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HOME CARE: THE AGONY OF INDIFFERENCE
The Role of the Older Americans Act in Assuring
Access t9 Quality Home Care

MONDAY, APRIL 27, 1987

U.S. SENATE
SpeciaL 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 communicatiors clerk; Laura
Erbs, minority professional staff: Craig Obey, Jennifer Bonney, leg-
islative correspondents; Dan Tuite, printing assistant.

OPENING STATEMENT BY SENATCR JOHN MELCHER, CHAIRMAN

The CHaIRMAN. The committee will come to order.

This morning we are going .0 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 hound 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 Air.ericans. 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
cii'e %n order to live any kind of a life at all, almost all of them are
elderly.

Now, if they ure 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 sc ne real background infor-
matizn and a lot of facts that are very significant and, frankly,
ve.y disappointing. He will describe the failures of carrying out the
Jlaw and the failure of Medicare requirements to meet home care.

We know what we are going to find out 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 thercfore 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 doctoer. 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:]

OPENING REMARKS OF SENATOR JOHN MELCHER, CHAIr MAN, SENATE SPECIAL
COMMITTEE ON AGING

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

T called today’s hearing to explore one of the fastest-growing industries in the
United States today—the home-care industry. It is a multi-billion-dollar, virtually
unregulated industry that does pretty much as it pleases. .

In this time of medical cost-containment pressure, we turn increasinfly to this in-
dusiry. 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. We trust these prople
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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 tiv-leir 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, 1 suspect, many wouldn’t
know the difference between a bedpan and a frying pan.

Even the Reagan administration acknowledges tne far-reaching problems with tie
home-care industry. The Inspector General of the Department of Health and
Human Services has found the quality of home-care severely lacking. And he de-
tailed those problems in a previously unpublished, internal report that 1 obtained
and will release today.

But although it has known about these eppalling problems for years, has the

an administration done anything about them? ’I’ge answer is no. Absolutely
not! But I guass th1t’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 otpiome care that provides attentive care, nutrition, transportation, and a
number of other services for those who depend on home care aides.

And ] 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 W keep
peopie out of hospitals that cost hundreds of dollars a day and put them in their
homes in the care « f dedicated home-care professionals. Is it cheaper for Americans
to recover in their own homes with a home-care aide? If 80, can the Oiler Ameri-
cans Act be used as a vehicle to expand both the qualit; 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 SHEeLBY, 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 field hearing in Bir-
mingham, Alabama, I truly understand the great amount of work and effort that
are necessary to organize an effective exchar ge 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 ¢ . erly. 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 rare. 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
fg;nd that ltke most things in life, home health care has its both good and bad
sides.

Let me state from the start, that [ am a very strong supporter of home care. |
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 medica! technology became more sophisticated and hospital treatment became
more widel available, the idea of the visting town doctor grew intc 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-
ﬁmting at home seems to have just taken off. With the passage of Medicare and

edicaid, and Titles XVII 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 develop a system of standards and quality assurances for
home health care services. Our goals are comprehensive, and yet, not unattainable.

To begin we must determine how extengive 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 asuure that the health professionals providing care follow established
training guidelines before allowing their pczsonnel 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 imnroper 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 on .eaith care network
and more importantly, for the good of the home nealth 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, MeEMBER, U.S. Speciar 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 0 be a member of this Special Committee
on Aging. Although I have not been as active as I would like, I have been reading,
learning and pondering these important issues. I 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 designad to assist
them. In that time period, the number of persuns 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 service3 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
abuscs 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 tnarough its 30 years of experiznce that
the state and local area agencies on aging ace perhaps the best means to helping
older persons. This has given the states a great deal of flexibility in determining the
a?pmpriate kinds of care for their own citizens. They are also reacting to the issue
of quality. With their model programs and training assistance, they hope to build up
a knowledge base on quality of vare in order that we can better address the issue in
an aggropn’ate 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

Q
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Omnibus Reconciliation Act have not been released and we are startled a; 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 particivate in these hearings. But I do know
that we must be very careful to astess 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 Froyght 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 CHAIRMAN. Senator Heinz?

STATEMENT BY SENATOR JOHN HEINZ

Senator HEINz. Mr. Chairman, I thank you, and I want to coa-
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, dishcnest, or even physically damaging care? Mrs.
Grudza and our other witnessec this morning will depict all too
poignantly the current gap beiween a good idea—home health
care—and an often badly administered benefit.

Medicare’s regulatior of home health care providers is the bell-
wether for other programs, including the Older Americans Act and
the Veierans’ 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.

BRack in 1980 Congress mandated that all home health aides
should complete a training program tc 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 bir.d—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 h .ve 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.

Thark you, Mr. Chairman.

The Cuammman. 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. I
think that it is an important health care issue, and I think that we
need to closely exam‘ne 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 sick.r; 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 0 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 outcomes 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 these 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 ¥iCFZ, 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 bome ca:e.

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 ap 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.

Seunator 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 iurisdiction 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, tke 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 oroklems.

I"ow, 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 11, p. 230
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So I teel 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.
?87éhus I have joined in cosponsoring Senator Bradley’s bill S.

I also have legislation myself, S. 1010, which is called the Medi-
care Community Nursing and Ambulatory Care Act. Now, the pur-
pose of that is tc imp~ove the delivery of home health care services
to Medicare benef’ =  * What it would do is it would allow Medi-
care to reimbur. anity nursing centers for Medicare benefi-
ciaries who elect  ...roll in those programs. These centers would
provide all ambulatory care services now offered under Part B of
the Medicare program <xcep. 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 HMO, the
health m¢ intenaace 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. Chair.:1an, 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 CHalrRMAN. It will be made a part of the record.

[The prepared statement of Senator Chafee follows:]

STATEMENT BY SENATOR JOHN H. CHAFEE

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, I 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 dicsharge Medicare pa-
tients more quickly, prospective paymen. has also created a cr. cal 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 p1 . viding a wider spectrum of long-term care services. At
the same time we must assure that these services are quality services provided by
trained professionuls.

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

Both of these initiatives are designed to provide better 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 se}?SiCian services. The services would be provided under the supervi-

- sion of registe 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 for these same services per medi-
care beneficiary. These centers will work in much the same way as an health main-
tenance organization—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 Home Health Services Improvement Act, S. 1076, attempts 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 heaith cere services for the elderly. The wit-
nesses at today’s hearing can bring us a great deal of information on Low in-home
services can be better monitored and have a higher quality of care.

I look forward to hearing today’s testimony.

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 yeors 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

ERIC k4




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 :2sources 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 CHAIRMAN. Senator Glenn?

STATEMENT BY ZENATOR 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 involved in home
care, under Senator Heinz and Senator Melcher b~th, 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
;halat 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 blcck grant, Older Americans Act, Veterans’
Administration, State programs, private insurance, and patients.
We leave the patients too ofien 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 semething in this
area.

I am proud to have joined Senator Bradley as a cosponsor of the
Medicare Home Health Care Services Improvement A-t of 1987,
and I am pleased to be a sponscr 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 sce what it was really like.

Out of that came our interest in this and our dedication to doing
something about it. That wa3s 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 hones! and dedicated people. They are doing excel-
lent work, but too ofien they don’t have the wherewithal to do it.
They don’t have te 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 .rom the
heuring 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 CHAIRMAN. It will be made part of the record.
[The prepared statement of ‘Senator Glenn follows:]
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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.

ilome 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 increasinithe burden on other funding sources for home
care—Medicaid, the Social Services biock 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 heme 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 ~f training, supervision and standards for home
health care.

In order to address these issues, I was pleased to join Senator Bradley as a cospon-
sor of the “Medicare Home Health Services Improvement Act of 1987”. Enactment
of this legislation will go a long way toward ensmrinil the avail=bility and improving
the quality cf home health services provided under the Med.:are 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 grants 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 r ajority of home health care providers are honest and do provide excellent
care. . 2y are as concerned as we in the Congress about the need to improve the
quality of rare 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). I 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 eftorts 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.

I 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. I think 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 I 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 ir 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 CHaRMAN. Thank you, Senator.

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

Our first witness is Mrs. Pear] 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.

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 Hut 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.

R
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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.

I 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.

I alsc had two workers. A girl worked the evening and a boy that
worked iawns, and they started to going together, and then this
boy went home with her one night, and it lorked 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 CHAIRMAX. It's downtown. And are you in an apartment?

Mrs. TOLBERT. Yes, 'm in an apartment.

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

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

The CHAairMAN. 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 CHAIRMAN. 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 CuairmaN. Now, Mrs. Tolbert, would you mind telling us
how old you are?

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

The CHAIRMAN. Seventy.

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

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

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

Mrs. ToLBERT. Yes.

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

Ms. GLover. Yes, I can.

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

Ms. Grover. 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 attzndants 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 atter.dant had
another job.

We have iried with all of these situaticns 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 CuairMAN. Dr. Glover, your mother practically lives in
downtown Minneapolis. Where do you live?

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

The CrairMAN. 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. I find that is
the only way you can stay on top of it.

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

Ms. GLoVER. I suppose I am an educator.

The CuAIRMAN. 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 THAIRMAN. Five years.

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

The CHAIRMAN. I see.

Ms. GLoVER. 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 ¢hat 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 medicire 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 Rem. Do you think—and, Mr. Chairman, I am asking
this question because I don’t know—de you think one of the rea-
sons that the problems couid 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 ro go around?

Ms. GLover. I don’t know. But what I dc know is that the quality
of the people I am seeing in home health care and their training,
et cetera, 1s not what it should be. The lack of training—people are
hired and sent out on a job without any training whatsoever.

Senator REID. 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 soineone
who doesn’t have a child—and principally it’s a child who looks out
for the parents—the problems are really aimost insurmountable.

What would your mother do but for you? I mean, v/ho 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 REiD. 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
no 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 CHAIRMAN. Thank you, Senator.

Senator Durenberger?

Senator DURENBERGER. Thank you, Mr. Chairman.

I don’t know where to begin. If Sharcn 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 o? 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 behavicr 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. I
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 y>u 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 he or wants
to be responsible. We are continually told that there 1s 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
ﬁhat 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 Jeast 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 nct begin to talk to some of the political people and do some-
thing about it. And I thiak 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%2 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 nzeds 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. I\}'ow, most 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 market 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 b
case, makes a decision about increasing. It has in some—I thin
there are three or four people who have more than the 6 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. I
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 tu 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. .
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 sor.y for
other people.
Senator DURENBERGER. Thank you.
The CHAIRMAN. 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
trag’ning when she was put in the shower with her trachea tube
out!

Ms. GLOVER. Pardon me?

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

Mra. 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. GLoVER. 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 nc one
else to train them. The agency does not train them.

The CrairMAN. The agency does not train them?

Ms. GLOVER. Does not train them.

The Cx:1rRMAN. 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 Virginda.

N Mrs. SuMMERs. That’s correct.

The CaairMAN. We understand that your husband has Lou Geh-
rig’s disease?

Mrs. SuMMERs. That is correct.

The CHarmMAN. And requires constant attention at home.

Mrs. SUMMERS. That is correct.

The CraIRMAN. Will you tell us about it?

o
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Mrs. SumMers. All right. A comment that Sepstor 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. I
brought my husband home from the hospital 2 years ago after
spending 6 weeks in the intensive-care unit. He has Lou Gehrig’s
“*~agge. 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 pay the bill—we are very
fortunate to have excellent insurance that has the catastrophic
clause—they uprad the price to 345 an hour. And my insurance
i:ompany paid them $100,000, until I finally dismissed them a year
ater.

The CuairMAN. 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. ~es.

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 privatelf'.

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

Mrs. SUMMERS. Yes.

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

Mrs. SumMERs. They solicited me in the hospital.

The CHAIRMAN. 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 CHalrMAN. You are a teacher.

Mrs. SuMMERs. Yes, I am.

The CuAIRMAN. Is that in elementary or secondary?

N(llrs. Summegs. I teach middle school, sixth, seventh, and eighth
grades.

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

e CHAIRMAN. That is 5 days a week or whenever school is in
session?

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

The CHalrMAN. 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, “Weli, 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 ti.qe 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 cailed 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 CHAIRMAN. Iow, do you have any difficulty since you are
hiring the nurses yourself versonally? 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. I have worked it out, yes.

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

Mrs. SumMeRs. I 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 Cuairman. How much?

Mrs. SumMERs. $20 an hour, which is saving my insurance com-

- pany $25 an hour.

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

Mrs. SuMMERs. 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 .he 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 CHaIrRMAN. That is a very fine policy.
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Mrs. SumMERSs. I have tried very hard not to abuse it. As I say, I
do all of his care myself except for when I am actually teaching.
Our medical L.ils, 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 CuAIRMAN. That is 3 pretty good record.

Senator Reid?

Senator REip. Mr. Chairinan, here we have 2 different situation.
We were talking previously about attendants whom yov would
expect o lLiave some training. But here we are talking about regis-
tered nurses who——

Mrs. Summ--s. That’s correct.

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

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

Seaator REID. 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 “hing about the
sizes of a tool box and it’s in th~ 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
cﬁgfgt 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 uutil just as I got out of the shower, or
he would have been dead until I came out of the shower. I was able
to find what was loose.

Then, the second time, in the morning the respirator failed, I
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 tkem not to do. So the respirator had
to be replaced.

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

Mrs. Sum- ®rs. No. No. I got the feeling that the main thing the
were intere: :d in was sending somebody to my house. It dida’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 REp. Mr. Chairma., I have no further questions other
than to comment that the more we hear about this, the more com-
pliicated 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 the* 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 whc 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 satisied. And, you know,
these illnesses don’t strike only husbands and wives with educated
spouses.

Mrs. SUMMERS. 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 CHAIRMAN. 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 somebedy 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. I came home one night, and the nurse that was
there that day teld 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 CHAIRMAN. 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 CHAIRMAN. And we are going te 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 CHAIRMAN. But, you know, the insurance company looks to
Government just like the rest of us do——

Mrs. SumMERS. That'’s right.

The CuAIRMAN [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. I called the insurance company over the exces-
sive price to tell them what had hag yened, 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 CHAIRMAN. All right. Well, you are helping. You are helping
very much, Mrs. Summers. Thank you very much for excellent tes-
timony.

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

The CHAIRMAN. Thank you.

STATEMENT OF NILDA GRUDZA, RESIDENT OF THE STATE OF
PENNSYLVANIA

The CHAIRMAN. 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 Phiiadelphia or
not, but you are from Philadelphia, are you not?

Mrs. Grinza. Yes.

The CuairMAN. Will you tell us your circumstances?

Mrs. Grupza. OK.

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

Mrs. Grupza. 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,” I 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.

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 partiully 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 cduring the hottest week of that particular summer—
my mother ended up in the hospital due to a case of severe “ehy-
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 agenc%ihto 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, 1:y 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. 1
found out because I brought my mother home to be with me, and
during that time she moaned in pain for 5 nights.

Ancther aide pushed my motl?xer 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 fhat 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
wae 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 scap
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 otner incidents as well. And I would be happy to
answer any questions. Thank you.

The CHAIRMAN. Well, Mrs. Grudza, I want to put this in the
right perspective. The things you spoke about, the failures vou
spoke about, of adequate care for your mother in particalar, oc-
curred before yo's brought them to your home 2 years ago. What
kind of timespan are you talking about? 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 CHA™RMAN. At least 7 years?

Mrs. GRUDZA. 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?




A

g 4

26

Mrs. Grupza. I am having help now. It is 4 hours a day. It’s not
through an agency, though.

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

M¢s. GrRupza. Correct.

The CHAIRMAN. And needs attention all the time then?

Mrs. GrRuDzA. Yes.

The CHAIRMAN. That is, constantly?

Mrs. GRupzA. Yes.

The CHAIRMAN. And your father is 84 years old.

Mrs. GRuDzA. 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 CHAIRMAN. He is now in the hospital. When he is at home,
what can he do?

Mrs. GRuDzA. Really, nothing.

The CHAIRMAN. Nothing.

Mrs. GRuDZA. 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 CHAIRMAN. 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. J am sorry I can’t be exact
as far as the actual time.

The CHairMAN. How much did this cost?

Mrs. Grupza. 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; m fat%er 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. GrRupzAa. 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. TheK 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 one 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 therapisis you want, but you have
to ;l;ay for it. Medicare ‘won’t pay for anything as far as'she goes
wit regard to Alzheimers.”

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

Mrs. GrRubpzA. Yes.

The CHAIRMAN. 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 c.ntinue 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 took 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.

N Thg’ CHAIRMAN. Are you paying the entire bill for the help at
ome?

Mrs. Grupza. We are paying for all care.

The CHAIRMAN. Are you getting State assistance?

Mrs. Grubpza. 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 CalRMAN. Can you tell us roughly what that costs per hour,
right now?

Mrs. GRubza. Minimally, it’s $500 a month for what I have been
having done up to row.

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

Mrs. GrubzA. It’s 4 hours a day.

The CHAIRMAN. Four hours a ay.

Mrs. Grupza. That’s correct. Yes.

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

Mrs. GxUDZA. 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. GRUDZA. Yes, there is. Because the worst experiences that I
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 halppened, was about a 21, 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, “Nobody 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 covld
e}ilthgr 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 kecause I 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 CHAIRMAN. 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 parent: and others throughout the country
might have a better shot, a better chance.

Mrs. Grupza. Thank you very much.

The CHAIRMAN. 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. BEArD. 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 » 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. I
filled out an application in April, heard notn'ng 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 certa:n 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 .remendous 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 peried, 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 CHaRMAN. Was there family there?

Ms. BEARD. A wife.

The CHAIRMAN. A wife.

Ms. BEARD. 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 incide::ts 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. BEARD. Six years.

The CHAIRMAN. Six years.

Ms. BEARD. Yes.

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

Ms. BEARD. 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 CHaIRMAN. All right. Then you were called on the telephone
and engaged for this particular pafient.

Ms. BEARD. Yes.

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

Ms. BEARD. 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 CHAIRMAN. 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 ahsolutely
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 o 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 CHAIRMAN. Is this all on this one patient?

Ms. Bearp. No.

The CuaIrMAN. This is your experience.

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

The CHAIRMAN. Who paid you?

Ms. BEarp. The agency.

The CHAIRMAN. Just one agency?

Ms. BEarDp. Two agencies for which I worked.

The CHAIRMAN. You had experience with two agencies?

Ms. BEARrD. Absolutely.

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

Ms. BEARD. No. From Virginia.

The CHAIRMAN. You're from Virginia.

Ms. BEARD. Yes.

_T};e CHAIRMAN. So in both instances they were Virginia agen-
cies?

Ms. BEARD. Yes, they were.

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

Ms. BeEarp. Within the agency thore 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 ihem?

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. BeaRrb. 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. BEArD. 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 gne had a training program or an indnctrination type of pro-
gram’

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

The CHAIRMAN. 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, 1lso Alzhei-
mer’s disease, I had never had any ventilator training.

The CHAIRMAN. 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 CHARMAN. 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. BEARD. Orientation?

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

Ms. BeArp. No.

The CHAIRMAN. There was none?

Ms. Bearp. No.

The CHAIRMAN. None at all?

Ms. BEARD. 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 CHAIRMAN. Do you think that’s it?

Ms. Bearp. I do.

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

Ms. Bearp. Precisely.

The CHalrRMAN. How much did you get per hour?

Ms. BEARD. $12.

The CHAIRMAN. $12?

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 CHAIRMAN. $45?

Ms. BEARD. Yes, that’s correct,

The CHAIRMAN. There is a little margin in there.

Ms. BEARD. Somewhat.

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

Ms. BEARD. Yes.

The CHAIrMAN. All right.

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

The CHAIRMAN. Ms. Lutton, have you had similar experience?
Ms. Lutron. 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.

I have seen similar incidents as what you have already heard
about. We had one particular case where we had a client who I ad
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
rendanager, the doctor was informed and a change in care was initiat-

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

Ms. Lutron. No, we hadn’t.

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

Ms. Lurron. 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 CHairMAN. Well, in that case, you hadn’t seen the patient.
But Medicare—was it Medicare?

Ms. Lurron. Medicare.
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The CHAIRMAN. Medicare was involved. In other words, how
many Medicare patients like this, home health care patients, do
K&)u actually see? What percentage in—did you say—southwestern

ichigan?

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

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

Ms. LuttoN. 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 CHAIRMAN. Well, then you are really seeing only a very
small portion of them now, less than a third.

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

The CHAIRMAN. Oh, we understand. The cases we have seen
today, t..ank God, whiie 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. LuTToN. As far as Medicare, serving for Medicare inappro-
priately, I would say that occurs very, very often, yes.

The CaaRMAN. Like half of the time?

Ms. Lutron. 1 was talking to Cathy before this meeting and she
had a couple of stories that she was *elling 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.

Well, she was telling me that before she ever visits the patient,
the administrative R.N. tells her how ofter: 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 CrAIRMAN. In other words, the dollar comes first and the
dollar comes through Medicare.

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

The CHalRMAN. And when the collars run out, ‘“To hell with the
patient”?

Ms. LutrroN. Yes. And in those cases, then sometimes they gei
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.

il",he Cuairman. Now, this is the agency that is run by the hospi-
tal!

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

The CHairMaN. All right. This is the separate ¢ne

Ms. LutTon. Yes.

The CuairMaN. 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-
care payments.

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

Ms. Lutton. 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 CHairmMaN. 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 atout them. Now I am trying
tc separate out which agency is bad. Are they both bad? Is the one
from the hospital a good agency or not?

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

The CHalRMAN. Well, is that good or bad?

Ms. Lurton. 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 peor-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 80 percent of the
patients who need home care. That means the other 70 percent are
looked 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. LutroN. 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. LutToN. Not as far as I know.

The CrairMaAN. All right.

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

The CHAIRMAN. 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. LurtoN. Sometimes yes. We go in after the fact many times.

The CHAIRMAN. Well, what triggers that?

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

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

Ms. LurToN. Yes.

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

Ms. LurTon. Yes.

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

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

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

Senator Burdick, do you have any questions?

Senator Burpick. 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.

e 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. Bearp. You said adequate numbers?

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

Ms. BEARD. 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 :iave decided they don’t really want.

In other words, they make a commi.ment 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 ziving good, adequate care. And I think that is why
nurses are duserting 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, ibly 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. BEarp Correct.

Senator Burpick Is that correct?

Ms. BEARD. 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 Burpick. There have been many major changes in the
' 2alth care system resulting in many elderly patienis 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 se.ting? Either one or both of you may
respond.

Ms. Lurron. Well, the only solutior 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, anJ someone that has control over what
is reimbursed and what is not . simbursed.

It seems like a strange system to me right now that has a shop-
keeper deciding what quantity and what quality of merchanc:se his
customer needs, an? 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. 1t is lacking.

Ms. Lurron. Yes. I 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
place, and someone has to follow those cases as long as the home
health 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 ph;=ical 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 festified that there should be some-
one to do these thin%s. 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 thexe, the cooperation gets rather thin.

Then there are cases, too, when we nee’” 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 Burpick. Ms. Beard, do you have anything to say about
this subject?

Ms. BEARD. T 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 full-time field supervizor whose primary ‘unction 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. BearD. 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. Bu. there does need to be an independent over-
seer.

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

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

Ms. BEARD. True.

Senator Burpick. Thank you, Mr. Chairman.

The CHairMAN. Thank you, Senator.

I am going to make an assur.ption, 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. BEARD. 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. BEARD. I believe it should be-—no.

The CHAIRMAN. What should it be?

Ms. BEARD. Federal.

The CHAIRMAN. Federal.

Ms. LutroN. 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 CHAIRMAN. 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 th: 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 AGiING

Mr. WeLLs. Geod 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 cervices 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 ind~nendent as long as possible.

More than 149 millioi 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, 2 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. Tkis 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 widel disseminating
krowledge about elder abuse and demonstrating gtatewide 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 ninproved
family-based care.

Finally, we have devoted major resources and energies to devel-
oping respousive community systems for older persons. In 16 mcdel
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 znd con-
cerned relatives who may live in different parts of the ccuntry
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 th.2ir fam-
ilies. However, we do recognize that quality assurance for in-home
and supportive services *“volves mar.v complex issues. Under our
programs, States are r ad considerable flexibility in determin-
ing which serices a made available, how service delivery
should be orga nized, : » services si,ou'd be provided, and how
quality should be main

Given the wide range « social services and the variation among
States and communities and the avaiability, 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

voject which resulted in the report “The Black Box of Home Care
5ua1ity." 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
vase 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. Under this effort, quality assurance standards will be de-
signed for such services as homemaker, home health, personal care,
home meals, and case mabagement, 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 perscnnel, a higher degree of
quality care for the elderly can be provided in a variety of settings:
Eospitals, nursing homes, boarding care facilities, and in their own

omes.

The Administration on Aging has provided support for a number
of training projects specific ly focused on quality in-t me 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 independer.ce who are residing at home, in
hospitals, or in Ic ag-term care facilities.

A second point 1s 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 1.:p 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-
te: : builders, catalysts, information referral centers, and brokers
services,

The Administration on Aging will continue to 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 WELLS

DEPUTY COMIISSIONER ON AGING

GOOD MORNING. SENATOR MELCHER AND MEMBERS OF THE SPECIAL
COMIITTEE O AGING. 1 AM PLEASED TO HAVE THE OPPORTUNITY TO
DiSCUSS WITH YOU TODAY THE OLDER AMERICANS ACT AND THE ROLE
WHICH THE ADHIRISTRATIOH ONH AGING (AOAY IS PLAYING It PROVIDING
HOME CARE SZRVICES TO AMERICA'S ELDERLY CITIZENS. 1 CAH ASSURE
YOU OF OUR COF¥MITMENT IN PROVIDING QUALITY HOME CARE SERVICES
TO THOSE OLDER PERSONS IN GREATEST NEED IN OUR SOCIETY.

THE OLDER AMERICANS ACT (0AA) PASSED BY THE CONGRESS NEARLY 22
YEARS AGO IS AN IMPORTANT PIECE OF LEGISLATION THAT HAS BEEN
ERORMOUSLY SUCCESSFUL I SERVING THIS NATION'S RAPIDLY GROWING
OLDER POPLLATION. 11 1965, THE APPROPRIATION LEVEL WAS OHLY
$7.5 MILLION. 1N FY 1987, THE OLDER AMERICANS ACT
APPROPRIATIONS TOTAL $724.7 MILLION.

THE ADAINISTRATION ON AGING IS VERY PROUD OF THE CONTRIBUTIONS
MADZ BY THZ NATIOWAL HETWORK OF STATE AND AREA AGENCIES ON
AGIHG TO IMPROVE THE QUALITY OF LIFE FOR OLDER AMZRICANS WITH
BOTH THD SUPPORTIVE AuD NUTRITION SERVICES AUTHORIZED BY THE
OLDZR AMZRICANS ATT.

Wl ZILIEYI TuAT HELPIAS OLDZR PERSOS TO REMALN INDEPTHDINT
Cat BE ACHIZVED BLST TrROUGH WORKING WITd SYATE AND AREA
AGERCIFS TO BUILD LOCAL 5YSTEMS WMICH ARE HIGHLY VISIBLE,
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EASILY ACCESSIBLE TO OLDER PERSONS. AND RESPONSIVE TO THE HEEDS
07 GLDIR ANERICANS, PARTICULARLY THE MOST VULNCRABLE.

COMISNITY SYSTENS MUST ALSO BE TAILORED TO MIET THE NEEDS AND
SPECIAL CIRCUNSTANCES OF INDIVIDUAL COMMUNITIES., THESE
SYSTEMS, TO BE SUCCESSFUL. HAVE TO BE SUPPORTED BY A WIDS RAHGE
OF PUBLIC, PRIVATE, VCLUNTARY, AND RELIGIOUS ORGANIZATIONS AS
Wetl AS BY DEDICATED INDIVIDUALS.

WE ARE CONTINUING TO WORK TOWARD DEVELOPING AND REFINING
SYSTEMS IN WHICH ALL OF THE PIECES SUPPORT THE WHOLE. WHERE ALL
0F TdE PLAYERS ARE AWARE OF AND SUPPORT EACH OTHER. THESE
EFFORTS WILL FOCUS ON STRENGTHENING THE ROLES OF STATE AND AREA
AGENCIES ON AGING AS CATALYSTS. INFORMATION AND REFERRAL
CENTZRS., AND AS BROKERS OF SERVICES.

AS A0/ BEGINS THE THIRD DECADE OF ADNINISTERING THE OAA, W ARZ
UNDERTAKING A CRITICAL EXAMINATION OF NOT ONLY WHAT HAS BEEN
ACCOMPLISHED BUT ALSO WJAT REMAINS TO BE DONE. Wi (WST OFZRATE
WITHIN TdE FRANEWORK OF THE CHANGING DEMOSRAPHICS OF THE
ELDERLY. WAILE STILL CHSURING THAT THE HATION'S NEEDIEST
CUDZRLY PERSONS CON(INUZ TO RICEIVE THE ASSISTANCE THEY REQUIRS
TO REMAIN SELF-SUFFICIENT AND INDCPENDENT WITHIA THEIR OWN
HOIZS AND COIBIUNITIES.,

THO CRITICAL ISSUZS ARE EMERGING WHICH NECESSITATE AN INTENSTVE
EAMAIHATION AND REASSESSMINT OF AOA PROGRAIATIC AND
DISCRETIONARY PRIORITIES HOW AND IN THE YEARS AHEAD. O
CHALLENCE., OF COURSE., IS THE RAPID GROWTH OF THE tLDERLY
POPULATION. BETHEEN 198D - 2000, THE POPULATION AGE 60 AND
OVER 1S EXPECTED TO INCREASE APPROXIMATELY 27 PERCENT AuD Bf
THE YEAR 2000 TO REf RESENT 17 PERCENT OF THE TOTAL U.S.
POPULATION.  WHILE CURRIMTLY THE ELDIRLY REPRISENT 1 I EVERY 3
ANZRICANS, THL FIGURE MAY CLIM3 TO ONE I FOUR PERSOUS BY THE
YCAR 2030 ~- HEARLY 82 MILLION OLDER PERSONS. ADDITIONALLY, 1IN
1385, ASOUT ONE-THIRD OF THE ELDERLY POPULATION WERE BE JIEN
THE AGES OF 55 AND 59: ANGTHER 27 PERCENT WERS BSTWEEN 70 AND
74 RND NEARLY 1 IN 10 VERE 85 AND OLDZ&. THIS “GRAYING” OF
AUERICAN SOCIFTY WILL HAVE A SIGNIFICANT LPACT UPON EVERY
FAJCR SOCIAL INSTITYTION -- PARTICULARLY SOCIAL SERVICDS -- n
THE DECADIS A4EAD,

ERIC
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A SECOND MAJOR CHALLENGE WILL 3E TO FOCUS OUR INCREASINGLY
SCARCE PUBLIC RESOURCES ON THOSE OLDER PERSONS MOST IR NEED OF
ASSISTANCE. FREQUENTLY, THESE PERSONS -- THE MOST VULNERABLE
-- ARE WOMEN, MINORITIES. LOW INCOHE PERSONS, AND THE VERY OLD.

THE TITLE 111 PROGRAM HAS EVOLVED FROM A PROGRAM OF RELATIVELY
SHALL COMIUNITY SERVICE PROJECTS FOR OLDER PERSONS INTO A

COtPLEX AND HIGHLY DIFFERENTIATED “NATIONAL HETWORK ON AGING”
CURRTNTLY CONSISTING C5 57 STATE AGEMCIES AND APPROXIMATELY G790
AREA AGENCIES ON AGING (AAA) AND MORE THAN 25.000 LOCAL
{JTRITION AND SUPPORTIVE SERVICE PROVIDERS.

THREE SEPARATE TITLE I11 ALLOCATIONS ARE MADZ TO THE STATES FOR
(1) SUPPORTIVE SERVICES AND SENIOR CENTER OPERATIONS: (2)
CONGREGATE NUTRITION SERVICES: APD (3) HOME-DELIVERED MIALS.

EACH STATE MAKES AWARDS TO THE AREA AGENCIES. BASED UPON THEIR
APPROVED AREA PLANS. TO PAY UP TO 85 PERCENT OF THE COSTS OF
SUPPORTIVE SERVICES AND SEHIOR CENTERS AND FOR NUTRITION
SERVICES. IN HMOST CASES. AREA AGENCIES THEW ARRANGE WITH
PUBLIC. NONPROFIT. AND/OR PROPRIETARY SERVICE PROVIDERS T0
DELIVER NUTRITIOM AND OTHER SERVICES DESCRIBED Ii THE AREA
PLAN. ARCA AGENCIES MONITOR THESE SERVICES. PLAN FOR FUTURE
NEEDS AND SSRVE AS ADVOCATES AND LEADERS OH BEHALF OF ALL OLDER
PERSONS {1t TAEIR PLANNING AND SERVICE ,‘REA.

WE ARE COMVINCED THAT THT SERVICES AND PROGRAMS SUPPORTED UNDER
TITLE 111 ARE MECTING IMPORTANT SOCIAL. NUTRITION. AND
HEALTH-RELATED HEEDS OF OLDER AMERICANS. 1IN PARTICULAR. THERE
ARC ZLDERLY PERSONS WHO HAVE SPECIAL SOCIAL AHD ECONOMIC HE£D53
WAO BENEFIT SUBSTANTIALLY FROM OLDER ANERICANS ACT PROGRAMS.

17 1S TO THESE PEQPLE THAT OUR PROGRAMS tUST ALWAYS REACH OJT
TO hEL?.

THIS MANDATE IS AND HAS BEEM EMPHASIZED It QUR COMMITMENT TO
TARGET RESOURCES 70 THOSE OLDER PERSONS IN THEL GREATEST SOCIAL
£ 1D ECONOMIC NEED AND TO THOSE MOST IN DANGER OF LOSING THEIR
IHDEPENDENCE .

BOTH AOA AND THE AGING NETWORK RECOGHIZE AND ARE ADDRESSING --
THROUGH THE PROGRAMG. SERVICES, AND SPECIAL PROJECTS SUPPORTID




UNDER THE OAA -- THE REEDS OF LARGE NUMBERS OF ELDERLY
ATERICANS WHO ARE TN KEED OF HOME CARE SERVICES. ALTHOUGH MOST
ELDERLY PERSONS ARE IH GOOD HEALTH AND ABLE TO LIVE
INDEPENDERTLY. A SIGHIFICANT NUMBER ARE IH NEED OF SUPPORTIVE
AWD LONG-TERM CARE SERVICES.

ME NEED FOR HOME CARE SERVICES

THE 1982 NATIONAL LOWG-TERM CARE SURVEY PROVIDZS A BASIS FOR
ESTIMATING THAT IN 1985 APPROXIMATELY 4.5 MILLION (0R 13.9
PERCENT) PERSONS AGE 65 AND OLDER WHO WERE LIVING IN THE
COVAUNITY WERE ALSO INH NEED OF SOME HELP WITH THE ACTIVITIES OF
DAILY LIVING OR THSTRUMENTAL ACTIVITIES OF DAILY LIVING -~
SUCH AS, MANAGING MOWEY, MOVING ABOUT OUTDOORS. SHOPPING, DOING
HEAVY HOUSEWORK , PREPARING MEALS, TAKING MEDICATION. ACCORDING
10 TiE SURVEY, ABOUT 3.5 PERCERT OF THE TOTAL ELDERLY
PGPULATION LIVIHG Iit THE COINIUNITY HAD SEVERE LIMITATIONS.

THE NEED FOR ASSISTANCE ALSO WAS FOUND TO IHCREASE WITH AGE.
THE SURVEY FOUND THAT 12.6 PERCENT OF PERSONS AGED 65 - 74
HEEDED ASSISTANCE WITH PERSOMAL CARE ACTIVITIES DUE TO CHRONIC
ILLNESS,, WHEREAS 45.8 PE .CENT OF INDIVIDUALS 85 OR OLDER HEEDED
ASSISTARCE .

AS THE COMIITTEE IS AWARE, THE MAJOR PROGRAHS PROVIDING
VULNERABLE PERSONS WITH HOME-HEALTH CARE ARE MEDICARE AMD
MEDICAID.,  IR-HOME SOCIAL AND SUPPORTIVE SERVICES, INCLUDIMNG
NUTRITION, ARE PROVIDED THROUGH THE SOCIAL SERVICES BLOCK GRART
(5535), THE OLDER AMZRICANS ACT, AND UNDER TWO PROVISIONS OF
THE MEDICAID PROGRAM: THE HOMZ ARD COIMMUNITY-BASED WAIVER AND
THE PERSONAL CARE SERVICES OPTION. 1IN ADDITION, MANY PRIVATE
AND STATE AND LOCAL PROGRAMS ALSO PROVIDE NEEDED HOME SERVICES.

SERVICES PROVIDED UNDER TT|
THE AOA 1S VERY PROUD OF THE CONTRIBUTIONS THAT THE TiTLE Ili
PROGRAM HAS MADE TO IMPROVE THE QUALITY OF LIFE FOR OLDER

AACRICANS AND TO EMABLE OLDER PERSONS TO REMAIN INDEPEHDENT FOR
AS LONG AS POSSIBLL.
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0 IN FY 1985, APPROXIMATELY 149 HILLION CONGREGATE MEALS
(SERVING 2.9 MILLION ELDERLY) HERT PROVIDED TO OLDER
PERSONS AND THEIR SPOUSES.

0 Iit FY 1985, 79.8 MILLION HOME-DELIVERED MEALS WERE
PROVIDED TO APPROXIMATELY 671,000 HOMEBOUND ELDERLY.

HORE NUTRITION SERVICES ARE BEING TARGETED TO HOMZ
BOUND ELDERLY EACH YEAR. moST STATES ARE TRANSFERRIHNG
FUNDS OUT OF THEIR ALLOTHENTS FOR CONGREGATE MEALS AND
INTO THEIR ALLOTMENTS FOR HOME-DELIVERED MEALS AND
SUPPORTIVE SERVICES. 1N FY 1985 ALOKE, $47 MILLION
WAS SHIFTED FOR THIS PURPOSE. EOR SOME PERSONS,, THE
HOME-DEL IVERED HEAL'S PROGRAM MAY PAKE THE DIFFERENCE
IN THEIR BEING ABLE TO REMAIN In THEIR OWN HONES.

0 UNDER TITLE I11-B OF THE OAA, THREE BROAD CATEGORIES
OF SUPPORTIVE SERVICES ARE PROVIDED: (1) ACCESS
SCRVICES (E.G. TRANSPORTATION AND OUTREACH)

(2) 1H-HOMZ SERVICES (£.G. HOUSEKEEPING, PERSONAL
CARC.. AND VISITING): AND (3) COMIUNITY ALD
HE1GHBORHO0D SERVICES (£.6.., LEGAL SERVICES,
RESIDENTIAL REPAIR, AND E£SCORT STRVICES). THE
SUPPORTIVE SERVICES PROGRAM 1S CURRENTLY SERVING Al
CSTIMATED 8.9 MILLION O MORE CITIZENS EACH YEAR. 1N
FY 1985, 16.3 PERCENT OF ALL TITLE 111-B PROGRAN
PARTICIPANTS WERE MINORITIES AND 42.8 PERCENT WERE Lov
LSOl

0 TITLE VI OF THE OAA ALSO PROVIDES A WIDE RANGE OF
SUPPORTIVE AHD NUTRITION SERVICES TO ELDERLY MElBzks
OF 1UDIAN TRIBAL ORGANIZATIONS. OF THg ELIGIBLE
POPULATION OF ABOUT 28,500 ELDZRLY. APPROXIMATELY 90
PERCENT PARTICIPATED I NUTRITION SERV};ES (30 PERCERT
0F THZSE AT HC™ + " PERCENT RECEIVED OnE 0R MOP.ﬁ
SUPPORTIVE SERVICES. |
r"
UNDZR TITLE IV OF THE OAZ, AOA HAS PROVIDEG SUPPORT FOR 4 .
DIVERSE RANGE OF RESEARCH AND DEMONSTRATION PROJECTS AnD /
TRAIRING AND EDUCATION ACTIVIH‘EQFOCUSED I SUPPORTIVE AND
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HOME CARE SERVICES. THESE INCLUDE A LARGE HWUMBER 9F PROJECTS
DESIGHED TO HELP FAMILIES AND OTHER PERSONS WHO _ARE FOR THE
FRAIL AND IMPAIRED ELDEZRLY IN THEIR HOMES AND COMMUNMITIES:

AS PART OF AOA'S STRATEGY TO TARGET SERVICES TO THE
VULNERABLE ELDERLY, THE AGENCY HAS LAUNCHED AN
INITIATIVE TO IMPROVE THE CAPACITY OF CAREGIVERS W0
PROVIDE CRITICAL ASSISTANCT TO FUHCTIONALLY IMPAIRED
OLDER PERSONS. THIS ASSISTAMCE IS BASED ON THE
RECOGNITION THAT GROWING HUMBERS OF VULNERAECE OLDER
PERSONS IN THIS COUNTRY ARE CARED FOR IN THEIR HOMES
BY FAMILY., FRIENDS, AND NEIGHBORS, AND ThAT THESE
CARLSIVERS OF TEN HAVE INSUFFICIENT INFORMATION,,
TRAINING., AND SUPPORT TO PERFGRM THEIR ROLES IN A
FULLY EFFECTIVE MANNER. DURING FY 1985, AOA FUNDED 22
RESEARCH AND ".ZMOKSTRATION PROJECTS, REPRESENTING A
COMNITMENT OF $2.4 MILLIOM, TO DEVELOP MODEL STATEWIDE
AHD LOCAL DISSEMINATION CAMPAIGRS TO INFORM ARD
EDUCATE CAREGIVERS ABOUT THE MOST USEFUL WAYS OF
CARRYING OUT THEIR DIFFICULT TASKS. THE PROJECTS WILL
IMPLEMENT STATZWIDE AND LOCAL CAMPAIGHS USING
TELEVISION, FILM, VIDEOTAPES AND TELECOIMUNICATIONS 1N
INROVATIVE WAYS TO REACH THE BROADEST POSSIBLE
AJDIENCE .

A PROJECT FUNDED BY AOA IN Fy 1985 AND CONDUCTED BY
THE UNIVERSITY OF KANSAS ESTABLISHED A NATIONAL
HEWSLETTER FOR CAREGINVCRS CALLED PARENT CARE. THE
PROJECT EXPECTS TO BECOME SELF-SUFFICIENT DURIHG

Fr 1387,

AS PART OF THE CAREGIVER INITIATIVE AND AOA'S
LOWG-TERM CARE ACTIVITIES, AOA HAS DEVELOPED A GENEK .S
CAREGIVER BOOKLET DESIGNED TO PROVIDE INFORMATION TO
INFORMAL CAREGIVERS OF VULNERABLE OLDER PEOPLE -
ZARTICULARLY TO CARE=IVERS ANMD CONCERNED RELATIVES Wii0
PAY LIVE IN A DIFFERENT PART OF THE COUNTRY THAN THE
OLDER PERSON. WE HAVE BEEN SUCCESSFUL 1N WORKING WITH
A RJM3ER OF PRIVATE SECTOR GROUPS TO HAVE THEN
REPRODUCE AND DISTRIBUTE THIS GUIDE, £.G., LEVI
STRAUSS COMPANY (KNOXVILLE, TK), BLUE CROSS/BLUE
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SHIELD (JACKSORNVILLE. FL). AND UTAH LIGHT AND POWER
CIN COLLABORATION WITH THE STATE AND AREA AGENCIES O
AGING IN UTAK).

QUALTTY OF SERVICES AND CARE

THE AQA 1S CONCERNED THAT THE MOST FRAIL AND VULNERABLE OF THE
ELDERLY -~ AND THEIR FAMILIES -- RECEIVE THOSE IN-HOME AND
OTHER SERVICES WHICH WILL €.ABLE THEM TO REMAIN INDEPENDENT AND
Ith THEIR COIYINITIES. WE ALSC ARE VERY MUCH COIBIITTED TO THE
PROVISION OF QUALITY SERVICES TO EVERY OLDZR PERSON AND HIS/HER
FARILY,

W2 DO RECOGHIZZ. HOWZVER. THAT QUALITY ASGURANCE FOR IN-HOMZ
AND SUPPORTIVE SERVICES INVOLVES MARY COMPLEX ISSUES.

