s older citifens ceceive quality health éure -- whather in

the home or away from it.
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LEGISLATIVE COALITION FOR THERAPEUTIC RECREATION

The purpose of the LEGISLATIVE COALITION FOR THERAPEUTIC
RECREATION is to monitor legislative and regulatory matters
pertaining to therapeutic recreation and recreation for special
populations. The COALITION collaboratea with public affairs
cffices and legislative action committees of its constituent
organizations on related public policy and membership education,
information and acticn. The COALITION represents various
professional organizations* committed to promoting and protecting
the role of recreation in the treatmant, education and community
l1iving of individuals with illnesses, disabilities, or other
handicapping conditions. The COALITION atrives to ensure a
consolidated and consistent approach to working with
Congressional committees and federal agencies on behalf of the
interests and concerns of the member organizations and the public
it serves.

- The HNational Therapeutic Recreation Society (NTRS) is the
professional branch of the National Recreation and Park
Association dedicated to improving and expanding
opportunities for individuals with disabilities to
experience personal davelopment and fulfillment and
functional improvement through recreation and leisure.

The Americap Therapeutic Recreation Asggciation (ATRA) is a
non-profit professional organization committed to advancing
the role of therapeutic recreation as an effective and
efficient component of rehabilitation, habilitation,
.education and medical treatment of clients in health care
and human service settings.

The National Consortium on Physical Education and Recreation
for the Handicapped (NCPERH) conaisits of professionals in
the fields of adapted phyaical -education and therapeutic
recreation involved in promoting and stimulating programs
.and services, and conducting professicnal training and
research and the dissemination of public information related
to the physical education and recreation needs of our
Nation’s 4.3 million handicapped children and youth.



APPENDIX 2—FoLLOW-UP ANSWERS

Item 1
C DEPARTMENT OF HEALTH & HUMAN SERVICES Ottice of the Secretary
’ o - O;hée of the A_sszsxam Socratary
for Legisiation
Washington, 0.C. 20201
N
\\
AN

The Honorable John Melcher
Chairman

Special Committee on Aging
United States Senate
Washington, D.C. 20510

Dear Mr. Chairman:

Thank you for the opportunity for Charles Wells, Deputy
Commissioner on Aging, to appear before the Senate Special
Committee on Aging on April 27 to present testimony on the subject
of in-home services provided under the Older Americans Act,

The purpose of this letter is to ptovide responses to six
additional questions related to the Older Amecicans Act which you
addressed in your correspondence to Mr. Wells dated May 13, 1987,
We have enclosed our responses to each of youcs and Senator
Heinz's questions,

1 hope that these answers will be helpful to you in the
Committee's activities related to reauthorization of the Clder
Americans Act. A similar letter has been scent to Senator Heinz,

Sincerely,

R v .
P v . BN /
Ronald P. Deacksal
Assistant Secretary for Legislation

Enclosure

(221)

\
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?uestion $i: How much of Title II1I-B funding is dedicated to
n-home services such as respite and personal care? How many
people are receiving in-home services? How does this break
down per individuval served?

Answer:

In FY 1986, approximately $259.7 million was allotted to
Statc Agencies on Aging, after transfers, under Title JII-B of
the Older Americans Act for supportive services, (State
Agencies on Aging have the authority to transfer limited
amounts of funds among the three Title 1I1 allotments in order
to better reflect their local needs and priorities)., This
figure represented 42.8 percent of the $640 million available
during FY 1986 under Title III.

The Administration on Aging (AcA} does not require States
to report the distribution of funds used specifically for the
three types of supportive services provided under Title III-B,
i.e., access, in-home and legal assistance services.

Title III-B funds are used as the States themselves best see
fit for a whole variety of services including in-home

services., States do provide, however, estimates of the number
of client contacts and the type of supportive services provided
under Title III-B, During FY 1986, these in-home services and
the estimated number of client contacts were:

Homemaker services 736,342
Home health aid services 148,850
visiting/Telephone contacts 998,601
Chore maintenance 253,981
All other in-home services 335,388

Total in-home client contacts: 2,473,162,

The 2.47 wmillion client contacts for in-home services does
not represent an unduplicated count of elderly persons .
receiving such services, since States freguently report clients
as receiving more than one type of Title III-B service. Data
provided by States do not permit an estimate of the cost of an
in-home gervice per client contact, since clients may receive
multiple services under Title IXI-B.

