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. Lndur current Ir_gu]atmn the requirements far .
homemaker-home health aides are e‘r.pecte‘&to.

groy from an estlmated 60,000 in 1973 to
198,000 in I‘Q‘JO If ]leglslatlon were broddened
to provide long-term home caie for al). elderly
for. whom this {s the least expensive form of,

care, . the reguirement -would ‘reach 253 000 in \

1990. ./
Under current Iegl%latton, openmgq

Inglalatton annual openmgv. woul

'34*500 between 1975 and 1980, 51800 between
1980 and 1985, and 54,100 bet\ :

’1990. .

¢ The projected apnual » l‘usulting from
; f of the wceupation are

reater thun those pfdulting from growth,
in this very rappfiy gidwing occupation.
£ out include dislikedof the

anteetl hours, “ork pres.

sures, mability
eult clients, ¢
- wages.or bepf

ity of job tasks, and' flexibility,

Q-

A ‘ong f cfors thaf aﬁ:ract \‘.Qrkels to tHe bd-

. are personal aatisfdctipn, relative j
Btatus, availability of part-time work, familias
of the work .
schedule. The, ove'l\\helmmg per~.0nal lequti';'a-
ment for the occupatlon is the desire to, heT?
people with basic human needs. ~

* The supp of al)phcants to fill’ "positions fol-
. afdes is s mf:lently large that‘a gené.eg generi-

ally do not advertise job openings. The qupply.
should beladequdte through the 1978's. How!:
ever, by the 1980's, agencies may have fo.ac;
tively recruit new a;des, provide trammg and
career lagﬁierq offer more compe‘tltlue \xagég
and benefifs, and guarantee a mihimum numbeﬁ .
of hours of work. s
X I
While training of aides is a’ Gostly elemeng m
the provision of séfvice, it'is Neeessary ta as-
sure quality care. Arrangements between agen-
cies gnd lopal corgmunity collegbs or techmcal
schoobs.to provide training and follow-up semi-
nars would éase the financidl burden on agen-
cies th;tt a quaht:, congeions; and upgrade the
service in fthose’ agenc:es “that ‘currentlv gro-
“wide ,no training. ’
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':I‘he Cd:q-pghensl\e Glder Amerlcans Services
*+ Athendmeénts®f 1973 direct the Cqmissionerson

& Aélng to {13 de\_elé’p Anformation on Yoth current

‘\ out,these ‘activitiés, Becaus mf‘ﬂ“ne

Cand ‘Futungs need
ing (2) provide a brozd range o;fgqu&hty raining
and retrainihg op tu nities, respongive téchang-
_ing needs oﬁﬁrog
" attract a ater number of .
Into the ‘field of aging; and (4
sing

ualified perssns

eﬁc1enc;es jn the mformatmfx,currenf:ly a\all-
a'fg}e on human resources in %: B of aging limit
the abiliy of the Commissiotter off Aging to carry

Lab Statistic’

1¥zing.=an p&s
BLS to heljj devé
nen ‘outloqk, Thi¥ is thess
-the’ BLS on the nee ?f

of aging. A study‘&f th

{BLS) _h gae'x en;e'é
er neeﬂs;%e ,(p

th

mker*s‘f‘ in the field
ursing %me industry

wag the first publl ation in 'AoA’s ‘serles, Ogett-

e

‘Sional. Papez:;; in_ mnm"!ggy -

e

HEHE seivice evelopecl B a%rea of in-
tense feresﬁ wit e Tecent .ernphams on in-
dependeht "h\glng foi Xhe giderly. Many types of,
home servicegdeserve special study, from.skilled
rsipg and t:hgrapy provxded by~vis tmg ,profes-
‘81on§]s 6% home.ref)ﬁlr services and mealfs=on
wbeer prsfgramgd namiog jnst & few. This report
singles out just ohe type of in-home seryice—

"of basic employreent data from a survey of agen-
clps that provide these seryvices,.conducted by the

¢lp make trainz~
p more Tesponsive to the needs of
Worke]};%“ﬂre*ﬁeld of 4ging. R T

sﬁ‘or ayokkers 4n_the haldrof ags,

s In the field of agi g,“{S)&.

urea’il bﬁ- .

&gnf ath}n one employ- »
e,gort repared

,%om w;;aalger«lriorne health aide service. Thesfunda. -
ental readbn for this choice was the nvallafnllty =

J

" analyzes the agencies that pravide »

y current employm

' INTRODUCTION e e ‘

"s‘ .t g \
E
E)plcb al&adv g&'ered in the Tragev sfudy only te

the extent reeded tq Brovide a backgreund for
understandlngtheﬁmp yment issues. :

Thls d’bport is divifled intdo two pagts. Part T
emaker-
home health aide services, deseribing’ the streices
they Pravide, the cliepts they serve, their orga-°
nizational structure a d staffing” paﬂtern Part I

-a137@ briefly outlineg -their historical developn’lent

and discusses the sources of - -payment -for *their

4

. services. Part IT focuses on the homemakér-home g

health aides—their characteristics, historical and

t levels, and i pmlecied require-
“meats a #nualopenings. Snpp,ly isstes algp are’
.é‘{plore —sources of mew entrants and ogeupa-
“tional trapsfers, reasons why' persons “become

@)A asked”the f homemaker-home health aides, and why some

" leave the ogbupation, how they are recruited.and

S e »}é_"

-

a
L

}rameﬂ@ Part II also analyzes the ountlook ‘for. ;

aides, quggebtlngﬁctlonx to assure.a sufficient éup-

ply, and ending, with related emblovment !mph- .

»

cations.y .{ 5 P .:’
- Most, of "the dita used” in this-study were’col:

lected in a 1973 sdi'\ey of agencies that provide-

homemaker-horhe health aide services. The survey

., was conducted by .the National Assocla'tmn fory,

- .Homemaker-Home HeRlth Aide Services under
contfact witl"the Departmént of Health, Educa-

ilonpagd Welfare (HEW). The assqcmt n fur-.
gnlshen.'l BLS With_’ unpublished,survey data, and
« ‘also provided historical data on ‘employment and , ..

on the number, of“agenmeq QOther information was
- collected T.hrd‘ngh in-depth, 1nter\« iews with.service
provlderq and expetts in the field of homemaker-
I‘tome health-dide services.

ational* Cowicil of Homemaker-Home Health o S‘lnce homemaker-home health aide service is.

Aide Services Inc. ynder contrict with HEW:

. Sucha data bade is a prereguisite for employment <

- anglysis 03; projections, Sm]ilsn"l data were not

\ ‘available’ fos* othet home sérvices af the timéof

thls wrltlng .

p Basic research on Hom ema r-horne health aide
Services already had been done. Several years ago,

the Heaith Services Admlnlstratlon contracted ’

t

" with Brahna Trager, a distinguished author and

leade'r in the home-health field,.to write Home-
ker-Home Health Aide Services in the United
tes.* The Trager study fully descrikes the
nature-of the services delivered, theit historical
de eIOpment and the process of establishuig the
geryice and recr-mtmg angl . training aides. The

S study focuses on issues directly affecting em-
ent requlrements and supply. It touches on

"

not ‘a separate industry classification’in the De-
cennial Censusg or the Current Population Survey,
an rnd‘ustry eployment projection by detailed oc-.
cupation, similar to that prowded for the nursing

*

“home industry, eannot be made. The projections .

that can be made are limited to the one occupation
for which data were coljected in the 1973 survey—
"homemaker-home health aides. Therefore, this

atudy only pro_}ects employment requirements for?

teld.of Aging:*The Nursing Home
wman Development, Administration
Publication No. (O_J{D} 76~

powger Needs In the
Indrrsfry, (Offive of
“on Aging. 1975), DHEW
2008%. .

1 Brahna Trager, Homemeaker-Home Health Aide Services
in the United States, (Public Health Services Admin#tra-
tion, 1973), DHEW Pubhcati'on No. (HSM) 73-6407.

'AoA Qeoohsiontal !’5pers in Gerontology, No 1, Man.
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homemaker-home health aides; emplo\r‘ment data.
v other staff positiohs must be colleded before
requlrementa pmjmtlons can be magdefor admin-,
intake pe

‘idtrators, supervisofs, onnel, anﬂ

others, - .

-

. 'Proj;ac‘ting requirements for homemaker-home
health aides is difficult because employment has
grown vety quickly in recent years, resulting in a

curvilinear trepd. Time series or assqeiation anal-

¥sis, therefore, cannot Le used for long Jerm pro-
jections. Another method blsed ori factors that
affect the level of services must be used. Three fac-
tors are particularly important in influencing de-
mand for homemaker-home health se?'ces: legis-
lation, utilization, and philasophy of*care. Since

pubhc funds are-a major* saurce of payment for °

homemaker-home health aide Services, the projec-
tion of the number of Joln for aides-will’depend
greatly on leglslatne provisiops governing reim-
bursement. The extent to which available public
and.private funds arein fact utilized for the sétv-
ices is also impertant. The philosophy of appro-
priate care—whether public funds should be used
*to assure f,hel ast cmtly dare or the care that best
meetq th’e individual’'s needs—is the third factor
affecting’emplpyment requirgments for aides.

This study :see, the followmg approach to pro-
iect requirenjents for homemaker-home health
aldes Four prrojettions were developell for every

.

S fvrqm thei
- tion series.

* rent SItua'tlon) and ore i3 sel

,

target year, each of the four being bLased un a
Aifferent set of daaumptiulla cun-.erumg Jlegisla-
t:gn utilization, and philosophy of caré The maxi-
‘mum employment possible under each assumption
‘set is combirted With the projection of ém loyment
istorical trend, resulting in foli projec-
Edch projection series is discussed in |
terms of current trends; one is selected ‘as the '
judgment projection (bawd on the assumption set
*most likely tb occur, gl\en the h1~,tol ical and car-
1 as an alterna-
tive prt oJectlon (based dn the ™MPumption set that
could very possibly. occur, given current trends,
Jut would require a change in the current situ-
ation). Many variables exist under each assump-
tion set that depend on.human fuactors, especially

. the degree to which persons will use the a\m?\ble ‘

gervice within the constraits of funding sources.
All of the profectign series, thervfore, should be
viewed as gross figures, mdacatmga generdl level .
of requ1relment~, rather thag a specific number.

This report was prepared hy the Burean’ of'
Labor Statistics, Office of Employment Structure
and Trends, with funds provided by the US. De:
pg.rtment of Health, Eduacatish, and Welfare's
Administration on Aging,. Office of Research,
Demonstréfion,' and Manpower Resourcés, Dr.

" Martin Sfeker, D‘uécior It was prépared-by Lois
_ Plunkert Terlizzi under. the direction of Afine

Kahl. .




Acrencles that Provide * - :"'
Homemaker Home Heallh
‘Aide Serv;,ce ¥

“Many dlf'r‘erent health and welfare agencles
<provide homemaker-home health aide service. This- *
variety. results from the dual historical develop-

" ment of the service ‘Which has rdbts-in both the
'health ‘and welfare sectors of the economy. This
secHon begins with an ekplanation of just what
homemaker-home héalth aide sgrvice is: It then «

brleﬂy\dmc sses the hlstorlcal backeground of the _ -
agencaes\ti:a at provide the service and”examines .
h

their ¢ teristics. Next the various sources of
payment fdr

ices are de

gion ‘of th
Sources.

¢

P . * F] \ FJ

ibed. PAr;
fragmeptation of public funding

) A ) Sco'be
Servme

EI’ Home aker- }-lome Health Alde

) Hornemaker- ome health alde services comprlse
the personal and homs

" enable persons who cannot, parform bagic-tasks for”
.themgelves to remain in fheir own homes:- The
Nationial Council of ;Homema‘ker-Ho Health

. Aide Services, 'Inc® defiites. lomemaker-home-
h aid service. as “an inchome ‘etyice in.which

. .'a m‘ature, trained’; *supervnseﬂ porséfi works in-the
home and functions’as & membey of a team of pro-
fessgional and allleq ‘worker$ prov;dmg health angd/
or social services :.. . to help Pregekve, jmprove or

ereate’ wholegome: famlly Jiving gnid pret’ént fam. .

iy breakdowsy, It iynetded; ; " ,:*

t 1 .
e wheh the mother of: ihe f#rm]y i‘s 111 or in.
“capacitated. j
® when aging or handm&pped mtimdua'ls need
personal c?re and assigtance anth' domestlc
routines to ﬁ]alntaln them§elves m their own
-homes. .o o

. ® whena hospltal stay can bé avert.ed or short.

ened by prpvmon of adequate inshome gerv:~
- ices. o0

. ® when chlldren or. aged vérson&»a?b neglected
‘ or abused; , ‘ T

. Homemaker-horge health al-de servlce, consists
of 2 basic elements; .f) The supe:
foeof the spégific serv,lc'es rfeeded',by the client;
and 2) performance of these assrgned services by

& hememaker-home Tiealth aide. The basnc ‘duties . .

] ¥ ;

"National Conncil for Homemaker-}lome Health Aide

Sewices, Inc 87 Irving Place, Neov York, Ncw Yeork -10019

@amaker-home health aide sery- -
I concludes-with a discus-""

mfakmg’ setvices needed to -

vigor's evalu. -

LI
-

U ‘ , . .
performed hy the homemaker-home health aide
_gre -practical homemaking and pérsonal care serv-*
ices: However, aides 3l§o instruct, provide emo- .
tional support, and help assess & client’s progress,
Hq;nemaker-home health aides are employees of
.an agency that assiggs.and supervises work and
usually provides tralnmg . .