STATES HAVE CONSIDERABLE FLEXIBILITY IN DETERMINING WHICH
SCRVICES ARE TO BE MADE AVAILABLE: HOW SERVICE DELIVERY SHOULD
BZ ORGAHIZED: TO WHOM SERVICES SHOULD BE PROVIDED: AND hOW
QUALITY SHOULD BE MAINTAINED. GIVEN THE WIDE RANGE OF SOCIA.
SERVICES -- FROM HOMC-DELIVERED MEALS TO PERSONAL CARE -- AND
THE VARIATION AMONG STATES AND COMAUNITIES IN THE AVAILABILITY,,
ORGANIZATION ARD DELIVERY OF SERVICES, STATE AND LOCAL ENTITIES
ARE THE MOST APPROPRIATE LOCUS FOR SETTING STANDARDS AdD
HOHITORING PROVIDER PERFORMANCE.

THE TREMZNDOUS GROWTH IN THE POPULATION RECEIVING FORMAL HOME
CARE SERVICES AS WELL AS THE INCREASING AMOUNT OF FEDZRAL AND
STATE TAX DOLLARS SPENT ON THESE PROGRAMS HAVE RESULTED IN
EFFORTS BY THE DEPARTMENT. MANY STATES, PROFESSIONAL
ORGANIZATIONS AND OTHERS TO REVIEW AND UPDATE INFORMATION ON
THE QUALITY OF CARE AND TO DEVELOP NEW STRATEGIES FOR ASSURING
QUALITY IN-HOME CARE SERVICES TO VULNERABLE PERSONS.

HOWEVER. THE DEVELOPMENT OF NEW STRATEGIES SHOULD HOT BE
LIMITED TO A REVIEW AND REVISION OF FEDZRAL AND STATE
STANDARDS. THERE ARE SEVERAL OTHER ELEMENTS WHICH ARE IMPORTANT
IH INFLUENCING THE QUALITY OF FORMAL HOMZ CARE SERVICES. THESI
INCLUDE STAFF TRAINING: SUPERVISIOH: INDUSTRY ACCREDITATION:
PROFLSSIONAL CERTIFICATION: AND CONSUMER ADVISORY BODIES
(INCLUDIRG FAMILIES).
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A RECENT STUDY COMPLETED Y THE AMERICAN BAR ASSOCIATION (ABA)
AND FUNDED IN PART BY AOA. "THE "BLACK BOX' OF HOME CARE
QUALITY.™ GUTLINED A NUMBER OF LEGAL CONTROLS AND £CONOMIC
REALITIES WHICH TRAHSCEND THE FOR'AL REGULATORY FRAMEWORK AND
INFLUERCE THE NATURE AND QUALITY OF HOME CARE IN SELECTIVE
HAYS. TWO OF THESE IMPORTANT CONTROLS IHCLUDE I1nDUSTRY
ACCREDITATION AND THE CERTIFICATE OF NEED MECHARISM. ALSO, Tke
INSURANCE THDUSTRY 1S GIVING SERIOUS CONSIDERATION TO MORE
COMPREMENSIVE FOR!S OF LONG-TERM CARE INSURANCZ. IHCLUDING THE
COVERAGE OF HOME CARE. AS A POTENTIAL PAYOR OF HoME CARE ., THE
INSURANCE INDJSTRY COULD PLAY AN IMPORTANT RC. % 1N DEFINING THE
HATURZ AND QUALITY OF HOME CARE SERVICES. THE AMERICAN BAR
ASSOCIATION STUDY ALSO DEMORSTRATES COLLABORATION UNDERWAY
BETAZEN THE PUBLIC AND PRIVATE SECTORS 1N EFFCRTS TO 1MBROVE
THZ QUALITY OF HONE CARE.

A DISTUSSION OF HOME CARS SERVICES 1UST ALSO RECOSNIZE THE
HPORTANT ROLE OF TnE HON-AGENCY “INDIVIDUAL CONTRACTOR.* THE
NATIOHAL LONG-TERM CARC CHARNELING DEMONSTRATION, A LANDMARK
TEN-STATE EXPERIMENT SUPPORTED By THE DEPARTIZNT -- INCLUDING
AOA -- CONFIRMZD THAT HIGH QUALITY PERSOHAL CARE SERVICES CAH
8L GIVEN BY OZRSONS CAREFULLY RECRUITED BY FAMILY KZIMBZRS
TAROGH HIA3289E7 ADS, NETGH30RA00D CONTACIS. AMD FRIENDS.

THE OLDER ATERICANS ACT REQUIRES THAT EACH STATE pLAN FOR
SERVICES AND UNDZRTAKE ACTIVITIES wHICH WILL ASSURE THAT THE
PROVISIONS OF THE 0AA AND ALL APPLICABLE STATE AND LOCAL LAWS
ARC TET.  TdYS. ARZA AGENCIES Ol AGING HAVE GENERAL OVERSIGHT
OF SZRVICES THAT ARE BEING RECEIVED BY OLDER PERSONS In THEIR
HOMES WITH SPECIFIC MONITORING OF THE PERFORMANCE OF AfiY
PROVIDER BZING FUNDED UNDER THE ACT.

UNDER I7S TITLE v DISCRETIONARY PROGRAMS, THE AOA 1S HELPNG
T0 BUILD A KROWLEDGE BASE TO ASSIST STATE AND AREA AGENCIES TO
ASSULZ THE QUALITY OF HOME CARE FOR OLDER PERSO4S. RESEARCH
AND DZUONSTRATION £°£2773 INCLUDE THE SUPPORT 0F A PROJECT BY
THE 0H10 DEPARTMENT O AGING. IN CONJUNCTION WITH MiaMI
UNIVERSITY., 70 DESIGH, IMPLEMENT AKD EVALUATE A MODEL QUALITY
ASSURANCE PROGRA! FOR IN-HOME SERVICES FOR ELDERLY CARE
RECIPIENTS. THE PROJECT WILL ALSO PROVIDS TRAINING AND
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GUIDANCE ON QUALITY ASSURANCE PROGRAM STANDARDS AND PRACTICES
THROUGH A HANDBOOK AND A REGIONAL CONFEREHCE IN OHIO. THIS
PROJECT 1S SCHEDULED FOR COMPLETION IN LATE 1837.

A SECOND DEMONSTRATION PROJECT, FUNDEL aY AOA IN 1986 AND
TARGETED FOR COMPLETION AT THE EnD OF 1987, IS BEING CARRIED
OUT BY THE CLACKAMUS COUNTY (OREGGN) AREA AGENCY ON AGING WHICH
WILL REPLICATE AND TEST A LOCAL/STATE QUALITY ASSESSMENT
PROGRAM,

THE ADISINISTRATION ON AGING WILL ASSURE WIDESPRCAD
DISSEMINATION OF THE RESULTS OF THESE PROJECTS AND WILL
ENCOURAGE STATES TO ADOPT THE STANDARDS, AS APPROPRIATE.

TITLE IV EDUCATION AND TRAINING PROJECTS PROV'™S SUPPORT FOR
PREPARATION OF HEALTH AND SOCIAL SERVICE PROFESSIONALS IN
GERIATRICS AMD GERONTOLOGY AS WELL AS CONTINUING EDUCATION,,
TRAINING, AND STAFF DEVELOPMENT FOR PROFESSIONALS AND

P, APROFESSIONALS WHO WORK WITH THE ELDERLY. BY INCREAS'RG THE
QUALIFICATIONS OF THESE PERSONNEL. A HIGHER DEGREE OF QUALIY
CARZ FOR THF ELDERLY CAN BE PROVIDED IR WHATEVER SETTINGS R
PERSONS ARE FOUND -- HOSPITALS, NURSING HOMES, BOARD AND v."t
FACILITIES, AND THEIR OWH HOMES.

AOA ALSO HAS PROVIDED SUPPORT FOR A NUMBER OF PROJECTS
SPECIFICALLY FOCUSED OH QUALITY ASSURANCE IN HOME CARE FOR THE
ELDERLY. PECENTLY COWLETED PROJECTS IHCLUDE:

0  PARAPROFESSIONAL TRAINING FOR PROVIDERS OF HOME CARE
SERVICES TO RURAL. MINORITY ELIERLY BY THE SOUTHSIDE
VIRGIRIA COMICHITY COLLEGE: AKD

0 A TRAINING PROSRAM FOR RURAL SERVICE PROVIDERS AND
FAXILY CAREGIVERS OF ROMZBOUWD ELDERLY AT ATLAKTA
UNIVERSITY.

CURRENTLY FUNDFD PROJECTS INCLUDE:
0 A TRAILING PROGRAM AT THE UNIVERSITY OF MARYLARD AT
BALTIMORE FOR SOCIAL WORKERS AKD IN-HOVME AIDES TO

FACILITATE COb.  {ICATION BETWEEN PHYSICIANS AHD THE
ELDERLY REGARDINU PROPER DRJG USE: AND
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0 # CONTINUING EDUCATION PROGRAM AT NEN\ HEXICO STATE
URIVERSITY THAT INCREASES THE KNOWLEDGE AND SKILLS OF
HOMZ HEALTH AIDES AS WELL AS MANAGERS AND SUPERVISORS
OF HOME HEALTH AGENCIES.

I 7DDITION, MR. CHAIRMAH, THE ADMINISTRATION“S BILL FOR THE

REAUTHORIZATION OF THE OAA, WHICH HAS BEEH INTRODUCED I THE

HOUSE AS HR 208G, INCLUDES PROVISIONS THAT WE BELIEVE HILL

STREHGTHEN THE OAA IN HELPING TO ASSURE THE PROVISION Of

- QUALITY CARE TO THOSE ELDERLY WITH GREATEST NEED. THESE
PROVISIONS INCLUDE:

0 COORDINATION OF COMMYN] TY-BASED SERVICES

THE BILL WOULD REQUIRE STATE AGENCIES O AGING TO
PROVIDE ASSURANCE THAT AREA AGENCIES WILL FACILIVATE
THE COORDIBATION OF COMIWNITY-BASED SERVICES 70 OLDZR
IHDIVIDUALS RESIDING AT HOME. IN HOSPITALS. OR

LONG-TERM CARE FACILITIES, WHO ARE AT RISK OF
INSTITUTIONALIZATION BUT WAO COULD RZMAIN AT HOME IF A

FULL ARRAY OF COMMUNITY-BASED AND IN-HOME SERVICES
WIRE AVAILABLE. THIS WILL REAFFIRM THZ CRITICAL ROLE
OF EACH AREA AGEHCY ON AGING AS A
PLANRER/COORDINATOR/CATALYST O BEHALF OF ALL OLDER
AMERICANS.

COORDINATION OF HOME AND COMMUNITY-BASED SE VICES FOR
THE VULNERABLE ELDESLY HAS BECOME AN INCREASINGLY
TMPORTANT SERVICE PRIORITY THAT SHOULD BE A REQUIRED
ACTIVITY OF STATE AND AREA AGEHCIES ON AGING. AREA
AGENCIES ARE IN A UNIQUE POSITION TO PROVIDE
LEADERSHIP 1N COORDINATING THE WIDE ARRAY OF HEAL i
AlD SOCTAL SERVICES NEEDED BY VULNERABLE ELDERLY
PERSONS TO REMAIN AT HOME.

- 0 HAJVERS FOR INNOVATIVE COMMUNITY PROGRAMHING

12 BILL WOULD AUTHORIZE THE COMAISSIONER ON AGING TG
WALVE COMPLIANCE WITH ANY REQUIREMENTS OF SPECIFIC
SECTIONS OF THE ACT (RELATING TO STATE PROGRAM
ORGAHIZATION. AREA PLAHS., AND STATE PLANS) 1N THE CASE
GF DEMONSTRATINN PROJECTS THAT PROMOTE THE OBJECTIVES
0F TITLE TI1. THE OAA CURRENTLY PROVIDES STATE
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AGENCIES WITH ThE AUTHORITY TO CARRY OUT DEMONSTRATION
PROJECTS OF STATEWIDE SIGNIFICANCE RELATING TO THE
IRITIATION, EXPANSION, OR IMPROVEMENT OF SERVICES
ASSISTED UNDER TITLE 111, YOWEVER, STATE AGENCIES AREZ
HAMPERED FROM UNDERTAKING ¢ ECTIVE DEMONSTRATIONS OF
COIPREHENSIVE AND COORDINATED SYSTEMS BECAUSE 0F THE
VARIOUS REQUIREMENTS IN THE CURRENT LAW. FURTHER,
VARIOUS PROVISIONS OF THE ACT PRECLUDE STATE AGENCIES
FROM DEVELOPING VIABLE DEMONSTRATION MODELS THAT DO
HOT CONFORM TO THE PLANNING AND SERVICE AREA/AREA hd
AGENCY SERVICE DELIVERY MODEL CURRENILY REQUIRED BY

THE ACT. IF THE ACT PROVIDED THE COMIISSIONER WITH

THE AUTHORITY TO WAIVE SEVERAL OF THE CURRENT

REQUIREMENTS THAT ARE ASSOCIATED WITH THE PLANNING AND

SERVICE AREA/AREA AGENCY SERVICE DELIVERY [4ODEL. STATE

AtD AREA AGENCIES COULD BEGIN TO DEVELOP AND

DEMONSTRATE COMEAUNITY SERVICE SYSTEMS TO APPROPRIATELY

SUSTAIN VULNERABLE OLDER PEOPLE IN THEIR “%WWNITIES

AND IN THEIR HOMES.

0 EZES FOR SERVICES TO GENERATE REW RESOURCES

THE BILL WOULD PLRMIT STATES, AT THEIR OPTION, TO
PERITIT AREA AGENCIES TO CHARGE FEES, BASED ON ABILITY
TO PAY, FOR SUPPORTIVE SERVICES UNIZR PART B OF TITLE
TII. THE STATE AGENCY WOWLD BE REQUIRED TO ENSURE
THAT O FEES FOR SUCH SERVICES WERE CHARGED TO LOW
INCOME INDIVIDUALS. IT WOULD BE LEFT TO STATE
DISCRETION TO DETERMINE WHICH SUPPORTIVE SERVICES
WOULD BE SUBJECT TO CHARGES. AS UNDZR CURRENT LAM,
THERE WOULD BE 110 AUTHORITY TO CHARGE FEES FOR
NUTRITION SSRVICES UNDER PART C OF TITLE III.

THIS AMENDNENT WOULD HELP TO ENSURE THE MOST EFFECTIVE
UZF OF PROGRAM FUNDS, AS FEFS COLLECTED FROM THOSE
A3.E TO PAY WOULD ENABLE AREA AGENCIES [0 EXPAND
SERVICES AVAILABLE. AREA AGECIES WOULD REMAIN FREES
TO SEEK ONLY VOLUNTARY CONTRIBUTIONS: HOWZVER, T4E
PROPOSAL WOULD COMPLEMENT THAT AUTHCRITY.

ERIC

Aruitoxt provided by Eic:




ERIC

Aruitoxt provided by Eic:

53

JRANSFER OF SUPPORTIVE AND KUTRITION SERVICES FUNDS

THE BILL WOULD INCREASE THE PORTION OF ALLOTMENTS THAT
STATES IAY TRANSFER BETWEEN THE SUPPORTIVE SERVICES
AND NUTRITION SERVICES PROGRAMNS FROM 30 PERCENT UNDER
CURRENT LAW TO 50 PERCENT FOR FY 1983, 50 PERCENT FOR
FY 1989, AND 75 PERCENT FOR FY 1990.

DURING THE REMAINDER OF FY 1987 AKD INTO THE NEXT SEVERAL
YEARS, THE ADMINISTRATION ON AGING IS EMBARKING UPON RENEWED
AD MORE AGGRESSIVE EFFORTS TO SyPPORT STATE AND AREA AGENCIES
% AGING IN ASSISTINC VULNERABLE AND FRAIL OLDZR PERSONS AND
THEIR FAMILIES TO FIND APPROPRIATE HELP TO MAIKTAIN THEIR
INDEPENDENCE WITHIN THEIR OWN COMMUNITIES FOR AS LONG AS
POSSIBLE AND TO DELAY OR PREVENT UNNECE SSARY
INSTITUTIONALIZATION, THIS INCLUDES NOT OHLY RUTRITION
SERVICES. BUT THE BROAD RANGE OF SUPPCRTIVE SERVICES WHICH
THESE OLDER PERSONS MAY REQUIRE.

THE AOA WILL CONTINUE 10 PLACE EMPHASIS ON ACTIVITIES SUCH AS
IN-HONE SERVICES AND TO SUPPORT STATE AND AREA AGENCIES On
AGING 1N BUILDING A RESPONSIVE SYSTEM Of HOMC-BASED CARE. In
THIS REGARD. WE WILL ALSO ASSIST STATE AnD AREA AGENCIES T0
BECONZ MORE INVOLVED IN ASSISTING IN THE DEVELOPMENT OF QUALITY
ASSURANCE STANDARDS IN THEIR STATES. & BELIEVE SUCH STANDARDS
ART IMPORTANT AND NEEDZD. '

WHILE THE AOA BELIEVES THAT QUALIT. ASSURANCE STANDARDS ARE
IMPORTANT AND NEEDED, WE BELIEVE,, HOWEVER. THAT SUCH STANDARDS
AUST ADDRZSS THE CIRCUMSTANCES OF INDIVIDUAL STATES AND
COMWNITIES AHD CAN BEST BE DETERMINED By EACH STATE [y
ADDRESSIRG 1TS SPECIAL HEEDS RELATZD TO HOE CARE.

THIS ADMINISTRATION 1S DEEPLY COMMITIED TO IMPROVING THE
SUALITY OF LIFE THROUGH QUALITY SERVICES FOR ALL OF THIS
HATIO4'S OLDER CITIZENS,

1 WANT TO THANK YOU, SENATOR MELCHER. FOR THE OPPORTUHITY TO
SHART SOME OF THE IMPORTART ACCOMPLISHMENTS OF THE OLDER
AMERICANS ACT AND TO THANK YOU FOR YOUR SUPPORT OF PROGRAMS FOR
QUR NATION'S ELDERLY CITIZENS AND THEIR FAMILIES. KOW. I Wou.bD
BE HAPPY TO AHSKER YOUR QUESTIONS.
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The CHAIRMAN. Thank you very much, Mr. Wells.

But I think you have heard this morning that the quality of life
isn’ very good fcr 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 CHAIRMAN. I 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. V.ells, 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
starl: 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,
cr how to screen them or how to set up a system where you can
call somebody if you’re not getting any results?

Mr. WeLLs. 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 strongl; that such standards are important,
and we are working to provide them.

The CHAIRMAN. 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 vith other State——

The CHAIRMAN. Well, they say that your agency, it would be di-
rectly respounsible to make sure that the people who provide the
home hcalth caze are trained, they know what they’re dcing, 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 CHalRMAN. “Performance-based contracting.”

Mr. WELLS. These are conditions that are——

The CHAIRMAN. And these are the conditions?

Mr. WELLs. 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 CHAIRMAN. 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 betweer. 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 CHAIRMAN. 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.
e CHAIRMAN. So the situation in southwest Michigan might be
typical of the State of Michigan then?

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

The CuamrMaN. Do you know of any State where it’s different,
any specii.c State where somebody is in charge?

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

The CHAIRMAN. The State of Massachusetts. Any others?

Mr. WEeLLs. The State of Rhode Island.

The CHAiRMAN. 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 CrarMaN. Under various State programs.

Mr. WELLS. Yes, sir.

The CHAIRMAN. 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 responsibilit

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 - > amended it or that you are in
charge of Medicare or Medicaid, are you?

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

The CHAIRMAN. Not regulatory.

Mr. WELLs. 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, I 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 I 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 suppored to do in order to get the job done. Isn’t
that correct?

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

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

Mr. WeLLs. 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 CHAIRMAN. That’s right.

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

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

As our administrator, I' . 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 Meaicare 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 3 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 bealth agencies certified to provide care has
almost doubled since 1980 to about 6,000 today. Since 1980 Medi-
care hgénse 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 alsc 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 pei-
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 2 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
plTln of t1eatment 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 pussible.

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 inore on patients and less on pa-
pcirwork, similar to what we have done for our skilled nursing fa-
cilities.

We are now developing a patient cutcome-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 outcorae-
orignted survey of home health agencies during fiscal year 1988.
‘2 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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:iqent that have been previously approved by our fiscal interme-
iary.

Fiaally, 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 & HUMAN SERVICES

Weshnglon, DC 20201

STATEMENT OF
LOUIS B. HAYS

ASSOCIATE ADMINISTRATOR FOR OPERATIONS

HEALTH CARE FINANCING ADMINISTRATION

MR. CHAIRMAN AND MEMBERS OF THE COMMITTEE, I APPRECIATE THE
OPPORTUNITY TO APPEAR HERE TODAY TO SPEAK ABOUT HOME HEALTH
QUALITY ASSURANCE. AS DR. R0PER STATED SEVERAL WEEKS AGO WHEN HE
APPEARED BEFORE THIS COMMITTEE, THIS ADMINISTRATION 1S COMMITTED
TO HAINTAINING AND ENHANCING A HIGH LEVEL OF QUALITY THROUGHOUT
THE MEDICARE AND MEDICAID PROGRAMS. 1 CAN ASSURE YOU THAT OLR
COMMITHENT EXTENDS TO CARE PROVIDED IN ALL SETTINGS, INCLUDING
OLR BENEFICIARIES® HOMES,

CHANGES OVER THE PAST FEW YEARS IN HOW AND WHERE SER\ICES ARE
DELIVERED HAVE FOCLSED ATTENTION ON CARE PROVIDED IN OLTPATIENT
SETTINGS. BECAUSE OF THIS CHANGING EMPHASIS, WE ARE REASSESSING
EMISTING ACTIVITIES A\D EAPLOKING AEW POSSIBILITIES TO ASSURE
THAT QUALITY OF CARE PROVIDEL IN HOMES AND OTHER OUTPATIENT
SETTINGS MEETS THE HIGH STANDARDS OUR BENEFICIARIES HAVE COME TO
E\PECT

BACKGROUND

LET ME BEGIN BY PRIEFLY DESCRIBING THE MEDICARE AND HEDICAID HOME
HEALTH BE EFITS WHICH ARE AIMED AT VERY DIFFERENT TYPES OF
PATIENTS -- MEDICARE BEING PRIMARILY FOR POST-ACUTE PATIENTS AND
HMELICAID GENERALLY FOR PATIENTS ®ITH LONGER-TERM, CHRONIC
CONDITIONS .
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WE VIEW THE MEDICARE HOME HEALTH BENEFIT AS AN ESSENTIAL

COMPONENT OF THE MEDICARE BEAEFIT PACKAGE. HOME HEALTH CARE 1S
OFTEN THE FINAL STAGE OF A PATIENT'S RECOVERY PROCESS FROY AN
ACUTE ILLNESS -- A PERIOD WHERE THE PATIENT STILL REQUIRES SOME
SKILLED CARE BUT GENERALLY NOT ON A DAILY BASIS, TO RECEIVE
MEDICARE HOME HEALTH SERVICE>, A BENEFICIARY MUST BE UNDER A
PHYSICIAN'S CARE, HAVE A NEED FOR SKILLED CARE AND BE HOMEBOUMD.
WHEN THESE CONDITIONS ARE MET, PATIENTS CAN RECEIVE INTERMITTEAT
OR PART-TIME SKILLED NURSING AND NURSING AIDE SERVICES, PHYSICAL,
SPEECH AND OCCUPATIONAL THERAPY, THE SERVICES OF A MEDICAL SOCIAL
¥ORKER, AND MEDICAL SUPPLIES AND EQUIPMENT. MEDICARE PATIE\TS
CAN ALSO RECEIVE DAILY NURSING CARE IN THEIR HOME FOR LP TO 3
WEERS, AND BEYOND IN UNLSUAL CIRCUMSTANCES, IF THEIR PHYSIClAM
CERTIFIES THAT THE NEED FOR DAILY CARE WILL NOT CONTINUE
INDEFINITELY.

THE HOME HEALTH BENEFIT 1S ONE OF THE FASTEST GRORIANG COMPOGMENTS
OF THE MEDICARE PROGRAM AND MORE MEDICARE BENEFICIARIES ARE
RECEIVING HOHE CARE THAN EVER BEFORE. LAST YEAR, ALMOST 46
MILLION HOME HEALTH VISITS WERE MADE TO ABOUT 1.5 MILLIOM
BENEFICIARIES. THE NUMBER OF HOME HEALTH AGENCIES CERTIFIED TO
PROVIDE CARE HAS AL¥OST DOUBLED SINCE 1980 TO ABOUT 6,000 TODA).
SINCE 1980, MEDICARE HOME HEALTH SPENDING HAS TRIPLED TO O\ER
$2.5 BILLION IN FY 1486,

THE MEDICAID HOME HEALTH BENEFIT PROVIDES MOST OF THE SAME
SERVICES AS MEDICARE. 1IN ADDI1ION, A STATE CAN OPT TO PROVIDE
PERSO\AL CARE SERVICES TO RECIPIENTS IN THEIR HOMES, A BENEFIT
GEARED TO INDINIDUALS WITH FEWER MEDICAL NEEDS THAN HOME HEALTH
PATIENTS BUT WHO NEED SOME ASSISTAXCE TO REMAIN IN THE HOME,
BECAUSE OF THIS FEATURE, THE MEDICsID MOYE CARE BENEFIT IS
GENERALLY SEEN AS A LONG TERM CARE RENEIT, AS C™POSED TO THE
MEDICARE BENEFIT WHICH 1S MOST FREQUENTL™ USED AS A POST-ACUTE,

SHORTER-TERM BENEFIT.

MEDICAID SERVICES PRCVIDED IN THE HOME HAVE MADE IHMPORTANT

CO\TRIBUTIONS TO OUR SENIOR CITIZENS. IM PARTICULAR. SINCE 1981

THE MEDICAID PROGRAM HAS PROVIDED STATES WITH A MECHANISYM WHICH .
ALLOWS THEM TO PROVIDE HOME AAD COMMUNITY-BASED SERVICES TO

TARGETED GROUPS OF RECIPIENTS. STATES HAVE BEEN ABLE TO DESIGN

INNOVATIVE AND COST-EFFECTIVE WAYS TO ASSIST HMA\Y ELDERLY

’
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MEDICAID RECIPIENTS, WHO WOULD OTHERWISE BE IN NURSING HOMES, TO
REMAIN IN THEIR HOMES. THE TYPES OF SERVICES ZROVIDED UNDER
THESE PROGRAMS INCLUDE RESPITE CARE, THE PROVISION OF MEALS, AAD
CASE MAMAGEMENT SERVICES NOT OTHERWISE COVERED BY MEDICAID, 1IN
1985, THE LATEST YeAR FOR WHICH DATA IS AVAILABLE, THE MEDICAID

PROGRAM SERVED OVER HALF A MILLION RECIPIENTS N THEIR HOMES AT A

* COST OF APPRONIMATELY $1.1 BILLION
ASSURING QUALITY
. THE DRAMATIC GROWTH IN THE USE OF HOME HEALTH SERVICES REPRESEATS

A TREND THAT WILL PROBABLY CONTINUE, GIVEN THE CURRENT EMPHASIS
ON EFFICIENT USE OF HOSPITAL RESOURCES AND THE INCREASED {EDICAL
AKD SOCIAL EMPHASIS ON THE PRO\ISION OF CARE IN NONINSTITUTIUNAL
SETTINGS., JUST AS WE HAVE MO\ED AGGRESSIVELY TO ASSURE THE
QUALITY OF CARE PROVIDED TO PATIENTS IN HOSPITALS, WE ARE ALSO
STRENGTHENING AND IMPROVING OUR PROCEDURES FOR ASSURING QUALITY
CARE IN OUTPATIENT SETTINGCS, INCLUDING HOME ZARE.

SURVEY AND CERTIFICATION

‘TO QUALIFY AS A PROVIDER OF CARE FOR MEDICARE AND MEDICAID
PATIENTS, A HOME HEALTH AGENCY MUST MEET SPECIFIC REQUIREMEATS,
OR CONDITIONS OF PARTICIPATION. THESE CONDITIONS WERE DE\ELOPED
IN COOPERATION WITH PROFESSIONAL ORGANIZATIONS AND PRESCRIBE
SPECIFIC REQUIREMENTS NECESSARY TO ENSURE THE HEALTH AND SAFETY
OF INDIVIDULALS RECEIVING SERVICES IA THEIR HOMES., THE CONDITIOAS
COVER THREE BROAD AREAS: PERSONAEL REQUIREMENTS FOR THOSE GIVING
CARE, ADMINISTRATIVE REQUIREMENTS FOR AN AGENCY TO EFFECTIVELY
RENDER CARE, AND REQUIREMENTS WHICH ADDRESS THE PRO\ISIO\ OF

SPECIFIC TYPES OF CARE,

LET ME BE MORE SPECIFIC ABOUT THE FERSONNEL QUALIFICATIONS, WHICH
1 hNOW ARE OF PARTICULAR COMCERN TO THIS COMMITTEE, PROFESSIONAL
PERSONNEL ARE REQUIRED TO MEET SPECIFIC EDUCATIONAL, LICEVSLRE
AND EXPERIENCE STANDARDS AND ARE REQUIRED TO PERFORM SPECIFIC
DUTIES. FOR EMAMPLE, A REGISTERED NURSE MLST BE A GRADUATE OF AN
APPROVED SCHOOL OF PROFESSIONAL NURSING AND BE LICENSED AS A
REGISTERED NURSE BY THE STATE,

ALL HOME HEALTH M RSING CARE MUST BE PRO\IDED UNDER THE

SUPERVISION OF A REGISTERED NURKSE AND MUST BE IN ACCORD witH A

O ‘ 6 8
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PLAN OF TREATMENT DEVELOPED FOR EACH PATIENT AND REVIEKED
PERIODICALLY. OUR REGULATIONS REQUIRE THAT HOME HEALTH AIDES BE
CLOSELY SUPERVISED TO 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
NUTRITION, IN THE AGING PROCESS AND A PROCEDURES FOR HAINTAIMING
A CLEAN, HEALTHFUL AND PLEASANT ENVIRONMENT, AMONG O (HER

RESPONSIBILITIES SPECIFIED IN REGULATIONS.

LET ME NOTE. AT THIS POINT, 1HAT 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.™ ¥E HAVE RECEATLY
BECOME AWARE OF THIS SITLATION AND HAVE TAREN STEPS TO PUBLISH A

PROPOSED REGULATION AS SOON AS POSSIBLE.

WE DETERMINE WHETHER HOME HEALTH AGENCIES MEET THE REQUIREMENTS
TO PRO\IDE SER\ICES TO MEDICARE AND MEDICAID PATIENTS BASED OA
SUR\EYS PERFORMED BY STATE AGENCIES, USUALLY STATE HEALTH
DEPARTMFNTS. w»E SUPER\ISE THE SURVEY PROCESS CENTRALL)Y AND ISSLE
NATIONAL GUIDELINES TO ASSIST SURVEYORS IN APPLYING THE
CONDITIONS OF PARTICIPATiON TO HOME HEALTH AGENCIES. WE ALSO
CONDUCT REGULAR TRAINING OF SURVEYORS TO PROMOTE CORRECT Ahb

CONSISTENT SURVEY FINDINGS.

VISITS TO PATIENTS IN THEIR HOMES IS ONE ASPECT OF OUR CURRENT
SURVEY PROCESS WHICH IS INTENDED TO IDENTIFY QUALITY PROBLES
WE ARE WORKING TO FOCUS OUR HOME HEALTH SURVEYS MORE ON PATIENTS
AND LESS ON DOCUMENTATION AND PAPERWORh. WE HAVE ALREADY
IMPLEMENTED NEW SURVEY PROCEDURES FOR NURSING HOMES THAT
EMPHASIZE DIRECT OBSERVATION OF PATIENT CARE AND WE WAKT TO
EXTEAD THIS TYPE OF SURVEY TO HOME HEALTH AGENCIES, TO THIS
END, WE ARE NOw DEVELOPING, UNDER CONTRACT, A PATIENT OLTCOME
ORIENTED SULRVEY INSTRUMENT WHICH wILL ENABLE US TO ASSESS MORE
EFFECTIVELY THE ACTUAL QUALITY OF CARE PROVIDED IN THE HOME., WE
EXPECT 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 AGEACY
PERFORMANCE, THEY MONITUR HOME HEALTH AGENCIES " EFFORTS TO
IMPROVE THEIR OPERATIONS. OUR EMPHASIS IS ON ADVISING HOME
HEALTH AGENCIES ABOUT MECESSARY CORRECTIONS AND GIVING THEM AN
OPPORTUNITY TO COME UP TO STANDARDS. HOWEVER, IF DEFICIENCIES
ARE NOT CORRECTED OVER TIME, STATE AGENCIES WILL RECOMMEAD
TERMINATION FROM FARTICIPATING IN MLDICARE AND MEDICAID. THESE
PROCELVRES HAVE RECENTLY BEEA STRENGTHENED, PARTICULARLY WHERE
THE HEALTH AND SAFETY OF PATIENTS ARE SERIOLSLY THREATEAED.

THE 3URVEY AND CERTIFICATION PROCESS IS AN IMPORTANT CORMNERSTONE
OF OUR QUALITY ASSURANCE PROGRAM AND WILL CONTINUE TO HAVE OLR
STRONG SUPPORT. AS EVIDENCE OF QUR BELYEF IN THE EFFECTI\VEANESS
OF THIS PROCESS, WE HAVE INCREASED OUR HOME HEALTH AGENCY SU*VEY
BUDGET FOR FY 1988 By 48 PERCENT TO SIGNIFICANTLY INCREASE TAE
FREQUENCY OF SURVEYS. OVER $3 MILLION OF ADDITIONAL FUNDS WILL
BE DESIGNATED SPECIFICALLY FOR HOME HEALTH AGENCY SURVEYS. WE

BELIEVE THIS CLEARLY DEMONSTRATES OUR COMMITMENT TO QUALITY.

M C. N. OVFRACE COMPL.ANCE REVIEW

®E ALSO RELY ON OTHER HMECHANISMS TO ASSURE THAT ONLY NECESSARY
CARE IS BEING PROVIDED BY HOME HEALTH AGENCIES. UNDER THE
MEDICAL REVIEW PROGRAM, A SAMPLF OF MEDICARE CLAIMS SUBMITTED TO
INTERMEDIARIES FOR PAYMENT IS REVIEWED BY ANURSES OR PHYSICIAAS TO
DETERMINE IF THE SERVICES WERE MEDICALLY NECESSARY AND
APPROPRIATE. THIS PRCCEDURE Has CENTLY BEEN FACILITATED
THROUGH THE USE OF NEW FORMS WHICH PROVIDE MORE AND BETTER
INFORMATION FOR REVIEWERS TO MAKE ACCURATE DECISIONS. WE ARE
WORKWING, WITH TiE INPUT OF HOME HEALTH AGENCIES AND INDUSTRY
REPRESENTATIVES, TO SIMPLIFY AND IMPROVE THESE FORMS. 1IN
ADDITION, CONSISTENCY OF INTERMEDIARY DECISIONS HAS BEEN GREATLY
IMPROVED THROUGH THE RECENT MOVE FPOM 48 INTERMEDIARIES TO 10

REGIONAL INTERMEDIARIES.

UNDER THE COVEPAGE COMPLIANCE REVIEW PROGRAM, FISCAL
INTERMEDIARIES VISIT ALL MEWLY QUALTFYING HOME HEALTH AGENCIES
AND, ON A RANLOY BASIS, PATIENTS® HOMES TO ASSURE THAT CARE IS
BEING PROVIDED IN ACCORDANCE WITH MEDICARE PROGRAM STAMDARDS AND
REQUIREMENTS .
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CONCURREAT AUTHORIZATION

IN JUNE WE WILL IMPLEMENT A PILOT PROGRAM OF CONCURRENT
AUTHORIZATION FOR HOME HEALTH SERVICES. UNDI'R THIS INITIATIAE,
HOME HEALTH AGENCIES WILL SUBMIT PATIENT PLANS OF CARE TO
INTERMEDIARIES WHICH WILL DECIDE, WITHIN 5 WORKRING DAYS, WHETHER
THE PROPOSED CARE MEETS MEDICAL NECESSITY AND CO\ERAGE
REQUIREMENTS. THE INTERMEDIARY WYLL THEN PAY CLAIM5 THAT ARE
CO' SIGTENT WITH THE PLAN OF TREATMENT, THEREBY REDUCING THE RISh
OF DENIALS. TH1S PROGRAM IS EXPECTED TO PROVIDE FINANCIAL
PROTECTION TO S0TH THE HOME HEALTH PATIENT AND AGENCY PROVIDING
CARE. THE PILOT WILL BZ CONDUCTED AT TWO SITES FOR A 90-DAY

PERIOD AFTER WHICH WE WILL EVALUATE THE PRCGRAM.

PPO_REVIEW

FINALLY, WE WILL SHORTLY BE WORRING WITH PEER REVIEW
ORGANIZATIONS (PROs) TO REVIEW CARE PROVIDED IN HOME SETJ INGS.
THE OMMIBUS RECONCYLIATION ACT OF 1986 (OBKA) REQUIRED THAT PROs
RE\IEW POST-HOSPITAL CARE PROVIDED IM VARIOUS SETTINGS, IMCLUDING
CARE PROVIDED BY HOME HEALTH AGEMCIES. PROs WILL ALSO PE
REQUIRED TO REVIEK READMISSIONS TO HOSPITALS OCCURRING WITHIN 31
DAYS OF DISCHARGE. IN REVILWING READMISSIONS, PROs WILL LOOR AT
INTER\ENING CARE, INCLUDING SER\VICES PROVIDED BY HOME HEALTH

AGENCIES, TO IDENTIFY PROBLEMS WITH QUALITY.

THESE PROVISIONS BECCME EFFECTIVE FOR PRO CONTH ENTERED INTO

AFTER JAN' RY 1, 1987. THE FIRST CONTRACT TO B} ECTeD WILL BE
THAT OF THE PENNSYLVANIA PRO WHICH IS SCHEDULED . ~.ENEWAL OR
AWARD IN JULY OF THIS YEAR. SINCE THE PENNSYLVANIA PRO IS OUT-
OF-PHASE WITH OTHER PRO CONTRACTS, EARLY IMPLEMENTATION OF THE
HEW REQUIREMENT THROUGH THIS PRO WILL PROVIDE US WITH AN
EXCELLENT OPPORTUNITY TO USE PENNSYLVANIA AS A PILOT IN TESTING A

PROTOCOL FOR TH1S REVIEW,

®E ARE ALSO DEVELOFPING A PROTOCOL FOR PROs TO ESTABLISH SYSTEMS
TO REVIEW AND RESPOND TO BEKEFICIARY COMPLAINTS ABOUT QUALITY, AS
REUVIRED BY OBRA. PRO CONTRACTS WI!LL BE MODIFIED SO ThAT THE

COMPLAIN: SASTEM WILL BE OPERATIONAL BY AUGUST.
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RESFARCH
J wOLLD LINE TO BRIEFLY DESCRIBE OLR RESEARCH AND DEMONSTRATION

PROJECTS WHICH ADDRESS HOME HEALTH QUALITY. %E NOW HAVE UMDERW4)
TN WASHINGTON AND COLORADO SMALL PILOT PROJECTS ON THE
DEVELOFMENT AND TESTING OF QUALITY OUTCOV® MEASUREMEATS FOR HOME
HEALTH CARE I\ COLORADO, WE WILL ALSO BE COMPARING THE COST,
QUALITY AND EFFECTIVENESS OF CARE PROVIDED BY FREESTANDING AND
HOSPITAL-BASED HOME HEALTH AGENCIES, AND EXAMINING THE IMPACT OF
THE HOSPI1AL PROSPECTIVE PAYMENT §ySTEM ON THE QUALITY OF HOME
HEALTH SERVICES. WE ARE ALSO SUPPORTING TWO PROJECTS TO RE\]Ew
THE ADEQUACY AND OUTCOMES OF POST-HOSPITAL, OR AFTERCARE,
SERVICES. ALSO, BY THE EAD OF THE }EAR WE E\PECT "0 Ha‘E
INITIATED A STLDY AND DEMONSTRATION FOCUSING ON OUTCOME-ORIENTELD

QUALITY ASSESSMENT FOR HOME HEALTH SERVICES,

WE :A\PECT THESE STUDIES WILL PROVIDE US WITH INFORMATION IN THE
FUTURE TO REFINE AND IMPROVE OUR OUTCOME ORIENTFD SURVEY PROCESS

AND TO ASSIST US 1N MONITORING THE QUALITY OF HOME HEALTH CARE .

CONCLUS1ON

WE BELIE\E THAT THE EAISTING MECHANISMS WE HAVE IN pLACE A\D THE
NEw MECHA\ISMS UNDER DE\ ELOPMENT UNDERLINE OUR CONTIMNLIANG
COMMITVENT TO QUALITY OF CARE FOR OUR BENEFICIARIES, WE RA\On
THAT IMPROVEMEATS CAN ALWAYS Bf MADE, AND WE BELIEVE OLR
ACTIVITIES DEMONSTRATE A SINCERE INTEREST 1A MO\1ILG FORWARD I

OUR QIALITY ASSURANCE EFFORTS

I wOlLLD BE PLEASED TO A\SWER YOUR QUESTIONS
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The CHalrMAN. 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 Mediczid. 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 *hrough 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 -1ssessment. It’s obvious from the testimony, that
there should be a test to see if the aides can operate medical equip-
ment, ur <ven 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 3rawn and in force and in effect
that would set up what type of training, what type of qualifications
these people should have befor: they go out to the home?

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

The CrairMAN. I beg youv: pardon?

Mr. Hays. Qur condicions 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 weuid go
bﬁyond that to require that the training be in accordaace with
the——

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

The CHAIRMAN. Oh, well, before——

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

The CuairMAN. Now, before I get through with you, Mr. Hays,
let me ask you what ye- know about it, because you have had
plenty of time to know ¢  t it. What was the bill you mentioned,
Peconciliation Act of 1980

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

Mr. Hays. Yes.

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

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

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

Mr. Hays. That’s correct.

The CialRMAN. 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 understarn.. it.

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

Mr. Hays. 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 fisral intermediaries, and increasing-
ly through ocur 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 CHAIRMAN. 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. Hayvs. Certainly that is part of it.

The CHAIRMAN. That’s part of it.

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

The CHAIRMAN. Is that a big part of it?

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

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

Mr. Hays. 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,
ever 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 CuAIRMAN. 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 arfraid those kinds of answers, Mr.
Hays, aren’t ..cceptable. 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. iIays. Mr. Chairman, the regulation that you are referring
to goes tc 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 tl it is provided to our 1.5 millior:
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 Reconciii-
ation Act required that regulalions be drafted to set the standards
gor home health care for pai..nts. We are in synchronization that

ar.

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

The CHAIRMAN. Pardon me?

Mr. Hays. 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 CHAIRMAN. Not to nurscs?

Mr. Hays. That’s correct.

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

The CHairMaN. Do you have regulations on nurses that say that
when a nurse is sent out that has nev r 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. Hays. 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. Havs. 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 training that is to be provided.

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

Mr. Havs. I have seen that, yes.

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

Mr. Hays. 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 CuaRMAN. Which you do not have now.

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

The CHaRMAN. Would you agree with this paragraph directl,
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._ HCFA drafted a regulation which established a training
curriculum to meet the intent of the law, and that regulation was never finalize
and no training standard was established.

Do you agree with that?

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

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

Mr. Hays. Yes.

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

Mr. Hays. 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. Havs. I would certainly hope so.

The CHAIRMAN. You would hope so.

All rigkt. 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. Hays. Are you referring again specifically to the training
standards?

The CHAIRMAN. 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 CuamrMaN. Isn’t it true that more than 95 percent of them
participate in M~dicare and Medicaid now?

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

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

Mr. Havs. Well, that assumes that they all can comply with that
requirement and can continue to participate in Medicare and Med-
icaid.

