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COMPREHENSIVE COMMUNITY-BASED NON-
INSTITUTIONAL LONG-TERM CARE FOR THE,
ELDERLY AND DISABLED

~ WEDNESDAY, AUGUST 27, 1980

U.S. SENATE,
COMMITTEE ON FINANCE,
SuBCOMMITTEE ON HEALTH,
Washmgton, D.C.
The subcommittee met, pursuant to call, at 9:10 am., in room
2221, Dirksen Senate Office BmldmgmHon Spark M. Matsunaga
(chan'man of the subcommittee) presi
olr)léesent Senators Matsunaga, Nelson, Bradley, Dole, and Pack-
w
[The press release announcmg this hearing and the bill S. 2809
follow:]
m



Press Release #H-42
PRESS RELEASE

FOR IMMEDIATE RELEASE UNITED STATES SENATE
July 28, 1980 COMMITTEE ON FINANCE
’ SUBCOMMITTEE ON HEALTH
2227 Dirksen Senate Office Bldg.

SUBCOMMITTEE ON HEALTH SCHEDULES HEARING ON S. 2809,
COMPREHENSIVE COMMUNITY BASED NONINSTITUTIONAL LONG-~TERM
CARE FOR THE ELDERLY AND DISABLED

The Honorable Herman E. Talmadge (D., Ga.), Chairman of
the Subcommittee on Health of the Committee on Finance, announced
today that the Subcommittee will hold hearings on the provisions
of S. 2809, a proposal to provide for a program of comprehensive
community based noninstitutional long-term care services for the
elderly and disabled. Senator Talmadge stated that the initial
hearing would be gcheduled to begin at 9:00 A.M. on Wednesday,
August 27, 1980 in Room 2221 of the Dirksen Senate Office Building.

The Chairman pointed out that, "we must carefully examine
the barriers which exist in the Medicare and Medicaid programs which
can result in placing people who can live at home into nursing homes.”

~

The aged population in this country is expected to exceed
32 million persons by the year 2000. Talmadge said, "It is time to
begin examining ways of developing an effective system of services
designed to avoid unnecessary institutionalization of elderly and
disabled.” Talmadge noted that S. 2809, introduced by Finance
Committee members Bob Packwood (R., Ore.), Bill Bradley (D., N.J.),
Spark Matsunaga (D., Hawaii), Gaylord Nelson (D., Wisc.), and John
Heinz (R., Pa.), will provide a sound point of departure for the
Committee's deliberations.

The hearing on August 27 will be the first in a series of
hearings to look at various aspects of the long-term care problem.
Testimony on August 27 will be heard from invited witnesses with
experience in providing noninstitutional services, as well as
witnesses experienced in preadmission screening and professional
review of long-term care services.

Legislative Reorganization Act. -- Senator Talmadge stated
that the Legislative Reorganlizatlion Act of 1946, as amended, requires
all witnesses appearing before the Committees of Congress "to file

in advance written statements of their proposed testimony, and to
limit their oral presentations to brief summaries of their argument.”

Witnesses scheduled to testify should comply with the
following rules:

(1) A copy of the statement must be filed by noon the
day before the day the witness is scheduled to testify.

(2) All witngsses must include with their written state-
ment a summary of the prihcipal points included in the statement.

{(3) The written statements must be typed on letter-size
paper (not legal gize) and at least 100 copies must be submitted by
the close of business the day before the witness is scheduled to
testify.

{4) wWitnesses are not to read their written statements
to the Committee, but are to confine their ten-minute oral presenta-
tions to a summary of the points included in the statement.

{5) Not more than ten minutes will be allowed for oral
presentation.

written testimony. -- Senator Talmadge stated that the
Committee would be pleased to receive written testimony from those
persons or organizations who wish to submit statements for the record.
Statements submitted for inclusion in the record should be type-
written, not more than 25 double-spaced pages in length and mailed
with five (5) copiea by Friday, September 12, 1980 to Michael Stern,
staff Director, Committee on Finance, Room 2227 Dirksen Senate Office
Builc¢ ' .ng, Washington, D. C. 20510

P.R. #H-42
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To amend the Social Security Act to provide for a program of comprehensive
community-based noninstitutional long-term care services for the elderly and
~ the disabled.