Homemaker-homg health aides prayide many’
h(:fmemakingserwces Cleanming the client’s room,
" the kitchen, and the bafhroom ar,g Basic duties.
Homemakeér-home health aideg plan meals (in-
clyding speciat diets), shop .for “food, and Drepare )
meals, usually preparing ‘enough food for a second
meal., H\omemakmg duties also include doing the
lailndry and changing bed lmens ;

. wAmong the personal-serclces that hor’nemaker-
home health aides .perférm 4re: snstmg with |

; bathing or giving a bed-bath, shampooing hair, ..,

arftl kelping the client move from béd to a chair_ -,

. or another room. Homemaker-home health dides -
-"also check pulse and respiration, help with simple
«~preseribed exercises, and’assist with medlcatwns

Occaswna'lly, homemakeér-home health ' a1des

changs dpessrngg, use ;speciak equipment such .88

an hydraﬁ'llc lift, or aSSIst wrth braces or artificlad ?'3,, '

limbs; -

In addition’ to these practical aspects of thd °
work, homemaker-home health aides oﬂ'e instruc- -
tion and dsychological support. They offen teach
clients how to adapt; ‘their liveso cope with a new
dlsﬂb‘lllt}’ or to prevéﬁ?t further illngss.’ For ex.
= ample, a homemaker-home health aide may teach
a client who had a very low income how to plan
nutr:tious, fow-cost meals. Another client.may
need instruction on the proper diet for a diabetic.
- Still another client, newly confined to a. wheel -
chalr‘, may need help in learhing bow to perform
- daily ‘tasks..Af times an 31!1; may -help a. client

4 .'_

'eatathh 4. ddily schedule the accomplishes neces-
ary household dj.tles and provide necessary exer-
. cise for rehabilitation. Providing emotional sup-
‘port and understandlng when aclient is depressed
and lonely is another aspect of, the work. This
oﬂ:en 13 more important than the practical Jobq .
since, at times, a sick person *svinability to.gain.
strength and independence is more the result of
’ "a mental attitude than a phyalcal prohlem Lastly,
' the aide regularly reports changes ‘in the cllent’ -
condition and helps a préfessional team decide_,
when the services 'bel‘ﬁg given to-+the client should
‘be changed . '

‘A supervxsor, a registered nurse or 'SOClal
worker who usuallyds bawt of a professnonal
- of health and social workers, assigns spec.lﬁc
duties. The supervisor usually consults the client’s
_ physiciank peclally if the clxent recently has been

-/

%
Y

4
L]

N
f
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"~ Trager, . Homemaker/ H

discharged from the hospital. Many public or non-
profit agenmea requlre physician .certtﬁcatton of
"thte need.for the service. The supervisor ‘visits the
" client to decide what services are needed apd to
discugs the aide’s schedule of duties with the
clieft. Often the homemaker-home health aide
gives the,super\ isor a daily report, signed by the
~client, listing the, exact services’ performed and
the hours worked The supervisor occamonally
visits the cliemt to determme if the servnce is °
eatlsfactory . . €

LY
-

‘3 Hlsﬁglcal iDe\elopm ent -

Anu er%tandmg of the current and DroJBCted
employment of homemaker-home health aides re-
quires some familiarity with the historical devel-

.opment of tifese services. A brief outline of fhis

development follows.’

] The majority of multi-service agencies that pro-
vide homemaker-home . health aide service are
everil‘y disfFibuted between health and welfare
agencies. The eurrent -situation results from the
“development of ‘homemaking service in ‘welfare
,agencies and home health aide service in health

'agcnc:cs we o

. Welfaraa@encies. The first agenmés td offerhome-.
“maker-home -health aide services were welfare
agencies.’ In the earlv 1900’s, private charltable

. family agencies provided homemakers to care for
children whose mother was sick. During ‘the Great
Depres;\fﬂ of the 1930’s, 2 Works Progress Ad="
,ministration housekeeper project ga've homemak- *
ing service a temporary hoost: Poor and unem-
pldyed women were hiréd as housekeepers for
other poor persons in need of the service. After
the depression, the provision of homemaking gerv:
ice retiirned to ‘the private sectors, continuing to

¢entér on child care and family’ life. However,

changes slow]y occyrred over the next 30 years as
more agencies oﬂ‘ered limited service to adults. By

1958, 145 a

“health aide service. About one-half_ served adults -
{particularly the elderly) as well as families with
children’ aboyt ong.fourtﬁ were public 4genl:1es
{see chart 1);

Aftér 1958, the number of agencies that offer
homemaking-home health .aide service . grew
rapldiv with the percent that were public agen-

For ote complete treal:mcnt of the historical develop
T ment af homemaker-home health diderservices, see Brahna
e Health Aide Serviee in the
United States, (17.8. Public Health, 'Service, Health Serve
-ices Admlmstr&t:on,‘ 1973), Publieation No-\. (HSM) 73~
il 6407 pp. 5L14. . P

ncies offered homemals:er-home‘

.. « .

jes comprising a darger portion with each s"ur“vey-
tHrough 1967. In 1963, there were 303 agencies,

“ 89 percent of them public; in 1966-67 there were
_ T59wagencies. 59 percent public. -

ith the passage of Medicare and Medlcald
legislation in 1965, the emphasis of service started
to shift dramatically away from family and child

, care toward séwing the elderly. Many welfare

agencies that had offered homemaker seryice
broadered ,their - service to “homemaker-home

health alde sérvice, adding more persqnal care.
Two factors contributed to this shift toward per-
sonal care:.T) caring for a sick, elderly person
required an emphasis on personal care while car-
ing for the children of an ill parent required
primagjly homemaking duties; and 2) Medicare
and Medicaid reimbursed only for the personal
catre aspects of the work.

BY 1973, the number of agencies that offered
homemaker-home health aide service had grown
to 1,716. The pefcent that were voluhtary con-
tinned to decrease—from, 77 percent in 1958 to
28 percent in 1973. However, the percent that

. weré public also had decreased slightly ince the

196667 survey, from 59 percent to 56 percent.
This - resulted from the emerirence of proprietary
agdies, growing fram none reported in 1966-

67t 9 p'érée'nt of all agenciesin 1973. .

Thet extgnt to. which agenciesshad shifted the

‘ emphasi§ of services by 1978 is remarkable. While

half of the agencies served only families with
children in 1958, the portion decreased to 5 ‘per-
cent by 1973, with parent/child care accounting
ofor only 11 percent of homemaker-iome health
aide service in all agencies. In addition, many
agencies—14 percent of the total in 1973—-were
established to serve only adults.

Hea!th agencies. While welare agencies were
slowly broadening their homemaking_‘service to
-mclude personal care of the elderly, health agen-

started to add homemaker-home alde -servu:e
to their ‘in-home services. Health agencies that
offer care in thé home' had lohg provided skilled
nursing services..Some also provided home health |
aide service, as a supplement to.the nursing serv-
ice. However, with the passage of Medicare and
Medicaid, many other health agenmes that previ-
_ousbf only offered. skllled nursing gervices added
home health aides. This'followed from the Medi-
care and Medicaid legislation. In order to provide
home services under- Medicare, a certified home
health agency hnst provide skilled nursing care
plug at least one other-service—physical therapv,,‘
speech therapy, occupafional therapy, medical
social work, or home health aide service.. Since

"y both homemaking and pe_rsonal care (health aide)

4
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services, are needed to maintaip a sick pérson in services are Tequired to enable sigié persons to
the home, and sinee‘oth?nSocial Security Act  remain in their homes. If two différent persons

. Titles (formerly Title VI

ow Title XX) reim-  hag to serve each client—one hom@piaker and one
hurge for homemaker services, a large number of . hgme health aide—the duplicatig ﬁh time; effort,

home nursing agencies introduced homemaker-  personnél, and money would be\"’p remely waste-
home health aide service when they applied for ful. To avaid such waste, HEW gdeveloped stand-
certificatipn 98 a Medicare and Medicaid provider.  ards in 1965 which established fliat a single per-

_ A certified*heme healthbagency also may subcon- son, the homemaker-home healthfaide, would pro-

“tract the home health aide service, prompting the  vide both homemakihg and pérggnal care services.

growth of homemaker-homé. health aid .service Thege standards were furtherjtlarified and prin.
agencies. Thege agencies thg%:‘,proiriﬂe only this. ciples for quality of care wabk enunciated in a

" -+ gingle.service comprise 24 percent of all agencies. 1968 conference sponsored by HEW, )

!:133‘.} oﬁere_d‘-homéiﬂnaker-‘hoiq_e health aide ser}rice i In actual practice, aggnci_’

oo m 1978.. | . . Ce T, titles—hememaker,- home Heal

" " "Cembined role. Combining the workdonit by home,,  maker-home health aide. FHe persistence in .re.

" _ "makers in welfare agencies and home héalth aides  taining the titles of hmpé' dker or home health

~ in health agencies into-a single occupation was a aide results from the frag © : , ;

, logica) step. Certainly, the homemaker provided« funds for jthe servicesm<Medicare.and Medicaid .

- 80mé pexrsondl services as needed, such as helping reimburse for the persgnal care tasks.of 2 home -

~  /thé dick client into and out of bed. Similarly, the ‘ health aide, while. Tit}¢fXX reimbuses for ghe

"" horhé heqlth aide woild perform various home- < tagks of 4 homemaker, I§/dddition, the State train.

7 ‘makifg services, sich as tidying vp the sick  ing requiréments for Hoffemakers, if any, vsvally

.. gtlienit's reom. Bdth personal and homemaking differ from the‘Fqu;r and State, training re?*.
Lo i ey g.

:

. »

S
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qulrementb for ‘home health aides. This has en-
couraged some agencies to retain two distinet
types of employees —humemakers and home health
aides, Althéugh varivus titles may indicate differ-
ences in the emphasis of service, generally home-
makers provide at.least minimal persbnal care,
when required, and honte health ajdes provide
. some necessary homemaking services. Section, D
of Part I further e‘(piores the relationship be-
tween funding und the services provided. -

is' section reviews the characteristies of the
les that provide homemaker-home health
Aervices—the goals of the services they offer,
who they serve, how the agencies are organized
and staffed, and what additional services they'co-
ordinat v.'iiil the help of volunt8ers. All of these

agency t¢hardcteristies affect the supply and de-. )

homemuker-hume health aides, The dis-
cussiun is based almust entirely on unpublished
data from a 1973 survey conducted by the Na-
tional Co reil for Homemaker-Home Health Aide
Sﬁn ices gnder coptract with HEW. The assoc}-
ation sur eyed all agehcies that prowde home-
maker-horte health aide services. Results of 'this
survey sup ly the most recent agency data

The homemaker-home health aide services that
agencies oﬂ‘er can be viewed acc(ﬂ'dmg% their
goals. The sm'»e)J\(Lntlﬁed four gOalsJoj service ;
substitute for parent cate, maintenante of ftmc-

" tioning, im
of life.Must)agencies offer services to accomplish
at least t\\o of the four goals, "

e 56 per ent prévide substltute and; or supple-
mentary parent care forchildren; - “.

e 83 perdent offer supportive serviees “for. the
aged and or disabled, with' the goal of main-
tenancg; r

e 81 perdent offer personal care and rehabilita- '

< tion,wjth the goal of improved functioning; |,
e 61 perdent offer service o raise the quality of
life of the individual or the family.

While these data describe the availability of

services with various goals, response to another

~survey question reveals the. relative frequency

with which services to accomplish each. goal was

provided. -The agencie:;‘,. taken together, give an
. )

¢ ' The American Association of Retired Persons-Natlonal
Retired Tenchers Association has funded The National

Council far Homemaker-Home Health Aide Services to com. *

pile n directory of apencies that provide homemaker.homo

health aide services, Data was to be collected in 1976 and
the directory was to be pyblyshed in 1977,

. + — PO

\ation and need dail

" individuals.

uved functlonmg, and higher quality .

’ Organizational'Structure

_ offer

average of only 11 percent of their servic
substitute - and or, supplementary parent khild

. care. Supportive services for maintenanc

prlse 35 pert.ent services for improved fu nctlon-
ing make up 2 percent and activities td.raisé the
quality of life comprise 14 percent of all servkes
provided. (The,remaining~14 percent presumably
is given to service with’somie other goal.)

‘Some clients a® recuperating from an oper-
elp for one or two weeks.
Others have chronic medical problems and need

* help for one or two half-days a week for an in-

definite period of time. At tirmes, homemaker-
home health aides work with f

are small children who need care. Most clients,
"however, are elderly persons who either live alone
or with a spouse who also has ;neﬂlca{ problems.
Usually the clients have no family or frierids who
can profide the care that is needed.

Even though most»-cllents are elderly persons,

eighty percent of all agencies surveyed providé
homemaker-home health aide service both for
families with children and for adult families and
Five percent serve only families with
childrerr, and 14 percent serve only adult famllies
and individuals.

Agencies that provide homemaker-home health

aide service are evenly distributed among urban )

and rural settings. Thirty-six percent ape pri.
marily rural, 37 percent are primarily urban and
27 percent are equhlly trban and rural. The dige
tribution of agencles by the populatlon size of the
area served is ‘only slightly more varied: ‘25 per-
cent aré in an area of under 25,000 population; 32
percent in an area from 25,000 to 100,000; 25 per-
cent frog 100,000 t0.500,000; and 18 percent over
500,00 ' . -
. -

*

- Agencies that pfovide homemaker-homé health
aide gervice vary by the number of servites
£| the number of units, and the agency con-
trol. Al}-of these differences have implicatiops for
stafﬁng' A small multiservice agency whose maih
service is professmnh;.nursmg\ may emplo¥ only
a few hides, while Jgencies that only provide
homemaker-home health aide®services generally
employ larger numbers of aides. Data that reveals
differences ambng public, proprietary, and wolun.
tary agencies is valuab’le‘-to inform.publi¢ policy
decisions. ..

One-fourth of the agencies that provide home-

maker-home health aide. service offer this service .

alorie. The other thiree-fourths are-multiservice
agqncies. offering "homemaker-home healt'h aide

1oy

ilies when the ,
mother is convalescing from an illness and there -

Fl
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" service along with at least one other service, such
as skilled nursing, therapy, or speial service.
~ Chart 2 displays the types of multi-service agen-

cies that offer homemaker-home health aide serv-
lces, Agencies that provide health services and
agencies that provide social welfard services each
compnse about 40 percent of "the muiti-service
agencies, three percent are agencies that offer
both health and Social welfare services, and 15

_ percent are other agency.types, Community nurs-

ing age;lmes sueh as visiting nurse associatibns
comprise over half of the health oriented agencies
that offer homemaker-home health aide Service.
Other health agencies that provide homemaker-"
home health aide service include health mainte-
nance orgamzatlons, mental health agencies, OEO
neighborhood health centers, and prepaid health .

plans, Family or child welfare agencies comprise -

over half of the social welfare oriented agencies
that offer homemaker-home health aide service.
Agencies other than health and welfare agéncies

that offer homemaker-Rome health aide service in- .

clude agencjes for the aging, educational institu-
¥ -

_tlons, religious orgamzatlons, Model® Lities, aud

urban renewal projects.

“ An analysis of these multl-sennce agenmes dis-
tributed by other agency characteristics gives a
more detailed picture of homemaker-home heaith __
aide services. Agencies that’ only serve families
with children- comprise only six percent of all -
agencies that offer hommemaker-home health aide
service; the great majority of these agencies are .
family and child welfare agewe8s. Agencies that
only serve adults comprise 14 percent of all agen-
cles' over half of these are commumty nursing
agencies.” - . I

-

The! number of units in an agency affects
staffing patterns. Multi-unit agencies generally
have' more administrative positions than single
unit agencies, even if the total number of aideg
ermployed is greater in the single unit agegey.
Two-thirds of all agenc:es have only one unit, 10
percent are agenmes with satellite offices in the
same metropolitan area, and 24 percent are orga-
nizations_with a central office and one or more

.
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“no; whil

agencies located in a different metropolitan area.