The CHAIRMAN. Is it your purpuse 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. Hays. 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 CuairMm..N. Who is going to recommend termination of an
agency th... doesn’t comply?

Mr. Hays. 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. Havs. Yes.

The CHAIRMAN. Have you terminated any?

Mr. Havs. 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 Cuairman. Well, 12, you called them “involuntary,” mean-
iqg you told them they're out of business with Medicare and Medic-
aid.

Mr. Havs. Yes.

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

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

Mr. Havs. 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

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

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

Mr. Havs. Well, several hundred so-called voluntary termina-
tions, which cou'd 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 CaaRMAN. 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 CHAIRMAN. Now, 1 just want to be sure now. Your interpre-
tation of what the 1980 Jaw 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 CHAIRMAN. That meets the requirements of the Secretary?

Mr. Hays. Yes.

The CHaIRMAN. All right. Thank you very much.

Mr. Havs. Thank you.

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

Mr. Wziis. Thank you, Senstor.

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 CHAIRMAN. 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. NichoLsoN. Thank you, Mr. CHAIRMAN. It is a pleasure to be
here this afternoon. As you pointed out, I am Assistant Inspector
Geaeral. 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 represeprts 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 dil it and what it was that we found.

Our irspection was designed to look 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, responden s 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 involx d 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.

Our 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




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 |
mentioned earlier, baths, care of the moutk, 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 thkat 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 assighment 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 ef‘ectively.

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 h.me 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 reascn
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 $65¢ 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.

78.-
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This concludes my statement, and I am available to try to
answer any questions tha’. 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 GEKERAL
DEPARTHENT OF HEALTH AND HUMAN SERVCIES
ON

NOME HEALTH AlDE

GOOD MORNING, 1 AM DON NICHOLSON, ASSISTANT INSPECTOR GENERAL
FOR ANALYSIS AND INSPECTIONS OF THE CEPARTMENT OF HEALTH AND
HUMAN SERVICES.

1 ARE HERE THIS MOFNING AT THE REQUEST OF THE COMMITTEE ON
AGING TO PRESENT TO THE HMEMBERS THE FINDINGS OF CUR DRAFT

REPORT, HOME HEALTH AIDE SERVICES FOR MEDICARE PATIENTS. 1P

THE COMMITTEE DESIRES, 1 WILL SUBMIT A COPY OF OUR FINAL
REPORT POR THE RECORD.

THE OFFICE 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 OP ISSUES OF SIGNIPICANT IMPORTANCE TO THE
SECRETARY, THE INSPECTOR GENERAL OR KBY DEPARTMENTAL
COMPOKENT HEADS. WE UNDERTAKE THESE STUDIES AFTER CAREFUL
RESEARCH AND REVIEW OF THE ISSUES AND THEIR HISTCRY. ONLY
WHEN THE ISSUES INDICATE THAT THIS IS A PROBLEM WORTHY OF
FURTHER ANALYSIS, DO wr UNDERTAKE AN INSPECTION. SUCH s THE
CASE WITH HOME HEALTH AIDES.

INTRODUCTION

HEALTH AND PERSONAL CARE SERVICES PROVIDED TO ELIGIBLE
PATIENTS AT HOME ARE REIMBURSED UNDER MEDICARE. THESE
SERVICES INCLUDED SKILLED NURSING, PHYSICAL, SPEECH AND
OCCUPATIONAL THCRAPY, 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 AGENCY. COVERAGE BY MEDICARE
IS ALSO DEPENDENT UPON A HOMEBOUND PATIENT'S NEED POR THE
PART-TIME OR INTERMITTENT SERVICES OF NURSES AND OTHER
SKILLED PROFESSIONALS. THE COVERAGE OF HOME HEALTH AIDE
SERVICES IS CONTINGENT UPON THE NEED FOR SKILLED PROFESSIONAL

SERVICES.

IN 1985, MEDICARE REIMBURSED, AT A COST OF APPROXIMATELY $2
BILLION, NEARLY 6,000 CERTIPIED HOME HEALTE AGENCIES (HHA'S)
FOR ALL SERVICES. BY 1990, WE ESTIMATE THAT AS MANY AS 2.2
MILLION PATIENTS WILL BE RECEIVIFG HOME HEALTH VISITS, AND AS
MANY AS 30 PERCENT OF TEOSE 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 PROPESSIONALS .

IN ORDER POR A HOME HEALTH AGENCY TO PARTICIPATE IN THE

MEDICARE PROGRAM, IT MUST MEET CERTAIN COND1TIONS OF
PARTICIPATION STANDARDS. THESE STANDARDS, AS EMBODIED I

REGULATIONS, COVER SUCH AREAS AS ORGANIZATION, ADMINISTRATIVE
ACCOUNTABILITY, FINANCIAL PLANNING AND BUDGETING.
RECORDKEEPING, THE PROVISION OF HEALTH SERVICES AND QUALITY

ASSURANCE PROCEDURES.

THE REGULATIONS ALSO IDENTIFY TASKS WHICH HOME HEALTH AIDES
ARE TRAINED TO PERFORM 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

ASSISTING WITH MEAL PREPARATION AND HOUSEHOLD
SERVICES ESSENTIAL TO HEALTH CARE AT HOMEZ TO
MAINTAIN A CLEAN, HEALTHYUL AND PLEASANT

ENVIRONMENT .

81
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B. SELZCTED SKILLED NURSING SERVICES, SUCH AS3

o ASSISTANCE WITH MEDICATIONS THAT ARE ORDINARILY

SELP-ADMINISTERED;

[ SIMPLE EXERCISEfR-

* [ SPECIFPIC TREATMENTS:

o] CLINICAL OBSERVATIONS AND NUTRITION; AND

[ COMPLETING APPROPRIATE RECORDS.

c. SELECTED REHABILITATION SERVICES, SUCH AS:
e RLUADILITARSON SERVILES

o] ASSISTANCE WITH AMBULATION AND EXERCISES AS AN
EXTENSION OF SKILLED THERAPY SERVICES: AND

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 TO BE "PART-TIME OR INTERMITTENT." ALSO. HOME
HEALTH AIDES ARE REQUIRED TO HAVE “SUCCESSPULLY COMPLETED A
TRAINING PROGRAM APPROVED BY THE SECRETARY."

THE CERTIPICATION OF HHA'S 1§ CARRIED OUT BY THE MEALTH CARE
FINANCING ADMINISTRATION (HCFA) THROUGH THE EFFORTS OF STATE
SURVIY AGENCIES. HOME CARE AGENCIES MUST BE LICENSED IN
STATES WHICH REQUIRE SUCH LICEXSURE.

OUR_INSPECTION

OUR INSPECTION WAS DESIGNED TO LOOK AT THE TYPE AND NUMBEZR OP
SERVICES PROVIDED TO MEDICARE BENEPICIARIES BY HOME HEALTH
AIDZS AND THE TRAINING AND SUPERVISION OF THE AIDES WHO 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

ERIC 82.
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16 SELECTED MEDICARE CF T{FIED HOME HEALTH AGENCIES (HHA'S) .
VISITS WERE ALSO MADE L8 THREE OF THOSE STATES TO NINE AID
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, IOWA.
MICHIGAN, MYNNESOTA AND OHIO). INFORMATION O STATE
STANDARDS WAS ALSO PROVIDED BY FLORIDA, IOWA, LOUYSIANA,

OREGON AND VIRGINIA.

MAJOR FINDINGS

THE FINDINGS OF OUR STUDY RAISED CONCERNS AsOUT THE OVERALL
QUALITY OF JARE PROVIDED BY HOME HEALTH AIDES. WHILE AIDES
PERFORM MOST OF ASSIGNED PERSONAL CARE SERVICES, THEY PERFORM

PALF N® THE SUPPORTIVE SPECIALIZED SF JCES.

OUR FPIRST FPIND'NG HIGHLIGHTS TH ~: 3T MEDICARE PATIENT'S

NZEDS FOR KX .OME HEALTH AIDE _SERVICES ARE NO! BZING MET-

A REVIEW OF PATIENT RECORDS REVELLED THAT WHERE Tu. PLANS OF
CARE CALLED FOR SPUCYALIZED SERVICES IN SUPPORT OF THE DUTIES
OF SKILLED JURSES O° b 3ICAL THERAPISTS, THE AIDES FAILED TO
DOCUMENT, AiiD PERFO. ., HALF OF THESE TASKS. THE NON-
PERFORMANCE OF THESE TASKS DEPRIVZS THE MEDICARE PATIENT OF
THE FULL BENEFIT OF THE HOME CARE PROGRAM, AKD COULD RESULT
IN A PATIENT NOT REALIZING FULL REH» oITATION POT" TIAL, OR
IN A PATIENT'S CONDITION WORSENING TO THE POINT WHERE Z2E-

HOSPITALIZATION 1S REQUIRED.

THE REVIEW OF PACIENT RECORDS ALSO REVEALED THAT HOME HEALTH

AIDES ALWAYS DELIVERED PRESCRIBED PERSONAL CARE SFRVICES,

SUCH AS HELPING PATIENTS WITH BATHS, CARE OF MOUTH, SKIN AND
HAIR, ASSISTING THEM TO THEZ BATHROOM OR IN USE OF BED PANS
AND PREPARING MEALS FOR THEM. CUNLEQUENTLY, THE AIDE IS
VIZWED AS A PERSONAL CARC GIVER. THIS PERCEPTION CONTRIBUTES
TO THEZ FAILURE OF AIDES TO PROVIDED SPECIALIZED SERVICES.

SECONDLY. WE FOUND THAT FEDERAL STANDARDS WERE NOT BEING

PROVIDED.

THE MEDICARE CONDITION OF PARTICYPATION FOR HOME P.ALTH AIDES
LACKS STANDARDS FOR RECRUITMENT, ..RING AND TRAIM G.

83
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PURTHER, THE STANDARDS FOR ASSIGNMENT Of AIDES AND
SUPERVISION DO NOT PROVIDE SUFFICIENTLY OBJECTIVE CRITERiA.
AS A RESULT, STATE AGENCIES RESPONSIBLE POR SUKVEYING HOME
HEALTH AGENCIES POR COMPLIANCE WITH THE CONDITIONS OF
PARTICIPATION FIND THE SURVEY PROCESS DIFPICULT TO PERFIRM
EPPECTIVELY. MARY STATES PROVIDE STANDARDS WITH SPECIfIC
CRITERIA FOR THE TRAINING OF HOME HEALTH AIDES, ALTHOUGH
THESE STANDARDS VARY WITH REGARD TO TRAINING CURRICULUM
LENGTH AND TONTENT. IN ADDITION. LOW PRIORITY 1S PLACED BY
STATES ON HOME HEALTH SURVEYS. THIS LIMITS THE SIZE OF

SURVEY STAPFS AS WZLL AS THE NUMBER OF SURVEYS PERFORMED.

FINALLY, WE NOTED PROBLEHS WITH AGENCY PRACTICES IN EMPLOYING

AIDES.

RECRUITHENT, HIRING AND RETENTION OF HOME HEAL.d AIDES ARE
MAJOR FROBLEMS POR MANY AGENCIES WHICH OPPER LOW PAY AND
RELIABLE EMPLOYEES ANMD EXPERIENCE A VERY HIGH TURNOVER RATE.
OTHER AGENCIZS, HOWEVE~ ASSURE EPFECTIVE SELECTION AND
RETENTION OF AIDES BY OFFERING MANY INCENTIVES, INCLUDING

S00D PAY, BENEFITS AND PARAPROFESSIONAL 5TATUS.

POOR SUPERVISION OF AIDES IS THE MAIN REASON POR THE FAILURE
TO PROVIDE ORDERED RE. SUBSTANTIAL WEAKNESSES WERE NOTED
IN THE SUPERVISING NURSES' ORIENTATION OF AIDES TO THE NEEDS
OF PATIENTS. THESE WEAKNESSES WERE DIRECTLY RELATED TO THE
ABSENCE 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 MEDICARE WILL PAY

FOR AID SERV1 S IN 1987 WILL NOT BE WASTEO.

CONCLUSION:

WE HAVE MADE A NUMBER OF RECOMMENDATIONS TO HCPA TO HELP
OVERCOME SOME OF THE PROBLEMS HIGHLIGHTED IN OUR REPORT.
THESE RECOMMENDATIONS ARE BEING REVIEWED EY HCFA AND B..SED ON
ANY COMMENTS WE RECEIVE, MAY BE MODIFPIED. A LIST ©F THESE
RECOMMENDATIONS ARE INCLUDED IN OUR DRAFT REYORT FAR YOUR

REVIEW.

THIS CONCLUDES MY STATEMENT. I AM AVAILASLE TO ANSWE™ "NY QUFSTIONS,

Q ;
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DEPARTMENT OF HEALTH & HUMAN SERVICLES Ottice 2 inspector General

Washngion DC 20209

AFR 78 127

“he Honorable John Melcher
Chairman, Compittee on Aging
United States Senate
wWashington, D.C. 20510

Dear Mr. Chairran: s
This is in response to your letter of Ap: - 2, 19€7
concernin? an Office of Inspector Genera. report on Hoze
Health Agencies {HHAs).

Our office has recently conducted a study in order ¢o help
the Departrment of Health and Human fervices and other
interested parties obtain a picture of hose 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 hoae care industr: of 16 selected
Medicare certified HHAs in seven States. ¥~ are pleased to
share with you our draft report entitlod "Home Health Aide
Services For Medicare Patients.”

The findings of our study raised concern about the overall
quality of care provided by home health aides, Waile aides
performed most of the assigned personal care services, they
£21122 to perform suppoitive specialized medical services,
We believe the non-performance of these tasks deprives the
Medicare patient of the full benef:it of the hoze care
program., and could result in a patient not realizing full
rehabilitation potential, or in a patient's condition
worsening to the point ~here re-hospitalization is required.
Since thv Medicare program is already paying for visits of
sufficient length to azcommodate more specialized services of
aides, the Medicare program 1s paying for aide services not
rendered. We are recomnending that the Department taae
various steps to tighten the provision of home health aide
services. This report 1§ currently circulating within the
Department for review and comrent.

The study was directed by Tom Tully our Regional Inspector
Gensral {n the New York Office of Analysis and inspections,
Inquiries concerning the study report and findings nay be
directed to hin at (212) 264-5295.

cerely yours,

Ricr.rd P. Kusserow
Jaspector Genecsal

Enclosure

v
J

.




81

HOME HEALTH AIDE SERVICES |
FOR MEDICARE PATIENTS ‘

»..«4 A

ur.; ke

....

OFFiCE.OF INSPECTOR

OFFICE_, 0F¢_ANAJ.1Y,8I8§.AND’"INSPEOIIONs

e AT s e
e s&z.gfrw?géf "ﬁ@‘?‘gﬁ g
% ) .'79‘7‘ ( AS‘A" ”i‘?)y;’}

k%4

g ‘ito

R

ERIC

Aruitoxt provided by Eic:




ERI!

Aruitoxt provided by Eic:

Office-of ‘Inspector General

The mission of the Office of Inspector General (0JG) is to
promote the efficiency, effectiveness and integrity or programs
in the United States Department of Health and Buman Services
(HES). It does.this by developing methods to detect and prevent
fraud, waste and abuse. Created by statute in 1976, the
Inspector General keeps both the Secretary and the Congress
fully and currently informed about programs or manzgement
problems and recommends corrective action. The 0IG performs its
mission by conducting audits, investigations and inspections .
with approximately 1,200 staff strategically located around the
country.

Office of Analysis and Inspections

This report is produced by the Office of Analysis and
Inspections (OAI), one of the three major offices within the
OIG. The other two are the Office of Audit and the Office of
Investigations. OAI conducts inspections which are typically
~hort-term studies designed to determine program effectiveness,
efficiency and vulnerability to fraud or abi -e.

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 xole ‘'of the home health
ajide in meeting Medicare patients' needs for home health care,
and the standards and process by which home health aide services
are-evaluated.

The study was prepared by the Regional Inspector General, Office
of Analysis and .Inspections, Region II.". Participating in the
project were the following people:

New York Region Chicago Region
Joseph J.:Corso,:Jr. (Project Leader) ‘Margaret Shell
Lucille Cop,.R.N.

AlaniLevine

Rénee:Schlesinger, RJP:T.
iEeadguarters Office

Penn: St. Hidaire

8'7 ;




O

ERIC

Aruitoxt provided by Eic:

83

HOME LCALTH AIDE SERVICES
FOR MEDICARE PATIENTS

RICHARD P. KUSSEROW APRIL 197
INSPECTOR GENERAL

Controi ¢ OAI-02-86-00010

NOTICE - THIS DRAFT RESTRICTED TO OFFICIAL USE

This docurent 1s a draft report of the Office of Inspector
General and 1s subject to revision; therefore, recipients

of this draft should not disclose i1ts contents for purposes
other than for off.cial review and coszment under any
Cifcumstances, This draft and all copies thereof remain the
prfoperty of, and must be returned on demand to, the Office of
Inspector General.
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EXECUTIVE SUMMARY

The findings of our study raised concerns about the overall
quality of care provided by home health aides. wWhile aides per-
form most of assigned personal care services they perform half of
the s\ oportive specialized services.

HAJOR PINDINGS

I. MEDICARE PALIENTS' NEEDS FOR KEY HOME HEALTH AIDE
SERVICES ARE ROT BEING MET

A review of patient records revealed that where the plans
of care called for specialized services in support of the
duties of skilled nurses or phys:ical therapists, the
afdes failed to document, and perform, half of these
tasks. The non-performance of these tasks deprives the
Med:care patient of the full benefit of the hoxe <are
program, and could result in a patient not reali.ung

full rehabilitation potential, o. in 2 patient’

condition worsening to the point where re~hospitaliza-
tion is required.

Since cthe Medicare Program is already paying for visiis
of suf‘ sient length to accomzodae more specialized ser-
vices aides, the Medicare proc 1m is payiag for aide
service. not rendered.

We found that poor supervision c¢f aides 1is the =ain
reason for the failure to provide ordered care,
Substantial weaknesses were noted in the orientatioa

of aides %0 the needs of patients by supervisory
nurses and in the supervision given to the aides in the
patients’ homes.

The Zevaew S8 patiant records aiso 1cvealed chet howe
health 21des always delivered prescribed personal care
services, such as helping patients with baths, care of
zouth, skin and hair, assisting them to the bathrooz or
in use of bed pans and preparing seals for them.

The aide is viewed as a personal care giver. This
perception contributes to the faflure of aides to pro=~
vide specialized services.

* Serious problems were noted with agencies’ use of hoze
health aides under contract. These include: Medicare
patient vulnerability to substandard practices and
services which are unnecessarily time consuming.
frequent and costly.

II. STANOARDS NOT PROCVIDED

® The M2dicarc Condition of Participation for hoze
health aides lacks standards for recruitzeat, hiring
and training. The standards for assignment of aides
and supervision do not provide stfficiently cbjective
criterta. As a result, State ajeociws responsible for
surveying home health agencics for compliance with the
Conditicn of Participation find the sirvey process
difficult %o perform effectively. Many Statzs provide
standards with specific criteria for the training of
hoze hcalth aides, although these standards vary with
regard to training ¢ -riculum length and content.

Izproveszentsz in Medicare standards arc needed to upgrade
the quality of care provided by aides, and to assurc that
the estipated $650 million Medicarc will pey for aides
services in 1987 will not be wasted.

* Low prior:ty is placed ty States on home health sur-
veys. This limits the size d3f survey staffs as well
as the nuxber of surveys performed,
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PROBLEMS NOTED WITH AGENCY PRACTICES IN PMPLOYING AICES

* gpecruitment, hiring and retention of home health
aides are major problems for many agencies whiCh
offer iow pay and l1imited benefits. These agencies
do not attract the moSt reliable employees and
expersence a very high rurnover rate.

* Other agencies, hcweever, assure effective selection
and retention of aides by offerinc many incentives,
1ncluding good pay. benefits and pa:ap:ofessxonal
status.

MAJOR, RECOMMENDATIONS

The Health Care Pinancing Administration (HCFA) should

direct State survey agencies, through training prograsms

and written instructions, to review selected plans of care
and the corresponding patient pedical records to assure
that all prescribed tasks are performed and documented by
hore health aides. Trainiag and instruction of state

SUIVeyors is essential to assure that the Conditaion of

participation for aides 13 satisfied.

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

HCFA zhould encourage:

* States without specific State regulations ¢n the training
of home health aides to develop a curriculum for training
home health aides, or adop: an existing curriculum.
Cczpletion of an established training prograa should be a
prerequisite of a home health aide pcsition.

Orcanizations such as the Natiopal Homecaring Ccuncil,
Nacional Association For Home Care and the Joint
Cozarssion on Lhi Accrelitatine of Moeprtals to work with
their =ecbers to .mprove home health aide services
through oore effective training and supervision.

HCPA should revise those sections in the Health Insurance
Manual for hose heaith agencies and fiscal intermediaries
(F1*s) which deal with services provided by home health
aidas. The revisions shosld distinguish between personal
care gervices 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.

HCPA shoutd revise the Hoxe Pealth Agency Coverage
Compliance Keview ingtructions to PI's. Revised instruc—
tions should expand the points to be addressed by the FI's
durang onsite reviews to include comparison of z:de tasks
specified in plans of care with aide tasks perforzed, to
assure that plans of care tasxs for aides ate fully izple~
zented.

HCFA should review hozme health aide services provided
under a contract to determine whether 2 limitation on

such services would be 2ppropriate, 1n view of the findings
that aides under contract:

* a:48 not perform the r.jority of extensions of Skilled care
tasks assigned to thea;

* subjected Medicare patients to substandard practices; and

® made vis:its which were unnecessarily tise consuming, fre-
Guent and costly.

Su
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INTRODUCT 10K
Covered health and personal care services provided to elig:ible
patients at home are reizcbursed under Medicare, These ser-
vices include skilled pursing, physical, speech and occupa-
tional therapy, cedical social services and Services prov;ded
by hoze nealth aides, includiag personal care. They mus: e
ordered by a physician aad provided through a Medicare-
certified home health 2gency. Corserzge by Medicare 15 also
dependent upon a homebound patient's need for the part-time or
intermittent 3ervices of nurses and other <kj;lled pro=-
fessionals. The coverage of home health aide Services is con-
tingent upon the need for skilled professiasnal services,

Medicare reipbursezent to nearly 6,000 certifjed home heaith
agencies (HHA's) for al1 services in 1985 :s estinated to be
about $2 billion. By 1990, as Bany as 2.2 gmillion pPatients wijil
be receiving nome health visits, angd as many as 30 percent of
those visits will be zade by home health ajdes ac » cost of about
$750,000,000, Ajdes will continue to spend triple the amount

of tizme ir a patient’'s hoze as skilled professionals,

In order for an HHA to participate in the Medicare Program, it
BusSt peet the Conditions of Participation. These standards, set
forth in ¢2 ceR 405.1201¢¢, cover such areas as organization,
adzinistrative accou’ tability, firancial plaaning ang bidgeting,
recordkeeping, the Provision of health Services and qual:ty
assurance procedures.

42 CFR 405.1227 Outlines the single Medicare Condition of
Participation and two standards that home care agencies mast
Eeet concerning hoze health aide services. Qutlined :in sym~
Dary form below, they include the following requirezents:

H.ring - aides are able to read, write, and carry out
direction, and are Sature and capable enouga to dezl with
sick patients.

Ira2ining - aides are carefully trained inp a23s1isting
patients to achieve Raxicux self-reliance.

ASS1afZene of Dulies - aides are as51gned specific duties
®y 2 registered nurse,

Supervision - aides are closely supervised by a
fegistered nurse or other professional staff every two
weeks.

The reculation 2150 :1dentifies tasks which home health aides
are trained %o perforn and duties wn:ch they may be ass:i:gned
by a registered nurse, The regulat:ion does act 2always defire
tasks angd duties, sych as “personal care®, but they may be
9rouped 1nto0 three categories and 1nclude the folloaxngz

1. Personal Care Services. Helping patient with bath, care
of mouth, skin aagd hair, Helping patient Lo bathrooz or
in u3ing bed pan. Changing patient*s hed linen,
A331581nG with nmaay prepacaiion and household services
essential to nealth care at home to ma.ntain a clean,
healthful ane pleasant environzent. Coz=pleting
appropriate records.

2. Extension of Skilled Nursing Services, Assistance with
rsedications that are ordinarily sclf-adaxnxs:ered, simple
€xercises, specific treztoents, clinical observations and

nutrition, Regorting changes 1n the Patient’s condition to
the BUpervising nurge. Completing appropriate records.,

3. Extension Of Rehabilitation Services. Assistance with
acbulatien ang exercices as an extension of skilled
therapy services, Reporting changes in the patient s con-
dition to the supervising nurse or therapise, Co=p.ieting

appropriate records.

Section 1861(m)(4) of the Social Security Act reGu.res hone
health aide 3ervices provided to Yedicare patients to be
‘part-tize or interxittent® and als, fequires haxe health
aides to have 'successfully completed a training program
approved by the Secretary,”

The certification of HHA's {s carried cut by the Health Care
Pinancing Administration (HCFA)} through the efforts of State sur-
vey agencies. Home care ageacies muset te licensed 11 States
which require such liceasure.

I
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FINDINGS

MEDICARE PATIENTS' NEEDS FCR SOME KEY
HOME HEALTH AIDE SERVICFS ARE NOT BEING MET

1, Plans of Care Mot Being Followed

All 62 patient records reviewed contained plans of care
which called for aides to perform tasks representing per=-
sonal care services; 85 percest of the plans also called
for aides to perform tasks which represented an cxtension
of nursing or fehabilitation services. Exazples of the
tasks found ... slans of care i suppor: of nursing ser=-
vices included t.~ following: assisting with diralys:is:
d:iabetic monitorin, {urine testing): carieter care: foot
soaks: special skin care; observation and fAotatimn of
changes 1n respiratory cosdition: eacour.ging intake of
fluids: recording intake and output of fluids: taking of
tezperature, pulse and respiration witua readings noted,
Por rehabilitation, it was noted that aides were often
asked to help with exercises, transfers to and from bed
and azbulation training as taught by the physical thera-

pist, and recording progrest in activities of darly
2iving.

A comparison of the €2 a:de plans of care with
correspending aide activ.:y sheets revealed that
prescribed perscaal care tasks were always documented as
having been perforzed. Hosever, in 48, or 91 percent, of
the 53 cages where extensions of skilled services were
prescribed, one or more tasks were not documented by the
2ides as having been performed. In half of these cases.
one or more of those tasks were never documented: in the
other half, one or =¢r o those tasks were only occa=~
sionally docurented. overall, nearly half of the
prescribed extension tasks expected to have been per-

formed during more than 1,600 aide visits were not
documented.

Res -“ses from both patients and aides support the conclu-
sion t all personal care tasks were actually perforeed.
Respons.s also support the conclusion that a lack of
docuzentation indicates that the extension tasks were not
perforzed by the aides.

Since the services provided by home heal*h aides as an
extension of nursing or rehab.lition services are intended
to be 2 continuum of skilled care, failure to provide the
services deprives the patient of the full benefit of the
heze care program. A patient who has a therapy treatmert
twice a week without any aide-assisted ®practice” between
skilled visits may not achieve her/his full rehaocilitat:ion
Potent:zi as quickly, 1f at all. when key observations
are not made by an aide or are rot poted for the nurse,
the patient‘'s conuition t=ay worsen. and skilled treat=-
ment essestial to the patient's recovery m;ght not be
started.

Special treatiunts assigned tn aides, such as £00% soaks
or specizl skin care, if not performed, could lead to
serious skin deterioration, In cases of this kind,
patients zay require re-hospitalization.

To gain as insight as zo why 30 many aide tagks were not
documented and apparently not performed, the inspection
tean pade follow-up contects with SJ3e2IViSing purses and
adzinistrative personnel of a a.zber of HEA'S which had
been previously visited. The consensus of these respon-
dents was that the primary and continuing cause of the
probles was the lack of orientation of aidvs by supervis-
ing nurses to patient cases and taske as well as the lack

of ongoing onsite supervision of aides by professiona:s,
One respondent zaid:

The start-up visit 1s essential in ever
case to introduce the aide, give the case plan
&nd demonstration of tasks. The supervision
GVery two weeks sust be onsite with the aide.

Y single

Another respondent indicated that extenaicn tosks were
not performzed by aides becauge they are usually alone
with patients and lack confidence without the proper sup-
Fort of skilled professionals. She said;

H
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The aide may be fearful of doing a2 procedure :f
they are not shown it specif:cally. They are
aware they might hurt a patient and get ;pnto
trouble if they do it wrong ... The therapise
Of nurse 2. °t mee* with the aide in the home
and show them shat should be done.

One respondent said that the assignzent of oultiple aides

to the same patient precluded supervision, Nurses cannot

orient and supervise miltiple aides ef(ectxvelyh nor

assure uvniformly 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 cjited by respondents included deficiencies

in aide traini.g, étpecially in the area of document ing

tasks perforred. It vas noted that since rany aides lack

language ski'ls to articulate tasks performed, man

agercies frequently have aides use a checklist to ,denti-

£y those tasks, -

Mz2iority oOf Undocumented Tasks were Assigned To Vendor
Aides

Medicare requires HHA'S to meet all standards for hoze
health aide services, whether or not the services are
Providea directly or Under contract. HHA's aust assure
that veadors they contract with also zmeet the Hedicare
standarus for aide services.

Azong the 44 hoze health aides Providing services to the
62 patients, 15 were esployees of vendors contracting with
six of the i¢ HHA‘s, and three were under direct contract
to a seventh HHA. Over one-half of the aides vere
employees of 12 HHA's (three also contracted for some aide
Services and fall into both groups). The chart peiow sum-
marizes the documentation of extension tasks by both
groups of aides for che 48 patients visited,

Assigned Undocumented
Aides Patients Visaits Tasks Tasks
18 18 939 2,022 1,070
Contract (tasks per
patient x
visitsy
2€ 30 663 1,760 771
Staff
44 48 1,602 3,782 1,841 (453)

Vendor Aice v,s1ts Tend mo Be Lo n ®requent and Castly

The average length of visit for the £1rst group of 1g
aides was 2,6 hours, while the seccnd group ~f 26 2ides
spent an average of 1.8 hours on each visit. Three HHA's
in cne Easters State, where contracting for aide Services
i3 prevalent, allow vendor aides to spend as much zs fou
hours on each hosme visit. staff aides of the Other HHA s
spend uader two hours Per visit. Vendor aides also
average more visits per week than staff aides. Because of

avdes make 3¢ costlier per ijour to place those aides in a
patient®s hoxe for sess than three hours. por exarple,

Oone union agreement with a vendor stipulates aides
will be paid $1 more per hour on visits Ox un, three .
hours,

Lack of Control Over Vendor Aides Makes HHA Patients
Vulnerabie 7o Substandard Practices

TeS—=—S=-1- ounstandard Practices

In 1985, six of the 16 %anple HHA'S in three Eastern States
contracted with 16 vendors for all or Part of the nearly
150,000 home health side visits provided t¢ Medicare
Patients. Of those total visits, 72 percent were made by
vendor aides the 3ix hHA's did not Tecruit, hiie¢, train or
assign to patient cazses. These HYA's agsurer vendor aides
conplied with standards 10 vaTious and often effective
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ways. In addition, it was found that yendors' 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 ite vendors.
Out of 165 aide personnel files audited, 211 deficiencies
were found. Areas of deficiency jrncluded physical exaxs.,
health tests and immunizations, references, and in-
service training.

Out of a spall sample of 15 Med:icare patients and vendor
aides visited by the inepection teac in three Eastern Sta-
tes, there was one case wherc *»» aide did not arrive at
the patient's home when expected, the patient was a

Py wheelchair-bound amputee on dialysis who liveu alone.
Another problem case iavolved a vendor aide who did not
show Up at the patient's home as zchedyled for four days.
Neither the vendor nor the HHA was aware of 1t, until the
patient complained. Some State surveyors and supervisory
aurses *aid this occurs freque-ntly.

5. Supervisfion of Home Health Aides Is —ound to be
Inconsistent And Incffe-.ive, Especially when Multiple
Afdes Visit The Sace pat-ent

The previously noted comments on PoOOr superviSion were
supported by the inspection team's observations during the
study. Weaknesses were noted in the areas of aide orien-
tation and on-the-job training for individual patients by
supervisory nurses. How supervision is to be carried out
fs not specified by Medicare regulations. although
registered nurses .ust make SuUpervisory visits every two
weeks, with or wit! 'ut the aide’s presence. Many super-
vising nurse and agency respondents believe that aide
Ccrientation and orsthe-job training for specific patients,
when conducted by supervising nurses, is the only effen-

tive way to assure that ail presuribed tasks are properly
performed.

There was evicence that aides were A an orientation by
the supervisir- aurse on the first aide visit in only 22
pPercent of casss reviewed. This orientation introduces
the arie tc the patient and family, and allows for
discussing tne home environzent and reviewing the plan of
care. Demonstrations of tasks are given by the nurse
followed by retirn demonstrations by the aide.

Orientation 1s ¢onsid- .ed more irportant when prescribed
a:de tasks include extensions of skilled services.

wWhen HHA'S and venlors substitute aides on patient cases,

Lhe supervising nurse visits do not effectively serve the
purpose intended. Or,-ntation to the patient and on~the-3ob
training should be repected for eacn aide, but often are not.,
One aurse supervising vendor aides sa:id:

Ideally we will be ttere at the aides’ first
visit to orient her tc¢ the tasks. If not
possible, I could make a telcphone call. 1
always make an e¢ffor: to be onsite the fairst
time to teach the aide, but the aide chances
and I can't always go 1irn every time. It i3 a
frustrationt

A senior ajency official of one of the HHA's advised that

“rotation of aides* was based on assighing the =ore ex-

perienced aides to new problem cases. HMovever, a vendor
official with more direct i1nvolvement in assigfment of
aide staff o the HMA's patients advised that part-tipe
vendor aides paid an hourly rate are usually taken off
cases 10 give s'0ck to vendor fill-time aides who a. .
salaried. A cc-mon complaint from ex-patient: Of this

s agency 1S "too many different aides.*®

Documentation in two-thirds of the patient cases indicates
Sv_erviging nurse visits vere not made when the aide was
T.esent. Medicare regul {ons do not specify that the
aide must be present. On. nurse emphasized the irportance

of coordinating supervisory visits with aide, when she
L N
said:

At least once a month there should be onsite
supervision while the aide 15 in the home.

Personally, I wouldn’t want to be responsihle
for ar aide i I d:dn’t gee hes performance.
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Although some nurses exprésied difficulty coordinating
their visits with the aide in the home, many felt ;t was
essential to good care.

6. Aides Are Perceived As Primarilyv Personal Care Wurkers

We learned from our discussions with patients, aides and
supervising nurs2s, that home health aides are gererally
perceived as “caring conpanions® whose most important

functions are to keep patients clean, iend emotional sup-
port to patients and family and provide some housekeeping
services. Expectations for aides seldox encompass dutaes
to assist patients :in achieving maximum self-reliance.

Eighty percent of all patient, aide and nurse respondents
identified personal care, especially bathing, as the most
important service aides provide. Emot:ional support of
patients and families ranked as the second most important
service provided by aides. Where family uczbers lived

with patients, aide visits were seen as providing a needed
respite from looking after the patient. wWhile 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 for providing

lizited personal care services, regardless of the need of
its patients 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 d:d
not call for any tasks in support of the rehabilitaition
services. The R.P.T member of the inspection team felt
that an extensior of rehabilitation services by the a:ides
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 cons:idered exten-
sions of skilled services, the length of visits did not
appear to be a major factor. 1In those cases, aide vis:iss
were as brief as 45 minutes and as long as four hours,
averaging about two hours per visit, usually a *ufficient
time to complete assigned tacks. Medicare fiscal ipter-
mediaries routinely reimburse agencies for aide wisits
assuming all tasks were performed as prescribed :n plans
of care.

STANDARDS NOT PROVIDED

1. Medicare Requlations Por Hoswe Health Aides Ar. Not
Adeguate

Surveyors in 11 of the 1Z States contacted view Medicare
regulations as barely adequate, or even i1nadequate, 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
ti1aining standards as a major weakness. ®The.:2's a real
void 1n the Medicare requlations there!® said a surveyor
in a Western State. another deficiencv noted w~as the lack
of a standard for the selection of aides.

A review of the Medicare Cond!tion of Participation tor

home health aides and :ts two ppecific standards indicates Y
very few criteria. There are no specific standards for the

selection ard training of home health aides. For example,

the Condition s3tates that a:des should be “carefully

trained®, but it does not specify curriculum content or

Jength, or required classroom and ciinical hours, or the need

for continuing (.n=-service} education or on-the-job training.

In one of the two areas where the Condition does eg*-%)ssh
a standard, which requires assignment 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 1t
requires that a registered nurse or other appropriate pro-
fessional supervise the aide, it does not spec’fy that the
aide must be present during supervision.

Application Of Medicare Fegulations Is Subjective;

Guidelines offer Limited Help

The decision by State surveyors as to whether agencies
neet the overall Condirion of Participation is largely
left tc the surveyor's subjective judgment. Consequently,,
while elements of the Condition (selection or training of
aides) or standards (assignment of duties and supervision
of aides) may be out of compliance, surveyors may still
determine that the Condition is met. The only enforcement
power to assure ccrrection Of specific deficiencies by
non-cozpliant agencies i1s ¢n involved decertification
preless which 1s rareiy used.

Several surveyors indicated that HCFA's interprative
gdidelines for survey agencies offered them little help 1n
applying Medicare regulations during the survey process.
Soxe criteria are provided for the assignment of aides

to patients and there i1s a reference to “continuing staff
education® being provided to aides. But HCFA guidelines
say nothing about how many failures to comply with ele-
ments or standards ure permitted before the Condition of
Participation 15 judged *"Not met.* One surveyor indicated
that failure to meet either or both stanaards would 1lways
be cited as deficiencies but would rarely be enough to
firnd the Condition not pet.

Most States Contacted Have Their Own Regulations; They
Contain More Specific Criterla For Train na_Aides Than
Medicare Rejulations

Of the i6 States queried, 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
Med:care regulations. (See Appendix IXI for listing).

The following elements are significant:

Course Curricula

Training course lergth is specified :n nearly all the
Statec which have tneir own regulaticns, with the length
ranging from 42 to 230 total hours. Five of the States
with regulations require supervised clinical training of
from 15 to 33 hours as a Prerequisite to successfil comple-
tion. Prior approval of home health aide training curri-
cula i8 required by seven States. One State requires
trairing thrcagh a uniform curriculum offered statew:de by
vocational-technical schools znd reqgional community
colleges. Ancther State requires training programs to be
equivalent in content and depth to the National Homecaring
Council's “Model Curriculum.*

Continuing Education

0f the 11 States with their own regulations, the general
need for contisuing ecucation ;g cited :n five States
while three other States specify that aides recrive az
least 12 hours of in-service training a year.

Certification Of Successful Completion

A certificate attesting to successful complction of aide
training 1s raquired in six of the 1) States with regula-
ticns, with three States' cectificates reflecting State
seals and approval of the iraining. It one State, cer-
tificates are izsued by the licensing agency directly to
the aide with a certificate number k2pt on permanent
fegist.. . The application for the cert:ficate must come
from the trainor and attest to the aide’'s successful
completion of a course approved by the State.,

Supervision

With regard ¢o supervision, most of the State regulat:ons
are the same as Medicare's, Orly one State requires that
2 registered nurse provide direct supervision, 1i1.e., while
the aide 15 rresent. to the home health aide in the
patient’s home .t least every twe weeks,
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Since Federal regulations offer few specific criteria,
surveyors in the five States which do not have any State
regulations experience difficulty when agencies contest
findings of non~compliance. These States have developed
internal procedures to compensate, e.9., recommending a
particular training curr:culum as one which meets the
Medicare regulations. However, such recommendations do
not carry the force of reqgulations and agencies are not
compelled to comply with them. These surveyors indicated
they mus* also spend more time and resources to assure
compliarn.e withcot the benefit of objective criteria. It
18 much harder t¢ assure that an aide is "carefully
trained” where States have no specific criteria mandating
a curriculum, or where State regulations do not require
prior approval of curricula. One surveyor in the East
stated "It would make our )ob easier 1f we could simply
verify that an agency uses aides that have been

certified as passing a training program that 1s
approved.”

Respondents Want hore Specific Medicare Standards

Virtually all tre respondents queried, i1ncluding 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 i1n 1978 and used extens:vely
around the country as the basis for many home health aide
training programs. One survey nursing consultant said "It
would make my )Ob easier. It would impro e the qQuality
of work prcduced, and assure more uniform practices frcm
state to state.”

The Chiaf of another State’s Home Health Survey Section
reconcerded "Revisions to include specific criteria for
training, 1.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 Aides to the patient, family
and the written instructions of duties. vVerifi-
cation of Home Health Aides’' competency to carry
out instructions should be clearly documented 1n
the patient’s clinical record ...

This individual further recommended that "... orientation
be added to the responsibilities of the registered nurse
(RN) in the Conditions of Participation.®

A State surveyor from a State without regulations indi~
cated that former Medicare regulations are still used 1in
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=
vision. All the Condit.ons contained some specific
criteria to be met for compliance.

Effective Application Of Medicare And State Kequlations are
Limited By Other Problems:

Low priority for som _health surveys limits survey staff
and number of surveys performed.

We found that certified home health agencies are not usually
resurveyed annually. 2mong the 1€ home health agencies
visited by the inspection team in 1986, one was tast resar-
veyed i{n early 1986, five in 1985, seven in 1984, one 1n
1983 and two in 1981. In fact, in most samplz States,
resurveys ire backlogged one to four years. The reasons for
the lack of resurveys are:

* Pederal/State 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 problem 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 out 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 no Medicare reimbursement
prior to certification. The dramatic increase 15 agen-
cies secking certification over the last five years has
heavily taxed State survey resources.

Surveys performed are limited by logistical factors.

Certified agencies’ branch offices are not npsually visited
on resurveys, although a sample of some branch office
patients may be reviewed as Prt of a survey. This
circumstance i{s due primarily to two factors:

® The large size of some agencies. Some fiave as many as
20 branch offices. These branch offices sometimes fall
within the survey jurisdiction of more than one of the
State's regional survey offices.

Branch offices are sometimes located hundreds of miles
from the parent office, making {t impractical and
costly 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 were stringently applied.

Training for State Surveyors has not emphasized home
health care.

HCPA training for new and experienced State surveyors has
traditionally been built around institutional activity, {.e.,
hosg!:als, skilled nursing facilities. Since the fall r<
1985, HCPA training has been geared more soecifically to home
health care. Several survey agencies complained about
training and suggested remedial action. One survey agency
representative said:

Basic Training sessions for surveyors do not
address the Hom: Health agency survey process.
Trainis y 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 said:

1 recommend specific training in home health by
HCFA centrally and through regional offices.
There has not been enough emphasis on home care
in past training. There are currently 200
certifsed home health agencies in this state and
the number is growing. We need more staff and
training.

Handated home visits during surveys are not being made.

Home visits during State surveys, required by a recent
HCPA 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.

®* HC™* ~riteris for implementation are extensive and
8¢ Lling visits could add more than a day to the sur-
Ve process. Por example, patient consent for the
visit is required, and surveyor sample patients served
by branch offices may be located far from the parent
office of the agencv,

Mars States are skeptical about the efficacy of home
v.sits.

74-987 0 - 87 - &4
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PROBLEMS AND BEST PRACTICFS IN PROVIDING
HOME_HEALTH AIDE SERVICES

1. Recruitment of Aides_TIs Costly To Many Agencies;
Competition for Desirable Workers 13_xeen And Emplovee

Turnover Is High

Forty percent of the home health agencies and aide vendor

agencies contacted during the inspection have had maj)or

problems recruiting, hiring and retaining aides. The 10

agencies serve primarily urban and suburban areas in three

Eastern States and one Southern State. Six of the 10

agencies train the aides they recruit and hire, while four A,
agencies recruit aides already trained or utilize aides

provided by vendors under contract.