Question §2: How can you assert that [industry accreditation
and the certificate of need program] are the best approaches
for assuring quality care?

Answer:

In Mr. Wells' testimony on April 27 before the Special
Committee on Aging, he indicated that AoA is very much
committed to the provision of quality care in the servicee that
are provided to every older person - and their families - uader
the Older Americans Act, Through a number of research and
demonstration efforts, AcA is continuing to help build a
knowledge base that will assist State and Area Agencies on
Aging to better assure the quality of home care for older
persons.

These efforts include a project with the Ohio Department of
Aging to design, implement, and evaluate a model quality
assurance program for in-home services for elderly care
recipients. A second project, being conducted by the Clackamus
County, QOregon Arca Agency on Aging is replicating and testing
a local/State quality assessment program,

We do recognize, however, that assuring quality for in-home
services is a challenging problem involving many complex
issues. Quality assurance in services is made difficult for a
variety of reasons. The .neced for home care has increased
greatly in recent years. Concurrently, the number and variety
of service providers providing such care also have increased.
Additionally, the number and types of services needed by
elderly persons in the home vary greatly in their complexity
and cost. In sum, the home care industry is rapidly growing
and changing. It must also be recognized that many home care
services are provided not only by professional service
organizations but by family members and friends,
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Even defining "quality™ in home care services is a
difficult and complex task, since the concept of "quality* has
many dimensions and interpretations -- physical, social,
psychological,

In spite of these and other problems related to the issue
of quality home care services for older persons, AcCA believes
that States and local entities, including the private sector,
remain the most appropriate locus of setting standards and
monitoring the quality of performance by those who provide home
care services. In the testimony on april 27, Mr. Wells
provided some examples of quality control systems which have
been implemented to regulate home care services and to help
assure better qudlity in such services. At the Federal level,
the regulation of home care has been primarily Medicare
certification for home care agencies, while licensure is the
tegulatory mechanism most frequently used by States.

Several other important approaches for helping to assure
quality home care services have emerged in reccent years. One
of these is industry accreditation. The National League for
Nursing (in conjunction with the American Public Health
Association), the National Home Caring Council, and the Joint
Commission on Accreditation of Hospitals are three major
accrediting organizations that have made important
contributions to home care quality services.

While no one approach can be necessarily identified as the
best system for assuring quality home services, industry
accreditation coupled with existing State mechanisms of
licensure, Federal Medicare regulations, and other legal and
marketplace controls are, we feel, viable and effective
mechanisms for improving the quality of home care services,
depending on the nceds of individual States, communities, and
consumers.

Question #3: po you think the long-term care ombudsman should
have the expanded responsibility, authority, and resources to
investigate home care complaints? If so, what resources would
be necessary for ombudsmen to be effective in this area?

Answer:

‘The Administration on Aging believes that it would be
inappropriate for the Federal government to mandate that the
State long-term carc ombudsman's responsibilities be expanded
to investigate home care complaints. Even with significantly
increased resources, such additional responsibilities would not
be feasible in many States.

The long-term care ombudsman program is based on an
institutional model in which program specialists and volunteers
advocate for persons in institutional settings., Specifically,
the role of the ombudsman is to help individual residents and
their families negotiate with nursing homes and regulatory
agencies. Through their ombudsman programs, States address
such issues as nursing home regulations, abusc of residents’
personal funds, and restrictions on access to nursing homes.
The knowledge, training, and organizational approach that would
be necessary for monitoring howe care services is different
from that currently utilized by the long-term care ombudsman in
institutional settings. Whereas the resolution of complaints
is the current principal role of the ombudsman, this
responsibility would only be onc component necessary in
monitoring and assuring quality care for in-home services.