Control. The survey reveals some differences in
emphasis of service and clients according to the
agency’s control, Over half—56 percent—are offi-

cial public agencigs (adhinistered by a govern-
ment unit and supPorted by tax funds); 28 per.
cent are voluntary (administered by a non-proﬁt

organization and supportéd by earmngs ani/or

contributions) ; nine percent are propricidry (ad-
ministered . by an individual, partnership, o»
profit-making corporation} ; and seven percent are
combined public-voluntary (jointly administered
by a voluntary group and a government agency,
and supported by both tax funds and contribu-
tions). Almost three-fourths of all agencies that
serve families with children gre public agencies—
none are proprietary. When questloned whether
they provide. supportive services for the aged
and/'oi disabled with a goal of malntenance, only

six. perceqit of -the proprietary agencies responded .
. C?20 percent of the public agencies an-’
swered in the negative. Proprietary agengies &lso
answered- no ]ess often when asked if they offer *

ersonal care and rehabilitation with the go%l of
proved fupctioning—five percent negatiy
s onsé compared with 18 percent} far publl and
public-voluntary. However, proprigtary “agencies
o I services to raise thelyua gr of life less often.
, than public'agencies, repiyiti&ao to thi ; q,uestlon
8

§7 percent of the_time co wlth percent
by public agencies esV/ 5

" Taken together, these data r ,eal that proprie-

_ tary agencles more often offer a broader range of
. basic seryices than public or voluntary agimcies.
Conversely, public or voluntary agencies are moye
hkely than proprietary agencies to specializg by .
serving a partlcular age group or offering a Pﬂ)t'- .
ticular type of service. However, public: agencies
are much more llke[y than,proprietary¥gencies to
offer services beyond basic ,malntenance and re-
habilitation, An explanation for the greg.ter em-
phasis on raiging the uality of life by public
agencies may include: 1) a desire of the publnc
agency to speed along the process of regalnlng
1ndependence to the,point that the service. Is no*

12
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10118’913« needed 2) the fact that pu‘bllc momeg,p.re'.i w‘hxle less populous areas that could not sustam a
paymg fox the service, not tHe chent who usuh‘lly X hproﬁtable business.must rely _on agencles sup-
D;:l}y ¢an pay for basm mamtenanee and rehabilita- " Yo pOrted by tax: doHars., - A .
“tion}and, most importaiitly, 8) that the quality of . . Ssaf fﬁny Pattems S (o

0

“life usually.'ls “higher for those “elients. who:can™ .

.afford to purchase théiservice than for tfiose ‘who A widé ‘Spectrum of staﬁing patterns reflects

" receive the service th rougﬁ a, pubfﬁ: health or wel- tlus great variety in.organizational structure. The
L:fare agency. S R fiumber of aides employed is a‘major determinant- #

A further msnght into the, tructure of agencles of the number of sipervisors and the number of
Jlayers of management required. Whether the

. that offer homemakersho e ealth ajde gervic
me A 1ces agency is multiser ‘or offers on\ﬁ"‘ homemaker-

_results from a cross comparison of thé agency con-

trol with the urban-yural charactey of the area. home héalth aide Service is a-nother nﬁportant fac-.,

. served (see charts 3 and 4.) Overhalf of all agen." .. ttg*r Tiiegdegfl’ee fo_which :lhe aegegcy cis committed
e ubli guality. of care,’ as evidenced by close supervi- .
" g;p under publi¢ control serve rural areas, and “sion of the aides, alto in Auences sf:afﬁgg ‘patterns.

ercent of. all agencies that serve rural areas Job titles are not upi niform: the fqllowmg éxamp s
;are. public, Over half of all voluntary ageiicies’, veeth IITor 5 cqmm ?tltles for staﬁ' pomtlons.l ."

gerve urbap aregs, and_40 percent_of .all- urban < ‘
dgencies ard volunitaty. Proprietary afenciés are A s}l Public health agency ray employ five

- héa j ly concentrated in Yrban area?:—-—'?éz,gercent hd‘memaker-home health aides,. several ‘nurses, -

N compn C“}ng 19 petcent of all urban agenclés This and & phvsxcal therapm{ The ‘staff may include, .

A ‘Patterii folows an expected tourse, as areds with  Gne adminigtrétor; one d rector of service, whove. . .
A ﬁopulatxon of sufﬁclent size torassure a large ‘ceiVés requests for sez'mce and assigng profes:alpn-
elientele attract agencles thﬂﬁ m“3t €arn a IJl‘Oﬁt .. als and aides to cases ag ‘requlreth and one ﬁe,ld .

Y

Ryt
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. .*” At the opposite extreme, 4 large agency that of-"-

) Tralrsﬁoﬂation

Shopping ~

Talephone {féassurance

Bath service .

Other

LI

sugerv:sor, who oversees the work of the nurses,
_therapists, and aides.A small agency that offers
only, homemaker-home health glde service may

""_,\,“_ empIO}‘ 10 aides ‘suptrvised by one professional

who iz a reglstered nurse or a social worker. The
administrator in an agency‘ of this size may per-
form all’ .of the remaining Jobs, such as answer-
ing _ requests for the service and determmmg
Whlch dases to accept. .

‘fers Only homemaker-home health aide service
ma-y employ 150 aides; 10 field supervisors (one .
for each 15 aifles), whio are, registered nurses oy,

", soclal orkers; 2 d:rectors of Service, each sup

4
L]

VISmg 5 field superwsors a dlrector of trammg,
‘an assistant, admmwtrator 4n administrator; and
separate departments fqr blllmg‘~and payroll,

large mllltI\Sel‘Vlce agency could have a, SImIIar

: stmcture, w1th the field supervisors overseeing a ‘
: ~team of nurses,, t_heraplstg, socxal wofkers, and

a:des; s ,r- -

‘I‘he average number of aldes employed per
agency m~19’?3 was 26—-~elght iu]l tlme, 10 part

time, and eight on call.’, If only homemaker-home
health aide service is offered, this agency may em-*
ploy two field supervisors, a director of serwce,
and an executi ve director, Lot .

Tha e.xecutwe director and the assistant dlrec- -
tor p051tions usually require a masters degree in
nursing or. social work and administrative experl--'
ence. However; some agencies, mainly the pl‘qpl‘l-

ries, prefer persons who have a- background in-

Smess admlmstration. K ' RN
Support Services “

Most of the agencles that offered hoﬁ'lemaker-
home health aide service in 1973 aIso offered-at,
least one nonprofessional supportive gervice—a
personal or homemaking setvice offered sepa ratehf
“from regular homemaker-home health aide service .
(see ehart 5) Just ove,r half of ail agencleaoﬁ'ered

~ *This’ average number, howevér, 1s not a typical agency
\size. Most sgencics are small,er, but 4 few are much larger,
causing the arithmetic mean to be a misleading measure of

centrsl tendeney. Fart IT discusses this further. . g

18




information and referral sérvice, directing per-
sons whd cpntact the agency for help to other .

"* sources for meeting their needs. Thirty-five pers

cent of all agencies offered transportation service,
driving clients to medical appointments gr stores.
Thirty-five percent also provided shopping service,
+haying,groceries or personal items and delivering
them to the' client. ,Thirty-one percent provided
telephone reassurance, refularly calling persons
who livé alone to check that they are well. Twenty-
elght percent offered bath service as a spécial
service apart from regular homemakershome
health aides’ dities.” Twenty-bne percent codr-
dinated a friendly visitor program,’ providing
companionshlp and conversation periodically for
homebound persons whe ilve alone. Nmeteen per-
cent provided food servu:e, either in & congregite

< - getting or delivered to the home {meals on

ERICE
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-wheels). Eighteen percent offered an escort serv-
ice, accompan}'mg‘ thé client on trips to physi- :

cians' offices or stores. Only 14 percent of the
agencies offertd special cleaning or repair service.
This is surprisingly low since this service would
be a natural extension- of homemaking duties and

since performing routine maintenance and occas
sional heavy cleaning avre essential for maintain-

ing persons in their homes. Only eight percent of

servic{e. _
d, is
aide

the agencies offered hair eare as an ex
In most agencies, routine hair care, as nee
included in normal homemaker-home healt
duties.

Chart 5 also shows the extent to which the
agencies nse volunteers for each support service.

TAlmost all of the agencies that provided friendly

visitor Service used volunteers. Sixty-three.per-
cent of the agencies that offered some food service
and 57 percent that offered transportation setvice -
used volunteers. With the exception of escort serv-
ice, in which 43 percent of the agencies used volu n-

" téers, less than one-third of the.agencies that

offéred the remaining support services used vol-
unteers in the provision of these setvices.

-

D. Reimhursemert Problems

Payment for homemaker-home health aide serv-
ice comes from a varigty of sources. Some agen-
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.. of all agencies, have one fixed fee for all clients’

i

Fixed J2| No fee SIid‘ing‘é

ge fees whllé others “do net, recelvmg
" paynienttifstead-from charitable'contributions of
public fundmg sources, or beth. This section ex-

plores the maze of payment sources, examines .

some of the.specific problems with Medicare and
Medlcald and- brleﬁy reviews some of the current
dlscussmn concerning possible changes in public
\fundmg for Home care. : -

ources of Payment

ost agencies draw thelr income from a Gom-
biration of three sources—the client, voluntary
contrlbutwns and public funds:

© The ct‘fenh Mbst agencies retr:eve at least’ part of .
the cost of. Homemaker-home: health aide sexyice
by chargmg the client a fee Twenty-seven percent

LK

(that does not necessarily covér the cost of sery-
“ice) ; 41 pervent have a sliding fee seale (that hay.
' i;e from full récovexy of cost to no fee, depenﬂ..
3 on ablllty of the client to pa}") and 32 percent '
rarge no fee. Ghart 6 plctures the breakout of fee

arrangemeuts by agency control, ‘and chart 7 de$.

rangements. "

pxcts the dlstrxbutwn of agency control by fee ar-

+

Ninety-two percent ®of all agenmes that charge,
no fee are public agencies—the service is com-
pletely financed through public Tunds. However,
only 52 percent of the _public agencies charge no

‘fee; 30 percent have'a “sliding scale; and 18 per-

cent charge a fixed: rate. Although publ,c agencles
mainly serve low ificome, persons, the charge of -
some fee by almost half of these agencies demon-
strates an attempt to recover payt of the cost of
provu'lmg the-dervice. In many, cases, the fee also
reflects ttfg%hllosophy that a token payment is
sychologically prefer;able to a:-free service.

Voluntary’ agem:les charge the slldm"é;spale fee
most often. Forty-seven- percent of all sliding

. scale agencies are voluntary and 69 percent of all

voluntary agencies have a sliding scale. Since 4,

bagic source of funding for voluntary organiza-

tions is contrlbutlons (for example, the United

" Way), and since this is an extremely. limjted fund- -
ing soyrce, voluntary agencles recover as rauch of .




the cost as posé}.bie through tees.

Eighty-five percent'of all proprietary &gencies -
charge.a fixed fee. At the time of the survey, Med-
_icare and Medicaid reimbursed proprietary .agen- .
cies for home health care only in those States that
license these agencies (11 States in early 1976).°
_ Therefore most proprietary agencies had to re-
cover all costs through the fee paid by the cliént.
However, in August 1975, HEW issued proposed
regulatmna perrmttmg public and volintary agen-

" cies to arrange’ with proprietary agencies for
home health services urder Medicaid. Under these
propo:.ed regulations,. still not final at this writ-
ing, the contracting public and voluntary agencies
would be required to assume control and super-
vision of their services ag if they weére provadedby

their own emplo)’ees . - g

When a fee is charged the client almost alwaysg
pays it “out of pocket However, in some cases, .
private health insurance pelicies reimburse, for
grt or all of the service. Very tight restrictions '

vern these bepefits, which insurers generally
pay only if the person otherwise would be hos 1~
talized, resulting in a cost saving to the 1nsuranc7
cof panv . S

-

_ Religious groups sug

‘maker-home hea
" Pyblic funds.

as the Council of Churches,

Jewish Homes, andfCatholic Commitiee on Aging

are additional sot ce«ff contributiona for home-.
¢ services.

varlety of public programs pro-
urchase homemaker-home health
dide Service. L'he basi¢ source of public funding
for the homgmaker portion of the service is Title
XX (replaging Title VI) of the Social Security
Act, whiclf authorized payment for social services
{see Tabfe 1.) However, each State determines
the socjhl services to be funded under Title XX,
definin the services and any quality controls.-for
deln v of the seulee Therefore, even if a State
fu e homemaker - service, there may be little or
nofdrofessional asﬂassment or supervision of the

rker There is a “ceiling” or limit on the finds
Fvailable {o each State under Title XX, and the
State is reguired to match the funds used.:

~ By contrast, Title XV I'II of the Social Security
Act (Medicare) reimburses for personal care per-
formed by, a homemaker-home health aide _in
specific circumstances, It does not have a limit en
funding (is open-euded) and does nét require
State matchmgﬁunds Title XIX (Medwald) that-

vifle funds. to

WF

g

: Target N
_ Group

Social Security

Act, Service .

Table N Compar!son of Titles S(V,m XIX, and xx 3t the Social Security Act,

Du ration

N Utz‘tvzatmn of
o Limits om~ home care
funds prom'siohs

Quality control
., in howme service

Short‘-te;m,
acute care

Health (per-  Elderly

sonal ecare)

i‘ftc? xvnr -

Operi-endedi— Underutlhze&: Federal
_ medicare :

no state mateh- : standards
ing
_ Shoert and Open-ended—  Underutilized
leng-term state matching T Federal and
{acute and N . State Standards
- chronic) - ) C . ¥ T > .
Short and Clogsed— High -
long-tenm _ state matching utilization
(acuteand . . . o
. ., chronie). . Lot
9‘ - i 1 - : ’ f :

’ B . . : [

Health (per- Combined

Title XIX
gonal care)

medicaid

Poor

 Title XX | Social (home
(replaces Tille making) *
vn oo e ‘

LI

States get
standards

*

Poor and
low-middle
income

- .

»

Contributions. While most voluntary agencies re-
.¢cover a part of their costs through fees, .these
agencies rely heavily on contributions to meet
their anhual budget. The United Way is the bagic
* source for contributions. Disease related charities
are also, important sources—Cancer Society,
“Heart Fund, Unlted Cerebral Palsy Association,
Easter Seal Soclety, Lung Association, and others

The, effect this ehange in reg‘ulat:on would. havc on tie
numbar of proprietary ageheits or on their .fee arrange-
ments is unknown at this point.