All 10 agencies recruit aides through the use of daily
and/or weekly newspaper advertising, flyers distributed in
local 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 1s high and the number of respondents screened is
much higher than those actually interviewed, trained or
hired. One agency administrator's statement 1s typical:
“We have suspended recruiting because it was too expen-
sive. Too many People didn't show up for employment
interviews. One in twenty came. It was too costly to do
screening.” Nonetheless, this agency has since returned to
recruiting aides for its staff because of great dissatis-
faction with the performance of the 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 were selected for training: of that
number, )24 aides were graduated and hired. 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: “1f
the future will continue to see paraprofessionals doing
more and more for patients, there must be higher standards
for training and pay.*

One phenomenon affecting many of the agencies is the move-
ment Oof a segment of the workf .ce, 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. 4any of the people responding to agency recruitment
efforts tend to be looking for transient employment. One
vendor indicated that half the aides they train and hire
are single parents, scae on public assistance, whose
reliability 1s affected by day care and school schedules.
Aide turnover rates of from 20 percent to 50 percent
annuaily have perpetuated the recruitment problems of the
10 agencies, making recruitment a constant and costly pro-
cess.

2. Agencies With Staffing Problems Offer Few Incentives to
Assure Effective Selection And Retention Of Aides

Eleven agencies reported problems retaining aides,
i1ncluding the 10 agencieS with recruiting problems. One
major characteristic of these agencies 15 that they offer
prospective aides the lowest wages and benefits among all
the 25 agencies contacted. Agency administrators agreed
this ~as che major reason for hiring and turnover

problem. A typical response was “Its hard to keep good
ardes because of poor pay and lack of benefits.” In
suburban and rural arcas, the aides must provide their Own
transportation, usually a car, becauss public transpor-
tation 1S poor or nonexistent. In these cases, a valid
license and fully-insured car i3 also required. One b
vendor does not reimburse 1ts aides for transportation

costs, while others provide reimbursement for mileage

between patients' homes only.

Other disincentives, include-

e 9y ;
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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 requ°red training is awarded.

® no upward mobility opportunities and extremely limited
hourly wage increases.

® work assignments in some urbun areas which a:e con-
sider:d dangerous with no additional compensation made
for tiese assignments.

® 1irlle or no allowance for uniforms.

agency treatment of aides as ®second-class® ezployees
rather than paraprofessional memhers of a home care
team.

3. Other Agencies Assure Effeciive Selection And Retention Or
Aides Through Best Practices
The practices of most of the remaining 14 agencies in the
saapl\e group hsve resulted in effective hiring and raten-
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 sides, already trained, who have up to two years
of patien*. care experience.

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
used.

providing advancement opportunity through significant
increrental wage increases for both length of service
and effective performance.

providing opportunities for positions of greater
responsibility within the agency, and offering other
incentives, such as tuition assistance prograas to
encourage continuing education in related health
careers.

acknowledging aides as important members of the inter-
disciplinary home health care team.

4. Agency Practices Limit Efficient Use Of Aide staff

Agency and vendor administrators agreed that many factors
influence the assignment of ajdes to patients. »lthough
a patient's condit:ion was frequently cited as a main con-
sideration, in practice most assignments appear to have
been made based on the availability of tke aide, the
patient's location and the aide's access to transpor-
tation. This was particularly true where vendors pro-
vided aides und2r contract.

Host of the 25 encies and vendors indicate they try to
assign the same Je to a patient for the duration of the
plan of care. HKowever, a review of medical records showed
42 percent of the patients had three or more 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.

5. Ayency Policies and Practices Influence Length of Aide
Visits

o LGy
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Aides in six agencies indicated that the amount of time
spent with each pat.lent 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, regardless of whether the needs of indi-
vidual patients require more Oor less time. One aide froa
this agency said "Two hours 1S not enough for certain
patients *

A proprietary agency in another Western State contracts
dxrgctly with individual aides and pays them on a per-
visit basis. The aides stated that they spend about 30 to
45 minutes with each patient and see six to eight patients
per day. Although they provided personal care services to
their patients, including bathing. the taking of tem-
peratur ., pulse and respiration readings and transferring
the patient from bed, one aide said that an hour was
needed just to properly bathe patients.

6. Medicare Piscal Intermediary Po.icies Affect Agency
Practices.

Although HCPA policy directives are used by all fiscal
intermediaries (PI), respondents 1in seven States indicated
that PI application of policies varied both within States

and from State to State. These policies, which have

become more restrictive in recent years, have influenced

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 services
that are freguently denied, based On experience with FI
decisions, will be limited or not provided at all.

RECOMMENDATIONS
1. The Health Care Pinancing Administration (HCFA) should

Adirect State survey agencies, through training programs
and written instructions, to review Selected plans of care
and correspond-ng patient medical records to assure that
all prescribed tasks are performed and documented by home
heslth aides. Training and instruction of State surveyors
is essential to assure that the condition of Participation
for aides 18 satisfied.

11. HCFA should provide State Snrvey agencies with administra-
tive giidel nes for assisting home health agencies in the
selection, training, assignment and supervision of aides.
This will prepare Surveyors to help home health ag~ncies
correct deficiencies found during the survey process.

FII. HCPA should assure that required home visits are made by
State surveyors. The criter:a for conductang the hcze
visat program should be reevaluated to assure that the
prograz can be effectively carried out within existing
budget limitations.

Iv. HCFA should encourage:

¢ States without specific State regulations 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 training program Should be a
prerequirite for a hore health aide position.

¢ Organizations Such as the National Homecaring Council,
National Association Por Home Care and the Joint
Comnission on the Accreditation of Hospitals to work with
their members to improve home health aide Services
through more effective training and supervision.

V. HCPA should revise those sections in the Health Insurance
Manual for home health agencies and fiscal interrediaries
(#1's) which deal with serv.ces provided by home health
aides. The revisions Jhould distinguish between personal
care services and those services representing extensions of
skilled care, indicating that z11 tasks in the plans of
c;r: are expected to be performed by aides during each
visit.

vi. HCPA should revise the Home :alth Agency Coverage
Compliance Review instructions to Pl's. Revised instruc=
tions shoald expacd the points to be addressed by FI's

Leew
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during onsite reviews to include corpariaon of aide tasks
specified in plans of care with aide tasks performed, to
assure that plans of care tasks for sides are fully imple-
mented.

VII. HCFA should review home health aide services provided
under a contract to determine whether a limatation on
such services would be appropriate, in vitw of the findings
that aides under contract:

® did not perform the rajority of extensions of skilled care
tasks assigned to them;
® subjected Mecdicare patients tc substandard practices;

* made visits which were unnecessarily time consuxming, fre-
quent and costly.

APFENULIX I

HIGH 1GHTED HISTORY OF EARLIER INTEREST IN HOME HEALTH ISSUE.

In 1981, studies of home health sarvices under Medicare by GAO
and HCPA included findings and recommendations related .0 hoze
health aide cervices. GAO found that the use of aide services
to assist beneficiaries with personal care could be reduced
because either the beneficiary or family and friends often
could and would have provided the care required. HCPA iden-
tified overutilization of home health aide services resulting
from Medicare fiscal intermediary misinterpretation of utfli-
zation policy.

Ley (slative changes in Section 1861(m)(4) of the Social
Security Act in 1981 required home he=alth aides to have
“successful.y completed a training program approved by the
Secretary.® HCPA 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 October 19, 1981, th~ Senate permanent Subrommittee of
Investigations, chaired by Senator William Roth, followed an
investigation into home health services vith a report.
Responding to concerns about home health agencies’ practices
in providing many services under contractual arrangezents the
b ittee r ded that nursing services and one cther
service be provided only by employees of the agencies.  This
1ecommendation was made to zlleviate questionable circumstan-
ces under which many agencies, characterized 1s “brokerage
houses® by the Subcor iittee, had been providing services.

In 1982, HCFA advised the Subcommittee tha: i1ts recommendation
would be reviewed. At the request of then HCPA Administrator
Davis, cequlations were drafted addressing the Subcommittee's
concerns as well as olhers HCFA had abou: 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 "Hore Care Quality® held by the House
Select Committee on Aging, testimony was presented wiich high-
lighted a number of issues addressed in this report. The
Comnittee also released a report prepared by the American Bar
Association, entitled “The flack Box of Home Care Quality®,

which addresses quality stancards and systexms for monitoring

the quality of care provided under Federal and State Programs.
The Chairzan of the House Select Committee on Aging,
Representative Bdward R. Roybal, spontored a bill to address hoee
care quality problems the Committee has identified, among the
refores in the bill are “"adminie.rative and udicial sanctions*
for quality assurance rviolations; the establgshment by DHHS of
“training tequirements for all individuale delivering home care
aervices®: and the development of *certification requirements for
homemakers, home health aides and persvnal care attendants.®

Q 1)2. )
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APPENDIX II

PROFILE OF REVIEW AND METHODOLOGY

The inspection included onsite visits in seven 3States
(California, Connecticut, Illinois, New York, Pennsylvania,
Tennessee and Texas) to 16 selected Medicare certified home
healtn 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, Iowa, Michigan, Minnesota and Ohio). Information
on State standards was also provided by Florida, Iowa,
Louisiana, Oregon and Virg aia.

The 16 HHA's consisted of 12 voluntary agencies, including
three hospital-based, and foar 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
verdors are primarily located in urban/suburban areas of
three Eastern States and nne Southern State.

Responcents 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.

Mmedical records from each HiMA 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. A discharged patient from each agency was
also visited at home, where possible.

Tre remaining data included agency policies and procedures
concerning home health aides; personnel r~cords of aides
interviewed; contracts with vendors providing aide services;
labor uniun agreements; State laws and regulations and other
standards concernirg aides; and training curricula from State
agencies and public and private educa*ional instaitutions.
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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 guality ser-
vices to Medicare patients.

Recruitment and Hiring

Trainees receive pay

The State of Connecticut requires agencies to hire prospective
hcme 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 minimum
wage.

Training

Prior approval of training programs

Seven States require prior approval of training programs for
home health aides: California, Connecticut, Illinois, Iowa,
New York, OCregon and Texas.

Clinical experience required in training programs

Five States' training standards require a minimum of from 15
to 30 hours clinical experience before training is considered
complete: California, Iowa, New Yovk, Texas and Virginia. In
New York, a graduate of classroom training is not deemed
qualified to practice as a home health aide until clinical
experience is completed. In California, home health aides do
not qualify for State certification (attesting to successful
completion of training) until all training requirements,
incluaing clinjcal 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 Crarman. Well, Mr. Nicholson, I think jour draft report is
a rather startling report, and one that perhaps does = 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 shouk{ 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, zir.

The CuarMAN. Did you find out who deliberately or und~r what
circumstances they neglected to do this?

Mr. NicHoLsoN. Quite honestly, Senator Melcher, I am not clear
on that. I understand though, on thc .asis 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 somebow were withdrawn?

Mr. NicHOLSON. Somehow never mrde it through the process to
be published in the Federal Register, yes, sir.

The CralrMAN. They just disap; sared, 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 CrairMAN. 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. NicHoLsoN. I think the regulations are probably fairly gener-
al, even with regard to the kinds of requirements sef 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 CrairmaNn. Well, I get the impression from all of our wit-
nesses this morning that you find out it’s ail wrong, it’s all hay-
wire, nothing is set up, nothing would work unless you improvised,
or reformed the system.

But in all this testimony, 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 wides and nurses to know how te 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 cn 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 beow that?
Shoufdn’t the regulations start that way?

Mr. NicnoLsoN. 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 Admiristration and then the State survey
agencies under contract with the Health Care Financing Adminis-
tration have the responsibility to ensure that these regulations are
in force.

I think perhaps a product of some of the probiems might be
mozey. 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 hcme 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 CHarMAN. 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 thirg.

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, ton, 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 rcgulation,
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, ir. 19817

Mr. NicHoLs6N. 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
cominend you for that. I think you have stirred up not just HCFA
and maybe Secretary Bowen, but you also have stirred up this com-
miltt:; 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 on where to start and what to do, and I appreciate that very
much.

Mr. NicHoLsoN. 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 CHalIRMAN. B declines to ask you any questions now, Mr.

‘Nicholson, but thank you very much.

Mr. NicHoLsoN. Thank you, sir.

The CHaiRMAN. 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. -JTane 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 CHAIRMAN. No. She is a long ways from the North Dakota
border. But you are going ¢o 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 Burpick [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 HCME 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
;}:Anglnéttees 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 profession .l 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 datailed 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 owing demand for home care serv-
icec. Some of that relates to the easing of Medicare eligibility re-
quirements, to the impact of the kospital DRG’s and to just thz 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 suppe:t 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 titae 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
II 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 a ency, 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 s’mply
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 dun’t Fave one in this country. What we have is a bunch of
fragine ery, very different kinds of programs, and many,
many vary needy people of all ages—infants, injured, para-
plegic »_... «rying 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-
gion 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 heaith 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 pretcy smart, they just call them ‘“nome
helps,” and we know what they're talking about. But in our coun-
iry we have many names, and it make' 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 Natio :al League of Nursing and the Joint Commission of
Accreditation of Hospitals also accredit home health care rograms
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 natjonal groups
has 135 agencies accredited and the other one has about 110, So
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 pareprofes-
sionals, but the quality of paraprofessionals could be enhanced by
more adeqnate 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 Med;
care and g’[edicaid, social service block grants, and Older Amen
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 paraprofe..-
sional; two, basic training requirements, and ysu 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
infante 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—Mrs. Tolbert, for instance, ta.xed 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 sonie 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 tke 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 licersure 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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AIDE SERVICE AND UNITED HOME CARE
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REPRESENTING
THE NATIONAL ASSOCIATION
FOR HOME CARE
tefore the
SENATE SPECIAL COMMITTEE ON AGING
Aprit 27, 1987
Mr. C and C Memb:

| am Ann Mootz, hare representing the National Association for Home Care
(NAHC). For the past 20.yoars, | was Director of Home Aide Service and United
Home Care in Cincinnati untit retinng this past January. ! sat on the Board of
Directors of the National Homecanng Council for 15 years and chaired their
Accreditaton Committee for 5 years | have served as a momber of the NAHC
Qualty Assurance Committee and currently serve on the National Homecaring
Councit Advisory Board

NAHC 1s the largasl prolass-onal orgamzation representing the interests of
home health ag home heath aide oruanlzauons and hospices
with approximately 5000 members NAHC is d to g the labihity
of humane, cost-effactive, high qualty home ca.  services to all who ‘require thom

Wo in the home care fiek! are pleased to participate in this effort to fucus cn
the 1ssue of quakty of services and problems with the delivery of home care The
1ssue of qually is critical to what we do and what we are all about Home care
SOrvIces are provided behind c|osed doors in pnvate homes. to millions of peop.e
who by defintion are the vul bers of our society due 1o their inabikt, t0
care for themselves The care is rendered in 2 setting which is not subject to public
scrutiny.  The very nature of the services places unique responsibikties on p:roviders
of care
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OVERVIEW OF QUALITY OF HOME CARE

W are proud of a record of outstanding service to the ill, elderly, and disabled
In this country. Homa care in the US traces its 0ngIns back to 1885, with Visting
Nurse Assoclations across the country spnnging up to provide health care to an
nflux of immigrants  Home heatth was accepted as part of the Medicare program in
1965, and became more availeble to millions of elderly and disabled Amencans in
its 101 year history, home care has enjoyed ever growing support. and a largely
unblemished reputation. The vast majonty of patients have been very pleased with
the services they recerved, and the cuallty of those services. In the entire history of
Medicare and Medicaid since their enactment in 1965, there have been less then a
dozen convictions of home care providers for fraud. This is too many, but 1s an
enviable record compared to the fterally th ds of other providers in
categories of health care who have been convicted.

Homacarehasbeonfmoolquaity, bl for many one of which
is that the field was comparatively small. Now, however, there is a growing
appreciaton and demand for home care. The rapid growth of the industry can be
traced to an easing of elgibility requirements under the Meodicare law and to the
smpact of hospital prospective payment system as well'as to demographic factors.

This increased demand has come at a ime when access to the home health
banefit under Medicare is being fimited.

Ammxm:mmmuzmnumum

Recent policies of the Hea'th Care Financing Administration {HCFA) “to
restrain beneficiary protectons, combined with vague and confusing gurdetines for
providers, result in reduced access to home health care for Oider Amencans”,
according to a July, 1986, report by your own Committee,

Thoarepoﬂ noted that although hospital dxm to homangd ha;‘/e
ncreased 37 percent since prospective paymant fos was i ented, the
growth in home health services since (hen has slowed. A 1987 General Accounting
Office survey of hospital discharge planners revealed that 86 percent “reportad
problems with home health care placements® for Medicare beneficiaries. 52 percent
of those surveyed cited “Medicare program ryles and regulations® as “the most
important barrier” to these placements It is no colncidence that HCFA's own
statistics show that the percentage of iome health claims denled under the Medicare
program rose from 1.2 percent in 1983 to over 6 0 percent in 1986. And this figure
does not include the many patients who are effectively cenied Medi coverag
because home health ag pable of ing the costs of non-coverad
care, avoid Med-care claims submissions

The present HCFA guidetines affow for daily wisits for a two 10 three week
penod. and thereafter, visits may be contiied upon a showing of exceptional
arcumstances  This lavel of sarnces is often Inadequate to care for more acytely ifl
patients who are being discharged from hospiais

In addition, definitions of what constitutes “intermittent care® vary
tremendously, depanding on the fiscal intermediary’s (FI's) interpretation As z
result, Madicare, which is supposed to be a national program, is not enforced
uniformly, and what is covered for one baneficrary in one state is not covered in other
state

A related practics, known as “seloctive biling,” has served to further restnct
home care coverage for Medicare beneficiaries. If patients are receiving coverage
under Madicare, in many cases they cannot receive additional coverage from
Medicaid or any other payment source {pnvate insurance, self-pay, Social Services
Block Grart, etc.). For example, If patent A is iving 3 hours of ing care and 2
hours of aude cara for 3 days a week paid for by Medicare, and he or his family wants
an additional 2 hours of pursing care on the other 2 days which will be paid by
concerned relatives. Medicare intermediaries will Geny the Medicare coverage,
claiming that the patient 1s exceeding the “intermittent care® requirement. This erther
will rasult in no care, imied care, or the forced Institutionalization of an indwidual
whose family cannot sustain tim at home #f Medicare refuses to pay its far share.

The Medicare homebound guideline allows the patient to be considered
homebound if he has infrequent or short duration absences from the home pnmanly
for medical treatment or “occasional non-medical purposes*® {e g., trip to barber, a
dnve, walk around the block)
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The current definition in the guidelines 1s interpreted 1n an incensistent and
varying manner by fiscal intermediaries. This is especially so in cases where
boneﬁdan’nmbaﬁngthdrMmestogoocMoroeﬂodcadundaywo.oumabem
kdney dialysis, chemotherapy and other similar treatment. Even though the cument
guidefine allows beneficiaries to go out for medical reasons, some Fls severaly ima
trequency and others do not honor the medical raason excepuon at all_In stuations
where indviduais leave thelr homes for erther medical of non-medical reasons.
individual FIs have their own interpretations as to what they consider frequent or
infrequent, or whether they consider the patient homebound It he or she leaves
home with the aki of an ambylance or other extraordinary assistance

This ratcheting down of the Medicare hom. heath benefit has increased the
demand for services under Social Services Block Grant and Title 11 {the Older
Amencans Act). These programs are plagued with fragmentation of servicas
abgibilty, coverage, reimbursemaent, and standards, which, whan combined with the
burgeoning d d the potentiat for decreased qualty in home care
services.

Thehomeweeommnifymmmonwtalimerestatmepmwmumothan
to ensure the high Quaitty of service. That is why | am delighted to be here with you
today. to discuss with you & few areas in which problems occur and will escatate |
also plan to make recommendations for Improvements in those areas

3 S F

The most importent uniform quality controls for home health agencies are the

| "Madi Cond: of Participation”. These standards, which apply to
some 5.060 hcme healtl. sgencies certified for participation in the Medicare
program, set forth basic standards for ofg: ization, services, ad ration,
professional personne!, acceptance of patients, plans of treatment, medical
superiision, skilled nursing services, therapy servicas, medical social services,
homa health aide services, clnkcal recc:ds, and evaluation. These standards are the
mimmum with which Medicare-certified home health 8gencies must comply: several
states require higher standards in some areas. The Medicare standards are
gsnemnyappmpﬂdomdmsombb.mﬁaydonotspodlyapamwhrnwthodlor
meating training and supervision requirements for home health aides.

The other federally financed programs (Medicaid, Social Services Block
Grants to siates, and the Oider Americans Act), do not have conditions of
participation which contain uniform standards for home care sarvices. Instead. the
programs utiize standards devised by various state or lucal govemmants, some of
which are extremety minimal or absent. Others have no standards, but simply rely on
the lowest unt price bidder t> provide thes services. Others have written standards,
but hmwomerwmmm

P PA|

Asyouennknadno,ahndamonwprobhm in these federal programs is a
lack of consistent basic starcia:ds for paraprofessionals. The home health aide of
doing

the
the aging, those with mental ifiness, of people who are developmentally disabled.
The vadous uties used to Jesignaty the home care worker reflect varous funding
The nal function is the same: to provide
appropriate supportive services to parsons in thelr homes under the proper
profossional supervision and in accordance with a plan of care. But the programs
lack minimum mandatory sopervision and tralning requirements for homemaker-
home heatth aides.

, and
program based on those standards since 1962. (Accreditation requires a ste visit,
while approval requires only 8 soif-study and other wntten materials). The standards
cover agency structure, statfing. tralning. supervision, service, and cpmmunny
relations. The National League for Nursing and the Joint Commission on
Accreditation of Hospitals aiso accredit home health programs provided through
some community agencies and hospitals. Such accreditation or approval is entirely
voluntary, however and only a minority of home care agencies in the country are
accredited of approved

The Nationa! Homecaring Council also developed, urder contract to the U.S.
Pubhic Health Service, a modal curriculum and teaching guide for the mstruction of
the hom ymaker-home heath aide In 1978. This curriculum has been updateo and is
now 1 its third printing (1984). This 60-hour tralning program 1s referred to in the
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Federal home health agency exp. and training grants adi 1 by the
Public Health Serwce. Thus, centain basic standards and cumcuta already exst, but
are simply not used in many federal a~d state programs

It is ironic that and training curricuta are established for individuals
who are professionally trained and b d. such as phy and nurses. while
there are no unif dards for paraprof {s, often have less formal
education

The indriiduals providing these i | services are. in large

majority, sincers, dedicated and hardworking people who are underpaid n felaon
to the value of the work they do Few have paid vacations or hokidays, and even
fewer have paid health insurance coverage. We hava not gwven adequate attention
or recognition to the persons who provide this vital service; in fact, in many respects
we have expioited them. We have sown seeds for & potential scandal. We have
ignored the escalating human needs of paraprofessionals while we have continued
1o delegate more care to them, and to place mom demands on them.

In June, 1985, the Rensselasr County (New York) long-term care coordinating

tteq, a group D of rep ntativas of home care providars, hospitals
nursing homes. health plasners, and county govemnment issued a report which
recommended jncreased .se of home health aides and personal care aides
services, based on enhancement of the labor pool. The report noied that
“homemaker/personal care has been a ditficult service to staff and maintain with a
stable personnel poo! over ime. Within the tast five years, this labor pool appears to
have diminished even more. In ight of demographic trendz which indicate 2 growing
ne%‘! "L’a‘"‘s type of seivice, it is essental that the pool of workers be expanded and
stabutized.*

“Clearly, marketing is smp in tackling this task. There are several
reasons why personal care is not a highly desirable career path. Wages are low, the
work envifonment variable. and often undesirable. Work hours are not
generally\guarameed. Transportaton from case to case is generally the worker's
responsibilty. Consumers are often unclear ajlout the workers role and
responsitrities. Clients often demand «approprate carg. The collegsal atmosphere
1n a centained work unit 1s absent, as caregving i1s outsta’ 2ned, resuling in lack of
regular peer support. Public recognition of the value of such a posttion 1s non-

1. H care service is a low status, low prestige, fow ceiling

oocupal;on .
Keeping this in mind, why wouid anyone want to perform this function?”
nhancing Akfe Se 210 the Home: Recommeandalions for Action. report of the
Long Term Care Coordi g Ci . R laer County. New York, 1985)

The report then went on to call for pansion of the p ! base by
vigofous ma:xeting and recn‘tment efforts, structured career paths, basic benetit
packages, in-semce t g. and other act which not only would attract and
retain workers, but also give them a feeling of self worth and adequate pay for the
work oerformed

Cle2rly, much needs to be dcne to attract and retain paraprofessionals, put
the qualty of paraprofessionals could be enhanced by more adequate
reimbursement for their sarvices.

PROPOSED STANDARODS FOR PARAPAOFESSIONAL SERVICES

In short, 10 improve the home care semces offered in fedsrally funded
programs, umiform it of p p hould be developed and
implemented, and paraprofessional salanes and fringe benefits should be
increased

Ths conditions of participation ! propose would apply to alt federally
reimb: d prog providing paraprof | home care services (Medicare,
Medicaid, Social Servicet Block Grant, Oider Amencans Act, etc ). Under the
conditions. these feceral programs would be required to have:

1. Conslstent job titles,

2 Basic training requirements, on which could be built zdditional traiming
neaded for specific programs or client groups,

3. Basic common supervision and monitoring requirements with states required

. to fix the locus of these and accept responsibility for them, and

Basic benefits. wage pohcres. and safeguards for the persons
this witally importaat serice, g pe who provide

In addition, reimbursement for services in the home should be aliowed to
ncrease in onder «© more adequataly compensate for the of VICo!
paraprofessionals are prowding v pe vake ofthe se ¢ these

S-IAIE_LIQEN.SLLBE_AN_D_HEQU-LAIIQN_QF_HQME_QABE
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Until there 2re Federally dated dards. state licensure programs are
our only means for ensunng standards. Presant state hcensure laws. however,
present a crazy yuilt of who is regulated, who is protected, and from what,

Curently, 36 states have some form of kcensure jaws covenng home health
agencies There 15 no uniformity among these laws (and their implementing
regulations). Thare Is aiso no mods! kcensure law (or regulations) to fook to for
guidance. Thus, in the states vathout a lcensure law {and in many states with a
licensure law) there s inadequate Sstate regulation 10 ensure that home care
agencies are fiscally stable and staffed and nrganized so as 1o ensure qualty care
Cartificite of Need (CON) laws ¢o not provide 2 regutatory solution 10 assure quality
and fiscal stabiiity 1n heu of licensure.

Thete should be a model law to prowide states with quidance in daveloping a
home care agency l.censure law and regulauions, and to ensure of enforce
standards for persons providing homemaker-home health ade senices, We would
be happy to work with Cong to davelop model | 8 p to fill this

gap
wmmuﬁwnﬁﬁﬁ -

There is a serious problem when states subcontract directly with individuals to
prownide g and Kker-home hoalth axde Servicas instead of obtaining
theso senvices through an agency. The approach of using individuals as providers
has created problems where there has been insutficsent training or supervision of the
caregivers. with the result that the qualty of care 15 oftan poor. Worse than that, there
have been ples of ght abuse of cliants by caregivers. A recent
incident in California iflustrates how senous such abuse can be. There. an
independent contractor aide was arrested and charged with arson, attempted
murder, and fraud after she allegedly attempted to murder her chent to cover up
stealing nearty $5,000 from him dunng the year she ba cared for him. We want ‘o
avert such dreadful incdents in the future.

The primary impediment 1o the states’ usa of independent providers is that the
intarnal Revenue Service (IRS) views these invididual providers (and properly so) as
empiuyees of the siate. This means that under present law, the states and counties
are required to pay FICA, unemployment and workers compénsation as well as
withhold federal income tax on behalf of these individuals. In some instances,
however, these paymants on behalf of the employees are not made unless a
challenge is brought against the state.

In addition, some Area Agencies on Aging (AAAs) and tha states through
Medicald of the Social Services Bleck Grant program are Cumently hinng case
managers who, while they are not providing direct patient care, are brokenng the
provision of home care and SuppOrtive services. The problem is that some case
managers are hirfing or contracling with individuals directly to provide services
i d of dealing through ag eting recognized standards in the home care
fiald, such as those estabiished by Medicere certfication. The Natioi.al Homecanng
Coungil, the National League for Nursing, or the Joint Commiss:on on Accrednation
of Hospttals In some cases, the result has been a lack of training: poc . if any,
supamision; and soms examples of poor care and abuse. Again in these cases the
agency brovaring or assigning the worker should be responstble for adequate
traming and supervision, as well as for employee benefits.

A related problem is the method by which somy Area Agencies on Aging and
the states contract out for home care Services unde. the Social Services Block Grant
and Title lll. Contracts are placed out for bid anz the lowest cost provider 1s chosen
This method may be appropnate for bridges and roads. but is unsuitabte and
dangerous for home care and supporive services, Accreditad and certified agencies

t plate on a straight cost basis. The result 1s that undor-qualified and
under SupBrvised individuals are being ~hosen to render care under these ltles.
Contracts under block grants and Title lll should be based not only on cost but also
on required levels of training and sypervision which should be specified 1n the
contract

SUMMARY.
tn conclusion, while we are proud of the sarvices we provide to iil. disabled,

and olderly Amencans to maintain them in their homes. we wouk] I:ke to suggest
some ways 1h which the quaity of care could be improved We recommend

. U dti of p pation or Uniform traning and supervision

standards based on level of care need for all federally funded programs

lizing parap s, or 1 y feq ts based on the mode!

curriculum should be inciuded n OAA and Social Semvces Block Grant
legistation;

* Incrgased r for parap | services;

Q .
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Common defintions whuch would make t~o5e programs easier for the public
to understand a « for the govemment to montor;

Devealopment of a model law and regulations for home care kicencure, and

Prohibition of independent emp.uyment of parap snals using federal
funds

In addition, Congress should enact $.1076, the Medicare Home Health

Services Improvement Act of 1987, which would clanfy the Madicare home health
benefit so that beneficianes recerve the services thay nead. Thus bil, introduced by
Sernators Bradiey and Mitchell, would.

Clanfy the defi of ity care to include ong or more visits per day
on a darly basis for up to 60 days and therealter under axceptionat
arcumstances Daily care whould be clarified to mean seven days per weok,

Codify the homab 3 guideline and clarify that an individual need
not be totally dependent and badridden to be considered homebound

Improve the quality of care in a ber of wars, including creating stand:
for g of parap and & patient biil of nghts for home care
consumers

Thank you for the opportunity to be here today (o discuss these tmportant

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. I said that?

Senator Burbick. In your written testimony?

Ms. Moorz. Oh, in detail. All right. After listening this morning,
I would think that was a crazy thing to say.

Senator Burbick. Well, I have to finish the sentence. While 1
would a%ree that most people are pleased with the care that they
receive, I 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 mores honest about the
service. And they make a real effort to use consvmer opinion to im-
prove themselves. But it needs to be done in much more volume
and by many more agencies.

Senator Burpick. 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. Mootz. Well, 1 think that that is true, for several reasons.
One, that the States kave 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 Burbick. Well, what do we do when we find an institu-
3io;1 that doesn’t have an operation up to standards? What can we

oY

Ms. Moorz. 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 pecple in the past.
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Senator BurDpICK. That would require greater supervision than
we have had today then? {

Ms. Moorz. 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 su:e
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
'r)neatter of whether it’s desirable and important. And this seems to

Senator Burpick. In other words, we have to pay for everything
in some way.

Ms. Moorz. We have to pay for it. Bui 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 8 percent of the Medicare Program. So it isn’t that we
are overwhelming everyone.

Senator BURDICK. 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 one-quarte: of
their funds nationwide to various types of home services, including
homemaker, chore, personal care, respite, home-delivered meals,
and nursing care. We are imandated to monitor and evaluate all
programs and do so through a contractual relationship with com-
munity providers. To release funds, definitions of servicer and
standards o1 performance are includsd 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 manages by the area
agencies,

Most of our agencies have adopted our association’s taxonomy of
services, a common definition cf services nationwide. We do not at
this time have a nationwide system of standards for the numerous

120

i




116

programs under the Older Americans Act, let alone the many
other sources of funding supporting kome 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 gersonal care service is two to three times the actual use of
such .ervices.

I would like to make two points during my testimony: Number
one, NAAAA supports the call to develop standards for in-home
gervices, 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
gyster of providing community-based long-term care.

My first point, NAAAA supports with qualificaticns the develop-
ment and implementation of standards or commurity-based home
care. Research has shown that as a result of the recently enacted
DRG system, demand for Older Americans Act suppo 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-uﬁ 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 nonprofit 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 concer: ~d 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 disagree
with these goals. To achieve these ends, howzaver, 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 brokersd on
thei- 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 matchi:g 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 mouney.

Most people will not argue about ihe effect of care management
on the quality of I:fe 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 Financ’ng 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-

122




118

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
rossible conflict of intere;t. NAAAA offers to work with the com-
mittee on this task.

Thank you.

¢ 1ator BUrDICK. Thank you.

A- 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
heﬁ)snd that which is contractual?

. ANDERSON. Yes, I believe so.

Senator Rurpick. You mentioned in your testimony that clients
ne.edqcase managers. What kind of training do case managers re-
ceive?

Ms. ANDERSON. What kind of training dn 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 proner referral source.

Senator BURDICK. Do vou believe that this management assures
home quality care is effective in providing it?

Ms. ANDERsON. Yes, I do.

hSen"ato. Burpicz. And much better care than if you didn’t have
them/

Ms. ANDERSON. Yes. I think that it provides for more monitoring
of the different programs.

Senator Burpicx. What training do these managers receive? Do
they have any medicsl 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
de -ee in social work or they are R.N.’s.

lt),gnator Burbick. Do you ever have any contact with Williston,

Ms. ANDERSON. No, I did not.

Senator Burbick. Too bad. [Laughter.]

That’s my hometown.

Thank you very much.

Ms. ANDERSON. Thank you.

Senator Burbick. The record will r:main open for 10 days for

such comments you care to file.

L.itil then, we will be in recess.

The committee is sdjourned.

[Whereupon, at 8:12 p.m., the committee was adjourned.]
~
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APPENDIX 1—MATERIAL RELATED TO HEARING

Item 1

Apell 29, 1987
TESTIMONY
OF EDWARD R. ROYBAL

BEFORE THE SENATE SPECIAL COMMITTEE ON AGING HEARING
*HOME CARE: THE AGONY OF ININFFERENCE*

APRIL 17, 1947

1 wish to commend the Senate Special Committee on Aging and you, Chairman
Melcher, for holding this hearirg on the issue of home care quality and the role of the
Older Amer:icans Act in assuring access to quality home cere. The House Committee on
Aging, which I chair, has deawn attention over the past year and a half to the
inadequacies of our current system of quality assurance when it comes to home care.

Concern over the quality of home ctre 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 public and private investment in home care,
and by u‘uﬁe‘lmmct of recent cost containment meesures on beneficiary access and home
care Quality.

The Corgress' first extensive 100Kk at this issue was last July at the House Aging
Committee's hearing, "The Black Box of Home Care Quality.” At this hecring, we
released the findings cf the American Bar Association's (ABA) study of home care quality
that cutlines the lack of knowledge about the quality of care provided in the home
setting and the Inadequacy of our current quality assurance system,

As & result of the Committee's findings, I introduced H,R. 5680 in the 9Sth
Congress and have reirntroduced this session *The H e Quallty A Actof
19877 (HCQA), H.R. 1700. This legislative proposal comprehensively addresses many of
the deficiencles In our current home care quality assurance system. The Act covers all
"rome health” and "home help” services provided to persons of all ages under Medicare,
Medicaid, the Older Americans Act, und the Social Services Biock Grant. [ request, Mr,
Chairman, that a summary of H.R. 1700 be iacluded with my statement in the hearing
record,

H.R. 1700 provides a starting point for debate on & number of home care quality
issues — from consumer protection; to quality essurance standards, monitoring and
enforcement; to research and tralning; to Improved weges and benefits for home care
workers. The Act would also create & new ombudsman service for home care consumers
under the Older Americans Act, which is the focus of this hearing.

Tam pk d to ack ledge the fon that has already been given to H.R.
1700 in several other legislative tracks. Pirst, Senator Basbara Mikulski will shortly
introducs a Senate companion bill to H,R, 1700. Furthermore, many of the Medicare
provisions of H,R. 1700 are also ncluded in and supported by companion legisiation to be
shortly Introduced by Senator John Bradiey and by Congreasman Henry Waxman,

Of particular relevance to this hearing is the reauthorization of the Older
American's Act this year., This provides the opportunity to strengthen the role of the
state ombudsman program to include advocacy ot behalf of home care consumers as well
s residents of nursing home and board and care facilities,

The Administration's interest in home care quality is also evident in their
consideration of home care quality demonstration projects, ir.proved survey procedures
and deemed status for accredited home health providers.

1 encourage end remain personally committed to continued Congressional support
and legislative action to ensure that all care provided In the home is of the highest
quam‘y possidie and delivered in the best interests of consumers and their families. !
therefore appreclate this opportunity to address this Committee and jook forward to our
continued, cooperative offorts . the future.
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EOWARD R. ROYBAL March 1987
Chairman, House Select Committee on Aging Contoct: (202) 226-3375

*THE HOMECARE QUALITY ASSURANCE ACT OF 1987 (HCQAM"
H.R. 1700

PURPOSE:  "The Homecore Quality Assuronce Act of 1987 (HCQA) is designed to promote
the heolth, sofety ond well-being of persons receiving heolth ond suppor tive services in their
home under Medicore, Medicoid, the Sociol Services Block Gront, ond the Older Americens
Act. HCQA offers o comprehensive approoch to ensuring the quolity of homecore services by
improving consumer protections, by addressing the serious deficiencies of our current quality
ossurance system when it comes to core provided in the home, ond by increosing research ond
troining in home core quolity.

THE ISSUE:  With the ropid increase In the number of older persons ond need for heolth ond
support services, the number of homecore providers ond proprietory ogencies, in particulor,
hove mushroomed over the past two decades with virtuolly no provisions to ensure the quality
of core delivered. Little is known cbout the quality of core provided in the home, who s
providing services, how many people ore being served, ond what public ond privote dollors ore
being expended. Mast importantly, the in-home location of services makes the octual delivery
virtually invisible ond, therefore, lorgely beyond the reach of public or professional scrutiny.

BILL PROVISIONS

* Estoblishes o federol bill of rights for h e s under Medicore, Medicoid,
the Sociol Services Block Gront, ond the Older Americons Act.

L4 Sets "home health® ord "home help® quolity ossuronce stondords ond requires ogency
complionce as 0 condition of porticipahion under Medicore, Meaicoid, the Sociol
Services Block Gront, ond the Older Americons Act.

* Requires thot homecore ogencies have plon of core palicies that identify services to be
provided, have o meons for identifying odditional client needs, ond coordinate with
other service ogencies.

* Requires thut homecore ogencies have oppropriote odministrotive palicies i ing
governance structures, fiscol and personnel management, ond client records.

. Requires that PROs conduct quality ossurance monitoring of olt home heolth ogencies
funded under Medicore or Medicoid. Pequires thot stotes hove 0 quolity ossurance
monitoring mechanism for home help services funded under the Soctol Services Block
Gront, the Older Americons Act, ond the Medicoid Home ond Community Bosed
Services Woiver Progrom.

* Amends the Older Americons Act to include and provide seporote funding for homecore
ombudsmon activities for the purpose of investigating and resolving homecore as well as
nursing heme and board ond core comploints.

* Requires federol survey of h ¢ ogencles with oll for "d d stotus® for
ogencies occredited by orgonizotions or certified by stotes hoving stondords ot leost as
stringent as the federol conditions of participotion.

. Encouroges stotes to estoblish comparoble quolity stondards ond survey procedures for
homecore agencies under Stote progroms serving consumers of ofl oges.

* Requires that stotes estobhish C Boards 1o conduct oversight octivities, provide
input into the oword ond evoluotion of the PRO ond home help monitoring mechonisms,
engage In consumer educotion, ond receive input from homecore beneficiories.

Voo

. Regquires thot PROs, stote hamecore monitoring hani prog
have toil-free hot:lines to receive questions ond comploints from beneficiones,
providers ond others concerning homecore quolity issues.

* Requires that scnctions, including intermediote sonctions ond civil penalties, be
ovoiloble to ensure complionce with quolity assurance stondords.

* Requires thot DHHS set minimum proficiency stondords for oft persons delivering
homecore services ond fund troining progroms for personnel and coregiv 5. Encouroges
stotes to develop licensing requirements for home heolth providers.

. Requires that DHHS estoblish guideiines ond provide funding for homecore troining
gronts, for homecore demonstrotion projects, ond for homecore quolity assuronce
studies, including reseorch on troining ond woge levels,

* Requires thot DHHS implement ond administer alf provisions of the Act in conjunction
with o Notiona! Homecore Quolity Assurance Council of providers, consumers, stotes,
occrediting bodies, fifcol intermediories, PR‘OS‘, reseorchers, ond others.
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EXECUTIVE SUMMARY

The demand for home health care is growing rapidly for two
reasons: the size of the irail, chronically ill, and disabled
population is increasing and Medicare beneficiaries are leaving
hospitals quicker and sicke. under Medicare’'s prospective pricing

system still needing transition care at home.

Medicare does cover post-acute care, but bénefiziaries are
experiencing significant problems in satisfying stringent
eligibility criteria. And, the scope of covered benefits is
being 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 i1l
Americans and their families poses the greatest threat of
catastrophic costs. To obtain long term care services for
chronic conditions, older Americans must spend down in order
to satisfy Medicaid eligibility rules. And, Medicaid
reimbursement favors institutional, rather than dome care.
Insurance against the high out of pocket costs for long term

care is generally unavailable.

Besides high costs, consumers face the lack of uniform and
effective regulation of the quality of care of fered by home
care agencies. Consumer protections are generally weak or

nonexistent.

The American Association of Retired Persons recommends the

following responses to these problems:

Existing regulatory sfforts by HCFA and its intermediaries to
arbitrarily and capriciously deny ¥Yedicare beneficiaries
access to home health benefits must be stopped. Eligibility
standards and scope of services should be broadened and
clarified to neet the growing needs of beneficiaries for
post-acute care., Patient eligibility for post acute care
services should be determined prior to hospital discharge and

should be binding on Medicare's fiscal intermediaries.
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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 nranaged
system could provide these essential linkages between medical

and social services in a variety of settings.

3. Azerican families need protection from the catastrophic costs
associated with long term home health care services. Some
combination of private and gublic long term care insurance
nust be developed to end the forced pauperization of American

families needing chronic care services.

In sum, Medicare beneficiaries need protection against premature
kospital discharge into a no-care or inadequate care zone. They
need improved access to hoae based care for post-acute and
chronic conditions. They need insurance protection against the
financial cost of lung term care. And, they need protection

against substandard home health care.

To that end, AARP endorses $.1076 "The Medicare Home Health
Services Improvement Act of 1987" and recommends its prompt

adoption.

The American Association of Retired Persons (AARP) welcomes the
opportunity to submit for the record testimony on home care for
the elderly. With its 25 nillion members, AARP can speak
confidently about the growing and unmet need for high quality
home care for the acutely 111 and frail elderly with multiple

chronic conditions.

Improved access to cowprehensive home health services is
desperately needed for both post acute care by persons recently
discharged from hospital and by those suffering from 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 benefit.

Chronically i1l and disabled people and their families face

catastrophic costs for long term care at home and in
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institutions. The price of care is pauperization. The answer
for them is improved coordination of a range of services and the

financial protection afforded by long term care insurance.

Any home health care policy must address the pressing needs of

both the acutely i1l and the frail and disabled.

Need for Home Health

Need O O

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 A
reimbursement methods have ccabined to make home health services

increasingly important to people age sixty-five and older.

specifically, the size of the frail, chronically 111, and

disabled population is rapidly growing. According to the 1982
National Long Term Care Survey, 19% of those sixty-five and older
have some degree of disability, while 4% of non-institutionalizcd .
older persons are severely disabled. Disability rates increase
markedly with age, 30 that those who are age 85 and older are

four times more likely to be disabled than Younger " sdicare
enrollees. And, this age group is the fastest growing segment of
our population. Consequently, the societal need for assistance

in activities of daily living by disabled persons will increase

rapidly.