IN THE SENATE OF THE UNITED STATES

_ JUNE 10 (legislative day, JANUARY 8), 1980
Mr. PAOKWOOD (for himself, Mr. BrapLEY, Mr. NELsoN, Mr. HeiNz, Mr.
MATSUNAGA, Mr. CoHEN, Mr. COCHRAN, Mr. JAvITS, and Mr. WILLIAMS)
introduced the following bill; wh:ch was read twnce and referred to the
Committee on Finance - .

To amend the Social Security Act to provide for a program of

.comprehensive community-based noninstitutional long-term
care services for the elderly and the disabled.

1 Be it enacted by the Senate and House .of Representa-
2 tives of the United States of America in Congress assembled,
8 That this Act may be cited as the “Noninstitutional Long-
4 Term Care Services for the Elderly and Disabled Act”.
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NONINSTITUTIONAL LONG-TERM CARE SERVICES FOR THE
ELDERLY AND THE DISABLED
Sec. 2. The Social Security Act is amended by adding
at the end thereof the following new title: |
“TITLE XXI—NONINSTITUTIONAL LONG-TERM
CARE SERVICES FOR THE ELDERLY AND
THE DISABLED
“PURPOSE OF TITLE
“Sec. 2101. It is the purpose of this title to provide a
comprehensive system of noninstitutional medical and social
services for individuals aged 65 or over and individuals with
chronic disabilities, to ensuré that such individuals are
assisted in remaining functionally iﬁdependent in their own
communities, and therefore avoid unnecessary placement of
such individuals in institutional facilities.
“SCOPE OF BENEFITS
“Sec. 2102. (a) Each eligible individual (as determined
under section 2103) shall be entitled to the following benefits:
(1) Home health services. b'
“(2) Homemaker-home health aids services.
“(3) Adult day services.
“(4) Respite care services for up to 14 days, or.
336 hours, in any calendar year.

““(b) For purposes of this title-t- . -
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“(1(A) The term ‘home health éervices' means
the following items and services furnished to an indi-
vidual, who has been referred by a physician or by a
social or health organization, by a home health agency
or by others under arrangements with them made by
such agency, under a plan established and periodically
reviewed by a preadmission screening and assessment -
team (PAT) (as defined in section 2104) which items
and services are, except as provided in clause (vi), pro-
vided on a visiting basis in a place of residence used as
such individual’s home—

“@) part-time or intermittent nursing c;a.re
provided by or under the supervision of a regis-
tered professional nurse;

“(ii) physical, occupational, or speech
therapy;

*(iii) medical social services under the direc-
tion of a PAT;

“(iv) medical supplies (other than drugs and
biologicals), and the use of medical appliances,
while under such a plan;

“(v) in the case of a home health agency
which is affiliated or under common control with
a hospital, medical services provided by an intern

or resident-in-training of such hospital under a
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teaching program of such hospital approved as
provided in section 1861(b)(6) of this Act; and

| “(vi) any of the foregoing items and services
which are provided on an outpatient basis, under
arrangements made by the home health agency,
at a hospital or skilled nursing facility, or at a re-
habilitation center (within the meaning of section
1861(p)) which meets such standards as may be
prescribed in regulations, and—

“(D) the furnishing of which involves the
use of equipment of such a nature that the
items and services cammot readily be made
available to the individual in such place of
residence, or

“(Il) which are furnished at such
facility while he is there to receive any such

“item or service described in divis}on D, but
not including transportation of the individual
in connection with any such item or service;

excluding, however, any other item or service if it
would not be included under section 1861(b) if fur-
nished to an inpatient of a hospital.

“(B) The term ‘home health agency’ means a
public agency or private organization, including -a

center or agency for the handicapped (as defined in
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subparagraph (D)), or a subdivision of such an agency

or organization, which—

“() is primarily engaged in providing skilled
nursing services and other therapeutic services;

“(ii) has policies, established by a group of
professional personnel (associated with the agency
or organization), including one or more physicians
and one or more registered professional nurses, to
govern the services (referred to in clause (i)
which it provides, and provides for supervision of
such services by a physician or registered profes-
sional nurse;

“(iii) maintains clinical records of all
patients;

“(iv) in the case of an agency or organization
in any State in which State or applicable local
law provides for the licensing of agencies or orga-

nizations of this nature, (I) is licensed pursuant to

such law, or (II) is approved, by the agency of

such State or locality responsible for licensing
agencies or organizations of this nature, as meet-
ing the standards established for such licensing;
“(v) has in effect an overall plan and budget
that meets the requirements of section 1861(z);

and
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“(vi) meets such other conditions of partici-
=

pation as the Secretary may find necessmm

interest of the health and safety of individuals

who are furnished services by such agency or
organization,

‘“C) The term ‘social 61‘ health organization’
means any organization or agency providing social or
health services directly or indirectly to individuals eli-
gible to receive services under this title.