The ombudsman program also is highly reliant upun the use
of volunteers. Data for the ombudsman program for FY 1986 have
been computerized and are currently being summarized. During
FY 1985, however, paid full and part-time staff in the

mbudsman program totaled about 1,000 persons, while nearly
8,000 volunteers, whose efforts are critical to the success of
ombudsman activities, provided services in this program.
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Wworking with individuals, the focus of the ombudsman
program is primarily problem-bolviag in nature, not
regulatory. Ombudsmen have legitimate and important roles in
consumer protectlon, and because they are not regulators, they
can effectively mcdiate problems between consumers, service
providers, and regulators. In FY 1985, the number of
complaints reported to ombudsman programs totaled approximately
83,700 with 77 percent investigated and 62 percent resolved or
partially resolved. These numbers represent formidable
responsibilities and activities undertaken by ombudsmen, only
in three States -- Maine, Virginia, and Wisconsin -- do State
ombudsman programs have a State mandate to msonitor home health
care services, .

1t has been estimated in a recent publication of the Senate
Special Committee on Aging, Aging America: Trends and
Projections, that approximately .2 million persons over age 65
need assistance with personal care. These figures will rapidiy
increase in the decades ahead. The immense need for services
which these figures represent, in addition to the diversity of
services needed, would make effective monitoring and
investigation of complaints of in-home services by ombudsmen
extremely difficult.

States now have the authority to regulate home care
services through such mechanisms as licensure. AocA believes
that States, in conjunction with private sector and .
professional organizations, are the most appropriate entities
for assuring quality home care services,

uestion $4: You stated in your prepared testimony that
coordination of home and community based services should be
required activity of State and Area Agencies on Aging. How
could we make sure that the cocordinated services are of
sufficient gquality? Would you recommend that additional
rescurces be given to the area agencies on aging to oversee
these services?

Answer:

The Administration's proposed amendments to the Older
Americans Act, recently introduced as S§. 1133, would reguire
State plans to assure that area agencies facilitate the
coordination of home and community-based services to vulnerable
elderly individuals. The bill would define vulnerable elderly
individuals as those who have attained 65 years of age and who
either: (1) reside -at home and are at risk of
institutionalization becausc of limitations on their ability to
function independently; {2) are patients in hospitals at risk
of prolonged hospitalization, but could be returned to the
community if home and community based services were available;
or {3) are patients in skilled nursing facilities or
intermediate care facilities, but could be returned to the
community if home and community based services were available.
We believe that the coordination of home and community based
services for the vulnerable elderly is important enough that it
should be a State plan requirement and a mandated Area Agency
activity.

We believe that Area Agencies on Aging, in light of their
experience in developing and implementing service programs over
the past 22 years, are in a unigue position to coordinate and
improve the quality of the wide range of health and social
services needed by vulnerable clderly persons tc remain in the

community. It is the position of the Administration on Aging
© that the administrative funds currently available to Area
Agencies on Aging are adequate to carry out their coordination
responsibilities.
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uestion #5: In light of the testimony we heard at the hearcing
about quality problems, will you recommend to Secretary Bowen
that the Department support a mandatory aide training program,
with a naticnal standardized set of criteria, for aide and
homemaker services funded under the Older Americans Act and
other programs?

Ansver: . i

Wwe believe that the future of the progzaLs under the Act
clearly lies with State and Area Agencies on Aging. States
themselves have the authority to train home cate services
providers through State colleges and universities. States also
have the authority to establish standards of criteria through
their own legislative and regulatory processes. AocA believes
that States, therefore, in conjunction with private sector and
professional organizations, are the most appropriate entities
for training and regulating in the area of home care services.

Question §6: With the reauthorization of the Clder Americans act
this year, there has been a great deal of discussion about adding a
sliding fee scale to the prouvision of many OAA services., Do you
think that a fec scale will create barriers to serving the elderly
who need OAA services the most, i.e, those with low incomes? 1Isn't
a fee scale contrary to the intent of the QAA -- to provide services
to all older Americans? . :

AnSwer:

The Administration's proposed amendments to the Older Americans
Act, recently introduced as S. 1133, would permit States, at their
opticn, to permit Area Agencies to charge fees, based on ability to
pay. for supportive services under part B8.of Title III. The State
Agency on Aging would be required to ensurc that no fees for such
services were charged to low income individuals. It would De left
to State discretion -to determine which supportive scrvices would be
subject to fees. As under current law, there would be no authority
to charge fees for nutrition services under part ¢ of Title III.