As a result of this fact, the demand for home health services is
growing rapidly today and will continue to grow in coming years.

According to Bishop and Stassen's study in the Pride Institute

Journal of Winter, 1986, growth in the number of persons served
The

is the largest contributor to home health care expenditures.

rate of utilization tripled between 1974 and 1982.
Another contributing factor in the rowing need for home health

services is the pressure for early hospital discharge under tte

prospective payment system (pps) inaugurated in 1983,

van Gelder and Bernstein report in the same Pride Institute

Journal that in fiscal year 1984, discharges from PPS hospitals
Journal

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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report that all of the studles by the U.S. Department of Health
and Human Services find that the rate ol discharge to home care
rose sharply after PPS was implemented; that older patients are
teing discharged earlier and sicker; and that home health care

providers are giving more skilled and intensive care to clients

now than they were before PPS began.

A
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 home care. Our 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. Many of our letters are from the spouses
and children of recently hospitalized people whose need for
physical and n@ical care exceeds the tine, strength, and skill
of family members into whose care they are discharged. In sum,
the demand for home health care services is being stimulated by
the growing numbers of acutely i1l 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 i1} persons, the Medicare home health

benefit is both inadequate and often unavaflable.

Current problems in the scope and structure of Medicare's home
health benefit can be attributed to several causes: determination
of eligibility, scope and curation of services, and lack of

protection for consumers.

Eligibility: Although the requirement of prior hospitalization
was eliminated in 1981, eligibility for home health benefits
under Medicare is still linked to acute, temporary illness rather
than the need for chronic care. To be 1igible for this Medicare
benefit, individuals must be certified by a physician to need

part~tine or intermittent skilled nursing care.

In an effort to curtail use of this benefit, HCFA has been

formally and informally adopting increasingly stringent
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definitions of "part-time® and "intermittent® care.
Additionally, the definition of being “home bound® - another
eligibility criterion = has also been subject to varying aad

arbitrary interpretations.

For example, 1n 1975, HCFA's Health Insurance Manual-13, section
3119.6 defined intermittent or part-time care to average 20 hours
or less a week for up to 100 hours a month. 8y 1981, HCPA's Hone
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 11l, HCFA permitled
*medically reasonable and necessary® aide services on a daily
basis for no more than 2-3 weeks. A year later, HCFA's

Transnittal No. 137 provided a guideline of nine hours a week.

Several problems have been ifdentified by providers and
beneficiaries. Fiscal iatermediaries vary in their
fnterpretation of "pact-time® care and retroactive denials of
coverage are not uncommon. In some states, receipt of 3-5 care
days a week {8 considered to be daily care and thus ineligible.
Tn other states, clients may not receive nmore than one visit a

day, even if the purpose of the visits differs.

variations in the interpretation of "home bound® have also
resulted in denfals of eligibility to those in need of care.

Under current guidance (Health Insurance Manual-1l, Section

208.4), a person nmust be normally unable to leave hoae 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 receive

chemotherapy .

The GAO has repeatedly criticized the homebound requirewent as
unduly restrictive, yet it is retained. Consequently, ambulatory
people who can't dress, bathe or prepare meals can be denied
care. Additionally, improvement in mobility - a goal of houe
health services - could jeopardize receipt of needed hone

services.

131

*




ERIC

Aruitoxt provided by Eic:

127

Finally, {f all ore needs initially fs occupational therapy,
eligibility will be denied. Ye., one can continue to recefve

such therapy after skilled nursing care is no longer n-:ded.

Because of these and other arbitrary and capricious
fnterpretations of eligibility criteria, untol millions of older
Anericans 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 1983, denials cf 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 fncreased 8.9%, By

fiscal year 1987, 6% of all such claims were denied.

Yat, 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 determined to be ineligible, home care
agencies may be refusing service to doubtful cases. We have no
data on the extent of unmet need for post acute care service, but
present conditions lead one to assume that the problem is

serious.

Furthermore, we don’t know the extent to which beneflciaries and
their families are directly paying for needed -ervices to
supplement the benefits provided under Medicare. There is
anecdotal evidence that when families do supplement the home care
benefit, they may thereby lose eligibility for services. 1In
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 “"fntermittent” care anc then be

denied all home health care services!

Another weakness of current eligibility standards is that the
social circumstances of patients are not considercd. It is now
commonplace for weak, i1l people to be sent home from hospitals
when there is no family member to, care for them. Unless they
need skilled nursing care, they cannot receive home health

servic~s despite their obvious inability to care for themselves.
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Scope of Services

As we noted, the Medicare hcme care benefit offers both too
little 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 needs for care -- both
skilled and personal =- 18 not being addressed by Mecicare. We
lack a long term care system encompassing mediéal, social, and
personal care services provided 1n a variety of community,
home-based, and institutional settings. For exampl2, Medicare
does nothing for the Alzheimer's patient whose family 18

struggling valiantly to avoid 1nstitutionalization.

The primary source today of home-based long term services for tre
elderly is family members. These frec services ar* Supplemented
by the Older Americans Act and Medicaid. Yet, Medicaid
eligibility standards vary enormously, as does the range é(
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 83% of Medicaid expenditures for that service. The thirteen
states requiring prior authorization for «.de 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, 1t is too soon to tell whether HCFA’s recent
consolidation of intermediaries responsible for home care bills

will produce more uniform application of the rules.

The unavailability of reguisite home-based services forces untold
numbers of older Americans to jeopardize their health; pay
out-of ~pocket for needed but uncovered services; and finally to

enter an institution.
Chronically {11, frail, and/or disabled peoplc cannot obtain home

health benefits under Medicare. To obtain these servi.ces under

Medicaid, older Americans must spend down in order to meet
-
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eligibility critaria. We know the financial catastrophe faced by
those who enter nursing homes. Most private paying residents are
pauperized within a short time from antry. A Congressional

study found that nearly half of unmarried residents age 75 and
over are pauperized within thirteen weeks of entry.

Three-fourths of these residents are impoverished within a year.

Older Americans desperately need financial protection against the

-~
catastrophic costs of long term care. Yet, long term care
insur. ce is not readily available from private i{nsurers and
public policy has failed to remedy this problenm.

-

Some estimate that as many as 20% of nursing home residents could
live at home with community-based services. When 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 Quulifications

Another problem in the area of home health is the absence of
quality standards for providers. This essential service sector
is 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 field is growing and - anging 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, lar¢-., in response

Lo the 1980 Omnibus Reconciliation Act which permitted Medicare
certification of proprietory agencies in states without licensing

laws.

Licensing and certification standards vary greatly among our
states. wWhile HCFA is primarily concerned about reinmbursements,
hardly anyone i3 formally charged with assuring access to and
Guality of care. There are few avenues of recourse open to

persons insppropriately donied care or given substandard care.

El{llC {34
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Indeed, in some instances thure may not be a standard of care.
Caveat Emptor 1s an irresponsible guide to our most vulnerable
citizens, Consumer protection must be built {nto our home health

care programs,

NEEDED SOLUTIONS:

-
AARP believes this situation represents a failure of public
policy. A crisis in care confronts Americans today -- a crisis
with serfous health. social, and financial costs.
American families desperately need accessible., high quality. >
corprehensive, coordinated post acute and long term care honme
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, personal, and homemaker services in the
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-term care
- be based on the 1nsurance principle of shared risk
and predictable individual costs:
-~ provide for data collection and evaluation to
reasure both access to care and quality of services
del ivered:
*

- reet reasonable and uniform quality standards: and

= 1nclude consumer protection and parti.ipation.
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To achieve these goals, we support prompt enactment of S.1076,
the Medicare Home Health Services Improve+:z .. Act of 1987. The
bill will ensure improved access to home health benefits under
Hedicare Part A, The bill clarifies the definit.. £
“interuittent® and “homebound®; expands the freque ..y and
duration of daily visits that are initially authorized: mandates
ninimum 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 impose 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~-certified providers. These
provisions could measurably improve consumer protections and the

quality of care provided.

In addition, affordable and auequate long term care insurance
must become more readily available. AARP is open 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 possibility of private sector long term care

insurance.

We further recommend prospective payment for a case ranaged
system of long term care. Community based care will require a
cont inuing combination ot public and private sector funding.
AARP supports the Medicaid 2176 Waiver program and deplores
restrictive regulations which serve to hamper its operation.
We recognize that we have a long way to go before existing
services meet these criteria. The task i{s large? the need is

great. We cannot afford to wait in deve..ping the solutions.

AARP welcomes the opportunity to work with this Committee toward

solving these problems in home care.

~ERIC i
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Item 3

i May 13, 1987

Honorable John Melcher
3590 Joe B Chairazan, Senate Special Coriittee on Aging
AL ook Washington, D.C.
W

el Year Senator Melcher:
Rad

The ABA Commission on Legal Problems of the
Reters ¥ Hooghton Elderly was pleased to hear that you were conducting
Neowh, I 701 a hearing on the igsue of home care quality. 6 As an
. bten interdisciplinary body constituted to analyze and
-.—nu'....-. respond t~ %he law-related needs of the eldearly, we
juadatefetvid believe that the issue is of considerabdble
Joonae Lyes MD importance. I have enclosed a statement baszed on our
I B Commission‘s own report on the state of the art of
e home care quality assurance, entitled °The Black Box
Rober £ Mackiustons of Home Care Quality."

o W e Thank you for tha opportunity to discuss this
238 Massacbamens Ave NL important issue. I hope you continue your efforts in
weakiepie, D 3003 this area.
Y

1o o T e Sl?ty:e:ely,
Oty 3, Jukt Flar . 0
3k are O LT 40 )\%
[ v . ‘
John H. Pickering
0 Saate Bt Chaitman
—_— Enclosure

Alve W Rimbroagh 5879pP
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STATEMENT OF
JOHN H. PICKERING
AN

ON BEHALP OF /
THE
AMERICAN BAR ASSOCIATION

COMMISSION CN LEGAL PROBLEMS OF THE ELDERLY

The Coamission on Legal problems of the Elderly
of the American Bar Association appreciates the
opportunity to addrssc the important issue of "The
Role of the Older Americans Act in Assuring Access tc
Quality Hcme Cars." The Commission, established in
1978 by the ABA Board of Goverhors to address the
lay . glated needs of the elderly, is an
interdisciplinary gzoup chat includes practicing
attorneys. 1sgal educators. gerontologists, elderly
law specialists. government officlals and senior

citizen advocates.

The testimony which wve are presenting is the
view of the Commission & and h?s 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 overseeing our
Comnission's efforts in examining *he gtatus of hone
care quality asgurance mechanisms at both the federal
and state level. Theso efforts led to the
publication of a report entitled *The Black Box of
Hore Care Quality.” released in August 1986 in
conjurction with a hsaring on the toplc convened by
Representative Roybal, Chairman of the House Select

Committee on Aging.
Since this Committee 1is already tamiliar with

that report and its rocommendations, I will not

repeat its contents here. Instead, let me tuggest
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five fundanental questions. derived from the report,
that ought to be asked in creating any propoged

quality assurance system:

1. 1s the system ag comprehensive and unifore
as possidble in the scope of z2gancies
covered, services covered. and data

collected? .

2. Does the system focus on the quality of »
care actually provided, or instead. only on

the provider’'s capacity to rendar care?

3. Does the system offectively empower

consunmers bY means such as:

a. providing consumers with clear and
consistent information about
providers, services. costs, and

consumer rights?

b. fnvolving consumers as a primazy
participant in evaluatior and

nonitori.g?

c. providing consumers with simple and
offective moans of redress wWhen

problems or deficiencies in care arise?

4. Doos the systea ongure that care is
provided by well-trained and supervigsed

care givers?

S. Does the systez ensurc the effactive
monitoring of the gervices delivered to &
consumers and the uge of a strong, but

flexible, range of zanctions?

We believo these questions help olucidate the

basic consumer-oriented assumptions that ought to be

ERIC i
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fundamental to a quality assurance system. Yet,
beyond these basic assumptions. there is a threshold
regulatory question that has not been squarely faced
by the witnesses before this Committee: what is the
proper federal rola in creating home care quality?
The very title of this heacing begs that question in

the context of the Older Americans Act.

The Federal government gets the basic mold for
what happens in home care services at all levels --
federal, state local, public or private. One need
only look at the Medicare program for an example.
Since its inception, Medicare's hore health care
"conditions of participation® have been the benchmark
for home care regulation, even though the scope of
Medicare’'s home health benefit is really quite
limited. Licensure laws and regulutions -- the
predominant form of state regulation over home care
-- have largely mipicked the language of the

conditions of participation. at least until recently.

The other major federal funding sources for home
care--Medicald, Social Services Slock Grants and the
Older Americant Act--arcse to aerve discretely
identified needs and tarjet populations. Deapite the
best of intentions, (*+ coabination 9t these prograas
did not provide ap integrated continuum of services.
but rather a fragasuted and In-~omplete care system
with inadeguate and uncvordinstied quality ass. ance

mechanisas.

I tae lasr geveral years., many states have

Jtely tried to .mpon. some uvrder and

.nation among these federal and various
state-funded programs. To accomplish thic, states
have variously tried cage managewent strategies,
chanteling initistives. state supplements, cash-outs
and other bridging mechanisms. Many of these
initiativec have buen supported by the tederal
government. Yet, the basic gtructure of 7 -deral
funding gtill fosters fragmented care and,

consequently. fragmented quality zssurance.
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This s not to suggest that all federal funding
sources be combined into one mega-prograx., There are
valid reasons for the distinct identities of these
Programs. At the same time. the goal of quality of

care verhaps demands that these programs start

talking the same language in terms of definitions.

standarde. enforcement. and data collection. This -
goal perhaps also demands that these programs throw

cut some of the entrenched medical model versus

social services model conceptualizations and,

instead. pay their fair share of a coordinated case

agsessment. case sanagement., and quality assurance

system.

This cannot happen unless the pederal guvernment
begins to break some of the legal/structural barriers
agong its own programes and get the basic parameters
for such a system. wWithout the structural bridges.
new 2lity assurance mechanisms may s 1 emerge.
but they may more closely resexble the many-headed
Hydra of mythology than a system of accountability
For example, consider the need for the training and
supervision of nome health aides and other supportive
personnel. We may all finally agree that minimum
federal standards are needed; but. are we better off
with common definitions and standards for training
and supervision--or with differing standards
depending upon whether these personnel are furded by
Medir-ce. Medizaid. Social Service Block Grants or
the Older Americans Act? This is one of zany

possible areas in which the Hydra can be slain.

Case managezent is another. While its value as
a dollar saver is still debated. its value as a
quality enhancer has gained wide-gpread acceptance.
Yet. under present structures, its growth could prcve
strangely ironic, for ingtead of 2 case manager. we

may witness many case managers--the home care agency

-
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soclal worker, the hospital discharge planner, the
physician, the area agency on aging, the insurance

company. the private case manager, and more.

These illustrations only highlight the need for
Congress to rethink the alns and approachss of the
key authorizing acts. wWhile this Committee is
specifically exanining the role of the Older
Americans Act, its vision needs to be wuch greater

than that Act itself. 1If the example is set. the

states will need little prodding to follow suit




AMERICAN FEDERATION OF HOME HEALTH AGENCIES, INC.
1320 Fenwaick Lane @ Surte 500 ® Silver Spang, Md. 20310 @ (301) 588-1454

STATEXEXTT
oF
THE AMERICAN FEDERATION OF HOME HEALTH AGENCIES

o

The American Federatiun of Home Health Agencies appreciates the opportumty
to address the vital issue of quality of care in home health services before
the Senate Special Oammuttee on Aging.

We wish to address this concern in two ways: first, within the oontext of
the current administration of the Medicare hoare health benefit and the wrplications
therein for quality of care, and second, by recommendations to address specific
concerns that may arise regarding provision of quality care in the hcre.

To begin with the current climate of the Medicare home health benefit, we
look forward to the day when home health personnel can concentrate their energies
on provision of the highest quality home health services instead of on shuffling
a load of unnecessary paperwork and playing a quessing game with the Health Care
Pinancing Admnistration and its fiscal intermediaries as to whether services
will be covered, even though a patient clearly appears to meet every coverage
cxiteria.

Hoe health agencies are alreacdy reeling under the impact of massive demals
from intermadiaries, which in turn are under pressure from HCFA to produce at
least five dollars in denials for every one dollar they raceive for medical
review and utilization review. We have seen a significant increase in denials
over the 17-t year to eighteen months. And 1f HCPA persists in its clawm that
one third of hame health services now being provided should in fact be denied,
the current disruption would pale in corparison to the upheaval that would result.
Quality of care alcng with access of beneficiaries to services would be the
wvictims once again.

Denial of services, in whole or part, to the very sickest and rost debila-
tated patients is now common. We ghudder to think shat the Jutcore will be :f .
the ievel of denials ever reaches thirty-three percent.
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mtypeofmvicew&hpnﬂmﬂaxbeaxmgmqmlmyofmxsdutof
medical social worker. Social workexs are trained to deal with the psychologacal
and social dimensions of a patient's situation, to make overall assesscents of
treefﬁcacyofcambu:gpzwnbd.amwalertana;emywmyptwlemdu:
develop. Himdeaumwichuepsyd’trsocmmofmof elderly and
diaabledheneuchxhs,mnyofummcmﬁaedmﬂalme,arnmhealmmcy
(3A) camnot provide the services that a patient's situation requires,

umwly,wmmmmmlymmmm
dicutzsofmuﬂiuineemuum,wdd\rmlyaummdmaewm
such visits to a patient. In addition, applicaticn of cost 1imts L discipline
nﬂumhmmmndﬁﬁaﬂ:.i{mmmh, for rany
hare health agencies o provide medical social pervices. There is no profit
ind’emdwuemmnthbeneﬁ:mdmuaywof{mbeesmw
lowutilizing disciplines; without the abality to offset over-limit disciplines
wxmﬂmuﬂertklhﬂa.mmuaﬂm&lndmwwﬂsimofmdmlml
m&ﬂoﬂmtduhﬂihuwmmesmasmymwmﬂm
therapy.

Amdntpl‘dﬂmviﬂﬁnt}nﬁzwrtxystenv}thhphcatjmfarmﬂtyo{
care is the imposition of crerous requlatory and paperwork burdens that cause
mhsbohavetod&mtdnirzemsuyfxmﬂepzwbimofpadem
care. hot a dize's worth of the added expense associated with these burdens
weswbaef&chqmvimormcofqzmiwofm- The intent is
pure and simple restriction of reimaxsement.

A case in point is ECFA's “minimm”® data element series, Porms 485-488.
mesefotmuepmvm;tobemlyoosuyintemoftjmmddimim
of the energies of highly skilled persornel. Rurses would rather concentrate on
patient care for which they have been trained, but meny have been reduced to
paper pushers in an attenpt to forest 11 devastating denials ermanating from
forms which give them so many cpportinities to trip wp. We recommend with-
drawal of the 485 series.

muwmamsnm'nmmmofmmmmcm
and the growth of the home health benefit. Increased utilization and outlays for
h. % health are inevi with the izpl ion of prospective tor
hospitals and the aging of the population. There is an element of preventabls
growth, howsver, that has not been addressed. The _ roliferation of homo health

fes in states without certificate of need requirements is a prime factor
in increased outlays under the benefit. A greater mmber of agencies per se
“oes not lead to a rediction in the cost of services throwsh competition. In
fact the opp~ ite is true. Where fHAs are allowed to proliferate without control,
the result is an increased rumber of agencies seeking to serve a finite mubor
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of patients. New agencies will have higher than averag: costs in the startup
years, while reduced utalization will drive up the per visat costs of established
agencies, whose set administrative and overhead costs are then spread over fewer
patients. More funds thus serve the same: basic patient populations. We urge

a national certificate of reed requurement o~ a moratorium on the issuance of
provider mebers to HiAs to decrease the costs of provading servaces and redirect
Medicare funds towards patient care and away from admmstrative costs. This

in turn would serve to control outlays and reduce the pressume to deny needed
gervices to beneficiaries. Possession of a provide matber should be tied an
ciosely with quality assurances an agency whuch does not satisfy qualaty stan-
Jards would forfeat its partacipation in the Medicare program. States are in

a better posation to assess qualaty wath a stable nurber of hame health agencies
than they are where absence of cectificate of need has led to gecretric increases
in the naxber of HHAs in a shoxt period of tame.

We wash to enphasaze here that factors draving home health agencies to reach
ar excced their cost limits—eassive demals, iplementation of onerous require-
ments such as Forms 485-488, proliferation of agencies—-are forcing admimistrators
to take reasures tO avert debilitating losses. In a system as labor-intensaive as
hore health care, this reans that many agencies must employ less-experienced,
legs-skilled persommel with lower salary demands, and must discontimae cvwer—cap
rehabilitative servives. olicies whuch have such implications for quality and
access to care are short-saghted financially and ocoopletely fail to take into
consideration th? welfare of beneficiaries for wham the Medicare program exasts.

Quality is a dafficult concept to define and assess; and it is mxh rore
difficult to measure in the home than in an anstatution. We do not believe 1t
is very practical to send independent assessors wnto Patients’ hames to judge
the qualaty of care receaved by elderly and debilitated beneficiaries. Such
heneficiaries are not very reliable sources for evaluating sexvices they may
have received a mumber of weeks in the past. This type of momtorirg system
would also be costly. (Visats to Patients now mandated by HCFA unfortunately
are not geared toward quality assessment; they are but another tool to ferxet cut
denials.) Quality ultamately has to come fram hore health agencies therselves and
from beneficiaries and their famly rembors as consurers of hame health sexrvaces.

¥e believe it would be rore effective to arploment mchanisms such as the
following, acxr of whach require changes in Fedaral law, HCFA regulaticns, or
anduccrents to state action:

o Every “encficiary and/or responsible famuly rmomber should be provaded with
a patient bill of raghts upon admission to the scxvices of a hare health

Aruitoxt provided by Eic:
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agency. mxsdoc\mts!nxldmcludeadescnptamoit}eum'sgrwvame
mmmmmmzosww'smmmm(md
memnbexoiﬂemcemwboammwdmﬂaefonmn;w;gestm).
Myccnpmntsxeqaxdmgcamslnndbeukenmaigmwtheagaw's
admi ator by the de: ted ach e. Since many beneficiaries and
their famlies find thmelvesmﬂledbyﬁemdmamhmcracym

by denial of services, basic info.mation on eligability, benefits, and
payments should also be provided at admussion. (We are sumitting wath
mrzesnnmyasazpleoiapatwntbuloingms, this one required to
. be provided to all beneficiaries by Florida home health agencies.)
omurkpaxbmmiewboaxdmndbesettpmemstace,mistugoi
consurers, beneficiaries and thier famlies, WA admanistrators, physicians,
and other appropriate representatives, to which patients and their advo-
cates can bring complaints pertaining to care given ar possible abuse.
Such a board should be given authority to imestigate allegations of infer—
wrca.mamiabuscandt:ow.cappmprutcactm.

0 Tied inth_‘xthepzwm:ssu;gestm, thexevxeubmxdoramﬂmmtxty
in eac: state should keep records on HIA persormwl fired for provision of
mferwxcaxeorah:seoipatm, and periodically send alerts to all
HHAs operating in the state, Listang names compaled and reasons for dis-
missal, (e realize that there are legal implications which would have to
be examined pertaining to the dissemination of such :nformataon, )

ommmxmizet}edwneofabusemmixmxeammzbnity, states should
be given incentives to license all agencies, registries, and indaviduals
who provide health-related care or haremaker £2rvices 1n beneficiaries'
hates.  Trauung requirerents should be developed for all ncn-professional
caregqiverxs. (One rodel for such a requrertnt went into effect in
Florida this past July 2. A copy 18 provaded wath this testimony. )
l.xw\smgandtxainugamespecmlymwatasdmm of services undex
the Medicare benefit is Cxusing famalics tO turn to other sources, of
unknown reliability and professionalism, to provide services to patients
1n desperate noed of care.

o All hame health caregivers, including esployees of Medicare certifind
agencies, shoud be required to recoive a specified mrber of hours of
continaing education per year in their fiela.

A basic patient right--freedom of chojce in sclection of the caregiver—

o]

18 wxreasingly being violated .ath wrpunity by the closed referral

systers which are preliferating arownd the nation. HCrA should requre
that the referring entaty, including physician and hospital, divulge in
xiting any financial interest or corporate relationship, no matter how

smll, in an agency to waich it directs a patient. At the same time, an
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cormamities with more than a sole home health agency, every beneficiary
referred for home health services through a discharge plamner or social
worker should be provided with the name of least two agencies from whach
they might receive care. Real and beneficial conpetition wall flow iram
the provisicn of a choice to patients. Pinally, beneficiaries should be
told of their absolute right to receave sexvices fram the agency of their
choice. We have heard of patients who feel threatened isith loss of health
services when they request an agency not of the referring entaty's choosing.

On a cautionary note, we do not know how badly quality asswrance systems are
broken o even whether they are. We believe that we m:st first assess this
question, and then proceed to devise the most effective soluticns to any problems

identified.

The recent repart on home health aide services by Richard Kuscerow,
Inspector General of the Department of Health and Huran Services, has raised
a mmber of concerns. We castion that this report could distort discussion
of the quality of services provided by both hame health aides and skilled
persconel under Medicare. The nuber of beneficiarizs the Inspector Geaeral
included in his sarple is quite limited. He reviewed only sixteen hare health
agencies in six states and 66 patients, while naticwide there are approxi~
mately 5800 Medicare certified home health agencies serving over 1.5 million
beneficiaries each year. But rather than get sidetracked over methodology
and the size of the sample, we urge that the Aging Committee look towards
specific recommendations addressing quality concerns, such as those we
suggest above, and contimue to urge HCFA to issue at last the training standards
for home health aides mandated by Corgress.

We look forward to working together with the Senate Special Cormittee on
Mging to ensure that our nation's elderly and disabled citizens have access to
essential home health services of the highest quality possible.

Regpectfully sukmitted,

YL&W_ B \x/‘vki Us

B. Mills
President

El{llC 147 ‘
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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 responsible parties have the right to expect . . .
The highest qua’..y of care in their place of residence.

A home health agency of their chofce, including fun knowledge of all ser-
vices provided, alternatives available, or the option to refuse care.

That the chosen “{fe style, spiritual and emotional being will be treated
with the utmost dignity und respect by all agency representatives.

That the home health agency complies with a1l applicable state and federal
rules and regulations.

Continration of the care {nitiated in the physician's office, clinic,
hospital or nursing home.

That the care will be provided by experienced and qualified personnel
under the direction of the patfent’s physician.

The entire health team including the patient will develop an 1ndividual-
fzed 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.

Rehabil{tation to the maximum level of {ndependence.

That acceptance of health responsibilities will be promoted and encouraged
by al1 health team members.

An explanation, upon request, of the charge for home health care.

Co-operation of the patient and/or family 1s necessary in order to achieve
the goals of this Bi11 of Rights.

This BI11 of Rights 1s an ethical declaration for patfents accepted for care in
conformance with published policies of the home health agency and does not {mply
or constitute obl{igation for payment of services by the fnsurance carriar.

The Quality Assurance Committee wrote and presented this B111 of Rights for
Home Health patfents to the membership for ratification in October 1979.
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HOME HEALTH SERVICES ACT
AND

MINIMUM STANDARDS FOR
HOME HEALTH AGENGIES

oy

DEPARTMENT OF HEALTH AND
REHABLITATIVE SERVICES

HEALTH PROGRAM OFFICE
April, 1986
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RULES 2F THE
STATE OF FLORIDA
DEPARTHENT OF HEALTH AND REHASILITATIVE SERVICES
HEALTH { JGRANM Orrice
CHAPTER 100~68, FLORIDA ADMINISTRATIVE CODE
MININUOM STANDARDS FOR HONE HEALTH AGENCIES
100-63.001 Purpose.
100-68.002 Definitions.
100-68.003 Zicense Regqiirad.
100-68.004 Licenaure Procedure.
100-68.05 Prohidited Acts. (Rapealed)
10D0~-68.06 Right of Inspection. (Repealed)
10D0-68.07 Existing Rome Hlalth Agen es. {(Repealed)
"0D~68.008 Scope of Services.
100-68.009 Personnel Policies.
100-68.010 Admini3stration.
100-68.011 Nursiag Director
100-68.012 Rayistered Nurse
10D~68.013 Liceneea Practical Nurse.
100-68.014 Home Realth Aide.
100-68.015 Physical Therapist and Physical Ther pist
Assistant
100-€62.016 Speech Pathologist.
100-68.017 Occupational Therapiet and Occupational Therapy
Aseistant.
100-68.018 Social worker.
100~68.019 HomemaXar.
100~68.020 Acceptance of Pat:ients.
100-68.021 Patient Care Plan.
100-68.022 Client Service.
100-68.23 ogtilization Raview. (Repealed)
10C-68.024 Administration of Druge and 3:iclcqicals
100~68.025 Companion Sitter.

100-68.026 Penalties.
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RULES OF THE

STATE OF PLORIDA

OEPARTMENT OF REALTH aND REHABILITATIVE $zxvI.ES
KREALTH PROGRAM QPrICE
CHAPTER 100-68, PLORYOA ADMINISTRATIVE COOE
MINIMUM STANDARDS rOR ROME HEZALTM AGENCIEZS

AMZNDING SZCTIONS 100-68.002 THROUGR 100-68.022

100-66.002 Definttions. The following terms in the
context of this law shall aaan:

(1) Approved school - a school of nursing or a school for
the education of practical nursas approved by the Florida Stata
Bcard of Nursing; a school of physicsl therapy approved by the
Americsn Physical Tharapy Aesociation; ef she @eunesi: ea Hedzeoi
Bdueorien of whe Amervren Hedivei Aeeeeretzeny er the Ceune- i on
Kedreci Eduepeson of vha Amerzeen Medreei Aeseesavren (1}
eskiohoronion wrth whe Amerreen Phyesxesk Therepy Aceserenrent a
graduate school of social work accredited by the Ccuncil on
Social work Education; a school offering an occupational therapy
curriculum accredited jointly By the Council on Medicsl Education
of the American Nedical Association and the American Occupational
TheTapy association.

(2) Branch office - & location or site from which a homs
health agency provides services within the county of the parent
4gency which shares adninistration and supervision and other
servicas. The braanch office is included in tha parent agancy

licenae.

“2-
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42) @ltateei recerd - on arrvreve Ohrenoiogrrei aeroent of
s0eviees previded a Perreny e¢ veii e¢ ether Poreznens
tnéermersen necesscery te Prrvide eerer dened ond 229ned by he
eqeney 1eeff prevading ee.

(3) Coampanion or Sitter =~ a psrson who provides designazsd
suppor: services in the home under agency sypervision,.

(4) Depar:zmeat - the Departrent of Realsh and
Rehadilicative Services.

(s) ®Mome Mealth Aide = a nen-prefezesenei person vho
provides personal hsalth care services for a patient peesen 1n

the home, under the supervision of a licensed health caca

professional who i3 an smployee of or contIactor with the agenacy.

(6) Hoze Mealth Agency =~ hereinafter referred to as

®agency®, means any person not licensed bv =he Departsent or the

Decar-zent o Professional tequlation, Public agency or privats

organization, or a subdivision of such a agency or orgasizacs:ion,
whether operated for profit or not, whlch provides home heal:h

services as deftned in Sections 400 462(3) and 400.50S, *.S.

1=eladiag eav agency =5 which fees are paid for the tender:ing of
g 9

nome “ealth se=rices includisg agencies k10wn as rec:3tr:es,

agents and drokors drovided such fees are 10t One tive,

interaittens or irrzagular slacemen ‘ees which amount to 50

oarcent or lass of =he costs of services aczually osrovided 01 t“e

fizst dav of slaceaenc.

(7) dome Healzh Services = hercinafter referred t> 13
*services,® eeans heelth and zmedical sesvices and medical
suppl:es furaished to an individual by a home health ageacy orx by
others under 4rrangeaents with the agsincy, on a visiting dasis,
in a place of residence used as an individual’s home. Such

services shall include one 0or core Of sue aTe nee izmaced 2 the

fol) vwing:

{a) Part-tize Or inter3itzent nuUrsing care:

(b) Physical, occupat:ional, or apeech theraoy:

(c¢) wnedical social services; homemaker se:zrvices, honme
health aide services, and nutritional guidance: and

(d) tredical supplies, other than drugs and bdiologicals

prescribed by e physician, and the use of eedical appliances.

-3
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) Anv ceher “ealch rylszed servizas J8CI3ITITY <D ma_"tg:n

the Datient i shg “oaqe

(3) Homemaxer - a nen-erefessrene: Derson 4ho erevrdes home

Benesenent servicses fer @ eorzan and femriv O {5ras “ousenol:Z

chozes under ageacy superzision

(3) Liceased oracticsl jurse - 2 serson who is currenzlv

licensed 20 oraczice nursiig under the direct:0n 5 g Shvsiciar

Of_cagirstered 1.rse surs: %2 Chadter 464 of :ne plar:da

Statutes.

(13) 483 Nedical Social Horker - a peefeeerone: serson who

a3 4 degree in soc:al work and who counsels petients and

families 30 that theY cay adjust to soc:ial and emotional facsors
Telated o the patient’'s healsh problens .
(11) 494 Cccupational Therapist - a2 prefoserened oerson who

13 licensed o JTactice _ocs:idat:ional therivy osursuanc =9 Sezzion

463, Pare V., P S. gveiteess ond erese? sndrvardeoirs vhose eorises
®0 gqeee vieh ole sesis of i2vrng feetrvreatee of doxiy izvraqd s24
ehrsetened er sapesrred by daveioeneneei defreress ohe egzae
Procedsy physren: sasury or riiaessy eor psvchoiegsca: aad ssevai
drsaorisay-

(12) 4%9% Occupat:onal Thezapy Assiscant - a persdn licexsed
0 ass13T 1n the practice of occupational theTaoy sussuanst %o ha

pProvisions {4 Chavter 463, pars v, ?rs

(13} Paz=c-ziz- or .nteszit=enc QuTINg caze ~ anv_aursi-~g

€ar?® orovided on 4 visitat:0n basis for a geriod 0f less thas 2%

hours.
f14) +333 Pacient Care Plan - 2 coordinated and cozb:iied

cars plan prepared by the qucse ci3e sanage: and 1n

collaborszion wiih each discipline providiang service ‘or the
Patient and family,
(15) ¢33+ Physical Therasiset - a peofessronet serson who i3

licensed 20 sractice ohvsizal shersioy oursuans %o Chaotaz 485.

?7.5. vreaes eny drsenszreys sATErY: drscese er echer asendrezon af
heeieh by the wse ef Physresi: ahomreaan: and qehar proeertzes of
err eeidy heees eleserseetys eXCTCrIe: Nesseqey redrane enecqy-

witresaends vaear eor eqezpnenes
~d=
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(16) {33) Phye:cal Therapist Aesietant - ¢ person who is

1isensed to Dractice eppizee physical therepy procedures ie

defined in Chaoter 486, ?.3. ehe phyezeei: therepy Prectzes eet
‘ under the dizeczion of a liceneed Physical therapist.
\ (17} {24) Physician - a doctor of medicine, Jetecpacly,
dentietzy or opodiatzy legslly authorizsd to pracz:ice eedicine,

eurgery, dencistsy or dediatzv ia the stats pursuant to Chapter

——— Tl

458, 459, or 466, or 481 r.S,

(18) (28) Plan of Treatment = writtsn instructions eigned by
the assending physician for the provision of heeith eere Care oOr

tzeetaent by s licsnsed nurze, or by a liceneed phvaical

occupstional o ‘peech therapist to a petisnt {2 the home.

(19) Quality Aesurance = a evetem of reviewving and

evalusting the aporooriatensee and effectivenese of patient

services and correction of dsficienciese.

299 Prefecesssei Nusee ~ 2 regzetered nerse vhe ie
eurrentiy izeeseed in ths seeReT pesfesnssg &Ry Cen POQuarang
suesssntzer opssreizsed hneviedgeq Judgment tnéd Rurzang snaid
besed upen the pexnexpiee of peyeheiegeseir dredegreeiy shysszee:
and seezei sezences 2R the eppizcetzen of the Aursang precexs~

299 Preetseei Nuwse = ¢ suvrentiy ireenced greduete of anr
appreved scheei: of preeizeei nurvangy perfernzng seieeted ooty
sneindeng whe tdmanzetyesien of trectment and eediceezenzy an the
eere o the iik7 énjured ev xnfarmy the sexntenanes of heeith and
provenesen of iiinese of eohsrzq under t2e dzreenzen of @
regiotered nursevy

(20) Speech Pathologist - & person liceneed to practics
speech pathology or av ‘{olegy pursuant to the provisions of
Section 468, Parc II, P7.35.

(2)) (49) Subdivision ~ a component of a eulti~functien
agency which independently meets the minimum standards tor
liceneurs.

4323 Pioeid Offzee - unzt vithan the eeuney eof the perens
«goney vhaeh sherves adasnsetrecszen and eepervaszen &nd suppers
eervieeey Ths perens ageney veuid be ineiuded in the s>neie

dzeeneey

-5=
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4329 Sesunrs - ¢ Senr-eveonenees sgeney vhreh Lervyy persens

th e eseuney drfferens frem ahe perene ageney

(32} fermanensen femmery - She vereeen reperve of sefviees
rendered goeds aehseved ond faned dreseerszen ee she teme of
drecherge frex serviee~

(22) (23) registered Nurse - a persca who is cuzcently
licensed =9 pracsice Professional nursing pursuans to Chapter 464
of the Plorids Statutee.

(23) (32) Under arTangenents - the provision of sez7ices
through & written agreement with other providers of eervices.
Jetrixrsetren revyew - ¢ SySeemetsc eveiueeren ef eirnrcei records
29 deversrne the appreprrecenese and exmeirnese of servrees
rendertd o3 they reieee te 2he pian >f treecesene end the parsonts
need g+

Scec:Zic Aushority 400 .497, 400.505 »2.58.

Lav Imolezen=ed 400.462, 400.497, ?.s.
Aistozy New 4-19-76. Previouslv quzbe 100-63 2.
Azended
130-58.301 License Recguired. Sefore an¢ entitv person

3hal. either direczly or indizectly operate 1 home healsh 2qency
usder Chadzer 400, Paczs 123 EE, 7.5., Li: he shall zake

apolicazion £or and rece:ive a license Iroa ¢

Departiens, wnica
3hall be based uzon comdliance wizh all applizadle laws, zules,
Tegulat:ions and codes as e7idenced by a signed applicazion a=d
Upon the resul: of a sus7ey conducted by Deparzdent
Teplesentatives. A license shall not be tequizred 57 ¢ny
faciiizy sdecif_cally exezptad i3 Chapter 400, 2art I3z, $2, r.S.

(1) <he license shall be dis)laysd {n a conspicucus place
i1side e agency and shall bde valzd oaly {n t%e Sands of the
applicant, Sale 0f a licensed agency, 4331gn3ent, lease 0T other
transfer, volantary oz iavoluntary, shall Tequire rel:icensuse bdv
the new owner prior to iing over the ococeration.

(2) In the event of change of ovnazrship of the agency, the

Za3’ecee nev evner shall sudbm:s at leas: 10 davs 0r197 to the

date 3¢ =Ne chande an 200licazi0n 257 a tew l:ica~sae

1{ :Ne agency - Y9ing leased, a coov of the lease agrea=ment

-6
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shal!l Se %iled <324 the sccli:zat:on reqeses of ehe Boseranents

ehes roqesred 2neeestzens de sede ond shei: sebasey ry ccesc ¢
e sednsseedy s new eppieconsen for eooneor

(3) The Depertdent will provide consultative seIvices, as
feesible Peeesbie to agencies to aasiel in attaining and
seintaining compliance with liceasure standards.

433 When en egeney &3 leeeed by ohe evner to 2 seeend
porey fer operatzeny sesd serend porey sheii eppiy te the
2ieenesny ageney fer ¢ nov iteenses A eepy of She Xeeze
egreenent oy ooruif. sd seecenens Shewing whzeh perey xr %S¢ be
heid reeponashie fey e ercenzaation and epereczen of tae egeney
eheki Do fi3ed vrth the appirectaon fer izeencurey

Speciflic Authority: 400.497, 400.505 r.S.

——

Lav taplemenced: 400.467 and 400.477, P.S.
Ristory: Hew 4=-19=76. Previously nuadezed 130-68.93.
Azended
10D-63.004 ticeneure Procedure. Licsnses, issued by the

Deparzaent to operate Home Healch Agencies, will de daeed upon
the Teeults of a survey conduczed by Depart3ent represeatacives
o decsraine compliance with the requiZesencs of Cheptsz 400,

Pers III, 32 P.S. and with cthese Tuler. A license shell not bds

granted to anyone under 18 yeacs of ege, OT One who uses fllegal

d=ygs 0T L2 izoaized bv excessive use of alzohol OF zedicznal

drugs ¢ drug er ekeerei eddier, or to anyone who cannot furnish
satisfaczory character ceferences and evidence of financial
tesponsibilicy.

(1) fnitial licensure - new cceration or change of licenzed

coerazsr. Acolicants for an inisial licedse 3o Ocerate 3 hose

nealeh agency shall submit, ia duoclicate, an asolicazion On ARS

Pors 635 -- 88 Apolication for Liceansure, fome Nealzh AdencY,

which s incorvsorazed bv reference, orovided bdv the Deoercnent,

which shall :nclude-

(a) All of =he inforsecion required bv Seczion

403.471, P

—_— e

s
(b) Mame of agencv, addzess and telashone numder.

.=
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qare of ow-er 9- l:izanses, Address, and =9le0-0nq4

nuaber

(d) ticensure fs4e 3%00.90.

(@) Cerz:f:2c8%te 3¢ veed for agenc:es seeks:an~

in_the “Med:care orogram anly

(f) Ownershis> control and tvoe

{g' Sezvices orovided dirzec=lv ynd Sv arzancemanc,

{h) Geograch:ic area served.

fL) The naze of the agencv's adsinistzator and the

neme and license number of curTently employved i3 office szaf?f bv

categorv, {ncluding licensed ohvsicians, registered nurses ,

l:censsd oracsical nurses, other licensed exvlovees and the

number of a:des, homemakers, comvanions or si1tters aad other

parsonnel assigned o “ome health servicas work.

{4) Such additional {+fo0r3ation reasonably related =>

the above which the Decar=sent decerai-aes is$ necessarv :nq ories

O _act ioon the aoolicazion.

(2} A license, unless soconer sussended or revoced, shall

2utomatically expirs one vear f:om the date of issuance and shall

be cenewadle annuallvy,

£3) Ronewal of license. 10olicants for cenewal of a

iicense =5 orecate an agency shall sudait an apolication on 995

Poz2 635 -- 85 Avclicazion Yor Licensure K Home Healsh Ageac,

which i3 incozoorated dv reference oravidad bv zhe Depar:inent,

which shall (nelude:

Al: of the inforsation :seguized dv oarsgrash (1)

sbowe.