¥

reimburses for personal services, has fewer re-
strictions than Medicare. Like Medicare, it is
open-ended, and, like Title XX, it must be matched
by State funds. Many States currently are spend-
mg’ up to the legal limit on Title XX services. The
amount devoted to homemaker-home health aide
service varies] in some States, a;kuch as 24
percent of Title XX funds are bein -used for

homlemaker services. By contrast,.Medicare and
Medlcald funds—which are not subject to a dollar
“celling”—are used very little for "home health -

"servwes (less than 1 percent of all Medicare and

Fl
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" - health aide care.

Medicaid e‘(peﬁdltums) 'Ijﬂa Government Ac-

" cottnting Office (GAO) comipleted a study-of the

underatilization of home ealth care belleﬁls un-
der Medieare and '\Iegh id in July, 1974.° The fol-
lowing is a’\ery brief
and recommendatmn

'\&edlcaru ho e ﬁmlth beneﬁta emphasize akliled
nursing eare, ;;%rnbul =ing the ¢ust of only thé per

_ sunal cure services of a home health aide, and onl

if the -.lu:ut‘«’l;lao needs professional nursing or

" therapy uate,, A phy wician must ‘declare n patient

homébound and pre.»crlbe the home health aide

'r,xt:rvuc which is limited to 100 visits per calendar
[ Yedr and per illness. Part A of Medicare reqmreb
' ho%pltahza’tlorf of theclient for at least 3 days im-

mediately prior to prescribing home health care.

Part B, medical dnsurance, does not require hes- -

ptt‘lllhltlén for home health care eligibility.

" Frum the beg:nilln&of Medicare, confusion sur-

»1uunded tﬁe horie health care beneﬁta Inconsis- -

tencies | in the doverage of sefvices and number of
vigita fnr specific illnesses caused 4 major problem
for prmulmg agencies when payment was denied
for »ervices that had already furnished. This
retroactive denixl of payment was particulary de-
_vastating to new agencies. As a result, Medicare
expenditures for home health benefits declined. be-
- tween 1970 and 1973. GAO reécommended that the

"1 Sochal Secnrity Administration increase its efforts™

‘to assure unifoim guidelines for home health

benefits, and that they encdurage health profes- -

. gionuls’ awareness and suppori of home health

" tare. T
— =

“Medjt:ai{l provides broader home health éover-

) aige that Medicare. Home health services is a. re-

guired benefit under Medicaid, and home-health.
aide service is 4 reyniréd “component-under that
benefit. Whlle both Medicare and Medicaid require
that =zervices be provided by a certified home
health agency, Medicaid does not demand that the
client be in need of pl‘OfLSalODal nursing or
therapy sérvides to qualify for personal care by a

~ ‘home health aide. Tnstead, anyone who ig eligible

for skilled nursing home services under Medicaid
also Ig ehglble for Medicaid coverage of home
health services. In addition the services for which
Medicaid reimburses gre broader, including pre-:

ventive care. However, as with Medicare, the spe- .

, cific covered services are unclear, and, as a result,
. the States differ widely in their Medicaid cover-
\,f,tgh, with many States offering little or no home
The GAO recommends that the.
Social atd Rehabilitation Service clanfy the spe-
_cific home health services that must be included in
Medi¢aid coverage, encourage the use’ of home
h.ealth care when it is less expensive than institu-

sammitry”of their findings |

tionalization, encourage the States to establish
payment rates, that adequately cover cost of the ' .
service, and assist the agencies in then'attem pt to',

increase health professionals’ awareness of the po-
tential of home kealth care as au Aalternative to
mshtutlonahzatlon . »

While Titles X\ HI, XIX ’ﬁné‘ XX of.the Soc:al
Securitys Agt are. pf foremost importance " as
sources of pu'bhe’ funds for homemaker-home
health aide services, many other public funding
sources exist—special need welfare grants, “after
care” mental health programs, ‘Model Cities
funds, Revenue Sharing funds, and Older Ameri-
cans Act Title {IT funds for atart -up grants .

Public funds, the maiy source of reimbursement

* for hgmemake:uhcme health aide services in pub-*

lic agencies, alao are an important payment source
for- many non-public agencies. Public agencies
often, purchase homemaker-home health aide serv-
ices under contract. For example, while some pub-
Jic health or ‘welfare. agencies employ their own
homemaker home health aides, many others con-
, tract with voluntary agencies ‘to provide the'serv-
" ice. In other cases,_ voluntary home health agencies
such as*vigiting nurse assotiations may subcon-
tract witif' another ageru:) to br{mde hOmem‘aker-

[

home health service..

~

Lony Term Care ‘ AN ;

Reigibursement problems are grave\{n the case
of eldedly persons,who require long-terrh\care for
chronic health condltmns A variety.of settings
provide different levels of long-term care. Skilled
nursing-facilities provide the highest level of care,

_ followed by intermediate care facilities, which

provide less lntem,ne nursing care. Persenal care
homes serve DBI‘SOI'lb who are unable to live alone

“but whe do not require nursing. superwswn._

. Horiiemaket-home health aide services, combined
" with other in-home services, provide long-term
care for persens \\ho do not require 24-hour pér-

- 80N 31 care

Appr oprlate level of care. . Many of the oxre mllllon
or ‘more elderly people in institutions are not
ceiving appropriate care.’ The principal problem
is placémeny in facilities whose service§ are more
elaborate and_ costly than necessary. Mﬁny persong
in ¥killed: nursing homes could réceive adequate
care in an‘intermediate cate facility, personal care
hdme, or evén ‘home care. The sa_me’sytuatlon
exists’in intermediale care facilities and personal
care homes where many persons receive more ex-
'ten sive Ser\ncgs than are necessary.

The most undeérstilizéd form of long-term care .
is home care. Great dlscusslcn has develoged over
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home care as-#n alternative to institutional care.
Actually, us is stated above, many elderly people
need institutional cuve- However, institutional
care oftent is used when home care is more approp-
riate. Two criterida can determine the appropriate

level of care: 1) The least costly level that pro- .

vides the needed care, and 2) the level that most
‘satisfactorily provides the needed care, regardless
‘of cost. Many Buropean countries follow the sec-

- ond criterion, providing extensive and costly serv-
_ ice in the home. However, the two Criteria often

would dictate the same level of service. If a per-
songoes not requive¢24-hour care, home ecare is
gen@rally, the level that most satisfattorily pro-
vides the nedded care (sirice providing more care
than necessary encuurages dependence instead of

. helping theselderly person 1'egaj,g independence).

Numerous stadiés show home Gurg tu be less ex-
pensive than institutional care Swhen the client
" can.remain in the home with routine honie serv-
ices.'t However, regartlless of fhe eriteria, used to
- determine “appropriate” care, the lohg-term care
- given today to large numbers of the elderly is in-

- appropriate, since placing perséns in a higher

level of care than necessary eneourages needless
dependénce and is generally more, expeﬁsﬁve.

Financing long-term  hememaker-home health
aide services. Sources of payment for homerhaker-
home health aide services vary adcording to the

limited ventributions as the source of payment,
the voluntiry agencies ean serve only the persons

_most in need, turning away the majority of ap-
plicants. ) ’ '
Alt&rnatioe fmidmg proposals. Persons concerned.
about care of the elderly suggest various improve-

. ‘ments in providing homemaker-home health aide
service and making it availuble to persons who
cannot_afford to pay for it. Two current sugges-
tions of service providers, legislutoys, and experts
on home health care for change: in the Secial
Security legislation are discussed here,'

First, service providers and others in the field

. propose that both Medicare and Medicaid be ex- .
tended to include homemaking as well as personal

care. As we have already seen, Title XX re-
 imburses for homemaking services and Titles
XVHI and XIX for health services. Some provider -
agencies suggest that the homemake¥ service

. covered in Title XX be shifted to Title XIX, since

the target group and duration of service are the
same inder both, and the service is provided by
the same person. This shift wWould release the
limited Title XX funds for ¢ther social services,
wolld assure quality service under the Medicaid
regulations, and would relieve unnécessary papers
work required to recejve reimbursement frem 2
" different sources for routine services; provided by.
1.person. In additien, it is proposed that Jledicare

nature of the client’s condition. As was discussed “’“ﬁs‘q&rage be expgtﬁled to include homemaking as

above, Medicare” insures the short-termy aciite

care client—it covers home health aide service®
only as long as the elderly Person also requirés

“skilled nursing care, and'it is limited to 100 visi
per year and per illness. Many States extend thit

+ limitation to Medicaid ‘a}so, aghinst the intent of -

. the law.'"" Medicare (antl in some States Medics
aide), then, pays for personal care by & home-
maker-home health aide only if-the elderly client
requires short-term, acute care, and does not pay
for homemaker service at all.

" If clients need long-terfn care, or if they need
persobhal and homemaking care but are not so ill
ds to require skilled nursing care, the sources of

payment depend on the ability of the clients to pay.

. for the service. Persons wvho can afford to pay can .

purchase the service. from a preprigtary agency

or, in some tases, from a voluntary agency (sub- -

ject to assessment of need for the sefvice). Pex-
. sons who .qualify for welfare may receive the’
service Under Title XIX or Title XX of the Social
.Security Act, A sma]l number may qualify under
. one of the Dther.pubfic sources mentioned aboye.

* The great. majority of the elderly, .howéver,

neither qualify for welfare nor can pay for the
“service for an extended time: voluntary agencies
are their only hope for receiving the service, ‘_With

v_.frel gs personal care services. This would enable
persois who cannot afford to pay for the home-
making service but who are not eligible for-serv.
ices under Title XX, to receive the necessary

" services and possibly avoid institutionalization.

. &The second proposal by pers&ns concerned.ghont
long-term care of the elderly would extend, edi.
* Comptroller General of the United Statls, Bupurt fu

the Congress, Hame Health Care, Bencefils L'nder Medware
and Medeard {General Aceounting Office, July 9, 1974),

¢ Select Commi'ftce on Agng, Annual Report'for the Year
197§ (U.8. House of Representitives, Select Committee on
Aging, 94th Cong., 1st sess., 1976, Committee Print), page
22. n S S

. ™1t is not cur intention te make & statement on the com-
plex issue of cost comparisonqubvious]y. howoever, a lim-
ited mumbet of home services @uld be provided for, less
coot than institutional care. Theyquestion of vivhere the line
is drawn remmains:, .

L - n - -
* Comptrolter General, Report to the Congress, pp. 35-7.

The suggestions are recurring themes with service
providers an® experts in homé health care and are included
th the “National Home Health Ciire:Act of £475” that was
introddced by Representative Edward Koch te the @4th
Congress. See Congressional Record Housi, March 17, 1975,
pp. H1863-6. -
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care ehgub‘iht} fur: homt, and institutional care to

Iung-term tused. For Bome care this would require
+ 1) th¥ remos al of the limit-of 100 visits per year

and per Iigss angd 2) ‘the remuval of the requike.” -

. ments for pmft.:,smnal nursing care before home

health caté.is covered. The effect of these changes .

would"be cynsiderable, bruadening the thrust of
Medicare: &> it adds long-term care. Thé number

*of persuns,who would use the added home health .

benefits depends on many factors—awareness of
thuir pUt'elltldl and availability of. the service
would bestajor determinants. If home health care
wvere used in each case where it was the “appro-
priate” leyvel (regdrdless of- the criterion. for ap-
propriateness), the mcrease in utilization would
be-tremendvus. In addition to home care, this
prupusal would expand, Medicare to cover long-
term care in skilled nursing facilities, inter-
_mediate care facilities, foster care, gnd day care.
Since” Medicare has upen -ended funding and doks
not require State matching funds, the-cost of the
program could increase glﬁ!emutuly upder this
proposal,

The alternative to eg(tending Mﬁt}e coverage

L]

to long-term home health care is continuance of
the current Situation. Persons;who need home
health care but who'ean't ﬁTOrd’to pay for it, who
are not eligible for welfare, and who are turned
away by voluntary organizaticns have three

choices; 1) do without the service unfil their ..

health further deteriorates and they havt to be
institutionalized; 2) enter an ihstitution (an in-
appropriate level of service, turning vier what
personal assets they have; ur™3) pay for home-
maker-home “health aide service unti] .per sonal
assets are within, welfare limits, decrease incogne
below. welfare level, then apply for welfare (in-.
cluding Titles XIX and XX homemaker-home
healthsaide benefits}). This would be a crushing
blow fpr proud, independent elderly. With all of
thesé alternatives,, public funds are the eventual
source of payment for the health care aft. the,
elderly. Provision™of routine homemaker-lome
health aide services under Medicare, where ap- -
propriate to prevent institutionalizatien, may not
only be the method that best preserves Kuman dig-
nity and happiness for. the elderly, but™in sonre
. cases it may prevent more costly care ip: later
years, financed through welfare funds.

L J




Part II * ) g . a Bﬂf‘smg aide in a hospital or a nursing home.

. . @ - P, . ", Genemll\’, agenciés that' |t~qune training or em-

’  Homemaker-Home - o . ployment expellence as A mubmg aide provide
Heaith Aides ® Co s - l}ttle initial tr ammg or supervision. Jome agen-

. cies employ post-sccondary stutlents whose course

Part I dISCuSSGd homemakel home healtﬁ avdé work provides a background in the skills required,
__-'s’erwcés and the age_ncles. that provide these serve . sucht as nursing students who want the income
ices. Part IT ‘describes homentaker-home heglt’h' - from- part-time work, College students in approp-
aides themselves, giving a profile of the-aides and riate major fields such as home econdmies or so-
the number currently employed. Following this is cial work ocedsionally can find summer work as
a discussion of .supply issues, and then an ahalysis aides, replacmg regular employees who are on
. of the outlook for the oceupations through 1990. vacation, - -
sveral alfernative Emplo}ment projecthns are
presénted. Part IT ends with some employment im-
plications’ for superwsors and comments on var-
ious related occupatlons and friodel pro_lects

[

Personal quahtws Homemakei}home health aides
must be” mature persons who like to help people
and don’t mind hard work. Although many <clients
- . are well-adjusted, self-directing, pleasant persons,
P . ' ?ther clients are less successful in coping with
" heir illness or state in life. HememakKer-home
" A. A Profile of H’mnemaker Home Health Aldes .4 health ‘aides, therefore, must have a sense of re-
Homemaker-home health aides DDSSEbS a broad sponsibility, compassion, emotional stability, and .
range of. peréonal characteristics, expecially in  &<cheerful disposition. They must be able to over-
age, education,’and work experiencé come an atmosphere of depression and bring
brlghtness into the day of a sick, eélderly person.

rs

+

Age and ser. Most homem'aker-home health aides :
‘are middlle-agzéd. However, both the young and the ‘Homemaker-homé health aides al_s? must be tact-
elderly work-as aides. The minimum .a for a ful and able fo get along with all kinds of peppje:

* homemakershome health aide is usually how-. * In additjon to these personal qualities, home-
~ ever most .&gencles prefer people in their tv‘.entles maker-home health aides must have good health
.. A&t least. Mdny g.g'encleb employ persons who are  since some of their futies such as lifting, moving,
. eldgxh thembelw‘ea Most of these older aides d(:f{ and _supporting patients require. above average
sire- part-time émployment to. supplement thei " physical strength. A physical examination usually

“Sodial Securltv income. . - is required of applicatitismwes,, .
/ + Almost all homemaker-home health aides are ' K ' .