This amendment would help to ensure the most effective use of
limited program funds, as fces collected from those able to pay
would enable area aqencies to expand services available to those
unable to do so. rea Agencies would remain free to seek only
voluntary contributions; however, the proposal would complement that
authority. ‘

We believe that a fee scale, rather than being contrary to the
intent of the Act, is a viable method for targeting resources to
those who are least able to pay for them, Further, we believe that
this sclution is an acceptable alternative to increases in
authorization levels during a time when the Congress and the
Administration are working toward reducing the Federal deficit.
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April 29, 1987

The Honorable Otia R. Bowen, M.D.
Secretary of Health and

Human Services

Department of Health and

Human Services

200 Independence Avenue, S.W.
‘Washington, D.C. 20201

Dear Mr. Secretary:

As Chairman of the Special Committee on Aging, I am
-writing to request that you direct the Health Care Pinancing
Administration (HCPA) to take immediate action toward
s promulgating. & regulation mendated by the Congress in 1980.

Specifically, 1 am referring to. a provision in the OCmnibus
Reconciliation Act of. 1980, which amended Section 1861(m){(4) ot
the Social Security Act to require that home health aides
“"complete a training program approved by the Secretary [of
Health and Human Services]."™ The Committee was deeply disturbed
to learn on Monday in a Committee hearing on home health care
that the Department has yet to comply with this law, enacted
almost seven years ago.

I cannot emphasize too strongly the urgency in the need
for a mandatory home health aide training program. Testimony
‘during the Committee hearing included. shocking and alarming
statements from reciplents and providers of home health care
concerning: caregivers who were incompetent, negligent, and even
abusive to their patients. A recently completed report, "Home
Health Alde Services PFor Medicare Patients,” by the Department's

-oxn Office of Inspector Qeneral further confirms the need for
adequate standards pertaining to training and supervision of
these caregivers. Moreover, a recent study conducted by the
National League for Nursing revealed that 34X of home health
aldes surveyed could not read a thermometer, and 31! did not
even know how to take a patient's pulse.

I am at a complete loss to understand HCFA's derellction
in ‘having failed to publish the required tralning regulation,
especially since that agency completed a draft of the regulation
socme three to four years ago. Even more puzzling was the
testimony submitted by Louis B. Hays, HCPA's Assoclate
Administrator For Operations. Mr. Hays acknowledged HCPA's
failure in not having established the required regulation, but
then went on to state: "We have recently become aware of this
situation and have taken steps to . publish a proposed regulation
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The Honorable Otis R. Bowen, M.D.
April 29, 1987
Page 2

a8 soon as possible.™ Mr. Hays csatimated that the regulation
could be published in ™a couple of months.”™ I find Mr.

Hays' timetable to be unacceptable, in light of the fact that a
draft of the regulation was completed several years ago.

Therefore, please let me know as soon as possible when
this regulation for home health alde training will be published.
In addition, I would like a detailed account of why the
Department and HCFA falled during the past seven years té comply
with the Congressional mandate concerning the tralning program
for home health atdes. '

Should you or your staff have any questions regarding this
request, pleasc have your staffl contact Max Richtman, the
Committee Staff Director.

T am sure you appreciate the urgent need for gquick actlion
on this statutory requirement, and I lock forward tc your
cooperation and assistance in this Important matter.

Sincerely,

Meledas

N MELCHER
Chairman

JM:ifm



THE SECRETARY OF MEALTH AND HUMAN SERVICES
wASHINGTON, D.C. 26201

MAY 8 187

The Honorable John Melcher

Chairman, Special Committee on Aging
linited States Senate

washington, D.C. 20510-6400

Dear Mr, Chairman:

This is to acknowledge receipt of your letter of
April 29, 1987, urging that immediate action be taken to
publish a regulation for home health aide training.
A response will be provided to you as soon as possible.
Thank you for bringing this matter to my attention.
Sincerely,

- QOtis R. Bowen, M.D.
Secretary
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON. D.G. 26201

JN | 6 B8]

The Honorable John Melcher

Chairman, Special Committee on Aging
United States Senate

Washington, D.C. 20510-6400

Dear Mr. Chairman:

I am responding to your letter concerning the requirement for training of home health
aides. Iam sorry that my response has been delayed.