433 the eppizcorren fer i:canse sheii be sebmzected vo ehe
depertmens en feoras preserzbed by ehe Hepartmency The
appiteenzon shaii be edeompenzed by 2 ireense fee 2n eheok er
meney ovder payedie se the Pepartnent xn ene emeent of one
hundred deiiars $4:1909-9035 ne pere of vhreh t3 recurnedier A
Jeetenene frem the sreevtde heeith piennang veene:i ttea’tIng to
the need fer a heme heaith agencys shati be adecazned by the
DepRrINent prrer @0 20392NY a4 Faceneenr Gewnezes oy

m¥n2orpaizreres eppiycny far ireense wader Chapoer 4403 Pare 3iy

P18+7 ere exenpt from peyment eof iarcente fees~

-8-
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¢34 9eperece lreensure epeizectrens ond $ees for esersrieen
ef on egqeney sheii de twianzteed vhenever the egeneyss suduvecs
ere epereced eutesde of the eeuwney ef she perens egeney or
eperete ee dutrenenmeus subdsvaesensy

£33 bieenses sheii exprre ene Yeer frem the dete of
sesweneer -

443 Apeitestrens fer reireensure sheii de sebsseeed
ennveiiy ot leeetr 633 deys prrer te the psrecszen deve
eppeersng on the ewrrentiy heid issensev

53 ®he eppizseczen fer iieense sheil Ve eneevted wnder
eosh end eentexn the feiievingr

463 The nsme ef the egeneyy mesirng eddressy zts
2eceesen ond deserspexve deten

¢93 Ownershap - The neme end sddress of the evners o4
the eqeneyy 1f o preprretershrpr end &f & eerperecsran or trises
th? neme ond eddress of the presrdeney vaee preesdency seerenery
end treasurery oend direoters of ths farmy vhether profee or AR~
prefse sheii: be shewns

463 The neme end eddress of whe szpeiceency

¢é? The neme of the egeneyis sdarnsasereter end che
neme ond reense nember of eurrentiy emwieyed iseensed svefé;
§r047 2reensed physssrensy tsqrstered nersess iseensed precerssz
nursesy ether kresnsed empieyees end 3he nuxder of exdes
estendenss ond eeher eerlenne: essigned €3 heme heeith servieed
werky

$89 A 50eeementy segether vith sveh esher eddsercnel
evidenee ¢3 mey de specxfareaiiy raqurred by the deperement thct
the evnership pessesses suifrezent funda te eperete ehe egency 32
eecerdance vith Ghepter 4347 Pere ¥3y Py3+ end ei: ruies
eentesned hereint

(b) All of the infor=ation cecuized bv cazagrashs (1}

(a), (b}, (c), (4}, (£), (g}, (h},6 and (i) abova.

(4) 463 A conditional license nmay Ye 133ued o appl.cants

egainst whom deniai, revocazion or suspension ac:iiol 13 pending

-9
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az the ziae of
of guch proceediage
Spec:ific Author:ity

Lav laplezented

Ristory

100-468.05
Specific Authority
Lav Iapleaented

Aistory

109-68.96
Specilic Authority
Lav Izolemented

fistory

lop-63.07
Specific Authority
lavw Izplemented

Ristory

100-63.008

(1) Ia all neeieh eere cases, the agency shall diracslv

==y

provide case 2anacement Sv a reaistersd nurse

license

185

Teneval, eff¢czive unzil final

by the Deparssent.
400.497, 400 So0% r.s.
406.471,

400.477, p.s.

New 4-19-~76. Previcusly aumbered 10p-48 4.

21.008:12201

Azended

Prohidbited acts.
400.497 r.s.
400.497 r.5.
Hew 4-19-76, Recealed
Ri3ht of Inspectzion.

400.497 P.5.
400.484 7. 5.

Hew 4-19-76, mapeazled

EZx:3tiNg Home Health Agencies.
400.497 r.5.
400.461(2) r.s.

New 4-19-76,

Scope of Services.

tordeteraine

RIC

agosopor:ateness, and adequacv of requested services including as=

a_3isimus en iaitial home wisiz for astessment of cths satient’'s

neecs and develoozent of :the setient cace olan as desc=:5ed in

Section 68.719 within 48 hours of the stast of se-vice,

prefesesenei nurssng end ent qeher thesepestse serveee or heme
Reskt™ 03d7 207rv067 2t 16006 ene of vhreh thek: de provsded
dsreceiyr The sqgeneyis ebseserves sheii stete expir09%iy vhee
s0rVEeeS wekk de provrded dirooviy ond whet serveeos weii de

prevaded snder errengemancs,

=10~
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{2} T-e agency mav srovide ozher “ome “eslth se-viCes 3is

stazad in 100-48 002(7.

(3) Zhe agencv's oblectives 3hall state ex>liziecly what

secvices will be srovided and des:zrate <hezhier these sazvrces

are orovided dizszsly bv acency emolovess or under arrancesents

(4) 433 Any chenge of services shall be ceported to the
Separzaent within 30 days.

(2) Neeh 39eney shei: su¥mze en ennsei repere ¢¢ the
Depersmens vathin 94 deye efece the eicee of ehe eqgeney’e friee:
yeer vhieh éneiudes ehe feiieving énfermeazensy

(a) %etse: number of e¢dmziaszone end dsseharges of
persens reeerving servidee drreceiy~

(®) Yor .} number ef persens resezving servsee?
dsreesty frem eeeh rndividue:r dsserpianes nckeding home heeienr
esdos end hememekers.

(e) Yetal: nemser of vieies prevrded drreceiy by esen
rndavrdue: dsserpiznes rneivdrng heme Rseirh exdee ane
Remenshers.

(d) T%eeai numder ef ednrrssens end drsecherges of
persens reeesving eerviees ender errengemenes.

(e) Yeve: numrer ef persens recerving servees snders
errengements frem eeeh tnurvidue: drsexpizney Incisdrag home
heaith erdee and Romemehers.

4£) %eeel number of viszes provided under efrengemoancs
by eech zndsvrdve:r drierpiznes stneiazdzng heme heeieh exdes and
heamemeiters.,

(5) ¢33 Servicrs provided under arzangezents shall bde
through a wrztzen agreenent which inclades but i3 not liziced =~o
the following:

(a) Services to b provided,

{b) Provision £or adheTence %0 all applicadble ageacy
policies and personnel requizezents.

{(c) Designat:on of full tesoonsidbilicy for ageacy
control over contracted services.

(d) Procedures for subaitting clinical and progress

notes.

-11=
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(e) Charjes for the contracted eervices.

(£} EZvidence of 1iadility and insurance covirage.
() Pertod of tizme 17 effec:.

(h) Date and signaturfes by appropriate author:t:ies.

Spacific Authority 400.497, 400.505 r.S.

Lav Inplemented 400.497 r. .3,
Aistory New 4-19-76 Previsuslv armbered 199-53 28
Amended

100-68.009 Personnel Policies. Admrnistreszen. The agency
shall have vritten persenne: edmanrserecsve policies and
practices to insure the provision of safe end adsquate care of
the patient end sheil shov evrdenee of irabrizey 2nsuranece,

(1) Personnel policies avallable to all full and part-tize
employees shall include but not e limited to the {ollowziag-

(2) Wege eeeies; Houss of work, wacation and siccx
leave.
(b} Requirement fo: a pre-eaployRent statement ‘-sm 2

Bhvs:cian that the emplovee show no evidence of a com=unicable

gond:330n which would ‘eookzdize the heal:h 0f anv ss-son undec

caze 2t the facilitv. Those smslovaees not kiown =2 be taberculis

£eac2oxy shall orovide docusen=zition that thev "ave =ad a

Tubezculin skin test withia she oast 6 months. Dosisive reactars

o a =uberculin sk:n test shall osrovide docusmentation 2! adecu:ate

Dravent:ive theradv OF the results of 3 chesT x-ray Takea J1eni-

the oa3t § z0nths. physreel examznatren end e perzredzs pnysxzai
exenrieeron at ieesz every 2 yaers, phyaszea: exam:rnatren aad e
perzodze phyereel eemiznetzen et ieast every 2 yeers.

(c) Plan for orientation of all heal=“ pezsonnel to
the policies and objectives of the 2geacy,

(d) Job descriptions for all enployees .

{e! Anntai perfersaece qvaiuatron fer aix empieyeea-

(e) ¢£3 Coapliance with requicezents of Title VI of
the Civii Rights Acz of 1964.

(£) +93 Personnel folders for all employees which
shiall {aclude nase and address of enployee, soc:al secur:ity

nuaber, date of dirth, name and address of nexs of xin or
-12-
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guariian, ¢eb deserrpeson, evidence of qualifications, ssffzerene
kxavzkzey bnevranes, licensure endfor registration if apolicadle,
contracts {f applicadle, and dates of enployzent and separition
f-on the agency and ressen fer feverecliren.

Specific Authority 400.497, 400.%0% 7.8.

taw Iaplemented 400.477 .3, M
History Yew 4-19~76 Previocouslv numbered 19R-563 09
Azended
100-68.010 A _.istration. Perseanei. r

The administrator Of the agency Personnel eseplieyed shall have the

following qualfifications and ressponsibilities:

training and exoerience in health service administration and at

least 1 year of suoervisory Or administrative exoerience in home

heal=h care or related health orogranss,

(1) I3 a licensed phvsician: or cegistered nurse- or has

439 Tha exeevtzve dxreever shai: bde ¢ feiz~¢rne emeicyos
vzeh a¢ leeet three ¢33 Yeers experzenee vith a Acakeh sgenoy zn
an exeevizve &7 sSupervidery eepeexty end heve the foiiowzag
rfospensxbrizezes en 2 fuit~ctrme bdasxar

£2) ¢e3 The adainistrator dsreevor shall be famailiar «4it%
tbe rules of the Oepart3ent anxd aaintain thes in the agency.

{3) 4»3 The adainistrator drrecser shall be responsible foc
familiarizing the eaployees with the law and ths rules of the
Departuent gznd shall have copies of the rules available for zhe::
use.

{4) 4e3 The administrator dxreowor shall be ressonsible for
the total operation of the agency.

{5 4d3 The adainist-azor drrecteor snall be responsidle
for the coapletion, keeping and submission aof such reports and
records as required by the Departaent.

{6) +4e3 The administrator {axveotor shall designate an

authorized reoresentat:ve to serve during absences e professzonai

enyieyeo ve e hzs.
(7) 463 The administrator déroetor shall maiatain & curreat -

organizational chart to show linea of authority to the patient

level.

13-
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493 fhe drreever shexi elesedy 2denvefy nd aens ITTITL]
fterviees prevrded by the agenasy end whe qeegrephze arve Ta vhreh
these servieee are avexiedie,

13)  4h3 The drreeser adainisttator shall maiataia an office
Zacility for tha agency waich i3 large enough for efficrent staf?
%0z%, adequatsly equipped, and uvnich provides a safe working
environaent, aeeting local ordinances and fire rsgulations,

19) 423 The ads:aist-ator dsreever shall assure the peovade
fer orfentation of nev staf?, and opportunities for coatinuiag
educational experience for the staff feguieriy seheduied xn-
serviee edveatren pregrime,

Specilic Authority 400.497, 400.505 r.s.
Lav Izpledented 400.461(2), 400.471, 400.497(2) r.s.

Ristory New 4-19-76 Previously pnumbered 100-43.10

100-68.011 Nursiig Director Sepervserng Nursev

(1) The nursing dizector sepervyesng nurse shall be a
graduate of an approved schcol of aursing and currently be
registared in the state with at least 1 year of satisfactory
AUI3$L39 supervisory or adziqistrative experience peeferaniy xa

eemAv NIty Reaith nwrsrned and have the folloving responsidiiis:ias

en o feki-%:mo besss. The nursing directar sepervesrng aurse

shall be an emolovee .* =he asqency and may also be the

adsinistrator drxreeeor in an agency witll less than 10 heal:h
seTvics personnel,

{a) The Aursiag direcssr sepworvidrad nwese shall be

aczountadle for seupervroe all registered nurses, licsnsad

Pzact:cal aurses and homo health aides seeff.

(d) Jne aursing dizector seporvidtnd murse shail
iasure that the profecsional standards of comnuNLtY aAvrsing

practice are ziiatained by all aurses providiag cara.
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{€)  The qursing Airecor Sveervrdzng avrse shall De
responsidle for aaintaining &nd adhering to agency procedure and
pet:.ent care policy manuals.

443 The superviesnd nuree sheli e reepenesdie for vhe
déreer Supervreren of ne mere shen 5 fuil-erme nursene serveee
persenrelr VWhen fuil-esme equrvelenes ere veed IR dhe cese of
pere-ezme Jersennet? tha eeeve: number ef per2one supervrsed
thaii net exeeed exghteen 8+

(2) In the event ths administrator egeneY drreceor i3 not a

health prc!oo:&onnlh the nursing director supervierny aurse
shall, in addition to the above:

(a) Zstablish service policies and orocedures 1A
compliance with state heal®h statutes and rules.

(b) 2aploy and evaluate nursing personnel.

{c) Coordinate patient care services.

(d) Set or adoot policies for, and kaep records of

criteria for admission %5 servicCe, caae assignments and case

sanagement.

40+ Propere end saxneexn ¢ seheduie o. these esees to
be Droeghe te thre verrzzacren Tevrew cemmrtteer

443 Qenduet eelectrve ProgrIe eveiverrzons to rmprove
defrcreane servrees ond develop end :am. - 9w plenav

3) The naursing directoar shall e Jlish and conduct A

qualizy assurance 5rogrsn which gssuces:

{(a) Case assignzent and tanagement is asoroor:iatse,

adecuate, and consistent with the patient cars olan, medical

regize, and se:ient needs

{b) HNurs:1q services i1re consistent with orofess:ional

communitvy heelth nursing standazds.

¢} Nursing end other servicss ortovided to the satient

are coordinaced

(d) All services and out-omes are zomole%elwv and

legidly docunented, dated and signed 17 the clinical service

record.

“15=
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fe) Conf:ident:al:izv 0f catient de%a i3 =s:1%3.-~ed

"

) 2i3dings of the 3uel:8tV asssurance oroarim ars used

Lo {uorove services

Specific Authority 400.497, 400 S0S r.s.
Lav Iaplezented 400.461(2), 400.462(3)(e), 400.497(1),
400.497(2) 400.497(4) 7.8,

History Now 4-19-76 Previously nuzber 13D-53,11.

Azended
100-68.012 Regtistered Seaff Nurse
(1) The zeqistered seeff nurse shell de & gqreduate of an
epproved AuriIzng sehee: and eurreneiy be reqrscered :n the seaee
praferabiy wreh et leese one ¢33 Year af seersfertory aurazneg
exPerzense and have the fnllowing responsibilicies:

3) The registered nurse {3 the case manecer. Cass

2enegement shall include ini%tial essessment of the oet:ent and

family for aporooriateness of and acceotance £5r home health

services, estadlishment and vcerfodic review Of the slan of care,

imolener:ation of medical treatzent orders, referzal, follow~uo

pTov:sion and suservision of aursing cats, coordination of

Ssrvices given dv other health cars orsviders, and docamentas:ion

of ell aczivities and Z:ndiags,

€23 ¢m3  The 3eaff nerso anei: have ehe responsrhbrisey for
obeervatreny aseessmenes AureL..; dranesrsy sewnsei- eare and
healeh ecechang of ehe tk:7 2nourei er infrems end ehe
mexneananes of heeieh and prev-.-.ren of iiinese ef others~

(b) b3 The regi-ceced ‘eaff nurie shall be rasoonsidle
for the merntan e clini~al ;ecord for each patient receiving
care.

(c) 4e3 The zegisrersd seaff nurse shall essure that
provide progress reports ers aede to the aesendan; physician
eboxe pesrents endir her en ® when the pectient's condict.on
changes or there ar% destations from the plan of treatsent., or
ee eaoe every 63 days.

€43 the seeff nurse ey seke hoae heeieh ozxde

aesxgnzencs and sepervise ehe exde in ehe home.

~16-
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w 409 The sveff neree ney ednenczscer medrestronsy end

KFeeenRenes a9 prevereded By o physeeren kzrevneed tn the scacer

j {2) 433 The registered nurse 34y assign selected poTz:0ns

of patient care to licensed practical nursee and home heal::

aides. In such clircumetancee, the reqgistered nurre qaiacains

teeponsidilicy for the care given. Supervisory visits shali be v
nade to the ratient’s reeidence.

Specific Authority 40C.497, 400.805 r.s.

Lav Im3lamented 400.462(2), 400.462(3){a), 400.437(1), -

History Xev 4-19-76 Previouslv numbered 100-58 12
Amanded
100-68.013 Lizensed Practical Nurse.

{1} The licensed practical nurse shall provide assigned

PAXALLL L LEEL Ll At}

|
|
|
|
|
|
’ 400.497(2) 400.497(S) r.s.

aursing cate under the direct:on of a registered aurse be o

greaduese af an apvroved e neel of precezeal nuritng end bde
| eurrentiy lieonsed tn the ceete with &¢ jease : yoer preferabdiy
of saezsfeccery nurszn; experzenee and

(2) The licenses oractical aurse shall have the f2llow:ing

reepcnsiblic..ee:

(a) The ixcensed preceronl nurse snali Prevar:ing ard
zecording clinic4l notes for the clinical record.

{b) ¥he ieeensed preetreel nuree shaii Reporzing any
changes in the patient't condition to the case manager
her emnmedzeee supervrser with the feporzs docunented in the
clinical record her oiznteakx neees.

(c) *®he teesneed praee:ve: nurse eey Perforaing
aseigned seieeced actr, including the administracion of
treataents and medications, in the care of the patiant. «iis
radured er xaf2rmy the Neencenenae ef haeieth oend prevenc:en of
¢tineee of echersy ender ehe drreqeszen ef ¢ rogrscered
profeeszenai nurses
Specific Authority 4G0.497, 400.%505 r.S.

Law Implemented 400.461(2), 400.46°(3)(a), 400.497(1),
400.497(2) r.s.

fietory Kew 4-19-76 pPreviouslv aumbered4 10D-43 113

“ended 1-31-986.

.17~
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+30-68.914 Home Healzh Aide.

(1) The %“ome health aide shall have traf{aiag {a those
supportive services which are required to provide and maintain
bodily and emotional comfor: and to assist the patient toward
independent living fn a safe envizZonment. IZ the aide rece:ives
training through a vocational 3chool, licensed eeresfied Nome
health agency, or hospital, the curriculua shall be documented.
12 training {s received through the agency the curriculuzm shall
Coneist of at least 40 hours ferey-wve $433 vhich shall include

but _not be limited to: erxx 469 hewrs of itnevedwaezen te the “ome

heelth services program, role of the aide, and differeaces :n
fanilios, exx 463 howrs of xAserveRsen veievzng te nutrsition,
food and household management, eveney~four 243 howrs of
$neerveszen reiaexng we personal care 333vtcosl e0exvzezes and
oxx $63 heure of inserveeren Teisezng te ethics and conducs,
personal hygiene, agency policies, and reports and records.
Personal care activities shall be taught 5y a registece
prefesezense: nurse. when Prior training is not equivalent to the
®BINLBUR herein described, the necessary supplementary traraing

aust be provided and docu.ented,

2} Aqencies shall Nave ! vear from the adootion of

this rule to zeet_the training Teguirements,

{d) Those aidee who are enployed on the date of the

adootion of this rule and who have had at least 1 vear of

exscerience with a licensed AG0NnCy shall be exenmpt from the

training requirement,

(2) Reeponsibilities of the hoze health aide shall include

but not be limited to:

(a) The home health aide shall perform only those
personal care actlvities contained in a vritten assignzent by a
health profeeeional employes which include assisting the patient
with personal hygiene, anbulation, eating, dressing, and shaving.

(b} The home health aide Day perfofm other activizies
43 taught by a health profeesional employee for a epecific
patient. These {nclude and are liaited to: assisting with the

-~
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shange of a colostsmy YSaj, shanooo, reiaforcesent of 4ressiag,
assisting vith the use of devicee for aid to datly liviag, Zor7
exanple, & walter or wheelchair, assieting with prescrided zange
9f sotion exezcises which the home health aide and the pat:ient
have been taught Dy a healtzh professional employer, assisting
with prescrided i1ce cap ur collar, doing siaple urine tests (for
sugar, acetcne or alhumia, measuring and sreparing special drets,
intakxe and output.

(c) The home health aide shall not change steri'e
dressings, irrigate body cavities such &3 an enesms, irzigating &
colostony or wound, perfcra a gastric lavage or Gavage,
cathetezize & patient, administer medications, 4pply heat by aav
msetuod, care for a tTacheostoay tube, nor any personal Sealsh
service which has not been included by the zsg:istered
srefeeerenai nurse in the patient caze plan.

{d) The home health ai1de shall keep records of
personal health care activities.

(e) The home health aide shall obeerve appearance and
gross Dehavioral changes i1n the petient and report o the

recisterad professrenai aurse.

(2£) The home healzh aide natient servica, szall Dde

evaluated dv & health orofessional in the pat.ent’'s homa a3

£recuantlv a3 1ecessazy %0 assure safe, adeguate Caze Sr at least

(] y 3 sonths.

463 The heme heaelth axde peczens serv:rzes sheii bde
eveiuated By ¢ heoieh prefzsssone: 3haff et ieese overy I weenss
ezther vrth the azde Presen’ : ez ebeenty 2n ene hemer

443 The adeney shaii: merntarn ¢ rectxe of o€ at jeese
2 hecik®h prefesezenei empieyeee fer te every frve ¢53 nen~
profesezone: persens prevrdrng neaieh servrees wvhen fuii-ermo
equzveients ere woed r the eese of perc-vrme nen-professronai
persons prevrdrng heaith servrcesy ehe ectuel nunber of 3uch
persene supervezed sheii nee excesd 3.

Specifzic Authority 400.457, 400 S0S r.s,
Lav Izplesented 400.462(3)(c), 400.497(%), 400.497{2) PS.

Ristory Mev 4-19-76. Previously numbeXed 10D-53 14

Amended

ERIC 169 ?
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130-68.015 #Physical Theraovist and ?uysical Therspv
Assistant.

(1} 7The physical vaerav:ist shall de a graduate o2 an
approved scheool, curzently li~e~zed and reg:scered 14 the szate
with at least 1 year of experieance in physical therapy and nave
the following responsidilicies:

{a) ®he physzeei: thereprse shaix Providi-g ohvsizal

theraov services as orescribed bv a ohvsician which car de safelv

orovided in the home and assisting the physic:iasn ia evaluat:inag
petients by applyizng diagnostic and prognostic puscie. necve,
joint and functionel abilizies test.

(b) Providing ohvsical thezapv seryices. Treoe

petzents %0 reizeve pexny develep or ressore fanetzons and
203NE02N mexravA perfernencey weing PhyIree2r meanst seeh 03
ONGFE2I30T 20038907 ReetT wetery irqght end erectrrexey.

{c) Observing, recording aczizizies and f:-dinecs 12

tha clinical record and ruportiang to'the physician the patient's

reaction to treat3ent and anv changes in the pat: ent’'s condic:ion.
(d) 1Iastrussing the pataent and faaiiy 1a care and use

of phvsical thersov wheeiehazrs: Brecess erueechess ganes end

prodthet:e end erhotze devices end etreetmenes o3 indrceved.

(e) 1Instructing other !salth teaz persoanel inclidisg,

when appropriate, home health aides and Zaz:ly ze=bers in cerca:isn
phases oI physical therapy wish which they Z;ay vork «with the
pat.ent.

(£) ZIastructing the family on .he pat:ent’'e tosal
physical therapy progran.

(%) pPhysical therapist assistant. <he physical therastise
ass:istant shall de a graduate of a5 approved schocl drezng a
aourse ef net 239 ehan tve £23) years for physxecat eheraprse
es2z3vent and de currently l:icevszed :5 the state wiTh at leasz 1
year of experience under the suparvision of a2 licensed phys:ical
therspist. Respons:dilities shall de dizeczed by 2 licensed

physiscal therzapisc.

-20=-
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Specific Authority 400.497(2), 400.SCS F.S.
Lav laplezenced 400.461(2), 400.461(3)(D), 400.4°7(1),

400.497(2) r.s.

Hissory Now 4-19-76 Previouslv nuanbered 10D-63 1§
Amended
10D-68.016 Speech ?2athclogist

(1) The speech patholegist shall be a graduate of an
approved school, currently licensed in the sctate and Save the
followi. g reevonsibilizies:

(a} ®he 3Pecch pavholegase sheik Assisting the
physician in evaluazion of cthe patient to deterzine the %72e of
sPe-ch or language disorder and zbe Appropriate correcsive
thrapy.

(b) Providing rehabilisative services for speech and
languate disorders.

(c) Recording aczivities and £{nd1ngs 1a the clinzica!l

zecord and reporting to ghe physician che patient's resaction %o
treataent and any changes in the patient's. condition.

(4} Instructing other health tean personael and family
aesbers i3 eethods of assisting the pat:ient %0 er 2e3reve and
corZect ypeech di<abilicvies.

Specific Authorisy 400.497(2), 409.%05 ».5.
Lawv Izplemented 400.461(2), 400.‘62(])(?), 400.497( 1)
4C0.497(2) r.s.

Yistory Hew 4-19-76 Previously nunde-ad 10D0-568.16

Azended

100-68.917 Occupational Therapist and Occupational Theraoy
Assistant,

(1) The occupational therapist shall be a graduate of an
approved school, cuzrently licensed in the state with eme | year
of experiance {1 o.2upational therapy and have the following
responsidilicies:

(a} Phe eeeuparzeonsi thareprse shail Providing

9ccdoational theraocv sarvices as srescribed Bv & ohvsician which

can be safely provided 14 the home and assisting the physician in

evaluating the patient’s level of function by applying diagnostic
and prognosis procedures.

-21-
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(5} Gua:diag the vat:ient 1a his use of Therapeutic
cTeative and self-care activities for the purpose of izsraving
function.

{c) Obesrving, recording aczivizies snd

the cli ical record and report:ng to the physician

raacti,n to treataent end eny chenges ia the patient's condition.

(d) Iastructiag tha se%ient, familv aembers and ogther

health taan personnel #neiadsng vhen appropriete, hame heeieh
akdes ond foensly meabers in certala phases of occupatioaal
therapy sn whseh shey ReY werk Wseh the peesens.

(2) Occupational therapy assistant. <ha occusational
ther/,py assistant shall be o graduate of an approved progran faor
occupational therapy by the Americen Occupational Therapy
Association:s shell have a a:a:mum of 2 aonths of studant field
¥ork experience; shall bde currantly licensed ia the szate: and
have 1 year of exparience as an occupational therapy assistaac
ander tha sapervision of a licensed occupationel therapist.
Responsidilitias shall be those of assisting the licansed
occupational tharapist ia an occupational therapy osrograa.
Specilic huthorizy 400.497(2), 400.50S p.s.

Law Iaplazenters 490.461(2), 400.462(3){>), 400.497(~)

400.497(2) r.s,

History New 4-19-76 2reviouslv aunbered 1yd-43.17
Azended
100-68.018 Med:cal Social Worker.

443 The zedical soclal “orkar shall be a gradyata of aa
2pprovad school with 1 year of experiance ia social secvices and

have :tha f2llowiag rasd0nsidilicies.

1) fe3 %he madreci soerei verker shaii Assis%1ag taa

physician tad other aeabers of the haalth taaam in underscanciag
significant social and emocional factors ralated o tha pat.ent’s
health problaus.

£2) 483 Assessing thwe social and enot:onal Zactors isn
order to esti3azze tha patient': capacity and potant:ial o cope

with probleas of daily 1isiag.

-22a
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£3) 4e3 Helpiag the patient and his family to understand,
eccept and follow medical recomnendations and provide servicCes
plasned t2 restore the datient to optizum social and haalcth
adjuscaent within his casacity.

f4) 4¢- Aesisting patients and their faeilles with
personal and environmental 4ifficulcties which predispoee toward
11lnees or interfere with obtaining maximum denefits fzom aedical
care.

{5) 4¢3 Utilizing resources, such as family and coxaunity
agencies, to aseist the patient to resume life in the community
or to learn to live vithin his disability.

Specific Authority 400.497(2), 400.53S r.S.
Lav Iaplesented 400.461(2), 400.462(3)(c), 400.497(1)

400.4927(2) r.8.

nistory Nev {~19-76 Previcusly nusbered 100-68.:!3
Azended
100-58.019 Eomezaker.

(1) The homeasaker shall have at least 16 twemey 4293 hours
of training in topics related to dhuman developament and
interpecsonal relationships, nutrition, =zrketing, food storage,
use of equipument and suoplies, planning and organiziang of
household tasks and priaciples of cleanl:inese and safety and “ave
the following responsidilities:

{a) 9The hemeszeker she}i Maintain ag the homve i3 an
optizus state of clranlingss and safety depending upon fazily
Tesources.

{b) The hemeeeker ehe}i ?¢rZoraing the Zunctione
generally underzaken by the naturszl homenmarer, including such
duties as preparation of meals, laundry, shopping and care of
childTen.

{c) The hemeeensr 2hei} Reporz:ng to the appropriate
Supervisor any incidsnts or protlems related to her work or to
the Zamily,

{(d)  ®%e hemeeoker sheid Mar1ataining appropridte work
records.

(2) +4ed The homesaker shall be supervised in the home by

the appropriate supervisor at leaeZ oncCe svery 3 nonths o menen.
~-23-
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(1 Aoencias shall sava T vea: froa e 2d00%:ian of a1

rule 2o sewt the traiziaz recu-ce=enczs. Those “0meM2xest 4 D sre

asoloyed on =he aeffect:ve Aate Of = i3 cule and who “ave “ad a:z

least ' year of exoerience under 3:2er71310n ghall e exemct ‘rom

the tra1a11G Tecuiresents.

Specific Authority 400.497, 400.505 P.S.
Law Iaplemented 400.461(2), 400.462(3)(c) 400.497(2) F.S.

Ristory 4-19-76 2raviouslv auabered 10D-43 19

Aaended
100-68.029 Acceptance of Patients.
(1) Acceptance of patient and dischaz3je policies shall
taclude but not de lizfted to =he followvwing:

(a) 493 Mo person shall be refused sezvice becauss st
age, race, color, sex or national ortgia.

(d) ted When a2 person §s accepted for htealsh serv:ica,
thece shall bde 2 raasonanie expectation that the services can Se
provided persenie sedzeeds nxr3rngy drecerys Physzee: er socze:
needs een be mee adequazely and safely ia his residence.

409  Persens sheli be eesepecd for neeieh service enty
epen 2 vrreten pien of qreeemens escedirshed by *he eezeadang
Physzezen reduced ¢e vrreIng viehin eryne 443 deys=

(c) When sedical! t-eatz=ents or med:=at:ons ace

adz=inilstered, ochysician's orders ia wIi1%ting which ace sizned and

dated shall de .acluded i= ehe clinical record.

(d) When services are to be terajinated, the pecson
3k2li be 23 €2 be notified of the date of teraiaation and reason
for teraination which shall be docuzented in the clinical record.
A plan shall de developed or a referral aade for any continuiag
care indicated.

463 Serviees; exeese hemeseker ond compenren servieess
sheki ane be eerarneced unesi sueh erme o3 the peereneis famriy-

- Physreren ond seher ohe prefessrencd: persen previding c¢are
sveunekiy oonc<-7 er errendemencd gre mede feor eentINVYINg gere~

Specific Authority 400.497, 400.50S p.s

- lLav Ispleaented 400.461(2), 400.487(1), 400.497(4),400.497(%)

Rigtor Haw £-33-76 previousiv pnuabered 10D-68.20

-24-
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1900-68.921 Pat:ent Cace ?lan. Pien ef Preewmene.
(1) A The plan of treataent shall be established and
tevieved by the eeeendrng Physician in consultation with agencv

zaff tnvol7ed for all cat_ents Tacei7ing 7ursi=sg care OF

tTeat3ent, or ohvysical, oczuvational or soceach theraov qursiac

Care or t-eat3ent .n this instance seans technical acziviz:es

perfsrsed by a l:censed qurse o 5rdvide for :the coafors, safezv

trsatzent and rehabilizaz:on of the patients.

(2} The olan of treatzent shall be revieved it such

{intezvals as the eererity of the patient’s illnees requices, dut
in any instance, at least every 60 days and shall include but -0t
lisited to the following:

(a) Diagnoses.

(D) 443 Activities peraitted when indicated

{(c) +¢ed Olet where iandicated

(d) 463 Medication, =Zeat3ents, and ecuiorzent
recuired

(e) 4¢3 Dated signature of physic:ian.

404 TPypes ef .erviees end equrpmene requirreds

4e+ Speexfre froquendy ef viizes Seeh ee eVe Trwer @
veehs thres exmes ¢ veeks; eve~

(11439 The zegi-tered eqency nurse vho is the case “anagaer,

other health professional sctaff and ohysician vhen asorsoriasce

shall collaborate in developing one patient care plan £o5r eac

-

patient receiving home health services. end The plan 2a¥y Se

included ia the cilin:zal nozes ard shall include, Btz noZ Dde

limited to the following:

(a) Source of refercal.

(d) brsexnqd ef DIugs and :tveatzents prescrided neme of
bv _the physiciin, 3£ shyeceran 20 dxfferene frem deczor 3:9n2n9
ehe phen ef erecemene.

(c) Statemeat of patient or faaily grodleas.

(d) Statement of alilizy of patient and fas:ily

provide inteTis health services.

(e) Assesszent of the patiant needs.

-2%-
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(£) A _l:3t of scecific service goels 4i13h slaas ?>r

iaplenentation including at 4 A:q:i3unm:
S—=ltmo S 2T 2 Ainium:

1. Leval of workers who wvill orovide zhe carse .
2. Fzecuencv of home visi1ts 3 orovide J:irees *

gare and case senagezent.

1; Prequency of suservisorv visitss wvhen aon

professionel oersonnel orovide direct csre.

(g) Dete and signeture of the aurse casa Asnaces

S9eney seeff deveieprng whe pien.

(X) reriodic riessrennence end zevisions of the Plan
e3 the condition of zhe patient chenges, dated ana signed by <che
€338 23rager eeek prefessrenei sreveding eere.

Specific Autdoricy 400.497, 400.50S r.s.

Lav Izplemented 400.487( 1y, 400.427(%) p.5.
HAistory Nev 4-19-76) Previouslv numbered 100-58.2"
Axended
10D-68.022 Clinical Recocds,

The agency shall meintain a clin cal trecord for every
person raceiving h,me health services which shall inaclude, as
200rooriate, dut n ¢ be irnraed ve the following:

(11403 ldentificetion sheet containing naae,
address, telaphone nukber, date of birth, sex, agency zase nunbe-
if used, next of xin or guardien.

(2)493 Peruission to release i{aformation dated and
signed by Patients, Zanily or guardien when applicable,

(Ided Plan of tr-eatzent.

4e3 Peszeont gere piany

(614d34e3 clinical and service notes, signed snd dszad

by the stall eeader providiang the service yhich shall {iaclade:

()4, znitial assessments and Progress notes with

changes (n the person's cordition.
(b)2. patient Csre plan.
2 S————~_~3r¢ Plan.
(€133 Services rendered.

(d)3+ Observations.

(2)4y  2Instructions to the person and fanily.

.26~
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(8164 Yome s.32%3 %> patiarts 7or sudervision of =on=-

prafessional wor<ers Aheme heeith arde vhen aPPlicadle.

(6) 6+« Recorzs Evedenee 0f caae conferences
(7) 4€+3 Bvrdenee of Reoor:zs tO physicians.
(8) +44+4 Tarzination auzmary includiag:
(a) 4. Date of first and last 7zisit. °
(3) 2. Tocal nusber of viar%s or hours by
discipline.
() 3. Reason for tezmination of service. -
(d) 4. Zvaluation of established goals at tine
of ters:ination.
(g) $. Condition of the patient on discharge.
(£) 6. Dirsposition of the pPatient.

Spec:fic Authorizy 400.497, 497.50% Fr.S.

Law Izmplezented 400.497(5) r.s.

Ristory Nevw 4-19-76. Previouslv quabdered 109-53 172

Amended 2-2-77,
100-68.23 Otilization Review.

Specific Aucthority 400.497(%) P.s,

Lav Izolemented 400.487(1),(2), 400.491,400,497(S) F.S.
fistory New 4-19-76. Repealed.
100-68.924 Adminisctration of Drugs and Bio0log:icals.

(1) The ageniy shall have policies goveraing the
adain:ster:ng of drugs and di1dlogicals.

f2) 7The oclicres whreh shali include byt not e L.=:%ed T
the f5llowing-

(a) All orders for zedications to de given by e
agency health profess:ional staff shall de dated and s31gned by the
attending physician,

{3) All orders for zedicat:ions shall contain the nane
of the drug, dosage, frequency, metiod Or site of indecti10a, and
P °"3is3:0n fzom the ghysician if the patient andsfor fazily aze %0
be Taught to give the aedication.

{2) 443 All verbal orders for medication or change o

]

sed21cation orders shall Be taken DY &4 _registered aurse the

—_— s nhe e
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eeerearrete heeieh prefessrenet and reduced to writing and siyted
¥ith tille by the physician within 34 ergne (34 days,

40+ Nersee sheii nes ee~ty druqgeq emeepe for en
emergeney kre zncrudzng Ivesngdees neediceq genbrnetren erTvey end
egeney essreved drug fer wse snewid the Petzent heve ¢ severse
dreq receeren~y

{2) ¢4 Experizental drugs, sera, allergen:c
dasensitizing agents, penicillin or any other potentially
hazardous drug shall not be given without the fully inforaed
consent of the patient or Zamily. The nurse adainistering such
drugs shall »ave an emergency olan and whatever drugs and/or
devicCes ere appropriate in reversal of drug reaczion.
Specific Authority 400.497, ¢00.505 ».S.
Law Izplezented 400.487(1), €00.497(3) 400.497(S) Fs.

Ristory New 4-19~76 Previously numbered 100-63.24

Azmended
100-68.925 Companion .er.

{1) The companion or si _ 22l have the following

Tesoonsidil:ties ocerZoraed ynder =he suoervision of a

profess:onal emplovee of =Ne agency

a) Providiag companionshis ‘or the oatieax,

Providing escor: services such as taking the

patient ®o the doczor,

€} PIoviding light housekeeoiag tasks suych 2s

preoarzc:on of a =eal or laundering the Datient’'s oersonal

garzents.

Mazataiarav a chronological wristan record of

sSercvices.,

{e) Revor=ing aqv vnusual r1qcidants oz chandes iy zhwe

pat.ent’s dehavior to she Tegistacad qurse

12) The comoanion or sizter shall not pezfora anv hands on

personal health care services.

{3) 2he_agency shall fasure that comoanions or sitters

underscand the needs of the Datients to shicY thev are assignad
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and racognize thosec conditions shicth need %o be ceococrted 30 *ha

registered nures

soecific Authority 400 497, 400 %08 ¢ S.

Lav Izmplemented 400.462(13), 400 497¢1) 400.497(2) ¥ S
lL:torz ".V_

100-68.026 Penaleles

(1) The department shall set and levy 8 fine not %o excsed

$$00.00 for each 7violation of the prowisions of this chaoter or

of any minisuam standards or rules dromulgated tursuant €O Chaoter

400, Pav: III, Plorida Statutee.

(2) 1n determining if a2 fine e %o bec imposed and .1 2ix1ag

the amount o5f the fine to be iz~ sea, L7 anv, for 8 wiolat:ion,

the departaswnt shall consider £ lloving factors:

fa} The graviey I _ yiolation, including the

probabil.., that death or serious physical or emotional ha-= to a

patient will result or has resultad,K the severity of the actual

or potential hava, and the extent to which the provisions of the

apolicable stat _  _or rules were violated.

(

o

) .ctions trxen bv tne agency to corrtect violat:ons

c) Any pruvioue violations.

(

3

) The financial densfit to the agencv ia committing

or continuing the violation.

(3% The fallure to file a *imely application shall resulc:

an adainistzat:ve fine charged to the agency in t%e amount of

$100.00 ver day, each day corstituting a seoarats violar.on. In

no event shall such fine aggregate more than $5,000 39

Soecific Authoriey 450.497 ?.8.

Law lapleamented 200.474 ?7.8.

Ristory Hew

=29«
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Area Agency on Aging, Inc.

ROBERT L. DOLSEN YIN 8. KELLOGG
TXECUTME ORECTON ALSOCTE DRECTOR

May 8, 1987

The Honorable John Melcher
Chatrman Special Committes on Aging
United Statee Senate

Yashington, DC 20510-56400

Dear Senator Melcher-

Thank you for according me at your recent hearing the oppo~tunity
to share with you ny experiences yith Pederally funded and
privately funded home care. I'a esubnitting the folloving as part
of the record. During the hea .ng you heard testimony from
several people a teatimony of the lack of ReABUTSS to assure the
quality of fn-homs care. These probleme range froa costly over-
utilization and ipappropriate Xedicare service proviaion t¢
unapeskable physical and mental neglect and abuee. These problema
are continval and the need for a solution is urgent.

It e ay lsar that your esarch for this solution =might create
further paper documentation or that standards might be aeen 43 an
a1.sver to theae probleme. There i8 no "paper review” that can
insure frail £11 people will receive the care that is intended
vith our Medicare dollars. ihere ia no documentat:zsn that can
orevent over serving and ifnappropriate service to these pstiente.

There must be an independent network of local agencies which can
objectively uaonitor the care on-site. This network Ruet le
reapon ble for aseeesing the nesded care and monitoring this care
in the hou? ae long as the home health agency is involved. This
network, which =zust bo able to authorize and control what care
vill de reimbursed, aust also be national and uniform so all older
Americans have equal access to quality care.

Since the Aging Network - that ie, the nation’'s Area Agencies op
Aging - do not deliver gervices directly, they are fn a aingularly
advantageous pos.tion on behelf of the Federal governaent and the
nation’s elders to perform thie eervice. If the Aging Ketwork is
not chosen to monitor in-home care for thie, it will be neceasary
to duplicate it to provide aolid quality aseurance. The Aging
Network i3 in place and very able to accept the responaibility for
thie so deaperately needed finction.

Care Managezent through Michigan's Regfon (V AAA %“as been eerving
this purpose for four years. ¥e have learrned a great deal about
monitoring these eervices during this time, rnd v~ off,r tris

experience to assist you in developing such s system for thls
monitaring.

Thank you again for your deep conceru for vulanerable oider
persons. If I can bes of any further servicea, please do not
hesitate to Yet mo know.

- Beat yishees,

X7

Barbara Lulton, RN
Yuperviaing Nuree
Care Management Progran

BL:Jj=
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Item &
STATEMENT C. ALBERT D. BUFORD. I1tl. Executive Ditec.or. Center

for the Publiz In erest, .or Angeles, California.
MR. BUFORD 1 would like very much to thank this Committee, anu
particulary 1ts Chairman. for the invitation to suimit testimony

at this time of reauthorization of the Older Americans Act.

Since the Model Project de’s of the mid-1970"s, staff now
associated with the Center for tine Public Intere:® have labored
to equip non-lawyers with the knowledge and skills to advocate on
behalf of the frail, older American. At the center of our
training has been a2 conc n for the legal is<ues inherent 1in
pcrfecting 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
preblems -~ particulary Medicare provlem. -- can often be
addressed 1f only the law 1s clearly explained. 1is clearly
understood. We also believe that in most instances. a non-lawyer
advocate can be taught the Medicaie law. and thus taught how to
advocate, using tue iaws {0r those who Liave Lien lmproperiy
denied Medicare benefits.

Accordingly, in 1985. the Center applied for and ottained
grant monies to produce 2 video documentary training program for
lay advocates. The focus of this documentary {s Medicare-
reimbursed home health care and skilled nursing home care. (A
copy of this video has been submitted to this Committee for "he

record.) It is entitled simply. "Will Medicare Really Pay the
Bil17"

In preparing for this video program. Center staff conducted
an extensive suriey of providers, consumer advocates, governrent
officials and others -- all with an eye towards examiaing, in
det2il. how the Medicare claims process really worked. The vast
majorit; of this inquiry focused on home health care. Several of

our findings, we believe are quite relevant to this Zommittee:

1. Many times older persons are entitled to home health
care reimbursement unde. Medicare. but often benefits
are improperly denied such persons.

2. Although the Medicare law has not changed significantly,
home health «care bencfits are being denied with

tncreasing frequency. (Oklahoma home health care
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providers estimate their reimbursement under Medizare at
only two thirds of what it was a year ago.}

3. The Walver of Liability Rule which allows providers of
home health care to be timely paid, also induces them to
deny benefits which should be legally, rightfully
awarded -- this by the threat of Ccorporate liability for
an overall award "error rate” In excess of 2175 %.