‘-~ women: Although only a sthall number bf men cur- .
rently work as aides, additional men are needed, .
expecially to ¢dre for tho:,e elderly men who_prefer Part I traced the bIO\V development of agencles
" a male’aide. . . that provide homemaker-home health service from
Edudational and exrperience. Experience in home- the beginning of the twentieth century through
making and personal care is the basic require- the early 1360’s (when publicly funded health in-
ment for employment as a. homema,ker-home - surance for the elderly was first intpoduced with
health alde. Most agencies do not require this ex- the Kerr-Mills Mediea} Assistance to ‘the Aged

- perience to be paid employment; successfully bill). Agencies experienced faster development
- managing one’s ow? household and raisim one's during the mid 1960’s ungil Medlqarg and Medi-

own family is excellent backgroupd for thig occua caid were enacted in 19 ery rapid expansion
pation. Generally, the énly educational require- followed after this point, Chart 8 traces the cor-

. ment for employment as -a_homemaker-home ‘ "resporld’ing developme_nt in the numbers of home-
hea)th aide is the ability to read.and write; com- p’na’ker-home‘heaitlr! aides em'ployed—'-from 1,700
- pletion, of high school, usually is not necessary. in 1958, to 44,000%in 1973, arid an estimated 60,-
However, courses in home economics such as meal 000 in 19%5, .
planning and family living are helpful, especially Of the 44,000 homemaker-home health aides em-
for younger persons with less personal experience ployed in 1973 13,000 were employ cd on a regular
in homemaking. . ) full-time basis; 18, J000 were regular part-time em-
' ployees (less than 35 hours): and 13,000' were
. on-call employeés, Full-time aides worked an'aver-
cupatlon there are exceptions. Some agenci age of 38 hoifrs a week and part-time aldes worked

. qQuire previous training as :‘nursmg aide; some of average 'of 17 hours a week. A
these agencles also reyuire a year's eXperlence as N aides by empfoyWns. Tab]e 2

B. Historical and Curreni: Employm'ent‘ s

-

While most agencies. do not réequire special
traming or preyious employmeht in a related oc-
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shows the distribution of pro ulmg XECENCies b)
the number of humemahdrf:-home health wides em-
pleyed, broken out by emplo; ment status (full-
time, part.time, or on-call). While most agéncies
(70 percenty employ some full-time ajdes, ‘ d

about half (47 percent) employ some purt- 1me\

aides, only about-a fousth (26 percent) employ
any on-call aides, Table 2 also reveals thatvthe
bidk of the dgencie~. employ very few aides, while
a few agencies employ am extremely-large number
of aldu Thi~ causes the average (arithmetic
mean) number of aides in an ageney, diseussed in
Part I, to be much highen than the representative
ageney. Only 16 percent off all providing agencies
employ more than 10. f;l/fame aides, only. 20 per-
cent employ more thap”10 partitime aides, nd
only 10 percent melu\ more than 10 on-call aides. .
h . . W
Table 2. Distribution of Agencies by Number of
Aldes in Each Emplos\’n‘ll,'ent Status Category,
19% .

/
L

"Number of atdes rmp!uyed
1-10" 11 20 21—00 oé+

- T 6"t
87 8%
3 3 -

Employment status '
Zero
Full-time 30%
Part-time 47 G,
-On:call 74%

atl”
334
161

4
4%

}

-
-4
R

3r

»
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4

\mnbcr of qgences l@; ageueu cpmiwt‘ dhd em=
plogmont slatus. An examination of the breakout
uf employment <tatusg by sever al .tﬂmcw. character-»
istlcs gl\ es greater insight into the employment
picture, i)ef’nite. contrasts emerge fiom the break-
oyt by agency conptrol. A pulxhc trency is more
llkul\ than voluntary or proptijetary agencies to
employ full-time homiemaker-home health aides,
and less likely to w.-mploy part-time 'udes.m aides
on' call. Sixty-four percent of all publlc '1genc1es
did not employ part-time.aides and' 86, percént -of
,al}'bubllc agenmes did.nof employ on-call a:des ’

B For the most part, Hoth public and a6luntarg-~”

agencies employ ‘$Small numbers of- “homemaker-
home health aides, However, many voluntary

. agencies hire large numbels of parf-time homg-

.maker honie health aides. Fok example, voluntary *
agencies comprise only, 28 percent of all.agencies,

. Vet 47 perceit of-all 4genies that employ from 21

to 30 part-time homemaker home health aIdEb are

voluntar} agencies. . s e

. .

1

Most proprietary 1gencae,~., on the other hand ~

emplog 1ar%e numbersof homefhaker-home. health
aides iy every gmployment status category, with
the emphasis ofi part-time.and.on-call aides. Nine
percent of all proprletat‘y agencies employ 50 or

_ more full-time aides, 25 percent employ 50 or more

part-time aidds, and 29 pércent employ 50 or more

. on-call aides. The numbers of proprietary agencies

“that employ‘ between 21 and 50 aides in each emr
ployment status egtegory also is relatively high, -
with the-emphabh on- ,par$ -time aldes. Twenty-
three percent of all propuet'tryv agencies employ
from 21 to 50 full-time aadeb, 34 percent employ

21 to 50 part-time hides, ‘and 17 percent em-
p y from 21 to 50 on-ca]l mdes

Ch

the nu ers of agencies rather than percent; th

, empHfasizigg the actual jmpaet gf the percentss™

Chart 9 pictyres the number of agenciés that gm-
ploy full-time aides,’ brohen out by humber em-
Ployed and” ageney auspice. A glance at chart 9°°
reveals that most.agencies employ at least some
" fullstime homemak
great majority of age cles s employing 10 or fewer.
-Chart 10 shows that a
do not employ any part im® aides. The public
agencies that do empléy. trtime “homemaker
home health aidés most of,ten
' However, many propriefary ‘and_voluntary agen.-.
cies eniploy from 21 to.50 homemaker-home Health
aides. Chart;, 11 shows that ihe gred{ majority of
agenmes *do not employ any‘ oncall a'

majority of agencles th-at employ more than

ts 9, 10, a\nd Ilshow these same data usmg 2

ploy 10 or fewer, "

Qf‘lome health aldes, with the -

nost half of all agencies *




Chart 9. Number of agencies Chart 10, Number of * Chart 11, Number of
that employ full-time aides, agencies that employ part.. °] agencies that employ on-call |
. by number of full-time aides | time aides, by number of part-{ aides, by number of on-call
1 and by agency control, 1973. time aides and by agexcy .aldes and by agency control,
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on-call homemaker home health aldes are pro-
prietary. -

Number of «ides by other agency characterisfics.

The breakout of the employment status of aides
by other employing agency characteristics yields
less spectaculaP-ififormation. Rural agencies are
more likely than urban to employ, five or fewer
aides, and urban are more likely than rural tg ém-
ploy six or more aides in all employment status
categories, Agencies that serve only adults are
less likely than other agencies to employ full-time
homemaker-home hea]th aides, while agencies that
serve only families with children abe“less -likely
than other agencies_to employ pgft-time home-
maker-home health aides. This fol ows from the®
- differences in the nature of the work in the twp
types of 'agencies-—substituting for a-mother is
an all-day job, while "helping an elderly person
. generally reqlures “only a few hours a day, one or
two days a%,week T

. Commumty nursing agencies are less 11kely
than other types of agencies o hire *full-time
homemaker-hiome health aides and they are more
.Jikely than other agencies to employ from ane to
five part-time aides, By contrast, family-child and
other social welfare agencxes are less likely than.
other types of agencies to hire part-time aitles,
and they are more likely to employ from one to
five full-time aides. These statistics characterize

s most community nursing agencies as staffed by
=% ™one to five part-time aides, and most welfare agen-
- .cies that provide homemaker-home health aide

" ’service.as gtaffed by one to five full:time aides.
} . A

! %

‘_,c_ PrOJectiol'ls

Thxs section contams proJectlons of (1)‘ employ—
ment requirements for homemaker-home health *
.aides in' 1980, 1985, and 1990; and (2) annual

'opemngs through 1990, that i3, the sum of job
' opegmgs resulting from growth and replacement
-neeas . ’

Reguirements L \

.. Two basic approaches can be taken in proJectH
ing employment requirements. One method at-

* - public finaneing of health carZ

tempts to determine the number of persons

- _required to provide some ideal Jeyel of gervice—a
“goals crltergon for need. For ‘example, Great

Britain -currently hai an - official goal of 150- -
homema’ker-home health aides: for every 100,000

persons. by 1983, The other method seeks to esti4
- mate the number of persons required to .provide
" the amount of goods or services demanded—an

-

>

I

of labor is available. Of course, the proJected re-
quirements figures using the two criterid of need
approach eath other as the economic demand for
the service approaches the ideal level of service.

Si thxs paper descrlbes the current situation
and bable future of homerhaker-hoge health’
aide services, the economic demand approach is
most appropriate for these requirements projee-
tions. However, even though this study uses the
economic demand criterion, one projection series _
approaches the projected requirements that would

=, resutt from a go‘als crlterlon f or need

Future reqmrements for. shomemaker.-home

health aides are extremely hard to project. As .

explained in Part I, tfie level of employment is
determined primarily fby the amount of public
funds available to purchase the service. Since a
change in the Social® Security Act or funding
under new legislation could occur at.any time
during the projection period, assumptions must
be made as to whether such a change will occur
and, if so, what the change would be. The: extent
to which clients use the available funds to purt
chase homemaker-home health aide service.is
another important employment determinant. (The
current underutilization of Medicare and Medi-
caid for home health services alfeady has been
noted) Assumptlolrs must be madé, then,'concern-:

ing the degree ofrutilization in the future, Thirdly,

the philosophy of appropriate long.term care is
an important determinant of future réquirements.
Ag has been discussed, care may be regarded as

appropriate because 1) it is the least costly way- .
to eare for a person, or 2) it is-the way that best-

meets the needs of the person. Obviously, a state.
ment must be made as to which- phllosophy is
likely to underlie future legiSlation" govermng

. The factors that govern future requirements
for homemaker-homé hea aides — funding
levels, utilization, and philo ophy of care—do not
lend. themselves to projections from historical
. trends since sharp -Changes in the projection
period are possible, if not’ likely. Therefore, this

paper presents four different Sets of assumptions, -+ .

each set changing the asgumption concerning one
“demand factor; and eacly yielding a vastly differ- *

" ent set of employment equivements projections,

One assumption set’is elected for special atten-
tion because it most' osely reflects the current
gituation ‘and- trends: )fhe corresponding projec-
“tion is.the’ so-called “judgment projechon.” ‘

-

uo into . :

Assumptlon set I ?ntmues the status’

. thé projection perio it assumes that no changes
will oceur in the pHilosophy of appropriate care, -
¥ legislation regardi home hea}th or the IeveI of

.. .economic,demand criterion for need. This ap-
_-proach is similar to a forécast.of emgloyment, pro-
vided that the necessary and appmpnate snppl)r
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utilization. These assumptions result in require-
ments projection set I for homemaker-home
health aides—63,000 in 1980, 67,500 in 1685, and
72,000"in 1990.. Since the mos{ restrictive set of
assumptions forma the basis for requirements pro- .
jection set I 57is the base line projection pro-
viding 2 mfnimum for employment requirements
ddring the projection period {see table 3). Al-
thoughrthe current trend toward increased utiliza-
tion makes fhis alternative unlikely. poor per-
formance of the economy combined with efforts
to curtail HEW Federal »pending for health and
social services could result in employment require-
ments similar to these.

Assumption set II, while similar to set I, as-
sumes greater utilization of home health services

" Table 3.

L

o

Medicaid. Hearings held by the Senate Special

Committee on Aging and the House Select Com-
mittee on Aging repeatedly endorse greater util-
ization of home heilth care. Many current State

te hontemuher-hone health aide service. The ex-
posure of hursing home scandals by the news
media has created in the general public a new
anaveness of the potuntial of home cure. There-
fore, projection »et II is the judgment projection
—that projection set Dased on the assumption set
that most closely reflects the cur r-.nt altuatlon and
trends.

Assumption set 11, like set [, assumes full util-
ization of home hcalth services. In addition, it
Assumes & change in legislation -.onr.ermng home

1
4

Prme{:tmna of requirements for homemaker-home health aides, under various assumptlons
1980, 1985, and 1990. .

——— e e

Requirements projections -

r Y T

Assumptions

1980

1985 1990

L \Io ehange

-4 11, Chang% utihzaty'm only‘

¥

11I.

-

Change utilization and
legislation only

IV. Change atilization, leglslatnon, and
philbsophy of appiopriate care

63,000
132,000

135,000 -

140,900

72,000
198,000

67.500 Base line

. 178,000 Judgment

projection

Alternate
projection

Upper limit

218,000 253,000

310,000 386,000

3
LI

over the next 15 vears. Instead of the currght situ-

ation, in which services authorized by law—awre= -

not fully utilized, assumption set Il assumes full
utilization. That ‘is, home health services will be
used under Medicare and Medicaid, within the
current eligibility requirements, each time this is
‘the least costly way to meet the person’s needs,
This assumption set also assumes that the various
State Title XX plans will include substantial
homemaker-home health ajde services. Finally,.it
assumes an awareness by the’ medlcal community
of the potential of these ~serw:e::,, necessary Yor
increased referrals of patlents to home health
agencies. .

Requirements prqiggt_:on set 11 for homemaker- .

home health aides resulting from-assumption set
IT is 132,000 in 1980, 178,000 in 1985, and 198,000
in 1990. Current trends suppor;t this assumption
get, The GAO study cited in Part | recommended
that HEW take several actions to increase the
utilization of home services under Medicare and

"

" Sed Appendix A fur a discussion of Projection methods.