“(D) The terni ‘center or agency for the handi-
capped’ means—

“@) a single- or multi-purpose facility the
function of which is to assist individuals having
physical, mental, devélopmental, or emotional im-
pairments to become more functional members of
the community by providing programs or services
which may include (but are not limited to) recrea-
tion, education, health care, social development,
independent living, and physical rehabilitation (but
excluding any facility the primary function of
which is to provide residential care on a 24 hours
per day basis); or

“(ii) any agency certified or licensed by the
State as being an agency designed to assist indi-
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viduals eligible for services under this title to

reach their maximum level of independence.

‘“(2) The term ‘homemaker-home health aide serv-
ices’ means services provided by a homemaker-home
health aide to an individual in such individual’s home,
which are designed to maintain the personal care of
such individual and such home (not including the struc-
ture of the home) in a manner which promotes l;l:}e2
functional independence of the individual and to avoid
the need for institutionalization or other more compre-
hensive services. Such services shall include—

‘““(A) personal care services designed to assist
such individual in the activities of daily living
such as bathing, exercising, personal grooming,
and getting in and out of bed; and

“(B) household care services such as main-
taining a safe living environment, light housekeep- ;
ing, and ensuring good nutrition (including the
purchase and preparation of food).

“(3) The term ‘adult day services’ means services
provided (other than care provided for the primary ob-
jective of providing medical or physical services) on a
regular basis, but less than 24 hours per day, to an in-
dividual in a multipurpose senior center, intermediate

care facility, hospital, rehabilitation center, center or
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agency for the handicapped, or other facility licensed
by the State, which are provided because such individ-
ual is unable to be left alone during the daytime hours
but does not require institutionalization. Such services
may include (but are not limited to) provision of meals,
personal care, recreation and educational activities,
physical and vocational rehabilitation, and health care
services.

‘“(4) The term ‘respite care services’ means serv-
ices for an individual who is unable to care for himself
on a full-time basis, which are provided on a tempo-
rary basis to such individual because of the absence of
th.es person who normally cares for such individual, but
only if such individual is a dependent of such other
person for pﬁrposes of the Internal Revenue Code of
1954. Such services must be provided by persons who
have been trained to provide homemaker-home health
aide services, and such services must be provided’ in
the home of the dependent individual under the super-
vision of a registered nurse who is employed by a cer-
tified home health agency, homemaker-home health
aide agency, or local public health department. Such
services shall, when necessary and appropriate, be pro-
vided in addition to other services under this title to

ensure that such individual receives a coordinated
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system of services designed to help him reach his
maximum level of independence.

“ELIGIBILITY FOR BENEFITS
“Sec. 2103. (a) Every individual who—

“(1) has attained age 65, is a resident of the
United States, and is either a citizen or an alien la§v-
fully admitted for permanent residence;

“(2) is disabled and is eligible for benefits under
title IT, X VI, or XVIII of this Act;

“(3) is disabled and is eligible for medical assist-
ance under a State plan approved under title XIX of
this Act; or

“(4) was an eligible individual under this title by
reason of paragraph.(2) or (3) but ceased to meet the
requirements of such paragraph, but only if it is deter-
mined by a PAT designated under section 2104 that— |

“(A) loss of benefits under this title would
seriously jeopardize such individual’s ability to
continue to live in a noninstitutional community
residence, and

“(B) such individual’s income is not sufficient

_to allow him to provide for himself a reasonable
equivalent of the services available to him as an

. eligible individual under this title;

25 is an eligible individual for purposes of this title.
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10
“(b) Certification of eligibility under this section
shall be made by the Secretary. 7
““PREADMISSION SCREENING AND ASSESSMENT
“Sec. 2104. (a)(1) No eligible individual as defined
under sectioﬁ 2103 shall be eligible to receive any benefits
under this title, or any long-term care benefits under title
XVII of this Act, or any long-term care under a State plan
approved under title XIX or XX of this Act, unless such
individual has been screened and assessed in accordance with
the provisions of this title, and has a plan of care (as defined
in this section) under which the provision of such care or
benefits is determined to be appropriate.