4. The government's own statistics confirm the error rate.
The attched letter from the Health Care Financing

Administration reveals that, when challenged on appeal,

to an adminstrative hearing, the national average for
reversing previous denlials of coverage s fully 65%
{sixty-five percent)® Apother way to look at 1t {s this
vay: with regard to home health care, Medicare fs
guilty of a 65% (sixty-five percent) error rate. Yence,

the need for advocacy.

And, thus, we'd 1like to make a simple suggestion. It
relaies to advocacy under the Older Americans Act. Simply put,
we believe it is time all of us admitted that the Medicare system
which 15 in place today -- particularly as 1t relates to
Medicare-reimbursed home health care -- 15 not a self-executing
system. For the most frall, home health care coverage under
fedicare 1is often elusive. Simply put, withou. the assi:tance
of . advocate, often tires the most frail among us stand no
change of gaining home health care coverage paid for by Medicare
-- even vhen the law allows for extensive coverage for exactly

these persons,

Therefore, we at the Center for the Public sateresi cormend
this Committee for its attention to .he plight of ‘hose who are
fratl ana sho fnave the need for nursing care in the home. We
vould like to reminc the Committee that what s required, {n
order to obtain benefits whic: the Co jgress intended. however, is
often the assistance of an advocate. We would also like to state
that we belfeve trat this atvocacy is clearly envistoned wiihin
the Odler Americans Act. Indeed, this (s the type of "legal
assistance" which the aging network oug' t to he about -- what tae
Act envisions. | am confident of this. in part, because 1 hag
the honor of serving as the first Project Director for such a lay
advocacy training effort funded by Cormissi aer 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 4t s 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. ttself.

Our in-depth documentary asks the questions. “Will Medicare
Really Pay the Bi11?7” 1n the hone health care areaa, without
advocacy, the answer is oten nc. We belteve the Medicare home
health care system can be made to work. And we believe that 1’ =
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 btlieve it is fmportant to give these
persons advocacy tools. tn the form of tratning materizls and
techntical assistance.

Support for Older Americans Act legal advocacy in the field
{s 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 benefit ts dependent on advocacy.
they more than ai, others, deserve our attention. findeed our
help. tn enhancing the g od work which they have begun.
Therefore. 1 hope that the legislative history surrounding this
year®s reauthcrizatton will comment on. indeed encourage support
of . Medicare home health care advocacy where it counts most -- in
the front ranks —- in the Older Americans Act newvork ftself,

1 thank this Committee for thetr “ard work and for the

opportunity to share my concerns at this time of reauthorization.
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_/Ce. DEPARTMENT OF HEALTH & HUMAN SERVICES Heshts Care Fioancing Admumstraton
"X Referror CFOIAIO3 0 T T T T 6325 Secunty boverars
8sitimoze MD 21207
U 4 1056
» .
Mr Albert D, Buford, Il
Center for the Public Interest, Inc.
Suite 414
1390 North Pighland
Los Angeles, Catifornia 90028
hd Dear Mr. Buford:
This 1S 1n response 1o your November 13, 1986, Freedom of Information Act request
for information concerning Med.care benetsts.
1t 15 our understanding that the Dallas Regional Oti'ze ser t to you directly
1nformation pertaining to items one and three of your ;lqurst. We were also
informed that due to cutbacks 1n staff 1n the early 80’s, Home Health Care
stanistiCs are not maintained.
The following is additional 1nformation relating to your request:
Quesiton 2 The average number of Skilled Nursing Factlity days reimbursed per
spell of dIness: Based on 1981 figures, which are the most Complate
SNF wt1l ilable, the ge number of days
reimbursed per stay 13 estinidied at 30 days nationally, Regional
State data regarding this measure are unavailable.
Question § The of Med e dollars expended for SNF care: For 1934,
Medicare reimbursed over $21.6 million gollars for SNF care tn the
Dall22 Region. The breakout shows-
Dallas $21,618,000
Arkansas 1,011,000
Loursiana 5,645,000
New Mexico 933,000
Oklahoma 2,373,000
Texas 11,600,050
The following current statistics on appeals are based on Nationwide figures for
fiscal year 1935
Pirt A Reconsiderations 39,929
Recarsals (Full & Partial) 3,503
% of Reversals 178
Part A (AL)) Hearings 1,232
Reversals (Fell & Partial) 205
% of Reversals 65.0
There 1s no charge for Processing this request because the chargezble costs do not
exceed §5.060.
Stncerely yours,
Rosario Cirrifcione
- Chief, Freedom of Information Branch
Office of Public Affairs
A d
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Itea 7

# CHWAT/WEIGEND ASSOCIATES
CONGRESSIONAL & GOVERNMENT RELATIONS
40 FIRST STREET, N W., SUITE 816

WASHINGTON, D C 20001
X2/638-4400

May 6, 1987

Serator John Melcher, Chairman
Senate Special Coenittee on Aging
U.s. Senate

Rooa SE 628

%ashington, D.C. 20510

Dear Mr, Chairman:

On behalf of our client., the National Associstion of
Companion Sitter Agencies and Refercal Sers zes (NACSARS), which
is comprised of privately-o- 1ed, for profit referral services and
agencies that specislize in ~oxpanion and home care services for
the elderly, long-termed infirmed and children, we would like to
subait these comments to be inclua.3 es a part of the April 27,
2987 Select Committee bearings entitled: "Home Care: The Agency
of Indifference.”

Mr. Chairman, the Senat : Special Committee on Aging cannot
review all aspects of the hoze care industry in these hearings
and claim to reach conclusions on regulations and quality contzol
without the input of privately-owned, for profit referral
services and egencies comprised in NACSARS. In fact, this is the
second example within the past year in both House and Senate
cozmittees of jurisdiction that NACSARS has been ignored in their
repeated requests to appear before a congressional coxmittee.

NACSARS mepbers are crestly concerned that the witnesses
appearing before tue committee left the incorrect ixpression that
individuzls as providers, working as independent contractors., are
unqualified, and dispensed poor quality of services to the
clients. RNothing could be further fros the truth. Every indus-
try has its "rotten apples”, but to sinale out any part of the
home-health industry and point to tdat part as the culprit does a
disservice to the families who need a cost-effective means of
meeting home-health needs.

For exasmple., the Rational Association For Home Care's
witness., Ann Xoctz, in her prepared testizony before your
committee’s April 27, 1987 hearing, attacked individuals as
providers and recomszendzd the complete "prohibition of
independent eaployment of paraprofessionals using federal funds.”
citing as ressons poor care., abuse, lack of traininc and cost
factors that result in the lowest cost provider being chosen
under social services block grants and Title III rather than
cartified agenciesz who "cannot compete on a straight cost basis.”
What is misleading to the Congress and the Arerican people, is
the impression this witness left that all indegpendent contractors
were sozehow tainted with ber exazple ¢f abuse. She ¢ited
the exazple of an independent contractor aid who "was arrested
anu charged with arson, attexpted xurder, and fraud after she
allegedly attempted to rurder her client %o cover-up stealing
nearly $5,000 from him during the year she had ~ared for his.”
NACSARS does not condone abuse in the industry. <Those guilty of
crimes, whether they steal zillions fror Medicare and Medicaid
funds or abuse ti ir clients, should be punished. No one
disagrees with that., What upsets NACSARS zepbers dround the
country is the constant allegations by such groups as the NAHC
thet 2ll independent contractors are suspect as untrained, unpro-
fessional and gbusive to their clients. We anaintain that one of
the real reacons for this antagonism is economic rather than
quality control.

NACSARS supports the statements of two witnesses appearing
before the corxmittee =t the April 27, 19s7 hearing. Charles
Wells, Deputy Corxissioner on Aging, Administration on Agirg,
said: "A discussion of hoze care sezvices zus* also recognize the
izportant role of the non-agency individual contractor. The
national long-terxz care channeling dezon. tration, a landzarl “en-
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state experiment supported by the depattxent -« including AOA --
confireed that bigh quality personal care servicas can be given
by persons carefully recruited by faeily m.befs through news-
paper ads, neighborhood contacts, and friends.

In addition, Jane Anderson, representing the Rational Asso-
ciation of Area Agencies on Aging said: "Standards, however,
should not result in restricted sccess to csre becaise of
unavailadbility or costliness occasioned by the standards. Many
area agencies on #£ging in rural areas, for example, bave had to
deal with the lack of providers in creative ways to see that the

o frail elderly could remain in thcir own homes. We are concerned
that too stringent standards, dealing perbaps 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 appropriateness are likely to
suffer, both at the expense of the client as well as the hoze
care industry.®”

MACSARS sembers are not Medicare-certified home health agen-
cies, because Medicare regulations do not provide for direct
reisbursesent. However, independent contractors who are referred
by NACSARS-mexber referral services provide their clients withk
quality, professional gervices at a much reduced cost, compared
te other home hezlth agencies. Yor example, in Connecticut the
Medicare-certified agencies ranged last year in price for home
bealth aides from $9.95 to $11.50 per hour, with a 4-hour Leslth
minimux, while the independent contractors referred by LACSARS
meabers had a price of $6.20 par hour with no minizum. These
cost-comparisont are similar throughout the country, and could

oave a significant impact on 8ggregate come health costs in the
friture,

WACSARS believes that the ganeral public ghould be free to
choose home-care providers, particularly £f the care needed is
ainizal, Nurses registries ane companion sitter agencies
throughout the country can provide a muct-needed service to the
chronically 111, but ¢scentially stable, individual by referring
fully-screened personnel to work privately fnr thep, The “regis~
tries and cospanion sitt~- agencies can offer these gervices at
ver.” reasonable prices. why should independent senior citizens,
or families who care for the elderly at hosme, pay a higher price
for 3%111+3 services and cupervision in ceses where none are
required, much less wanted?

The more expensive skilled service agencies have the advai-
tage of dicect reimbursement of thelir fees by insurance or by
Medicare (in soxe lixited cases). This tyoe of reimbursement is
not avaiiable at present, nor prebadly in the neaz future, for
private referral services and the indepandent contractors (ie:
nurses or sitters) who are referred by such referrzl services.

A gap in society is developing, called a “no-care zone,® where
Biddle class Anericens cannot afford the minismum services they
need to rexain independent,

Of critical importancez is tte need to
control. We are especially concerned with those p.tiente and
their familics who must pay for services thezselves. Of particu-
lor concern is the patient re uiring long-term care vho can still
te zaintained at hore pxovldeg be or she gets outside aasistance.
Soxze of the NACSARS pexhers bave been referring independent
contractors, who provide much a 3istance, for over twenty years.
These problexs will be magnified in the future by the sheer
number of elderly citizens requiring services 2nd by the changes
in the regulations affecting health care.

keep the cos‘s undet

With the growth of the total health-care industry, we have

Sean the nuzber of providers increase, particuarly franchiced

- agencies; and we have seen the inevitable fight for the bealth-
care dollar as each agency adjusted to charge. Of sajor concern
is our fear that the privately-owned referred gervices will be
forced from the field despite the fact that they are successfully
providing the custodial care ot much lover rates, und at no
governzent expense, than other agencies.

There is a need for long-terz care to relieve the fasily of
the "constant® cate of their fanily mecbers, and to perait
workers to return to the market place. Interzittent care, guch
22 provided by Medicare-certified agencies, does not neet the
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need of the matority of our elderly citizens who rost often may
need both custodial care and skilled nursing.

The referral-service industzy has bren subjected to much
criticism. Our critice indicate that the use of independent
contractors, who are not supervised, leads to tbe possible abure
of the e.derly. BEowever, xost of the time botb family and pbysi-
c¢ian supply supervision and instruction.

NACSARS submits that there is no more abuse bere than in any
other business, and that we arc just as concerned about tbese
issues as are othber Americans. XNevertheless, ve believe that it
is more likely thst these criticisme arise from a concern on the
psrt of some to eliminste coapetition, regsrdless of the effect
this would bave on tbose wbo csn least afford to lose low-cost
services.

Questions have been raised during the bearing on quality of
care and standacds. Attsched to these comments are a copy of the
RACSARS Code of Ethics and Standsrds of Operation. While these
are mercly the first in a series of standards and etbics contex—
plated by NACSARS, they indicate a good faitb effort to address
quality of csre issues witbin tbe referral-service industry.

One of the lsrgest bsrriers to the ability of referral
services to take affirmative action to improve or ensure tbe
quality of care provided by the service—providers who bave been
referred, is the potentisl conversion 2f the status of such
services providers from that of irdependent contractors to that
of exployees. If service-providers are considered e-;loyees,
then the referral services would bsve to withbold ncox. and
gocial security taves, pay unemployment taxes, psy workers
compensation premiums, pay liability snd malpractice presiues,
and pay for all the added administrotive expenses ssgsocisted with
esployees. Sisply put, all referral tervices would bsve signifi-
cant rate increazes, and zany would simply be put out of busi-
ness .

The solution is to pass legislation tbat would perxit
referrel services to pruvile quality care wiuvieilin a:é supervi-
sion of independent contractors witbout bsving the status of such
independent contractors shift to thst of employees. This would
be the best for both consumers (who would get quality crre at
continued low rates) as well as referral services.

Accordingly, ve suggest that the Committee on Oversight:

1. [old a hearing on non Medicsze-mecical reimbursesent of
private-sector bome care providers, and focus st that
bearing on 1) the cost ssving aspects for families, the
governzent and the insurence i{ndustry; and 2) protection
of the independent-contrsctor status even vhen quality
of csre supervision is provided by referral services.
NACSARS woulC be pleesed to sssist the conmmittee with
witnesses and information.

2. Develop legislstion to encourage tbe use of independent
contrsctors in tbe hoxe-csre ares 1) tbrough tax
credits, tax savings, and expense deductions for che
fanilies, bospitals or other providers utilizing the
rezvices of KACSARS-type mexbers; and 2) tbrough protec-—
tion of the status of such independent contractors.

We would like to assisc the comnittee on these most importent
issues, snd would velcoze your action on our client's positions
relative to cost savings and independent contractora ir. the bome
care area.

JC:Ccw
Enclosure
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0 mzintzin the irtecrily ené g
LI incustry/professiorn.

3. We w22 promcte those ac::vities wF_¢
consumer orientecd.

> are pr:

4. We w:ill 2é8vocate Guzlity health care services w:ith a
seconcary emphas:s on cost effec::veness.

S. We shall Pursve these research ané ecucationzl aciivizies
that w111 increase zthe knowledoe ©f ') KALSARS 2£f::azes
CL & netional level relaing to changes ané advances

effeciing our prefescion.

-1 strive o0 educate and work in conjuction wien inose
in pelii:iCs in order o 2S5sist tnem :n making effect:ive
Gecisiens goversning our inéusiry.
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ELUEUNITINV LG L ROl menlts B

STAMDARDS OF OT ":TION

sMembers wi.l obtz:n ané meinta:in licensure anc/or certifica:i
accoré:ng to state ané fecerzl guidelines establ:sheé¢. hlso,
proper DDD boné:ng shoulé be securec.

Referrals will be se t ov: :n compliznce w:th physician
é.rectives. °n cases where such cifectives 2re not 2va:iladie.
refessals w:ll be poverneé by criter:iz in each State’s Nurse
Praczice AC:. Wnen Nurses hiles 2re reguested in & home. an
R evzluation of patlent status will De complezed within €
hours of :p:ti2z:0n Of care :0 Oeterm:ne whether oI not the
services Je:ng reguested 2re 2Ippropriate.

2) Piacement of referrzls will dererm:ned andé/or supervised
oy 2 Reg:istered Nurse.

bj Companzon S:c-e- refesrzis wio)l not be permitzec o perform
«:es wizhin the scepe 0f nursing 2né thevelfore. 2
e;:s:erec Kurse supervising the refecrals w21l not be
necessary. Hoveve:. +nese cuch 2gencies 2re enforlap
seex consultatici arrangements ~ith 2 licensed Registe
Nurse.

=]

<

s et

e

Nu-ses A:des refer.ec shzll De Trecuired to have 20 acrreéized
Nucses x:6e course i:n zre2s vhere sveiletl slso. when s3I2te
cerz:f:cexion is obtaineble. this shall <he cratesze. Inm
2rees where neisher of zhe 2bove :s 2va:litbie. Cne Ye2r
experience under su cpervision in exther 2 HOSP- <2) or nurcing
home shell de n s:zez:2 for plecemert.

on 2édizaon. it :s orefeczble even wiin those d:vidudls who
have Optained stite cer::ficeiion. O hive & minimum cf 2t
least cnc vedr experience <ner :n 2 hospizzl or nursing home
under stpesvision.

All nurses ané/or nurs:ng as - shall be
currently licensedé accord.ong n: 2lso. CPR
cert:ficates shell de reguirec re ave:laole.

The agency she ne responsidle

£ ~
- ¢ pTOpeI .ecorcs
cf such .iicenses ané cerzifization.

-res - - ~

Relerences both woIr ané cheracter related shovié be aciively
prrsued an acguired oefore any 2pplicent snzll be referced
for services.

A’uo:k;n; history shall be keg: and ma:nte:ned including
clzent n. 25, loczi:on 2né mec:cel nrobiems zlonc with any
positive Or regei:ve feeddback relaiing o0 the :ncividuals
perfo mence.
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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, p.C. 20510

JAN 27 0e7

Dear Senator Melcher:

The Federal Council on the Aging 1s pleased to submijt
its recommendations for amending the Older Americans
Act during the 1987 reauthorizatios period.

A rapidly increasing aging population and limited
resources have presented us with unique challenges in
atteapting to meet the needs of older Americans,
While most older persons are comparativ. ly healthy
and active, a significant number require varying
degrees of supportive services in order t~ pe with
the demands of daily comaunity living., F. .1es,
neighbors, and the State and Area Agencies on Aging,
as well as others involved witn aging concerns and
services, have responded to this wide diversity of
need. It is of paramount importaunce, however, that
the aging network continue to be supported and
Strengthened 1n order that it may meet the challenges
of the future. The Council's recormendations reflect
this support in calling for increased discretion for
the network.

The Council has long peld a special concern for the
"frail elderly,* those most vulnerable nembers of the
aging population. Our current £eco.... -ndations
continue to emphasize thic concern by addressing the
1ssue of targeting resources to those in “grectest
econonic or social need.* Older Ame* icans who are
minorities, low income, women, functionally impaired,
live alone or live in rural ar~as ave 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
recoamendat:ons for your consideration aad response,

S1 rely,
. 3, a/ i;gzzﬁ{?
o/ :;ffzn;. A do
Crairman

Enclosure
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FEDERAL COUNCIL ON TiHE AGING

RECOMMENDATIONS ON THE
1987 REAUTHORIZATION
OF THE OLDER AMERICANS ACT

S!gEAR!

The Federal Council on the A3ing (FCA) urges the extension and
reauthorization of the Olde:r Azericans s»ct (OAh) for a period
of five years. Wwhile in complete support of the intent and
purposes of the OAA, the FCA recozmends a nuaber of changes
that will strengthen the purposes and objectives of this
legislation and enhance Services to older Americans.

The great diversSity present 1n the aging poputation dictates a
broad raige ot options in responding to and defining the
pataseteze of need of these individuals. As 1ndividual
capacities and vulnerabilities are considered, 1t becozes
apparent that regources aust be better targeted to approach
most effectively the differences 1n level of meed. Resources
ate not unlimited and those with the Greatast need must be of
greatest concern.

Needs of individuals are nost appropriately determined within
the circumstances of the cozaunity in which they reside.
Although it is poasible %o 1dentify generally characteristics
that say indicate vulnerability of an older individual, these
separate characteristics, will not apply 1n each and every
cozmunity. Therefore 1t 1s the responsibility of those in a
position to understand the capacities and constraints of a
coamunity to define the needs to be addresses 1n that Coalaunity.

The FCA encourages regular incremental increases of 5 percent
to assure adequate funding levels for all the Titles of the
OAA. Each of the coaponents of the OAA is a vital part of the
whole and none should be sacrificed 1f the needs ot older
Americans are to be addressrd 1n an effective and comprehensive
aanner.

The Federal Council believes that contridbutions based on
ability to pay should be an integral part of Older Aamericans
Act progrars. However, the Council feels stronily that acans
testing should not be used $0 estaolish eligibility dr azount
of contribution. The Couuncil has learned that in Severai
tegions Of the country 3 voluntary Siiding fee scale has worked
well for requested services.

The OAA was interded to stimulite the developsent ot 3
comprehensive, coordinated approach to the diverse needs of the
older population. The FCA believes that the covrdination of
proyraas and services of both the public and private jector 1s
vital to improving the Guality of our country's fe.ponse to the
concerns of our aging population. To take full advantage of
all seyaents of the comraunity. tne Council has asked that 307e
testrict.ons on for-profit organizations be femoved £roa OAa
language.
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BACKGROUN

Congress has charged the Council with the regsponsibility to
“review and evaluate, on a continuing basis, Federal policies
tegarding the aging and programs and other activities afiecting
the aging. . .~ It 1s, therefore, inCuabent vpon the FCh to
carefully examine the current issues regarding the

teauthor 1zation of the Older Azer.cans Act. Awaze of this
tesponsibility, the Council has undertaken a review of the
1Ssues raised by the Adainistration. the national aging network
#nd organizations, the private sector, other State and lo.al
governmental entities, and the general public.

The OAA has been azended ten times sinCe i1ts inCeptlon.
Provisions of the original legislation vere extended in 1967.
The 1969 amendzents strenjthened the Title III cComaunity
services prograas and charged the State Agencies on A3ing with
Statewide responsibilities for planniag, coordination, and
evaluation of prograzs for wlder persons. The 1972 amendments
created natfonal nutrition progrezs and 2authorized grants to
public and nonprcfit sponsors for the developaent ot congregate
meal services. The creation of the Area Agencies on Aging wa-
zandated by the 1973 azendments in addition to the creation of
the National Information and Resource Clearinghouse for the
Aging and the Pederal Council on the Aging. Aaendzents made in
1074, 1975, and 1977 primarily exiended the authority for
continued projram operation, and zade a nuabet of wminor
adjustaents to the Act. The 1978 amendments further
strengthened and expanded Title III of the Act by congolidating
the social services, Rultipurpose SENIOC Centel, and sutrition
gervices portion of the Act. A Separate Title, Title VI,
authoriziag grants for Indian tribes, was estahlished. In
addition, a Separate authorization for foze-delivered peals was
sade under Title III. Since the 1981 and 1284 azendaents
primarily extended the prograas and aade only sinor changes,
the 1987 reauthorization periocd 1S a t e for careful Ie2view
and amending to uPdate the Act.

The foliowing pages detail the Council's recomzendat.ons for
amending the OAA in 1987. Some of the recoxzendations contain
extensive rewording and redirection while other recosaendations
seek to Strengthen existing ianjuage or to &mphasize areas that
the Counsil finds of particular iasportance.

TITLE 1
Title I sets forth the ob)ectives of the OAA. Ten broad voals
are outlined toward givinyg older persons opportinities fo:-
participation in the full life of the COImUnlzY. Thess goals
are: an adequate inccae: physical and zental nealth: suitaole
housing: full restorative Services for zhose who require
institutional care; emploYaenc without age discrizination:
tetirement in health, honor, 3nd dignity: particCipation in
civic, cultural, and recreational activities: efficient
cozmunity services: benefit fros research designed to sustain
and 1eprove nealth and happiness: and freedom to plan and
manage their lives.

Recent enmphasis on increasing the eificiency and ecffectiveness
of service provision dictates a systematic approach to the
above listed goals and the development of a continuun of care
concept. Long-tern care 10 longer refers just to the
institutional care of the chronically 1ll. There 13 now great
concern with the prevention of institutionalization and with
the provision of supportive services in the comaun:® to

maintain the individual 1n the home for as long as feasible.
1. POEECY

The Council feels that one additional Title I ot)2ctive should
pe 2dded to deal t¢ith elder adbuse and exploitation.

Language Change
Insert the following as item (11) under section 10l.

{11) Freedom from aouse, nejlect ard ixpioltation
1n all aspects of Jaily livang.
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2. POLICY

! wWith longevity resultiag 1n avre nulti-generation families, the
Council feels that Title I should enumerate services to and
consfderation for the family caregiver.

f Lanyuage Change

i

3 (12) Support to family meaders and others

F* providing voluntary care to those older

- citizens needing ‘'nag-tera services.

N 3. POLICY

The Council iS aware that a wore concise definition Of the ternm
"rural® 1s necessary as this has been an ongoing troublesome
problen in the adainistration of the Older Americans Act.

Language Change
Insert the following as item (8) under section 102.

(8) The term “rural” :£iould be determined 1n all
matters of the Act as defined by the Bureau
of the Census.

TITLE I
Title 11 establishes the Administration on Aging (AOCA) within
the Departaent of Health and Human Services (DHHS) as the
principal agancy for carrying out the purposes of the OAA and
adainistration Of the yrant programs authorized under the Act.
It is the part of the Act which discusses the establishaent of
the functional units necessary to ixplement the Act., including
the Pederal Council on the Aging.

Organizationally, the AoA 13 located within the Office of Human
Developnent Services (OHDS)} in DHHS. Congress intended that
the AOA was to serve as an effective advocate on all Federal
activities and matters re.ated to the field of 23fng. With
increasingly complex and enlarged proyraas impacting on the
eldecly., more dempand:s and pressur®s are placed on the AcA to
perfnra fts advocacy., as well as program administration
functions.

4. POEICY

The Council urges the Secretary of the GHHS, to provide the
maximum support possible to the Commissionar on Aginjg 1n
carrying out the mandates contained in the OAA. This includes
the strength.ning of tae Coamissioner”s decisionmaking
authority, flexidbility, and visibility within the Federal
establishzent and the agjing network wherever and whenever
possible and feasible.

Language Change
Delete from Section 201(a) the words 1n lise 7 and line 9
“the Oftice ol.”

5. poLICY

Exteading the reauthorization period to five rather than the
customary three years reflzcts the refined state of this
legislcnion. The Council feels the longer authorization period
will allow for efficiency 1n proyr-1 management. The Council
also feels that a longer reauthorization period will allow for
substantive changes without the trauma of total rcauthorizatios.
To facilitate the five year juthorization, the Federal Coincil
recommends the follow'ng language change,

Language

Insert the phrase, -, and such sums as may be necessary for the
fiscal years 1988 through 1992” at the following places
throughout the Act:
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In Sec. 204(g), between “1987° and the period:

In gubsections (a) and (b) of Sec. 303, between ~1987-
and “for:"

In Sec. 311(c)(1){A), between "1987" and “to carry out:"

In Sec. 431(a), between 'l1987° and the period:

In Sec. 5C3(a){l), between "1987" and the semicolon:

In Sec. 603(a), between "1987° and "to carry out.”

Strixe "and 1987" in Sac. 7v6(a), and substitute for
it, <, 1987, 1988, 1989, 1990, 1991, and 1992."

6. EQLICY

The Council feels an faportant role in 1ts responsibilities is
to nurture interagency cooperation among the various Federal
departments which oversee prograns dealing with the elderly.

Language_Change
Insert new paragraph under section 204(d).

(6) Act as coordinator to bring together and
improve working relationships bc:ween
all Pederal Departments and agencies
that deliver services or prograas to
older Asericans.

7. P(.)&ICY

Given the demographics of aging., the Council feels that input
from its neabers serving on advisory boards of these Federal
agencies or departments listed in the Act°s Sec. 203, could
proside valuable gerontological information and viewpoint to
such bo2rds without infringing on their autonomy or the
agencies or departaents they serve.

Language_Change
Insert new paragraph under section 204(d).

(7) provide nembership on present or future boards
or councils created by those departaents or
agencies listed under Section 203 of this Act.

TITLE LI
Title III authorizes grants %o State Agencies on Aging for
developing a comprehensive and coordinated delivery gystem of
supportive social serrices, nutrition services, and
nultipurpose senior centers. The Title III organizational
3tructure is intended to form a "network on aqln¥' linking the
AOA, State and Area Agencies on Aging, other public and private
. agencies, and local service providers. This network ie
intended to provide the focal point for a continuum of
conmunity services as well as social and econoaic opportunities
for older persons.

Hessarch and program experience have provided a 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 tnvolved with
family and coamunity. Presuming that these individuals are no
longer capable of functioning in society when they reach aye 60
or 65 denies their humanity and denies society an lazeasurable
pool of capabilities and human resources. For these
individuals with widely varied interests and concerns,
opportunities are needed to allow and encourage participation
in the mainstrean of comaunity life. During this period
eaphasis should be placed on education and implementation of
preventive aeasures which will retard and delay need for
intensive dependent care.

While the majority of older persons function adequately on a
day=-to-day basis, there are individuals who have become frail
and, therefore, vulnerable to the stresses and demands of daily
living. The var’ ‘s elenents which contribute to this
vulnerability ¢ widely from individual to individual and
from one yeogra) 1ic area to another. For these diverse
reasons, the responsibilitv to define their needs should remain
as close to the individuals as possible.

E lC 74-937 0 - 87 - 7
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Underlying the diversity of older persons and the.r
circumstances, certain factors have been identified as
indicating possible vulnerability=--incoze, race, education.
health, and sex. Recent research indicated that other factors.
such as living alone or the general mortality rate 1in the
geographic area, may also reflect vulnerability. Age, however,
does not significantly correlate with vulnerability or

frailty. The wide diversity aazong older persons and the great
range in their reeds calls for aa approach tC service provision
that allows for maxamua flexidility and provides responsiveness
to individual circumstances.

It is vi-tually impossible for Federal legislation and
regulation to be sufficiently specific to efficiently target
resources and, concurrently, be adequately responsive to the
needs of individuals in various cozaunities. HPwever, national
priorities can be set which local entities may then address
within the context of community needs and resources. The 1378
asendments to the Older Americans Act began identifying these
national priorities by giving preference in the provision of
services under Title III to those “with the greatest econoaic
or social need.” The 1984 azendments began the process for
more flexibility in the use of Title 111 funds by allov'ng much
sore discretion for appropriately responding to the individual
needs within the cozaunity.

EMPHASIZING POR PROFIT ORGANIZATIONS

8. PgL!CY

The Council feels that in all parts and titles of the Older
Americans Act for profit organizations should oe included 1in
the language «here their particpation may be 3 possibility.
Language Change

Sec. 301(a) add nonprofit and for profit organizations. . .

Sec. 302(1)(A) replace private with for profit or aonprofit
agency o- organizations.

Sec. 302(2) replace private with for profit or nonprofit
agency.

AUTHORIZATION OF APPROPRIATIOQNS

9. POLICY
RS

The Council feels that because current demoo «phics Loctend a
gteady increase in the nuabers of senior Amesicans and that
oOlder Asericans Act programs yreatly benefit the socially and
economically needy nmeabers Ot this age cohort, the current
annual iacrement rate of funding should continue during the
proposed five year reauthorization period. The Council
tecomaends appropriation figures in Sec. 303 to reflect an
annual incremental rate of at least 5 percent.

TARGETING

10.

The Council feels that some nevw language 1S needed to provide
for better targeting of the vulneraocle elderly and more
flexibility for the Administration on Aging and State and Area
Agencies on Ajing tO deal with targeting SEIvices to the
vulnerable elderly by amending the Act as follows:

Language Change

Insect the following underlined language in Sec. 305(a)
{2) {E) and Sec. 306{a)(5){A):

“provide assurances that preference will we given

to providing services to older individuals with the
greatest economic or social needs. with parricular
attention to low-income minority individuals. females,
tural residents, those living alone, and functISANITF”
IABETPEE BT SR LTIIEITIL5TEAT IR INSLGIE " PTIp3TFA”
AREADAV-BL-CIrTyIngTont-the-preference. .~
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Inse.t at the end of paragraph (1), Sec. 306(b) the
followiny underlined languaye:

“(l) Bach State, in approving area agency plans under
tnis section, shall waive the requirexzent descrided 15
clause (2) of subsection {a) for any category of services
described in such clause 1f the Area Agency on Aging
dedonstrates to the State agency that services being
furnished for such category in the area are sufficient to
meet the need for such gervices in such area of may wiive
the requiremerts {f the AAA demongtrates that*FIRIT-GATES,
Rttt S d g 1t g T T8 TR p I Tt T A T 04 L] 11T
sa'zxrqlzaa':na'u!ea'!ar'!n!'Vuxacrxs:c'zxgggzyr"" sees

Floxkbllisz

11. poLICY

The Council feels that State and Area agencies have matured to
the point where aaxinmua flexibility in the transfer of funds
between parts B and C should be a part ,f the act.

Eagguagg.Chaﬁgc

Repeal paragraphs (4) and (5) of Sec. 308(b}, and
substitute therefor a new paragraph (4) to read as follows:
{languge to be added is underlined: language to be stricken 1s
shown Ifyd/eKi#)

°(4) Notwithstanding any other provision of this title,
with respect to funds received under gection 3034uyLry

ARG/ 42], & sState may elect 1n {ts plan under section
S0TLATLXDY /4ddAL LAY /PALLICISL/ ENIR/LLLYES to treaster a
portion or all of the funds appropriated for part C between
subpart ITARA"subpart 2 of part C, or for"I3% P82 Bact B
supportive services, and nay elect FSZPIRZTIT-I“BIPLISE or
34 6!'!5&'!dﬂd!'!§bt§bt!!l!d'!bt'bxl!'a'!St'B!!'!&!'g!t!"
[orig 13 5315 00 -1 00 D1} P2 Al Te YR SO TEES T BT I 52"
A RS KR YU SRR IIN I~ IBILOPITALE LB A%et the needs of
the area served gubject to approval by the State Unit on
Aging.. The Comaissioner 3hall approve any such transfer
unless the Coas.ssioner Jeteraines that such transfer 18
not consistent with the purposes of this Act.”

12. poricy

The Council feels that any increase in Federal dollars 18
limited, therefore, it 1s necessary to facilitate the brokering
role of Area Agenc.es on Aginy, to assure that they, as
comnrunity focal points in their respective coamunities, have
the primary rule in coordination of all coaaunity and family
regources. and stimulation of the supplementary sources of
funding and services, by azending the Act as follows:

Language_change
Add the following subparagraph to Sec. 306{a)(6):

“(L) serve as a broker 1in activating and coorcinating

all existing and potential pubdlic, {emphasizing the

local ofiices of those agencies enumerated in zection
203(b)), private, comnunity., and family resources to
solve the problems of and take advantage of opportunities
of the area’s older individuals, by stimulating
supplementary sources of funding and services for thea
with technical assistance from State agency.”

13, poLICY
phaead

The Council has aet with r -presentative Native Americans tribal
organizations and received ‘tensive testimony on the needs of
native American elders - @\ tence calls for relaxing
restrictions on Title III s. sices for Native Americans who are
served by tribal organizations that apply for Title VI funds,
by amending paragraph (3), Sec. 602(a) to read as follows:
(language to be added {s underlined)

“(3) individuals to be served by the tribal organization
will not receive for the year for which application under
this title is nade, zervices under Title III, unless the
application is unsuccessful or a Title VI serviZE~~====«

T3 b!!!at&'!b'!'?!!!!'!!!'!!10!88'588888'39'85'516 f Indian
el I Lt d Ao {2 18¢ 13 C g0t ol T { RIS EPPEO LT 1 ST bamt et i
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14. POLICY
The Council welcomed the start zade 1n the 1984 OAA azendzeats
in referencing the desoyraphics of ajing 1n Azerica - 1987
reauthorization languaye should accent 208t carreat deaogsaphy.
by aaending the Act as follows:

Lanquaqe.Change
Repeal paragraph (2) of Sec. 304i(a), whica requires that

each State be allotted ag nmuch under Title 111 as 1t recsived
for fiscal year 1984. »

15. PoLICY

The Council feels that because added responsidilities were
put on Area Agencies on Aging 1in past OAA Reauthorization and
because the 1987 reauthosization will continue this trend, it

is reasonable to increase the administrative cost of these -
local agencies.
Lanqgags.Change
Section 304{d) (1) (A) such a=m:ouat as the 3tate
agency determines but not more than 12.0 percent
therefore, shall pe available for paying such
percentage as the agency deter2ines. but nOt
more than 75 percent of the cost of adainistration
of area plans.

POLICY

16.

The Council is pleased with the active role presently being
played by State Long-Term Care Oubudsaen. The Council
recomacnds upditing osbudszan languaje Dy azendiag the Act as
follows:

Eagquaqe Change

Amend subparagraph (8) of Sec. 304(d) (1) by adding the
language underlined below:

~(B) such amount as the State agency deteraines to be
adequate for conducting an effecta’e oabudsman Prograa
under sectio.. 307.3}(12) shall be avatilable for paying such
percentage as the agency deteraines, but not zor BT ERIX-BS™~
;stean!:-az'zns'eazz'az'aaﬂaaetxag-:nen’;ragzx:?""""'

Redesignate clause (v) of Sec. 307(a)(12)(A) as clause (v1)
and snsert a new clause (v), as follows:

=(v) to the extent feasible, carry out, with respect to
older individuals who receive hoze healtnh seIvices.

activities Of the type specified 1a clauses (1) through
(tv): and”

17. POLICY

The Council understands that serious di3cu3sion 1§ taking place
to create a new 3ection 3D in Title 111 which would deal with
onrbudszar services and duties. The Council supports this
inttiative, however, feels that 1f added, such a section should
include a statement standardizing qualifications, duties, and
funding of the State Ozbudsaan Proyra=.

18. POLICY

The Council feels that with the private sector playing an ever

laryer role in providing services. funds and volunteers to this

country's seniors, in order to recognize interyenerational

dependency and direct that educational and coasunity effores -

reinforce the bonding of the generations, the Act 3hould:

Add to paragraph (6) of Sec. 306(a) a new subparagraph (L),

as follows:

*(L) promote educational and coazuaity efforts
to reinforce the natural affinity and bonding
between each coamunity's older individuals and 1t3
children, youth and young adults.”

fnserting into Sec. 321(a) a new paragraph (19)--and
changing the designation of the present paragraph (19) to
paragraph (20)--as follows:

“(19) services to reinforce the bcading of
generations: or-”
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19. poLIcY
vecove

The Council feels to define the word “adequate” as :he Congress
has used it in the Ol4er Americans Act will help to clarify and
bring meaning and effect to the word “adequate” as used in
paragraph {2) of Sec. 306{a), which paragraph requires that an
adequate proportion of Supportive services funds alloted to a

glannsng and sarvice area be used for naaed priority services,
Y3

Adding to Sec. 306 a new subsection (d), as follows:

{d) (1) Each State, in approving area agency plans under
this section, shall deteraine whether such plans provide
for 3panding an adequate proportion of funis as required by
faragraph (2) of subsection {(a).

“{2) In deteraining adequacy for purposes >f paragrapn (2)
of subsection (a), each State shall take into conaideration
the need for that type of gervice in 2lanning and sezvice
areas and the need for using such funds for other services
of greater benefit to the area's older 1ndividuals vith the
greatest economic or social needs.

“{3) In the absence of abuse of discretion, as deterained
Oy the Comaissioner sgubject to judicial reviev, the
State’s deteraination under parajraph (1) shal? be final.”

20. povicy

The Council has learned in certain jurisdictional atfiliations
the AAA director has deen assigned duties cther than those
dealing with the Older Amaricans “ct. Because of the
importance of continuity in the adainistration of OAA prograns
the Council feels it is necessary to require the following
language change:

SJedesignate paragraph (6) ¢f Sec. 306{a) as paragraph (7),
and insert betveen paragraph (5) and the redesignated paragraph
(7) a new paragrapl (6), as follows:

“(6) require that the director or other principal employee
of the Area Agency orn Aging be a full-time ezployee,
devoting all nis or her tize and effo.ts as such ex,loyee
exclusively tc the work of the Area Agency on Aging.”

TITLE 1Y
Title IV provide: thc authority to AoA to support uwfforts in
training, education., research, dJdamonstration, and evaluation
which adds knowledge to iaprove program effectiveness and
efficiency. The major activities uader-aken in sach of the
Title IV progri. areas are designed to develop and disseminate
information to assist decisionmakers and service providers in
addressing issues concerning older persons.

Understa~ding the processes of aging and the changes to be
expectud in an aging society are essential in the developaent
of efficieat and effective services for older persons. The
research, training, and education projects required .o attain
this understanding are Jesigned and implezented through the
policies and practices in business ind industry. as +:11 as the
various colleges and universities engaged in the study of aging.

21. POLEEY

The Council recosmends strengthening language in order to
eaphasize the iapor*-~nce of research, training, education
projecta and dezonstrations in b.th the academic and private
business gectors. In addition, funding levels should be
=aistained conzensurate with past appropriations, with specitic
allozations to all States, and sufficient to fulfill the charge
of Ticle .V, .

There ghould be 1 continuing effort to analyze, coordinate, and
dissaninate findings from coapleted and futuze research and
evaluation projects in order to better utilize these £indings.
Language Change

Amending Secs. 421, 422, and 423, toO assure that Title IV
grants, contracts, and cooperative agreezents can be made under
those gections to or with for-profit organizations on the saae

€
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basis as they are zade to or with pudblic and private non-profit
oryanizations.

Example: Azend Sec. 42l (a) by striking language
indicated ZAK#/ERig:

=SEC. 421. (a) The Coaxzissioner aay aake grants

to ARY/PABLAC/O2/RORBLOLAL/PEAVALS Sdsker )
OLYARLLALLIORS /62 SRSELEALLSL] and maay enter 1nto
contracts with any agency, ozganization, institution,
ez individual to support research and development
related to the purposes of this Act, evaluation of
the results of such research and developzent
activities, . . .7

TIE Y
Title V, Cosamunity Service Eaployaent for Older Azericans,
mandates the creati” 1 of “useful part-time opportunities in
community service a.tivities”™ targeted to those “"uneaployed
low~incone persons who are fifty-five years of age or older and
who have poor eaploymeat prospeCts.” These programs differ
from othet Older Americans Act (OAA) prOgrams in two
significant ways. Title V programs are the only OAA prograas
to include a zmeans-tesred eligibility determinetion, and the
administration of these prograns falls under the auspices of
the Cepartment Of Labor (DOL) rather than the Adainistration on
Aging (AoA). Although various Title V prograas differ yith
regard toc the characteristics of participants, types of job
placenents, and geographic setting (rugal or urban), cach
project shares the same basic joals of providing income and
enployrent, nffering training and oppoitunities for
ungubsidized eaployaent. and supplying public services to the
coaaunity.

Currently, funding for the Title V prograas 13 disbursed azong
eight national organizations (National Center on Black Aged,
National Urban League, Asociacion Nacional Pro Personas
layores. tational Council on the Aging, Azerican association of
Retired Pvrsons, Natioral Council of Senior Citizens, U.S.
Forest Service, &#nd Green Thumb-National farmers Union) and che
governors of the various States and territories.

22. POLICY

" The Council recomaends g changes in this Title.

TITLE VI

23. gOLICY

Tne Council recomaends one change 1a Title VI because the
recozaended addition of Title III ag well ag Title VI services
to Native Americans appears to be the beat way to broaden
services to this segxent of Azerica's elcarly cohort.

This decision was reached after nuserous seetings between FCA
and tribal elders and studying written testimony all of which
indicates that tribal elders need the benefit of the advantages
of both Title III and Titie VI programs.

The proposed FCA caanges 1in OAA language will require careful
cooperation between AOA. AAAs and tribal councils representa-
tives in the writing of regulations izplezenting such changes
shculd they becoze law 1n 1977,

Language Shange

Relax restrictions on Title III services for Native Asericans
who are served by tribal orjanizat:ions that apply for Title VI
funds, by azending paragrap* (3), Sec. 602(a) to read as
follows: (language to be ¢.ded 18 underlined). Additional,
recornendations for services to Native Azericans are referenced
under the Title III section in this document.