-

£

»
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health care of the elderly. These legislative
changes expand the coverage for homemaker-
home health aide service so that all the elderly
(nut just the poor) would be eligible for the serv-
icg on a long-term, chronic care basis. Assumption”
set 111 ulso assumes a strict least-cost criterion for
eligibility, as well as strict guidelines to qualify as -
Jheeding the servicg {c.g. no family member is
“available to provide the »ervice). Velnntary agen-
cies currently use such puidelines to dt,telmme
which cases to accept. These chunges could be
_brought about by cxpanding services covergd by
"Medicare, for example by extending Medicaid or™
Title XX coverage to all elderly persens, or by ——

enacting a national Eealth insurance program that —

includes long-term care.

The projected requirements for homemaker- —

Title XX plans greatly expand the famls allocatedr ™

home health aides under asc,}lmptlon set ¥ are .

135,000 in 1980, 218,000 in 1983, and 253,000 in
199¢. While current legislation goes not support
this level of requirements, a legislative changeis
very possible. The assumptions of change under‘
lying this projection III Already are discussed -
widely as the.future direction of long .term care

19 25
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Afor the elderly.!' Therefore proicetion sct 11 i
the alternate projection, based oh assumptiohs
thaf reflect a redsonalde change in the current
situation, ' »

- The final set of assumptions builds on assump
tion sct 1, but changes the criterion for appro-
priate health care. Imtcad of assunmiing that the
cast costly form of carc is appropriate, whatever
care pest meets the needs of the person is con-
sidered appropriate. .Many .European pountnes
espouse’ this philosophy, with the attitude® t.hat
persons should not stay in an institution lf their
social or medical problems can be solved in other
ways.' -This usually ‘involves extensive. home

maker-home health aide scrvices combined with
profussiopal social and health scrvices and volun-
fary supbort services. Assumption set IV in-
cludeS both this change in thes H‘hﬂquph) of ap-

‘propriate Meulth care And the “thanges in legis-...

lation requlred te fund thislevel of ée'i‘wce
The expected requifements ‘upder this assump-

tion s¢t are 140,000 in 1980, 310,000 by 1985, and .

386,000 by 1990. Since these projections assue

that funding would be available to support & new *
and potentially expensive type of long-tcrm care,

this alfcl native, while pose,lble, is unlikely. How-
-ever, just 'as projection I is a8 base Fine below
which requircments?would not reasoriably Tfall,
projectidpn set 1V is an upper limit, beypnd ‘Whlcﬁ'
requirements would not'reasonably risc. It is sim-

Yilar to a prbjection based on a goals criterion for'

requirements, the nl,;mbqr of aides necessary to
serve all’elderly persons wha could be mamt;uned
in the home wWith this help. The remaining discus-
sion of projécted requirements, however, is lim-
“ited to the judgment and alternate projections,
since thescrare hased on assumptions that have a
strong posgibility of occurrence— -
Annual Opemngs v L e
Qpenings for homemgker-home health aldés re.

sult from two factors—growth of the occup!}tlon
and replacement n&eds. Under the judgment ‘pro-
jection, requirementy are expected to grow by
14,000 each year betwcen 1975 and. 1980, 9,200-
between 1980 and 1985 and -4,000 annually be-
tween 1985 and 1990 (sée table 4), The alternate
projection yields annual opcnings due to growth,
ip requiremerrts of 15,000 betwcen 1975 and 1980,
16,600 betwegh 1980 and 1985, and 7,000 annual-
Iy between 4985 and 1990. - v ;

The projéeted annual operings resulting from
" persons who transfer out of ‘the occupation, how-
.* ever, are far greater’ than those resulting from,
growth, even m this very rapldly g‘roiwng occu-
pation. “I'h;.s"htgh rate of attrition is common to
occupations” that do not requxre hlﬁﬁly de-.reloped

skills'or speél

aldes quite theerobs . .

Table 4. Projected-anpual openings for home- -
malker-home health aides, 1975-1990

1980-85

1935—90'

4%0

' 37,600
41,600

. 1975%80

Pl

9,200-
31,000
40,200

Judgment projection
Growth
Replucement
" Total
f.‘" 3

Alterngle projection 7
. Growth
Replacement
. Total

14,000
19,200
33,200

16.600
- 85.300
51.900

15,000 -
19,500
- 34.500-

47,100
54,100

[

formal edueation.' Persons who
leave an occuphtion either transfer to angther oc-

cupatjon or legve the laboy foree tcmporanly or
permanent‘ly. Conversations with many’ agehicy'ad- .

ministrators Yeveal several recurring rcé‘sona why

.
7 -

Transfers outt of the Iabor‘ for ce. A large number
of homemaker-home health aides who leave. the
- laboy, force. do so temporarily. Many ajdes are
pérsons who have the responsibility of both'sup-

7.000 '

*

t

<

porting and’ paring for their families. Qften fam- ... -

ily problems such as an ill child or psychological

pressures.foreé trese aides to. quite their jobs tem- - -

. porarily and retuen to duties in thelr own homes, .
On the other hand, many atdes do not provide the, -
primary support for the family. but work ;only
long enough {o pay a spéeific debt, to purdhasé-a

£ predetermaned item such.ag a new car, ot to help
the famlly get through hard financial times. As -

.s00n as they earn the extra income, many of these
aides quit “-their jobs, only to take them again
" when the financial need arises. This flexible work-
pattern, encouraged by, the availability of part-
time work, adds to the temporary. transfers of
. aides out of the labor force.

Smce agencies prefer ‘homemaker-home health .
aides who are mature persows and experienced-in

¥ Y . L]

* Two p%‘ of legislation whose provisions would o
broaden Medigare coverage to include homemaker-home

health aide seyvices on a long-term basis (whenever it would
prevent institutionalization at a lower cost) were introduoed
in Congress in 1975--Representative Koech and Sehator
Moss introduced the Natignal Heme Health Care Act, and
Senator Bdall introduced the Long Term Care Amendments
of 1975. Althougm imminent passage of this or similar .
legistation is not likely, the proposed billf¥ndicate the sorl-

in in thenr homes. -

. o ness of Congressional interest inshelping elderly pétsons

-

“ Home Hv;lp Services for the -Agcing Arolmd the World,
ghe i?tgrnatnonal Federation on Agemg (Washmgton.
C., } . -

® James J. Byrne "chpa@“mal Moblhty of Workers," ’
Monthiy Labor Review, February 1975, p. 53.

¢
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homemaking'.and personal care, the number of
annual openings that result from deaths and re-
tirements are greater than in eecupations that ems<

ploy large numbers of young workers. However, ~

the charice to work on a patt-time or on-call basis

. encom.lgea man) home’]]gkel -hume health aides

to continue in the uccupations long after the
normal retirement age.

v

- hlgher wages 4tid offer mo

Transfers to other occupativns. Alarge number of

persons who leavesthe occupation of homemaker- *

home heatth aicdestay in the labor force, transfer-
ring to ahother occupation. Interviews with serv-
ice providers.indicate that'many newly hired home
health aides quit their jobs during the first-three

months of employment because of the nature of -

the work. Even though agencies sereen-applicants
carefullv and-attempt to familiarize the new em-
p‘lovees. with all aspects of -the work, many new

emplovees find the houﬂekeeping'aspeots of- the an
job distasteful, preferring to provide-only per- -’

sonal care. Others cannot cope with the hectic pace.
or pressures of the work, sifce the assigned work
plan usvally requires that the homemaker-home

galth aide perform an extrenfely full schedule of
jobs within § or'4 houi's. e

o

Transportation Presents a major_problem for

both homemaker-home health aide and the
. cies. The aides.generally travel directlyto

their clients] homes from their own residences.
Many aides must rely on public transportation,
which often is not adequate and limits the number
of clients that a specific aide can serve. Most agen-
cies reimburse the aides for at least. part of, the
~ ¢cost of travel, a substantial agency expense. How-
ever, ever) \&ith this reimbursement, if the trip
requlres a, long commuting time, the money the,
atdé earns is not sufficient to outweigh the number

of howrs spent on travel ip-addition to actual de-
. livery of servides. At tinjes, this transportation,

problem o restnets the humber of assignments
am aide can accept thaf the aide must leave the

occupation to take a job:with 2 more " stable ln-

come.

Other aides transfer to gnother'oceupation be-'
daunsze of low pgy or absence of fringe benefits.

ages for homemsker-home health aides vary

aff héur in 1970, according to limited lnformatlon
avallable Agencies in large cities that have a high -
" cost of Ilvlng generally pay hlgher wages. Ag.en
‘cies that have wnion contracty also, usually pay
benefits. While some
agencles pdy the same rate

< and are given more responsibility. A few agencleo
“have career ladders. Wlth the mcreaung responsi-

o all aides. most ggen-
cies give pay increases as aides gain experience.

Ll
- -
L]

4 bllifie's and wages of' each step stated in detail. -
Limited’ datar indicate that pay for experienced’

aides averaged about £3.25 an hour in 1875 with
jome agencies paving ovor $4.00 an hour.

Benefits . vary even more than wages. Some
agencies offer no benefits at all,"while others offer
a full package of holidays. vaecation, *sick leave,
health -and life insurance, and wretirement plans,
While .some agencies hire only on-call® hourly

workers, with no benefits, many agencies employ '

aides on a full-time or palt fime basis with many
benefits and a minjinum number of hours guaran-
teed. A typical full-time homemaker-home health
aide is guararteed 36 hours of work a week, earns
between $2/75 and $3.25 an hour, depending oh
length of employment and level'of responsibility,
his 1to 8 weeks paid vacation each year, based on
number of years of employment, earns 1-day of
gick ledve a month, is paid for major holidays,
and can participate in health insurance and pen-
sion plans. A typical palt time employee works a
regular schedule and is gu.alanteed 20 hours of
work a week, receives the sime hourly wage as
full-time employees. and hag similar benefits, allo-

£y cated-ackording to’'the number of hours worked. A

“few agencies also allocate vacation and sick leave
to those employees who do not have a guaranteed

_ minimum number of'hours or a regular schedule..

If higher paying jobs are available, some aides

will trausfer to them, regardless of their work
preference. In an industyy-intensive area, for ex-
...ample, homemaker-home health aides may leave
. their jobs to work in a low-skill occupation' in a
local factory such as an‘assembly line wotker in
the auto lndustry or a sewing machine operator in,
the apparel industry. Even if the wage level is
similar, better benefits of guaranteed hours: of
. work encourage many transfers to other o¢cupa-
tions. This reason for transfers is most frequent
in those agencies that only employ aides on an
on-cal)gaa is, ha\e no benefits, and.pay close to the
mifimum wage. 1 T g

Homemaker-home health aldeq often leaf?e their
Jobs to become nursmg aides in hospitals Qr nurs-
lng homes. The work is similar, and the. regularly
*scheduled hovrs of work provide a more secure in-_
come than on-call employment If an aide’needs

&

.

‘the guarantee of regular income; and lpcal agen- .,

w. cies that -provide homemaker-hbme\ health aldg

service hire pn an on-cail basis only the chances.
are that the aide will take a job as a nursing ai

a‘;soon as the opportinity arises. . .
.
Some homemaker-home health aides stop work- '

_ing for the agency ip qrder to work dlreet(g?'for

the client.. (We will refer to these per'sons as self-

empl’oyed “Bome helps '_—the term most often used

z“v
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in Europe—to distinguish them from other pri-
vate household workers.) While the duties that
self-employed home helps perform ir'hay -be the
same, two elements biusic to the occupation of
homemaker-home health aide are dlﬂ‘crent l)
the assessment of .need and stipervision b3 the
rgency are missing, and 2) the ultimate responsl-

" hili } for the quality of -ervice rests ‘with the

WHERer instead of an agepcy. Therefore, aides who-
go to \a.ork directly for the elient are tranaferrmg
~put ‘of Ehe occupation of homemaker-home health
aide, as defined here. Sonie aides make this change
because the client pays. more than the  agency.
Howeber, at the same time, MWese aides 16se any
benefits the agency offers, and niust locate other
“clients without the help of an agency at the termi-

+nation of employment by the qriginal client.

Rate of attrition. Although the National Council’s
1978 survey did not eollect attrition rates data, a
recent informal survey of a -mall sample of agen.
eies ' revealed an extrerpely broad range of attri-
tion rates (4 percent to 50 percent) with a clus-
,tering of man rates around 20 percent. Inter-
"views with several service providers further
strongly support 20 percent as a representative
attrltlon rate. N ~
Whlle wages and. benefits, the‘ﬂexlblllty of the
‘work scheduls, and tranqpm talion arrangements
undoubtedly are important factors in the attrition

rate for individual agencies, the extremes in the _

"attritiof rate also may reflect p{essures of the
work. Agencies that ai‘e cost-conscious as w ell as

* . concerned “with providing quality sgg\nce may

schedule the aides’ duties extremely tghtly and

strictly supervise the. aides to assuire that all .

duties are performul The extrerie pressure of
the work may<result ifl a very high attrition rate.
On the other hand, an agency that ‘employs full-
time, salaried homemakenhome health aides but
pro’\’ldcs little supervision, or allows aides more
. time than nece%iy to perform the scheduled
" tasks, may experience a comparatively low attri-
tion rate, perhaps at the expense of “asted public
funds. y -

The 20 parcent representatite attrition rate ap-
* plied to the judgment pr.ojectzon results {h annual
openings due to replacement neéds of 19 200 be-
tween 1975 and 1980, 31,000 beflveen 1980 apd |

1985,and 37,600 between 1985 and 1950: Annual

. openings dué to attrition for the alternate projec-
tions are 19,000 between 1975 and 1980,.85,300 ..
. - "betwieen 1980’and 1980, and 47 100 between 1985 .
- and 1990. ’ . o

"
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Jnformal .survey $eonducted by Patricia ‘A " Gilroy,
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Total annuel openings. Adding these o’penings due
to attrition to the openings resulting fronrgrowth
in the occupation, yields total projected annual
openings for the period. Under the judgment pras
jection, openings weould number 33,200 annually
between 1975 and 1980, 40,200 between 1980 and
1985, and 41,600 between 1983 and. 1990. The
alterndte projection yjelds 84,500, annual openings
between 1975 and 1980, 51,900 between 1980.and
1P85, and 51,100 between 1985 and 1990. |

While there is a substantial difference between
the annual openings of the judgment and the

" alternate projections in later years, the manpower ,

implicafions for the two pro_]ectlone are similar.
Even the jvdgment projection calls for more than
one and one-half times as many new homemaker-

»home health aides 'each year as were employed in
1975. With annual openings of thiz magnitude,
the supply issues, occupational outlook 4nd poten-
tial employment problems are_substantially the
same fol both the judgment and the alternate
projections, although problems would likely occur
soon under the alternate projeetion.