As Mr. Hays indicated at the hearing, which you mentioned, we were quite distressed
to discover that regulations had not been issued implementing the statutory
requirement for training of home health aides. You asked us for a detailed account
of the reasons for the delay in issuing regulations. Ibelieve that the best answer

is that regulations on this provision were overlooked because of the numerous
additional provisions enacted in subsequent Reconciliation Acts.

Regardiess of what has gone before, I am committed to developing and issuing
regulations to implement this requirement. Although you suggested that we need
only to publich the draft regulations developed several years ago, this is not the case.
We have thoroughly reviewed this draft in the light of events that have occwred
since it was written, including the Inspector General's report. I have been advised
that the Health Care Financing Administration has made some slterations to the
draft and are prepering to submit it to the Department for review. Under the
established procedures, we believe we will have published the proposed regulation by
August. The speed with which a final regulation is published relates in part to the
volume and content of the comments we receive on the proposal, and we will
establish a schedule for a final regulation once the comment period has closed.

I share your determination to see that this statutory requirement is impiemented, but
I believe you will appreciate that the action we propose to take must be carefully
considered.

Sincerely,

Y S TENE R

Otis R. Bowen, M.D.
Secretary
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Item 3

INVESTIGATION OF HOME CARE PATIENT COMPLAINTS

Q. Senator Bradlev’s bil} on home care, S. 1078, reqguires that
State or local agencies establish, within the context of
Medicare, an ombudsman-like unit for investigating home care
patient complaints,

Should this functinn be established under Medicare or under
the programs within the context of the Older Americans Act?

A. The Department's Office of Planning and Evaluation is
currently funding a study to address that very issue -- to
determine the feauwibility of expanding the nursing Home
Ombudsman Programs sponsored by the Adminigtration on Aging to
include oversight for home care services.

Under the Medicare program, we currently have the authority to
respond to beneficiaries’ complaints. The contract scope of
work for peer review organizations (PROs}! requires that PROs
establish procedures to respond to beneficiary complaints. In
addition, the Omnibus Budget Recconciliation Act of 1986
requires thet PROs review all written complaints by
beneficiaries about the guality of services provided. The PRO
muat also inform the individual of the final disposition of
the complaint and provide the practitioner with an opportunity
to discuss the complaint where there is a finding that care
does not meet professionally recognized standards of health
care. Regulations are being promulgated and implementation of
this provision is projected for Fall 1887,

PATIENT OUTCOME DATA FOR HOME CARE

Q. How far along is HCFA in developing patient outcome data for
ugse in assessing the quaility of home care?

A. Before we can develop patient data to sgssess home care
quality, we believe it is necessary to first change the
orientation to surveying home health agencies. The process
presently focuses on written compliance with the conditions of
participation rather than on patient outcome measures.

We recently awarded a contract to ABT Associates, Inc.,
Cambridge, MA to develop & patient-centered approach, using
outcome measures, for surveying home health agencies. This
contract will be completed by 1989 and the results, along with
results of other homc care studies presently being conducted,
will be used to implement a new outcome-oriented process to
assess the quality of home health care. The new process will
produce the patient outcome data necessary to develop more
objective measures of quality care in home care scttings.

INTERMEDIATE SANCTIONS FOR HOMB CARE AGENCIES

Q. Currently, the only sanction against a home care agency that
ig providing poor quality of care is termination from the
Medicare program.

Shouldn't we establish a series of intermediate sanctions,
finew, penalties, etc.--to benalize poor performance?

A. Such sanctions are difficult to ademinister. Financial
penaities may have the cffect of causing termination, sinae
many home care agencies serve primarily Medicare patients and
rely on the Medicare program to finance most of the services
provided. Imposing financial penalties can also raise the
issue of potential skimping on quality when fewer funds are
available. In addition, we want to avoid the imposition of
Federal requirements which might undermine current State
flexibility to corrcct deficient performance.

74-987 (236}