"{3) i1ndividuals to be sServed by tae tridal organization
will not receive for the Year fo: which application under
this title is made, services under Title III. uniess the
application is unsuccess3ful or a Title VI scrvIZ¥~<~===*
BB INIE ES " I P IC I T " SEIFIRE - RELIILI“67 I8 "8 der Indian
r:'asz‘re:;an:sr;'aoxrrxsre'zsr'!nx!'arasr-rua;:gr""'-"'
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TITLE VII

24. POLICY

The Counc:il supports the thrust of the new Title VII. However,
it has come to the Council's attention that in carrying out
programs mandated under this Title, States and Area Agencies
have been forced to use Title III funis. Council suggests that
Congress sppropriate funds as authorized for this Title or
-acrease Title IIT funds accordingly.
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Oscar P. Bobbitt, Executive Director, Texas Department on
Aging, Austin, TX.
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CENTER ON AGING

The Nationol Center on Aging ond Dhobliities

6 April 1987

Senator Johm Melcher
Attn: Disnna Porter
Senate Aging Committee
620 Hart

Wsshington, DC 20510

Desr Senstor Melcher:

I would like the following information to become part of the hearing
record for April 27, 1987 on the reauthorization of the Older Anmericsns Act.
1 have purposefully made my written testimuuy short, snd have included a
nunber of attachments which I hope will interest your staff, and which you may
want to include for the record.

My name 1s Dr. Thomas Rose. I am s Research Associste at The National
Center on Aging and Dissbilitiss, Center on Aging, Univeraity of Harylasnd,
College Park, Maryland 207{2., For the psst two years we have concentrated our
efforts on understanding snd planning for the needs of elderly persons with
developmental disabilities snd mental retardation.

With my associates we have written 8 number of articles about Older
De-.elopmentally Dissbled Adults. Ve have been especially concerned with the
plight of this underserved vulnersble ninority. You wili find useful
statistics and other information in the sttached article, and in sn article
that 1 have written for the Spring 1987 issue of Aging published by the
Adoinistration on Aging. In addition, with my sssocistes, we have presented
pspers sbout o der developmentally disabled citizens at a number of nstionsl
and state conferences including: The Gerontological Society of America, The
Orthopsychiatric Society, The Associaifon for Gerontology in Higher Education,
The Young Adult Institute, etc.

With funding from the Maryland State Planning Council on Developmental
Disabilities, we have juat completed an 18 month resesrch snd planning study
about sging snd developmentsl disabilities in Maryland. We have placed
enphasis on the policy snd programmatic implications as developmentally
disabled citizens grow older. Our finsl report will be sv.ilable in late
April, 1987.

As part of the Msryland study, The National Center on Aging and
Disabilities st the Center on Aging has established a National Aging snd
Developmental Disabilities Information Exchange which offers information on
demonstration and model projects, bivliographies, and other materials. 1 have
sttached some of these materials with thls testinony.

Room 1120, Francls Scott Key Hall
College Pork, Maryland 20742:7321 (301) 454-8856

O
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With the aupport of a nunter of foundations and organizations we have
organized a national conference on Aging and Life long Disabilities:
Partasrabip for the Twenty First Century in June, 1987 at the Wingapread
Conference Center in Racine, Wiaconsin, The participants will include state
directors of aging and atate directora of developmental disabilities/mental
retardation, and repreaentatives of s number of national aging and disability
organizations. The coaponsorz of this conference include, among others: The
National Associstion of State Units on Aging, The Lational Association of
State Mental Retardation Program Directors, The Josepb P. Kennedy Foundation,
and the National Inatitute cn Aging. The final report of this conference will
be practical ang policy oriented, and gistributed tuv more than 3000
organizations and individuals in the fielda of aging and develops.ntal
disabilities. I have attached an agenda and summary about the conference.

Finally, the Center on Aging has focused on education and training as more
aging developmentally aisabled persona are served by the aging and
developmental disabilities networks. We have developed a state-wide
conference, curriculum materials, two dey work shops, biblisgraphies and
resource materials, and have submitted a major training proposal to the
Department of Health and Human Services.

If there i3 any way we can assist your committee, please call on us at
anytize. Thank you for making this testimony parc of the recorc.

sy

Sij:/,ely,
P A O

(VA4 K/ N /\J/\/\

Thomas Rose, Ph.D.

Research Assoclate
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Serving all persons involved with the concerns of the aging

Older Developmentally Disabled Adults:
A forgotten Population

by Dr Thomes Rose and Dr Matthew P Janicks
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CNIVEREITY OF MARYLAND
COLLEQE PARE, MARVLAND 20742  301/464-008¢

N
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January 1987

AGING AND DEVELOPMENTAL DISABILITIES INFORMATION EXCHAMGE

Dssr Collssgus:

¥s havs dsvslopsd ¢ national Aging snd Dsvslopmental Disabilitiss
Information Exchangs. Vs can provids you with:

1. A Bibliography of Publications - Articlss and Books

2. A Listing of Confsrencss and Msstings

3. A Listing of Demonstrstiom and Nodel Projscts

&+ A Listing of Other Sources of Informationm gbout Aging snd Devslopmental
Disabiiitiss

3. Consultants gvsilsbls

6. Audlo and Vidsocassettss gvsilable

Vith ths cooperstion of the American Asscciation of Universicy Affilistsd
Prograns for Persons with Developmentsl Disabilities, most of this imformetion
a2y be sccssssd by members of SCAN (Shared Commwnication sund Assistance
Network) on 1ts Rlactronic Bulletin Bosrd (Address: NET.WORK). Members of
SCAN may send messages to our E-MAIL BOX (Address: Aging.Pro}).

Ve would sppreciats any and sll infoszation you have on specisl projects
OF Cemonstration programs, specisl ssrvices, intersgency agreements,
curriculs, confersnces and mestings, resesrch projects, and spscisl
STTSngenents relstsd to the subjsct. Anything you ssnd to our Scan E-Mail

sddress or to the Centsr on Aging will be intsgrsted into our information
system.

Sincerely,

\=;;£#1x¢,— =l
LA

Thomas Rose, Ph. D.

/) cc'(,d/o.k N-/é('

Matthew B. JanifkA, Ph. D.
Co-Coordinators

1 Ry
ERIC
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MASSACHUSETTS ASSOCIATION OF HOME CARE PROGRAMS/
AREA AGENCIES ON ACING

April 22, 1987

Craig Obey

U.S. Senete Comaittee on Aging
628 Hart Building

U.S. S:inate

Washir ton, D.C. 20510

Dear Mr. Obey,

At the request of John 0'Ne{ll, Executive Director of Somerville-
Cambridge Elder Services, 1 am fosvarding to you background information
on the unique system for coordinating long term care services that
exists {n Massachusetts.

The C ith of M h ts has appropriated $114 millfea in
f1s al 1987 to foplement {ts home care program for the elderly. This
home «1re system, which currently {s serving an average of acre than
45,000 cenfor citizens each month, is unique in {ts structure and
range of supportive services. For exsmple:

“the home care system {s {mplemented through contracts
with 27 non-profit corporsti.ns throughout the state.

*esch of these corporations is elderly controlled. 5i1

of the governing body of a home care corporation, by
ststute, must be people over the age of 60, 511 must also
be representatives of aunicipal Councils on Aging. Thus
the systea 1s strongly-rooted in the local communities

it serves, and {s, in fact, controlled locally.

*the home cares are financially disinterested, i.e. have no
financisl interest in any of the service providers with
vhoa {t contracts. The agencies can advocste for the best
service Plan for their elderly clients, and rake izpartial
referrals without sny finsncial conflicts of interest.

*the system {s case-mansged. Esch elder {s helped by a

home care casenanager. There are nearly 700 such workers

in the Massachusetts home care systes. These casezanagers
assess and authorize the supportive services offered througn
the home care systes.

“the PFrue cares offer s range of services, from homezaker,
chore, and hoze~delivered meals, to personsl care and
sone limited hoze health services. A mixture of social
and health services are now available through the hone
cAare cCasem&nager.

1 mentfon these points because 1 think they are germaine to the issue

of how to ratfonslly orgsnize long tera care seivices for the ¢lderly.
Our experience since 1973 with the home care delivery model has informed
us 1n many ways about what kind of & system we don't vant for long tern
care. The features above are positive aspects of our system, but we also
know what we want to avoid in Massachusetts:

(Over),

"independence and dignity for elders"

Aruitoxt provided by Eic:
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MAOASS HOME CARE

AREA AGENCIES ON AGING

Massachusetts Home Care Systen, p.2

“long ters care servicee should not beceme "zedicalized™, i.e.
one dominated by & medicsl, physicisn-driven model, becauae
LTC aervices sre, to & great extent, s collection of practical,
fenily-l1ike, non-technical services.

*LTC coordinating agancies ahould have strong governing tfee to

— @ v of oy the communitiee they serve; they ehould not be directed from

diecant corporate board rooms.

*coordinating LTC servicee does not require a nev gdminfetrative
bur y. lo M h ts, 511 the piecee are in place, the
players just need to be coordinsted.

Last May, we articuleted a series of 13 principles of long term care. 1
have atcached a copy of thase principles a viston of how we would like
to see covmunity care develop in our atate, and beyond.

From theae principles of long term care, we developed the rough blueprint
of vhat we have called the CATEREEPER model, which builde on the scate's
home care system, and the fact that twventy of the Massachusetts home care
agenciee are also Ares Agencies on Aging.

Our GATEKEEPER mode] relies on locslly-controlled, non-profit, financially
neutral, assesaing and authorizing agencies, vhich stand apart from the
dicect service providers. The objective of GATEKEEPER is to coordinste
baalth and social servicee, a goal that will be more attainable wvhen the
blending of funding atresas (Madicare, Medicaid, home care, etc.) is
achieved on tha ngcional level.

Siphe/Rissons bupbonel bt S GATEKEZEPER relies on a aingle entry poiamt, one-stop shopping approsch to

community cara, It would ure & single asseesment tool for both fnatitutional
and community c and coordinate tha aocia: snd health sides of services
by making "per assessment” contracta with health agencies. Such a aystem
does not requirs major raorganization or consolidation of aervice providers.
Tha home cara GATEXEEPER model channels cara more effactively, but doea not
force home health agenciea to merge with larger entitias or lose market
share bacause a gatekeaper exiata,

GATEKEEPER 1a a practical blueprint covards better coordinated care. The
wodel cat become more sophisticated onca the fe 1 gavarnment improves
financin_ cooréination. Unlike most models we have sean discussed on the
federal level, GATEXEEPER mpintains atrong consumer comtrol over the LIC
syatem, and does not turn custodial care into a medically~dominated system.

Most of all, we think tha home cara GATEKEEPER model worke. We base that on

e tha fact that our system bas aucce ssfully worked with hundreda of chousands

of Massachusetts alders over the years. Our aystem is now vroviding perscaal
cara and bome healta cara using a casemansger model.

Wa would be pleased at any point to discuas the home care system in the
Commonwealth with the Committea aa you proceed with your inveatigstis ..
on hov to organiza long tarm cara for the nation's eldarly.

Youra,
Al Normsn !
Executive Director, Mass Home Care

dependence and dignity for elders"

MASSACHUSETTS ASSOCIATION OF HOME CARE PROGRAMS/
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sSss HOME CARE

MASSACHUSETTS ASSOCIATION OF HOME CARE PROGRAMS
AREA AGENCIES ON AGING
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# Sorvions of burtobiry Loty

This model sttempts to disgras the principles of long term csre that
¢ Sorvisos of Caps ot b Leleote our Associstion published in May. You wili note that this wodel has

as signficsnt festures s locsl long term care agency that:
¢ bawviows of Torrianeh taliey

site Cormap Do Care 1s controlled by locsl senfor citizens

" Loun Suator forvions

is private, non~profit
o4 tprtagliald bealer borviees

1s "fivancielly disinterested”, that fs, does uot profit
it Seddep T Sarvises from direct service delivery, but is sble to serve 8s the
impartial advocate for the elderly client becsuse it is
- o not in the businers of direct service provision.
Wity Odur furrionss

— *coordinstes heslth and socisl services by use of “per
- visit™ sssessment contracts vith home heslth sgencies.
eris o Cors
velier Caber Sarmites * includes pre-screening for inctiitutional snd non~institu~

tfonal long term care services.
Srone Llder Seveitas
% ig responsible for monitoring snd evaluating direct service
oo Blorty forrie providers.
Colany Flomiag Coneaid

* yses & single sssessment tool to conduct assessments.

4ot Sama Cote Serviess
ot Soma Care Fret. Sepren 111
orille-Contridge Cldue Sorviens
@ Rare Bdot Sorvicm
oot Dot Dibsr Sorviese
Tailey $34e¢ borvises

Sturtor Lider borviess

"independence and dignity for elders"

O
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Community-Based Long-Term Care

Statement of Principles

1. Long-Term Care servi.es, to a great extent, are a collec-
tion of practical, family-like, unspecialized, non-technical
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/personal care.

2. LTC services must be mediated by a case management system , P
which is responsible for locating, coordinating and monjtoring L
a group of services. Each service area should have a-gate- -
keeping agency which oversees case-finding, functional assess- .

ment, care planning, service authorization, reassessment, and
monitoring (proyrammatic 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 system:™

3. A LTC case management system must meet the following
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 J&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 intake, 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 CMR 3.01(2).)

6. There should be a single LTC coordinating agency in each
service area. Entry points in any given community should be
simple to access, treat all who may need services in an equal
and consistent manner, and be available throughout the communi-
ty. The intare system should permit local flexibility, i.e.,
an intake system could consist of one, or a series of case-
manager/nurse scresning 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 also 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).)

9. The LTC case management system im Massachusetts cannot
possibly carry out its mandate as listed 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-
livery system, and the LTC case management system need not
result in any sigaificant 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 fynding for system marketing.

13. The LTC system should focus on those elders in Massa-
chusetts who have two or more impairments in activities of
daiiy living, or in basic environmental tasks (instrumental
activities of daily living), especially those who are at risk
of institutionalization. Sze 651 CMR 3.03(3)(a)(1) Function-
al Impairment Levels.

Many of the principles needed to quide 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 ccordinate entry into the
system. The service delivery system has some serious gaps,
to be sure, but the provider system fs a mature system with a
strong track record of experience in serving the needs of
Massachusetts senior citizens.
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Written Testimony

Senate Special Coawittee on Aging

PRESENTER: Richard Ladd, Administrator, Dregon Senfor Services Division

SUBJECT:  The Need for Development of Quality Assurance Standards for
In-Howe Services

DATE: April 24, 1987 -

My name is Dick Ladd. I am the Administrator of the Dregon Senior

Services Division. I 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 1

will discuss, I wish to discoura?e additional regulations and -
quality assurance standards Tor Tn-home services.

The Dregon Senior Services Division has a special interest in the
quality and service delivery of in-home services. Social policy,
explicit in Oregon statites, directs the State to promote
independence of the State’s seniors. Specifically, the statute
says that the State will:

(2) Assure that older citizens retain the right of free chofce
in planning and uanl‘ging] their lives; by increasing the
number of options in l1ife styles available to older
citizens; by aiding older citizens to help themselves; by
strengthening the natural support system of family,
friends, and neighbors to further self-care and
independent 1iving; and by encouraging all programs that
seek to maximize self-care and independent 1iving within
the mainstream of life.

(3

Assure that health and social services be available that:

{a) Aliow the older citizen to live independently at home
or with others as long as the citizen desires withcut
requiring inappropriate or preaature
institutfonaljzation.

AND . . .

{d} Protect the older citizen from physical and mental
abuse and from fraudulent practices.

Dregon’s Long-Term Care program i5 based on the concept that most
older citizens who require long-term care need s.cial services.
The long-term care clients need assistance with activities of
daily living because of chronic functional impairment. Only a
small percentage of long-term care clients need acute medical
services or services provided by skilled medical providers.

The services that long-term care clients need include assistance
with shopping, meal preparation, and eating; housekeeping Z.ad
maintenance of the home; supervision related to behavior problens,
including reminders and money management; assistance +ith
toileting, dressing and grooming, bathing, and personal hygiene;
and 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 Dregon’s home care is delivered by independent

home care providers who are hired by the client. The program is

called the Client Employed Program. We find the program very

effective. The model is used when a client can direct his/her own

care, Home Care is also provided by agencies when the client is "
unable to direct his/her own care or is unable to make an

appropriate Jjudgwent about care, thus requiring that the

supervision of the provider come from another person. Both hooe

care programs are social service programs.
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The key to assuring the effectiveness of h  care services fs the
assessment and on-gofng xonftoring of the ¢ snts tspafrment leval
and need for services. Oregon has @ statewide casemansgement
system and a comprehensfve assessment tool. The service need can
be accurately determined, planned, fmplemented, and monftored.
Kot only fs 1t cost effective for the clfent to ex,10y his/her own
provider and direct his/har own care, byt the model Promotes
frdependence and fnteraction between the clfent, the provider, and
the case manager. The effectiveness can be determined by the
outcome of the service: the clfent’s needs befng met.

We belfeve that the additional adefnistrative costs of providing
F-3 the supervision and monftoring of providers to assure that the
provider meets quality assurance standards, could price homse care
service out of the mirket. More fmportant, however, we find that
fncreased regulation does not fuprove the outcome of the service.

0 has mandatory reporting lawz for both Nursing Factlfty
Resident Abuse and Elderly Abuse. Concern has baen rafsed that

> unregulated home care providers may abuse vulnerable older
persons. Oregon’s reports fndicate that wmost reported abuse
occurs fn Nursing Factlities and Adult Foster Homes, two of the
highly regulated programs. The abuse reports for 1986 and
and first three months of 1967 fndicate that In-Home complaints
represent only 1.5 percent of totsl complaints of providers of
care.

Until more fnformation fs avatlable that would indicate a need for
increased regulation, Oregon opposes any regulation that promotes
dependence, moves home care in the direction of a medical wodel,
Or {ncreases unnecesstrily the admfnistrative and services casts
of deliverfng fn-howe services.

ABUSE COMPLAINTS
JANUARY 1986 - MARCH 1987

= A
Nursing Homa 14,963 1,99 0.128
Adult Foster Care 5,747 §39 0.0%4
In-Homa Care 6,397 ¢ 3 0.006

* Only fincludes pudlfc clfents (Mursing Homes and Adylt
both pudlic and private clients). It Foster Care fnclude

:(;JTE.:NIIIM Care complaints represent 1.5% of tota] complaints of providers

1864p

6674P/3b3
4/23/87
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Iten 12

Written Stetesent

Presented to the

Special Comeittee On Aging
U.5. Sanate

The Honoreble John Melcher. Cheirsen

Hoee Cere and the Reauthorizetion of the Older Americane Act

on behelf of

THE LEGISLATIVE COALITION FOR THERAPEUTIC RECREATION

NetZonel Therapeutic Recreetion Society
American Therepeutic Recreetion Aesocietion
Nationel Consortium on Physciel Education end Recreetion

for the Hendicepped

Docusent prepered by
John W, Shenk, Ed.D.
Cheirpereon, LEGISLATIVE COALITION FOR T.R.
Temple Univereity, Philedelphie, PA

Barbere Wilhite. Ed.D.
Southern lllinoie Univereity, Cerbondele, IL

THERAPEUTIC RECREATION AND HOME HEALTH CARE:

RECOMMENDATIONS FOR AMENDING THE OLDER AMERICANS 2CT OF 1965

One of the Laatest ¢rowing eapects of eervices to older
Americane im hose heslth cere. Yet., by meny seeeures theee
servicee ere unreguleted end poorly defined. The wiedos of the
Senate Speciel Comsittee on Aging ie evident in ite ettempte %O
study the hoee care industry. end to considar weys in which the
Older Assricane ACt Cen serve e a vehicle to expend end eneure
the Guentity end Guelity of home Cere.

The LEGISLATIVE COALITION FOR THERAPEUTIC RECREATION
welcomae this opportunity to provide the Senete Speciel Cosunittee
on Aging with background informetion on therepsutic recreetion

eervicee which have been ueed and cen be further ueed to
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supplassnt the hose care provided to our Nstion’s older
individusls. This Coslition (see sttached) represenzs
professionsls dedicsted to the use of recrestion ss s eesens for
rehsbilitetion, educetion end cossunity integretion end

independent 1iving.

Rscreation and the Older Americans Act

The Older Aesricene Act of 1965, ee enended hes @ 22yeer
history of recognising the isportence of recreetion end leisure
in the lives 0f older individuels. Title I, Decleretion of
Objsctives, includes esong other objectives the pursuit of
Raninaful activity yithin the widest rande of civic. cultural.
and RECREATIONAL opportunitisg (67), end fresdon, independence,
sod free sxercise of individual initiative in planning and

SAnaging their owp lives (#10).

Title I11., Pert B (Se0. 321) euthorises gociel services to
include, eeong other services, (1)_RECREATIONAL services, end (7)

aacvices dssigned to enable oider individusls to attain and
BRGULAR PHYSICAL ACTIVIIY AMD EXERCISE. Authorised sociel

@ervices elso include resder end letter writing services, heslth,
contiauing educetion end informationel services, ell of which cen
be directly releted to the recrestionel end leisure involvement
of service recipients, and ere intended to contribute to their
dignity and independence, end prevent institutionelisetion.
Finally, Title 1V, Pert B (Sec. 441) (B) suthorises
Hultidisoiplinsry Centers of Gerontology to gondust basic and

acplisd ressarch og the LEISURE issuss pertaining to older

edults. This effirmstion of recrestion’s importance.has resulted

in extensive onsl prog: for our Netion‘’s elderly.
especially through senior centers sponsored by looal councils on
eging. Mowever, with few: exoeptions, thie has not extended into
the home care industry.

The Department of Heelth end Husan Services 0ffice of the

Inspector Generel r ly coapleted e atudy of home heelth cere
end home heslth eides. THia study reisss seriocue concerns ebout
the quelity of the cere provided. Although eides performed sost

Oof the personel cere eervices, it vas found thet they feiled to

Adi
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perfors aupportive apecialized asrvicea. This failure aeriously
cosprosises the full benefita of home care and preventa tie older
persona fros realizing their fullest rehabilitation potential.
The iepact oE this type of care on the independence, dignity and
quality of life of older individualas can only be speculated, but
it ia clearly not in the desirable direction. Further, one can
easily concluds that the racreational needs of these individuals
are consistently neglected. Indeed, it ia tise for ths hose Care
industry to be isproved, and to be cospoaed of quality aervices
that addresa needs beyond the sost basic personal cara of hoee-

cantered peraons.

The Nead for Home Cers .

The isprovesent and expanaion of home care for thes elderly
is receiving priority attention for several reaaons. Firat,
great value is placed on saintaining independent living and
ataving off inatitutionalization as long aa possible. This is of
value to aociety in general and consusers in particular.
Secondly, the cost of hospital and nuraing hose care haa been
aexcalating. The introduction of the diagnostic related (DRG)
groupinga, intended to cosbat acaring coets. haa resulted in
reduced hoapital ataye and increased asbulatory care aesrvicea,
The hopeful perception that hose care can reduce health care cost
contributes to an eephagia on expanded hose care utilization.

One of the basic q[-ltton. posed to the hose care induatry

regards what MIX OF SERVICE should be provided in the continuus
of care betwesn the institution and the cossunity. The
increasing nusber and proportion of elderly in the Population., an
upward trend in life expectancy, the increased likelihood of
living alone st older ages. and chronic conditions and health
probleea affecting activity suggest the need for a variety of
support services. Currently, alternatives to institutional care
are of paramount ieportance to pProviders of these Services to
older persons. The qQuestion of risk of inatitutional placesent,
uaually in nursing hoses. appears to be an interplay of physicsl
condition, senta) health, functional health, cossunity and family
support, finances and relatively barrier-free environsent. Hany
of these specific problems are treatable and can ¢ither be
corrected or managed on a continual basis. However, strategies
for diminishing the risk of institutiona) care have largely

resesblad what sight be referred to as °*custodial® care,

O
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<O peraonal care. While theee eervicae are important, an obvicue

In-hoee aarvicee can be a aore appropriate and cost
effactive altarnative to inetitutions- car®. Theee eervicee can

be directed particularly at thoee who could be maintained at hoee

if appropriate living arrang te and PPOrt ayeteee could be
eetabliehed. Ae pPreviouely etated. preeent in-hoae servicee have

focused sleost exclueively on neede related to eedical and

lack of eephaeie on peychoeocial and expresesive neede is evident.
Rehabilitative hoee care cannot ba conceived eoclely in
saintenance or cuetodiel taeree. Efforte euet be extended toward

providing eervicee conducive to seeting higher order neede.

beycnd marely, eurvival.

IhlEAR!HSJSLB&Q:!!&XQD.ﬁ!Ix&S!l

The purpoee of therapeutic recreation is to facilitate
functional isprovesent, wall-being and life quality. Quality of
life may be defined as an individual’e opportunity for
Teeponeibility and dignity,choices, relationehips, coepetance,
and coeeunity preeance and participation. Improving the quality
©f a pereon‘e life through a focue on recreation and leleure je
#0re coeplex than juat providing enjoyable activity or delivering
segeanted therapy utilizing activity ae a eediue.

Therapeutic recreaticn refers to the epecialized application
Of recreation for the epecific pyrpoee of intervening (n eoee
Phyaical, eeotional, or eocial nead, and facilitating changa,
growth and developeent. Depending on the neede. servicee can be
deeignad to be treateent-oriented, educational, or advieory (1.e.
providing or diracting an individual to tha necCeeeary reeourcee -

either 4n the home or in the Coeeunity - for independant
Fecreation and leiaure involveeant.

A certified therapeutic recreation epecialiet worke with the
client, faeily, and the profeeeaional teas. However, hose haalth
aidee, with the Proper training and eupervieion, could provide
eaAnYy aepacte of therapsutic recreation enrvicee.

1dyll Arboi, a liceneed Private for -profit health care

bueinass in Ravensdalae, Waehington, 1e an exaepls of quality

fot
hoes-canterad recreation therapy. Certified therapeutic
~
"
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Tecreation epecialiata receive referrals froe hoapitals and hoee
health agenciee with the apecific requeet to assaiet clienta in
ueing recreetion to eitigate illneee. prevent regression. and
expadite the acquietion of independent functional skille.
Attending to psychosociel neede. recreation and leiaure
eotivitiee ere uesd to etieulete initiative., esotivetion and
coeplience in satters related to eelf care. nutrition. exerciee
end gocial involvement. Ireneportation skille. cognitive ekills
(such ae orientation. following directione. Ueing meeory. and
decieion eeking). eociel skille. end the uee of coeeunity
resources ®uch ae the gsenior centere. are ®ll within the
frasework of recreation therepy. The eervicee offered through
1dyll Arbor. and other progrees sieilarly designed (eee Wilhite.
1987) eppser to influence the evoidance of inetitutionelitation
end the need for further. perhepe unexpected. medical care. Such
progrees end eervices can: @) contribute to independent
functioning. b) incresea coaplience with prescribed phyeical
exercise Toutines. and c) positively influence eotivat‘on and

feelinge of dignity and self worth.

Eacoanendations

¥With the above coesentery in eind., the LEGISLATIVE COALITION
FOR THERAPEUTIC RECREATION reepectfully eubsits tO the Senate
Speciel Comeittes on Aging the following recossndetione for
consideretion in the reauthoriszation of the Older Asericane Act

of 1965. a® aeended.

Asend Title 111. Grents for Progress on Aging. to edd a new
part devoted exclusively to hose care. Ssrvices suthorized
under hoss care.include but are )imited 20 theraneutic
teacreation services.

(Reguletions would presusebly contsain epecifice about acope

of auch eervices, qualified pereonnel, eto).

2. Amend Title 1V, Treining. Research end Diacretionery

Prograss. Sec. 411 (e) (1) insert PECREATION after heslith
care :
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3. Aeend Title VI1, Older Aeericans Personal Health Education
Training Progras ee follows:
Sec. 704 (b)(1) insert THERAPEUTIC RECREATION after health
sdycation;
Sec. 704 (b)(1)(D) inyery RECREATION after ohvsica) fitness;
Sec. 704 (b)C1)(F) insert THERAPEUTIC RECREATION after
physical fitness’;
Sec. 704 (b)(1)¢H) insert THERAPEUTIC RECREATION sfter
heslth edycation.

Corclusion

The Senate Speciel Cossitttee on Aging is sweking to respond
to the need for quality snd eppropriateness of hose health csre.,
end i3 to be coessnded for ite leederehip in logicelly looking to
the Older Americane Act for & forus for addreesing this need. Ae
this Cosnittee hes 30 aptly noted, hose care cannot focus
exclueively on pereonal care and hosesmaker services. Those
aspects of an older pereon’s 1ife thst give seaning end purpose
need to be rigorously exsained for their contribution to
independence, dignity and well-being. Therapeutic recreation
services, es an espect of hoee care, cen help ensure thet life is
added to the older yeers., rather than years to the older pereon’e
life. The LEGISLATIVE COALITION FOR THERAPEUTIC RECREATION 1is
coesitted to working with the Congress to ensure that our

Netion’e older citizens receive quality heelth cere -- whcther in

the hose or away fros tt.

22/
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’ LEGISLATIVE COALITION FOR THERAPEUTIC RECREATION

The purpose of the LEGISLATIVE COALITION FOR THERAPEUTIC
RECREATION is to monitor 1legislative and requlatory matters
pertaining to therapeutic recreation and recreation for special
populations. The COALITION collaborates with public affairs
offices and 1legislative action committees of its constituant
organizations on related public policy and moembership education.
information and action. The COALITIO}N represents various
professional organizations* committed to promoting and protecting
the role of recreation in the treatment. education and community
living of individuals with illnesses, disabilities, or other
handicaoping conditions. The COALITION strives to ensure a
consolidated and consistent approach to working with
Congressional committees and federal agencies on bshalf of the
interests and concerns of the member organizations and the public
it serves.

»~ The National Therapeutic Recreation Society (NTRS) is the
professional branch of the Nstional Recreation and Parlb
Association dedicated to improving and expanding
opportunities for individuals with disabilities to
experience personal development and fulfilleent and
functional improvement throt 1 recreation and leisure.

The American Therabeutic Recreation Association .ATRA) is a
non-profit professnionsl organization coemitted to advancing
the role of therapautic recreation as an effective and
efficient component of rehabilitation, habilitation.,
education and medical treatment «f clients in health care
and human service settinge.

The National Consortium on Physical Education and Recreation
for the Handicapped (NCPERH) consisits of professionals in
the fields of adapted physical education and therapeutic
recreation involved in promoting and stimulating programs
and services, snd conducting professional training and
research snd the dissemination of public information relataed
to the physical education and recrestion needs of our
Nation’es 4.3 million handicapped children and youth.
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APPENDIX 2—FOLLOW-UP ANSWERS

Iten 1

;'. DEPARTMENT OF HEALTH & HUMAN SERVICES Oftice of the Secretary
b

“nv Office of the Assistant Secretary
for Legrsiation
Washingion, DC 20201

The Honorable John Melcher
Chairnman

Special Committee on Aging
United States Senate
Washington, p.C. 20510

Dear Mr. Chairman:

Thank you for the opportunity for Charles wells, Deputy
Conaissioner 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 provide regponses to six
additional questions related to the g)der Americans Act which you
addressed in your correspondence to Mr. Wells dated May 13, 19387,
We have enclosed our responses to each of yours and Senator
Heinz’s questions.

I hope that these answers will be helpful to you in the
Comnittee's activities related to reauthorization of the oOlder
Americans Act. A similar letter has been gent to Senator geinz.

Sincerely,
~ . 4
_ s g Ao /;}

Py
Ronald P. Docksai
Asgistant Secretary for Legislation

Enclosure

O ‘ g f;
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?uestion 3l: How nmuch of Title 1II-B funding is dedicated to
n=nome services such as respite and personal care? How many
people are receiving in~home services? How does this break
down per individual scerva3d?

Answer:

In PY 1986, approximataly $259.7 million was allotted to
State Agencies on Aging, after transfers, under Title 1II-B of
the Older Americans Act for supportive services. (State
Agencies on Aging have the authority to transfer linited
amounts of funds among the three Title IXI allotments in order
to better reflect their local needs and priorities). This
figure represented 42.B percent of the $640 million ava:lable
during PY 1986 under Title IIX.

The Adainistration on Aging (AoA)} does not require States
to report the distribution of funds used specifically for the
three tyres of supportive services provided under Taitle III-B,
i.e., access, in-home and legal assistance services.

Title IXI-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 numbe:r
of client contacts and the type of supportive services provided
under Title III=-B. During PY 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 co.tacts 998,601
Chore maintenance 253,981
All other in-home services 335,388

Total in-home clierc contacts: 2,473,162.

The 2.47 million client contacts for in-home services does
not represent an unduplicated count of elderly persons
receirving such services, since States frequently report clients
as receiving more than one type of Title 11l-B service. Data
provided by States do not permit an estimate of the cost of an
in-home service per client contact, since clients may receive
multiple services under Title 1I1-B.

Question $2: How can you assert that {industry accreditation
and the certificate of need programl} are the best approaches
for assuring quality care?

Answer:

In Mr. Wells®' testimony on April 27 before the Special
Comnittee on Aging, he indicated that AoA is very much
comnpitted to the provision of quality care in the services that
are provided to every older person ~ and their families - under
the Older Americans Act. Through a number of research and
demonstration efforts, Aoh is continuing to help build a
knowledge base that will assist State and Area Agencies on
Aging to batter 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, Oregon Area 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 somplex
issues. Quality assurance in services is made difficult for a
variety of reasons. The need 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” 1in home care services 1s 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 ;ssue
of quality home care services for older persons, AoA believes
that states and local entities, 1nciuding the private sector.
remain the most appropriate locus of sett ng standards and
monitoring the quality of performance by chose who provide home

2 care services, In the testimony on April 27, Mr. wWells
provided gome examples of quality control systems which have
been implemented to regulate home care services and to help
assure better quality in such services. At the pederal level,
the regulation of home care has been primarily Med:icare
certification for home care agencies, while licensure 1s the
regulatory mechanism most frequently used by States.

Several other :important approaches for helping to assure
quality nome care services have emerged in recent yeais. One
of these 1s industry accred:itation. The National League for
Nursing (in conj)unction with the American Public Health
Associat:ion), the National Home Caring Council, and the Joint
Commission on Accreditation of Hospitals are three major
accrediting organizations that have pade important
contributions to home care quality services.

While no one approach can be necessarily identified as the
best system for assuring quality home services, 1ndustry
accreditation coupled with existing State mechanisms of
licensure, pederal Medicare regulations, and othr legal and
marketplace controls are, we feel, viable and effective
mechanisms for improving the quality of home care services,
depending on the needs of individual States. communities, and
consumers.

Question #3: DO you think the long-term care o<lLudsman 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 f{or the rPederal government to mandate that the
State long-term care 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 or an
institutional model in which program specialists and volunteers
advocate for persons in institutional settings. Specifically,
the role of the ombudsman 1s to help individual res:idents and
*herr fam:ilies negot:iate with nursing homes and regulatory
agencies. Through their ombudsman programs, States address
such issues as nursing home regulations, atuse of residents'
personal funds., and restrictions cn access to nursing homes.
The knowledge., training, and organizational approach that would
be necessary for monitoring home care gervices is different
from that currently utiiized by the long=term care ombudsman in
institutional settings. whereas the resolution of complaints
18 the current principal role of the ombudsman, this
responsibility would only be one component necessary in
monitoring and assuring quality care for in-home services.

T..c ombudsran program also 15 highly rel:ant upon the use
of volunteers. Data for the ombudsman program for FY 1986 nave
been computerized and are currently being summar:ized. During
FY 1985, however, paid full and part-time staff in the
ombudsman program totaled about 1,000 persons, while nearly
8.000 volunteers, whost efforts are critical to the success of
ombudsman activities, provided services in this program.

J
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working with individuals, the focus of the ombudsman
program is primarily problem-solving in nature, not
regulatory. Ombudsmen have legitimate and important roles in
consumer protection, and because they are not regulstors, they
can effectively medicte problems between consumers, service
providers, and regulators. In PY 1985, the number of
complaints reported to ombudsman programs totaled approximately
83,700 with 77 percent investigated and 62 percent resolved or
partial.y resolved. These number. represent formidable
responsibilities ard activities undertaken by ombudsmen. Only
in three States -- Maine, Virginia, and wisconsin -- do State
ombudsman programs have a State mandate to monitor home health
care services.

It has been estimated in a recent publication of the Senate
tpecial Committee on Aging, Aqing America: Trends and
Projections, that approximately 5.2 million persons over age 65
heed assistance with personal care. These figures will rapidly
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
extrcaely difficult.

Stateg now have the authority to regulate home care
services through such mechanisms as licensure. AOA believes
that States, in conjunction with private sector and
professional organizations, are the most ..ppropriate entities
for assuring quality home care services.

Question #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 coordinated services are of
sufficient quality? would you recommend that additional
resources be given to the area agencies on aging to oversee
these services?

Answer:

The Adminisiration’'s proposed amendments to the Older
Americans Act, recently introduced as S. 1133, would requare
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
eithers (1) reside at home and are at risk of
institutionalization because of limitations on their ability to
function independently; (2) are patients in hospitals at risk
of prolonged hospitatization, 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
activaty.

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 unique position to cocrdinate and
improve the guality of the wide range of health and socrat
services needed by vulnerable elderly persons to 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
responsibitities.
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QE%stxon #5: In light of the testimony we heard at the hearing
about quality problems, will you recommend to Secretary Bowen
that the Department support a =sndatory arde training program,
with a national standardized set of criteria, for aide and
homemaker services funded under the Oldetr Americans Act and
other programs?

Answer :

We believe that the future of the prograls under the Act
clearly lies with State and Area Agens:ies on A 1ng. 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 criter:a through
thelr own legislative and regulatory processes. AOA believes
that States, therefore, in conjunction with private gector and
professional organizations, are the most appropriate entities
for training and regulating in the area of home care services,

Question #6: wWith the reauthor:izat:ion of the Older Americans Act _—
this year, there has been a great deal of discussion about adding a

sliding fee scale to the provision of many OAA services. DO you

think that a fee scale will create barriers to serving the elderly - —
who need OAA services the most. i.e, those with low incomes? lsn‘t
2 fee scale contrary to the intent of the OAA =- to provide services
to all older Americans?

Answer:

The Adain:stration's proposed amendments to the Older Americans
Act, recently introduced as S. 1133, would perm:t States, at their
option, to permit Area Agencies to cnarge fees, based on ability to
pay, for supportive services under part B of Title III. The State
Agency on Aging vould be required to ensure that no fees for such
services were charged to low income individuals. It would oe left
to State discretion to deteraine which supportive services would be
subject to fees. As under current law. there would be no authority
to charge fees for nutrition services under part C of Title I1I.

Thic amendment would help to ensure the a~st effective use of
limnited program funds, as fees collected from those able to pay
would enable area agencies to expand services available to those
unable to do so. Area Agencies would remain fre . to seek only
vo.untazy contributions; however. the proposal would complement that
author:ty.

We believe that a fee scale, rather than being contrary to the
intent of the Act, 15 a viable method for targeting resources to
those who are least able to pay for them. Purther, we believe that
this solution 18 an acceptable alternative to increases in
authorization levels during a time when the Congress and the
Administration are working toward reducing the Pederal defic:it,
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April 29, 1987

The Honorable Otis 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 (HCFA) to take immediate action toward
promulgating a regulation mandated by the Congress in 1980.

Specifically, I am referring to a provision in the (mnjbus
Reconciliation Act of 1980, which amended Section 1861(m)(4) of
the Social Security Act to require tha:t 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 recipients and providers of home health care
concerning caregivers who were incompetent, negligent, and even
abusive to their patients. A recently completed report, "Home
Health Aide Services For Medicare Patients,” by the Department’'s
own Office of Inapector General further confirms the need for
adequate standards pertaining to training and superv¢ision of
theae caregivera. Moreover, & recent study conductéd by the
National League for Nursing revealed that 34% of home health
aides surveyed could not read a thermometer, and 31% d1d not
even know how to take a patient's pulse. i

I am at a complete loss to understand HCPA's dereliction
in having failed to publish the required training regulation,
especially since that ageacy completed a draft of the regulation
sore three to four years ago. Even more puzzling was the
testimony submitted by Louls B. Hays, HCPA's Assocliate
Administrator For Operations. Mr. Hays acknowledged HCFA'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 publi.h a proposed regulation

.
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The Honorable Otis R. Bowen, M.D.
April 29, 1987
Pag= 2

as soon as possible." Mpr., Hays estimated that the regulation
could be published in "a couple of months." I find Mr.

Hays' timecable 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 healtih alde training will be published.
In addition, I would 1ike a detatled account of why the
Department and HCFA failed during the past seven years to comply
with the Congressional mandate concerning the training program
for home health aides.

“ Should you or your staff have any questions regarding this
request, please have your staff contact Max Richtman, the
Committee Staff Director.

I am sure you appreciate the urgent need for quick action
on this statutory requirement, and I look forward to your
cooperation and assistance in this important matter.

Sincerely,

) T

N MELCHER
Chairman

JM:jfm
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THE SECRETARY OF HEALTH AND HUMAN SERVICES
WASHINGTON. O C 20203

MAY 8 1087

The Honorable John Melcher

Chairman, Special Committee on AGing
United 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,
Otis R. Bowen, M.D.
Secretary
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WASHINGTON D¢ 20203

JN 1 6 981

The Honorable John Melcher
Chairman, Special Committee on Aging
United States Senate

Washington, D.C. 20510-8400

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 reaso~s for the delay in issuing regulations. I believe that the best answer

is that regulations on this provision were overlooked because of the numerous
additional provisions enacted in 7 ibsequent Reconciliation Acts.

Regarc"ess of what has gone before, f am committed to developing and issuing
regulations to {mplement this requirement. Although you suggested that we need
only to publish the draft regulations developed several years ago, this is not the case.
We have thoroughly reviewed this drcft in the light of events that have ocnwrred
since it was written, including the Inspector General's report. I have been advised
that the Health Care Financing Administration has made some alterations to the
draft and are preparing to submit it to the Department for review. Under the
established procedures, we belicve 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 implemented, but
¥ believe you will appreciate that the action we propoae to take must be carefully
considered.

Ciucerely,

WM NN

Otis R. Bowen, M.D.
Secretary
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Item 3

INVESTIGATION OF HOME CARE PATIENT COMPLAINTS

Senator Bradlev’s bill on home care, S 1076, requires that
State or local agencies establish, within the context of
Medicare, an ombudsman-like unit for investigating home care
patient complaints.

Should this function be established under Medicare or under
the programs within the context of the Older Americans Act”

The ' »artment's Office of Planning and Evaluation 18
currently funding a study to address that very issue -- to
determine the feasibility of expanding the nursing Home
Ombudsman Programs sponsored by the Administraticn on Aging to
i1include 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 orgamzations {PROs8) requires that PROs
establish procedures to respond to beneficiary complainta. In
addition, the Omnibus Budget Reconciliation Act of 1986
requires that PROs review all written complaints by
beneficiaries about the quality of services provided. The PRO
must also infors the individual of the final disposition of
the complaint and provide the practitioner with an opportunity
to discuss the complaint where there 18 a finding that care
does not meet professionally recognized standards of health
care. Regulations are being prosulgated and 1mplementation of
th*s provision 18 projected for Fall 1987.

PATIENT OUTCOME DATA FOR HOME CARE

How far along 138 HCFA 1n developing patient outcome data for
use 1n assessing the quality of home care”

Before we can develop patie.t data to assess home care
quality, we believe 1t is ne-essary 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 a patient-centered approach, using
outcome measures, for surveying home health agencies. This
contract will be completed by 1983 and the results, along with
results of other home care studies presently being conducted,
w1ll be used to implement a new outcome-oriented process to
assess the quality of home health care. The new process will
produce the patient ootcome data necessary to develop more
objective measures of quality care i1n home care settings.

INTERMEDIATE SANCTIONS FOR_HOME CARE AGENCIES

Currently, the only sanction against a home care agency that
18 provading poor quality of care 18 i2rmination from the
Medicare program.

Shouldn't we establish a series of intermediate sanctions,
fines, penalties, etc.--to penalize poor performance”

Such sanctions are difficult to administer. Financial
penalties may have the effect of causing termination, since
many home care agencies serve primarily Medicare paticnts and
rely on the Medicare program to finance most of the services
provided. Imposing financial penalties can also raise the
18sue of potential skimping on quality hen fewer funds are
available In addition, we want to avoid the imposition of
Federal _.quirements which might undermine current State
flexibi ity to correct deficient performance.

74-987 (236}
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