D Supply Issues ‘

The supply for occupatlons tflat require no spe-
cific formal education, such as homemaker-home
health aides, cohsists of 1) all persons employed
in the occupatlon,:plus 2) unemployed persons and

currently employed persons searching for another __

occupation who meet the requirements fpr experi>—
errce and personal gualifications. Although the
number 6f persons in this supply cannot be esti.
mated or projected, the following insights into
why. and how persors enter the occupation .of
homemaker-home health .aide (gleaned from in-
‘terviews with service prov1ders) give some plc-
[ture of supply issues.

Supply Source .

~ The supply of persons avallable to ﬁll the an-

nual.dpenings for homeraker-home health atdes
‘eonsists of all mature, heglthy persons actively _
searching for employment (full-time, part-tlme
or on call} who can read and write and wlho have
experience (not necessarily paid employment) in
homemakmg and personal care. Homemakers who
have raised their own familiés and are either
enterm{l\tbe labor “force for the first time or re.
enitering a
ply source. Afather important source is persons
who transfer ££om .other occupations, especially
nursing aides and dox estics. POSt-secon‘dary stu-
dents in a related courseof §tudy such as nursing”
or home economics are a“jnor supply source for
{Jart-tmne or summer empley

several years form the major sSup-

.’

S




In addition to the requirements of literacy and .

of homemaking and personal care experience, per-
sons must have a desire to help others before they
are part of the supply of homemaker-home health

aides. Agencles attempt to screen applicants who

do not have this personal quality. Since the job
requires an awesome amount of responsibility and
hard work compared with the wages earned, per-
sons without a deep desire to he%p others either
would not choose the occupation or would soon

" leave it. The element of personal satisfaction that
this occupation prov;_des is, at the same time, a
factorin attracting workers to the job.

Some persons are attracte_d because it is so
much like caring for one’s own family. Many
mature persons who do not have any specific job
skills and who are entering the job market for the
first time feel qualified for this oceupdtion. The
availability-of part-time work and the opportunity
to determine one’s own work schedule make-this
occupation attrective tp many persons. Service
providers report that nursing aides often transfer
into the occupation of homemaker-home health

aide because they want the shorter, more flexible -

honrs or because they dislike shift work. The rela-
tive, independence .enjoyed by homemaker-home
health aides in performing their assigned work
and the intreased opportumtles for initiative also
attract some nursing aldes

The importance and‘v:smlllty of the ocenpation
also attract workers. Compared with other occu-

pations tha/t require no spec1ﬁc training, home--

maker-home health aides enjoy a sense of status.
They are part of a health care team, and make a
major contribution to ongoing case”assessment.
In most agencies, aides wear uniforms and an

official patch that set them apart and contribute )

F

toa sense, of pride in their occupation.

The eﬁect of wages and benefits on the actual
supply of homemaker-home health aides is vari-
_able. Agencies that pay very low wages and offer
no benefits attract sufficient workers, although
some aides may transfer when better paying jobs

“are available. Other agencies pay comparatively

high wages and offer a full range of benefits. Al-
though these agencies may-attract many appli-
cants, earnings alone do not keep new employees
in the oecupation. Without the fundamental desire

to help others, the, hard work, demanding sched-
ule, and sometimes unpleasant clients or tasks
soon drive new employees out of the occupation,.

even in those agencies that pay the higher wages.

Recru:’tment and Training

Identifying the reasons)’persons become h.ome-
. maker-home health-aides {S-one important supply
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issue. Learning how they find out about job open-
ings is another. Most recruitment of homemaker:
home health aides is accomplished by word of
mouth Agencies inform current employees of
openings for aides, and they pass the word among
their friends. Many agencies have lang waiting
lists .of persons who have heard of the service
through current employees or clients and who
wish to apply as an aide. Occasionally agencies
advertise openings in a local newspaper or com-
munity bulletin, especially if &hey need an aide
who speaks a foreign langnage. T.V. spols that
inform the public both of the availability of the
service and’of the need for aides have drawn an
overwhelming number of applleants to new volun-
tary agencies. Generally, however; no formal re-
eruitment is necessary to fill openings in this occu-
.pation—an indication of the vast potential supplv
of hememaker-home health aides.

Shortly after they are hired, homemaker-home
health aides undergo orientation and tv aining. The
. length and quality of this training vary greatly,
Jwith agencies that require experience as a nurs-
‘ing aide generally providing a minimum of orien-

© tation. Most agencies, however, provide 2 one or

two .week training program. Topics covered, in-
clude basic nutrition, meal planning and prepara-
tion, persbnal care of the sick, such as pathing,
turning aia lifting bed patients, emotional prob-
lems accompanying illness,<and the aging process
and behavior of the elderly.

Supervisors given additional training- infor-
mally, as required for specific case assignments. .
As aides take on a variety of cases, they develop
expertisé in caring for Persons with many types
of illness. Some aides discover a special talent for”

e of client, such as persons
who need help with p™scribed exerclqesé or clients
with failing eyesight. In some larger agencies ex-
perienced homemaker-home health aides can spe-
cialize in caring for c&ents with a specific type of
problem. - :

~ .
: In addltlon to on- the-Job trammg given by
supervisors, many agencies offer seminars from
time to time on specific topics s as diets for
diabetics, exercises for clients, ¥ith a heart con-
dition, or ways of coping #ith depression. As
aides gain experience in diffgrent-types of cases,
they gan assume more resportsibility and become

* more self-directing, within the s

signed duties. In some agencies, an experienced
aide can be promoted-to a qpecial assistant_to the
supervisor, reliesing, the super\rlsor of some of the
more routme aspecty of supervmon and case man-
agement,
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E. En;ployment Outlook

This section presents the employment outlook
for humemaker-home health aides, discussing the
ability of supply to meet the projected require-
ments for aides. Actions to assure that supply will
be sufficient to meet requirements throngh the
1980's are suggested, and comments are offered on
the related topic of the quality of care.

1
Supply- Demand Analysts .o

A ht.rlct a,upply-demand comparisen is lmpos-
sible for homemaker-home health aides since the
supply eannot be quantified. However, broad Zen-
er‘allzatlun-, concerning the av a:lamﬂy of persons -
to fill the upenings during the pro;ectlon period
can be’ made g

The eulrent abundance of apphcants te fill un-
advertised homemaker-home health aide positions
indicatex that the supply of the aides would be
sufficient for a vast increase in.requirements. A%
has been noted, the expected rpqmrements and at-
trition under poth the judgment and the alternate
pmleetlons result in very large numbers of annual’
openings eadch year. Nevertheless, the vast.supply
of aides should be suffiient to fill openings for
several years. As the supply of new aides de-
creases, howevth, many agencies that currently

* reqturetetperlence as a pursmg aide may have to.

drop this requirement. Instead, these agencies
would have to upply the training and additional .

. supervision reg rired for persons who are metperl

enced, increasing these agenmes costs. “

In the later years of ithe projection period {or
sooter, under the alternate projection}; the’sup-
ply of homemaker-home health aides probably will
need tp be increased to meet requirements by 1)
actions that would attract more applicants, or 2)
actions ant wotld help retain employees. Agen-
cies could jncrease applicants by actively recruit.
ing employees, using newspaper listings, empioy-
‘ment servicés, and perhaps radio or T.V. spots.
. Those agenci
" fits could offer a more attractive earnings package.

Agencies that offer only on- -cali employment could .

add salaried posi

full-time homemaker.home health aids could add :

t;nq, and those that employ only

flexible hours in order to at-
variety of needs in employ-
“ment status. This flexibility in- scheduling also
weuld enable aids to ‘rontinue employment in the
‘agency even though thsir employment status needs

jobs with short an

part-time~work.

Other means to increase supply by reducing
turnever center on job' satisfaction. While some
agencies actively prOmo\ge feelings of staldls and
accomplmhment,among

that pay lower wages or no bene- .

ldes. many ,do nof. Fre-

-~ e s
quent conferences between aides and supérvisors
are essential for employer morale. These meetings
gne the'aide a chance to relate’goparent changes
in the physical and mental health of the patients,
fulfilling the aides’ role in case assessment. The
meetings also provide a chance for the supervisor
to comment en the development of the aide, rain-
forcing positive performance and disclissing any

unacceptable aspeets, giving the aide & chance to .

improve. Such active attempts to make aides feel
that their work is important and that they are per-
forming it well will become increasingly necessary
as positions become harder to fill.

A chance for advancement in the occupation

also improves job satisfaction. Mam\agenciesin-
crease responsibilities and pay as a reward for
good work and for time in employment. Agencies
that do not have some type of advancement oppor-
tunities could introduce a career ladder to help
attract a sufficient number of aides as positions
become difficult to fi]l in the latter part of the pro-
jection period, °

Quality of Care Discussion

Many persons in the home health field are con-
cerned-abeut a deterioration in the qualify of care
_as demand for home care grows. A previous sec

~"tion discussed the "difference between Medicare
_and Medicaid, which provide guidelines for quality
assurance, and Title XX of the Social Security
Act, which places the responsibility for setting
quality guidelines with the States. Many critics
envision abuses of elderly clients similar to those
that have come ta light during+the nursing home
investigations. Critics also fear misuse of Title XX
monies. These persons foresee the emergence of
“agencies that are little more than employment
agencies for demesties, with virtually no super-
Vision-of the aides, ne plan of duties to be per-
formed, and no professional. assessment of the
1nxtlal or Qn-gelng need for the services—and they
envision these agencies becoming preﬁt-rlch from
. weifare service funds. Other persons concerned
about delivery of home health services fear over-
regulation that would needlessly increase agency

%

costs. Supetvision and training are two key ele- -

ments in this complex quality of care issue.

Supervision. Assuming that supervisors monitor
"the quality of care, an ideal ratio of aides per su-
pervisor would be a useful guideline. However,
this ratio would Wary greatiy according to'the éx-
perience and employment statiis of the aides, the
number-of djfferent clients each sérves, and the
nature of the clients’ ilinesses. Some service pro-
viders argue that any ideal number of aides per
supervisor would be arbitrary, increasing costs
béyound neees:,]ty for the many Clleﬂt-'a who .can




il

supervise the work of the aides themselves. While
these clients are physically limited in their ability
to perform routine personal careor homemakmg
tasks, they are mentally and emotienally in good
health. In these cases, the client ‘could report un-
acteptable performance of the aides to the agency,
eliminating the need for reutine visits by a super-
visor, according to tbese service providers.”In
other cases, if a working spouse or other respon-
sible person lives with the client, they could pro-
vide sufficient supervision by observing the tasks
that,the aide has performed during the day.

These extreme positions on_supervisions needs
becomes central issues in discussions of the cost
of the service. Since supervisors are professional
social workers or nurses, they add substantially
to the cost per visit. However, a good supervisor
constantly assesses changes in the. needs of the
client and adjusts the servicg plan accordingly.

Since these clients only receive necessary services,”

they often regain independence much more quickly
than clients whe Qecomp dependent on unneces-
sary services. This often results in a lower cost

per case, even though the cost per visit is rela. -

tively high.

While lawmakers must protect the elderly who
could be abused if sufficient supervision were not
offered, they also must see that public funds are
not wasted because of rigid regulations, weighing
the costs and economies of supervision. The
proper middle ground is not clear, but the need
to ﬁnd it IS . )

Tm:mng. In addit'ion to supervision, the training -

provided for- the aides affects the quality of care.
" While Medicare has general guidelines, Medicaid
and Title XX leave the responsibility of dete;mln-
ing required training—if any—to individual
States. Since training is provided by agencies be-
fore aides start working, it presents difficulties
for the typical agency with a cash flow preblem.
The high turnover rate, especially during the first
few menths of employment, greatly increases the

cost of training. As annual openings become’

harder to fitl and fewer e!tperlenced aides are
aviilable, the cost_of training will rise further.
As an alternative, community or junior colleges
could offer the training. This would support qual-
_ity-care and, at the same time, reduce the cost of
prowdmg the ‘gervice. This arrangement ‘would
require the educational system to work closely

with local agencies to determine the number of -

opénings to be filled. The training could include
both the initial two or three week course, plus
regular follow-up.lectures or workshops on_per-
tinent topics..Whether the training is given by the
agency or by 2 local educatiapal institution, assur-
ance of quality care requires that all agencies pro-

viding homemaker-home health _servicé': follow
standard guidelines for this training program.

Chure Service. A discussion of the quality of care
should comment onechore service, funded in many
States under Title XX. Chore workers perform
many of the same homemaking tasks as home-
maker-home health aides. There is no uniform
definition of the tasks performed by chore‘erkers
wr -of the level of supervision they receive, *since
each State defines the.services funded by Title XX.
However, in some States, chqre service involves
no training and little supervision other than that
provided by the client. These chore workers can
provide a nécessary service to self-directing
elderly persons who need help with homemaking
tasks. However, whether the source of payment is
public funds or the client, the opportunities for
abuse abound when the client is incapable of su-
pervising the employee’s work. . Ve

— B a

F. Related Employment' Implications

e projections ef requirements for home-
maker-home health aides contain implicatigns for
the requirements for supervisors. At-the e
time, the development 6f new models for delivery
of home health service and the future for chore
workers and seif-employed home helps affact the
projected requirements for dides. This section dis-
cusses these employment im plications .

Implications for professional nurses and social
workers. Since employment data are not available
for super\n%rs, the average ratio of SUpervisors— -
to homemaker-home health aides® is nof Jknown.
Therefore, requirements projections for super-.

"visors cannot be made. The uncertamtnes concern-

ing quality guidelines further cloud the futhre
requirements for supervisors. However, the sub-
stantial growth in réquirements for homemaker-
home health aides under the judgiment and the
alternate projections indicate that many new posi-
tions for supervisors will open each year through-
out the projection period. During this time, the -
supply of registered nurses and social workers
entering the labor force is expected to grow faster
than traditional employment opportunities for
these professional occitpations. Therefore, the
epenings for supervisors should be easily filled
through the projection period, providing expanded
employment opportunities for reglstered nuarses
and soetal workers. - - :

Implications of the usc of chore workers and self-
employed home lelps. A previous section pointed
to the concern for quality of care expressed by
leaders in the home health field, and the apprehen-
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enree ’l‘hm \requlrements projectlon, based on
the" }nmt resfrictivé set 01:‘ assumptions, a con-

fmn-mro ‘of fhe status quo, IS the base line projec-

1. b —_—

The \reqmrements pt‘o;ectlon curve under as-
sumplion set II, full utilization of services
availalde onder present leglslatmn, follaws the

. ¢« Hhistarical h'end projection “through the 1970’s,

then Lutves out to closely approach the assump-
tan won:traipt enrve 11 by 1990, The réquirements
Prujectivis fur homemakeMhifme health aides un-
duy t,lu«‘.u,sumptwn set are 132,000 in 1980,
1ig,h0i in 1983, and 198,000 in 1990. This is the
Judgnient projection, baseil on assumptions that
feset osely reflect the current situation and real-

The requirement projection curve under as-

. mmpttl-n set 111, full utilization under a broad-
eved oo Jation, follows the historical trend pro-
Jechomcurve through 1981, and tHen curves out

-
., -
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. a ely@pproach assumptwn constramt curve
111.5%.1990. The projected requirements for home-
g ?-hdme health aides under these assumptions

in 990 This is the alternate projection, resulting\s

‘fro «assumptlons that very possibly could occur

35,000 in 1980, 218,000 in 1985, and 253,000 ‘.

ﬁhat would reqmre changes in current legis- .

latlon .

dumption set IV yields a project curve that
follows the historical trend projeétion curve
through 1984, then curves out to ¢l
assumption constraint curve IV
expecfed requlrements under ‘this J¥shmption set
are 140,000 in 1980, 810,000 by, 1985, sand 886,040

approach «
1990.. The .

By 1990. Since these projections assume that { undr ‘

ing will be available to support a new and poten-
tially expensive type 6f long-term care, this
alternative is highly unlikely. However, just as

Projection F forms a base line, Projection 1V -

forms an upper limit for employment reguire-

ments.
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" tﬁe expécted h;rmg diﬂicultles durmg the iattet:

.part of the projection peried.

. A third type of model project mobilizes volun-
-teers to-provide homemaker-home - health - aide |

‘servlces. Church. or civic-groups occasionally or-"
-ganize this volunteer service, generally llmztmg

+ the service to; other, grpup members or to a local
_.community. However th:s ls not a mgniﬁcan‘t '

. ,‘..' . s L2
“‘ A T

}

Sotrce of homemaker-home health aldes. The m—

homé Services provided by volunteers most -often "

- are thode described in Part I as support services;”

' —friendly visiting, telephone reassurance, mesals

_on wheels, and so forth. Nevertheless, ‘to the ex=

tent that . volunteers provide homemaker-home
health - aides services, the mployment reqmrg—
ments for homemaker-ho heaTth atdes decrease.
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APPENDIR A

b Melhods {or PleL‘CtIOl]S
" of Emplm ment Re llmemel_llq

for HUIIIQIIMI\LI‘“HUI']]L
Health Aides

L Many studies’ have attenlpted to estimate the

ot
*

current need fur homé. care, but thelr numerical’

. resulldiifer widely. The report, New Perspectives
-in Health Caie for Older Americans, by the House
- Select, Committee on Aging, Subcommittee on

Health and Long-Term Care, summarizes just a
few of these studies.™ However, sinte the purpose

; .of thjs paper is to project the number of jobs that

" will be available fér aides, the appropriate gaes-

tion is how many persons will demand the ser vice,

rather thefh how Jmany .persons need the servicte:

This eco

translatéd inte employment requirements for

homeaug_lker-home }bealth aides.® .-

¥

. series qur requuement.s forr homemaker-home
‘ealth aides, baged on assumptions that reflect dif-
< ferent itrends in the “demand factors for their

utilization, legislation, and phuohophy of

.-need for, homemaker-home health aide services.

sake of completenes;,, the discussion of

_For
the ;g:, mption sets is repeated hege in the ton-
of

y  -text/of projection methods. ) -
Aassunzpt un cout: aint curvds fér employment.
Each setof 4bbumptlons cstablishes an upper limit
for emp oymenh For example, under the current
" Social S curlty' legtslatlon, fuhdihg ceilings, State

 fifatching reqmrements and-restrictions on &ligi-

o ‘Bility and 011 "services- providetl limit the purchase-
and ‘causes a
limitatioh. on the requiremerits for homiemaker-

‘of servideg This limitalion dii dfn

home health ajdes during each year of the projec.
. tiom peuod fOrmmg assumptlon conbtramt curves
for employment.. . 1

Asbumptmn bet 1 contmues the status quo mto '

the projection., pericd—no changes in the philo-
. -spphy of appr
- .‘home health, he le‘rel 0
“_’_employment“ und ;. Ehe
. of .aides to the total p

utilization. To project
assumptlons, the ratio

he.;projection period. ! The J;esult;ng maximum

mployment -éach- =year i sthn in assumptlon:"

‘ ‘constramt curve I, ranging from 60,000 aides in
- ' 2000 in 1990 (sée chart A‘l)

omic demand for the service can then be -

Thé text of this papez wntam.s four pro;ectmns,

iate, car% legislation regarding . -

ulation in 1975 Ts ‘held;
wr--Constant..as the population ‘increases thtoughout

assfimes that home health services will be toed
under Medicare and Medicaid, within the curvent
ehglblgyrequuements eirch time this is the least

et the person’s needs. 1t also as-

costly way to

sumes that the varjous State Medicaid and Title | ‘

XX plans will include substantial homaniiha unyd
home health services. Finally, it assumis un
awaleness on Qw part of thé medical ¢community
of the potential of the&g sepvices, resulling iu in-
creasedireferrals of patlent.s to homo-lu. ..lllg. deddl-

L eles, i

- Under assumption st IT, al cufrently eligri)g

persons would receive care. Data from honl$®

maker-home health aide service agencies indicut

_that, on the average, for every client who js ae- o

cepted, one who also is eligible for the striice

turned away. The aides required to provide tm .

service for these registered eligibles would Lo
¢ double the 60,000 employed in 1975. In addition,
persons in. instibutions who could be cared {gr al

- home would: require the services of a humemdhery

‘home health aide under these assumptions: Widely

+ -varyingestimates are given for the percint « f the

institutionalized elderly involved. According to a
January 1975 study conducted for HEW, “he-
tween 14 -and’ 25 percent ‘of the apnroyim.tely

.1,000,000 elderly it skilled and mterme(béktn care

nursing homés could receive appropriate care in .
their homes.” * Using 20 percent of 1,000,000 and
applying the current_ratio of approxixparelr 455

cases per-ajde, the maxﬁnum number of aides thut
could be -employed in 1975 under these assump-
tions is 164,000. Keeping the ratio of aides te the
~ total popﬁé’uon constant, aswmptnou constiuint
curye II reaches 198,000 by 1990. :

Assumption Set ITI includes the full utllizdtwu\
:of assumption set.IT, but adds changes in lebgblw- s

" New Perspectives in Health Cave for Olile, Lo _I'-:d
{U.8. House of Represéntatives, Select Committ:
94th Cong., 2nd sess., 1976, Committee Print.} m) 22.25

=Since this ooc,upat:on is not a separate jcnsus assifix
cation and is,ndt broken out in the Curfent Population
Survey, the usual BLS methods for projecting u..,.ulpdllulwl
requirenents {occupational/industry matis appe . h}
sould not be msed Given the wide range of ¢ timab . of

-need, {fack of expend}ture data,and the eur\nllncal historien] )

employment trend, sophisticated Projestion methods exunot
Jbe uged. Since the methods used hére contain the unpre-
dietable element of personal response fo an avadable sieve
1ce, in addition to_estimates from other gludic , »f nged for

the service, these pro;eetmns shotild be viewed as grosa o

. estimate§ rathei: than precise’ figures: .

“For population projections, see Current Popuia{mn R. -
ports, Population Bstimates and Projections, sevies=T:26,
No. 60Y. {Bureau of Census, Oetober, 1975; T-zble K Se;lw
CLP 8. 2

Clted Jn,Nﬁw_PempecWes .m Hmit.k Cw._
Amerccangrp 23. , ’

-‘.‘
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Chart A-l. _ Geo;netne Lmear Projeetion and Assumption Gonstramt Curves for
- Employment of Homemaker-Home Health Aldes, 1975—1990

Least squares- geometric
linear profécibn

ereg

.
S
“
Ve
kD
i
3 !
Y]
c

tinn mmennng, homo hexlth care of the elderly
These thanges would expand the coverage for

"hnmmn.lker home health, aide service so that all.

the clder Ikg(nnt Just £he poor) would be ellglble
for the <ervice om a long-term, chivonic care basis.
{t asspmes a sirict least-cost cr lt_eunn for eligi-
bility, a< well as sirict guidelines for qualifying
as truly needing the ferviee (e.g. no family mem-
ber igavailable to provide the serviee). Voluntary
agencies currently use such guideliney {o deter-
mine which tases to accept I‘hese changes could
be brought abont through an expansion of Medi-

.muﬁﬁ lhmug ‘a national he-ﬁth insurange pro--

gr.m:

An.llww of several- ‘:tutlieq' indicates that ap-
- proximalely 950000 persons nedded: formal In=
home*services in- 1975, using striet ehgxbzl:tg
This demand for the ‘service
‘indiealgs maximum employment 10;}g1rement$ un-

derthese assumptions of 200,000'in 1975. Assnmp-
.. Lion constinint curve- 111 muenges wlth ‘the

: p{;mll‘ftmn lQ ‘2a- .UUU i H)!JO

r30 ‘ ‘

;,.—-—-_,,--_._--)

The final set of asaumpj.zom blu!th Qn abbump- )

tion set II1, but replaces the least-cosf, criterion -
for appropriate.health cave wilh thé critprionthat

Mhate\ er care b(,r,t meels the needs of the person

s appropriate. Many Euvopean countrids espouse
this philosophy, holding the ‘geueral attifude that
nobody should stay in an institution if ‘his socidl
or mediral problems can Pe solved in other% ways a4
This usually involves extensive professiodal social
and health services dnd” voluntary sup rt, serv-

in the ph:lm,op-hy of appropriate health care and

the changes in lemblatron I quned to. fund this,
. level of service. The assum cons*tlamé curve
“the mayimum employment re- *

IV, which trac

quirements TT)ry' homemakel -home  health aides
urtder these broad aswmptlons, ranges {r Ongl 320,~
000 in 1975 to 384,0080 ih 1990. These plO]OCL]OnS

are based on the experience m I3 ng]aud which in- -

- ‘& . B -

" Howg, {elp Sevviees for (hc elqu Arouud (fw II\nIti
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. _1ces Assumption set 1V includes both thi§ chgnge = -
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dfcates that 150 aldu: are *ndeded fm
100,000 pe rsops.” .

-

every

‘Projcction from histor ival & ends. The 'historical

employment of homemaker-home healtlr aides has
been discussed. The tr end line that presents data

. in survey years from.'58 to "73 (text chart 8) is

clearly curilinear, with” employment growing
faster in the later yéars. The geometric [east
St}ll;ll‘e‘: projection of this historical trend resulfs
Inan estimated 60, 000 aides in 1975, and require
ments of 140,000 in 1980 and 360,000 in 1985
{chart A-1 shows the 4 assumptionsconstraint
curves and the least squui'es projection ci’iwe)

Since the nature of a cur ilinear trend results in
astronomical long-term projections, these projec-
tions after 1983 can be disvounted. Furthermore
empluyment réquiremtfnt:, cannot be greater than'

.

*Ibid., pp. 16, 22. This official poal in Great Britain is
eénservalive compared with other estimates of néed for
between 300 and 109 aides per 100,000 population. How-
ever, the lower figure is usedh here as a “ball park” e timate
of a reasunable level of detiand wnder this assumptivil set.

.

- R

ai§Purve is useless_,__fter 1985

plo_|ectton perigd, -uskumpl:ou constraint curve

- 1 -y ) .
thoae 1'1.pr-.-.t.ntt.d by 'tssumptwu COllbtl' int line"

"IV under aify of the assumption stts.’Since the

projéction curve intersetts asswmptiond con.sh ainf,
curve IV in 1980, *the Jeast Fquara‘a pm]ectlon

Fs T( - T '
Empfuﬁuurf uqmnmurta pm}tcmyns.\ COmbm-
ing the projected historical trend sorve with |
VUTIOUS daaumptwn eoislrainl cuinves: yiglds the -
reydirentents projections under Gich of the 1 as-
bumptwn sdts. In vach. case, the trend pro_]uttlun
curad is followed until it intersects the approp~
riate dmumptwu constraint curvé; thei the gon-
straint curse iy followed through the u.-lu.mulu'
of the projection pur lu((l Since sharp chan;,ca in
the level of yhploymunt generally do nut UCeur
from.one yeiar to the nu.\t these basic uu\u are
smouthed ont to pr udlu.p the luqulrumulta el ds
under each assumption ket (chart A53).

Since, with the exceplion of (he fiest year in the
Lis

below the trend pmjectm}a ling, the Dr(uectmn
lme for assum pt:m@a the same as ‘Constraint

v '-‘ < 3
. . T [

"g.wsmmm-u:v. R _:-,v- —
Jﬂ;& ' ?M

1 Fojeoﬂona"‘foéﬁom maicqr-l{omé H‘ealﬁ:

tReq rements. otio
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mx'n I ’lhm \requxrements pi’%_]ectlon, based on f:oj['r'iosely@pproach assumptwn constramt curve
the Wnst™ restrictive set of assumptions, a con- . 1v.1990. The projected.requirements for home- ~
fmllfn.nro ‘of the status quo, is the base line pl‘ojec- fév-hdme health aides under these assumptions
*tmn. Feoa SN N areﬁ‘za,ooo in 1980, 218,000 in 1985, and 253,00 ' .
. N : in 1890. This is the alternate projection, resulting™Z
The ’1'9—‘1“""31“9“3 projection curve under as- fromiassumptions that very possibly could occur

sumpiion set II, full' -utilization of services ‘butiithat would requ hariges .in current legi
avarﬁblo ander present leglslatwn, follaws the ‘l;éenlf ould reauire changes in curre eg o

2 d '
< histerical tren projection “through the 1970’s, damption set IV yields a project curve thaj:

. ; > vtk to clogely a the a: -
then, utves ub to closely approa SSImp follows the historical trend projection cnrve

o tion um=t:.u;tt curve II by 1990. The réquirements
Projeclivis fur homemakeMhéfme health aides un- through 1984, then curves out to clgggly approach «

dey this aosumption .set are 132,000 in .1980, assumption censfraint curve IV 1990 The
136,501 iu 1985, and 198,000 in 1990. This is the . eXpectéd requirements under this Jshmnption set
Jjudgnient projection, baseﬂ on assumptions that
ot Uosely reflect the current situation and real-
" igtic trends,

are 140,000 in 1980, 310,000 by, 1985, ind 386,000
By 1990, Since these projections assume that funde
ing will be available to sppport a new and poten-
N _ ¢ ' , tially expensive type of long-term care, this
The requirement projection curve under as- alternative is highly unlikely. However, just as
- '"mpf irn cet I3, full utilization under a broad. Projection F forms a base line, Projection IV .
roet Bogrizlation, follows the historical trend pro- forms an upper limit for employment require-
Jecnon-curve through 1981, and tHen curves out menfs. -
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