"“(2) The purpose of such assessment and screening' is to
provide, through the use of a preadmission assessment and
screening team (PAT), a thorough evaluation of each individ-
ual’s health status and functional capabilities to determine
the types and frequency of services required by such individu-
al in order to assure the achievement of the maximum level
of independenée by such individual. |

“(b)(1) Thé PAT services shall be provided to every eli-
gible individual who has been referred for such services by a
physician or by a social or health organization (as defined in
section 2102(b)(1)(C)). Such individual’s physician shall be.
consulted with and kept informed by the PAT with respect to
the plan of care developed by such team for such individual
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1 and shall be consulted before the plan of care is implemented.

2 Such screenings and assessments shall include the following:
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“(A) An initial screening to determine the need
for and appropriateness of any long-term care, provided
for or reimbursed under this title or title XVIII, XIX,
or XX of this Act, that may be required by the individ-
ual at the time of initial referral.

“(B) The preparation of a plan of care for the in-
dividual based upon a thorough assessment of the indi‘- '
vidual’s health status and functional capabilities. Such
plan of care shall determine those long-tenh care serv-
ices (if any) which are most appropriate for the individ-

ual, and only those long-term care services approved in

~ the plan shall be eligible with respect to payment of

benefits or provision of services under this title and
titte XVIII, and under State plans approved under
title XIX or XX of this Act. Such plan shall also indi-

cate the types of services required by such individual,

~ the frequency of such services, and the frequency of re-

assessments by the PAT.

“(C) An ongoing assessment of the individual's .
status and appropriate update of the plan of care. An
initial reassessment shall be madé within 30 days after

the initiation of the plan of care and ongoing assess-

ments shall be made at such times as the PAT deter-
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mines to be necessary. Assessments shall be made in
cooperation with any agency providing services to such
individual under this title.
“D) Supplying the individual with a list of all

providers of services in the area who are qualified to

‘provide services under this title which such individual

may require, and, if such individual is unable to con-
tact such a provider, contacting such a provider on
behalf of such indﬁvidual. If such individual’s personal
physician ,recomménds a qualified service provider, the
PAT will contact such provider first.

“(E) Referral to any other appropriate services
specifically designated for the elderly or disabled and
available to such individual in his community.

“(F) The collection, at the time the PAT per-

forms the assessments and screenings, of relevant in-

formation with respect to~such individuals for the pur-

pose of developing a national data base. Such data
shall be used to make comparisons with respect to the
average number of visits required, the average length

of a visit, the average cost per visit, the average cost

per individual and per case, and any other information -

deemed necessary. Such data shall be broken down by -

age, sex, marital status, race, disability, type of resi-
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dence, and place of residence (urban or rural) of such

individuals.

“(2) Such screenings and assessments shall be provided
by a preadmission screening and assessment team (PAT) des-
ignated under subsection (c) without charge to the individual.

‘“(c)(1) The Governor of each State shall designate the
State’s department of health (or equivalent agency), the State
agency designated under the State plan under title XIX of
this ‘Act, the State’s department on aging (or equivalent
agency), or the State’s department on mental retardation or
developmental disabilities as the lead agency for purposes of
this title, and such lead agency shall work in cooperation
with such other three agencies to coordinate the designation
of at least one preadmission screening and assessment team
(P;&T) to serve each unit of general purpose local govern-
ment in the State. In designating a PAT for an area the
State's lead agency may designate a Professional Standards
Review Organization (PSRO), an area agency on aging, a
hospital, a local government’s depart;llent of health, a rural
health clinic, a health maintenance organization (HMO), a
center or agency for the handicapped, or any sixniiar entity,
as the PAT, if such entity meets the requirements of this title
for a PAT. No hospital having a hospital-based home health
care agency, and no free standing home health agency, may

be designated as a PAT except in a rural area where the
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State’s lead agency determines that no other entity has the
capacity to provide the PAT services.

“(2) Each preadmission screening and assessment team
(PAT) must be under the general supervision of a physician
who has the responsibility to certify each plan of care, and
must consist of at least (A) a registered nurse or nurse practi-
tioner, (B) a physiéal therapist, (C) a social services worker,
(D) where necessary, a qualified professional in the field of
mental retardation or developmental disabilities, (E) a volun-
teer senior citizen advocate or volunteer advocate for the dis-
abled (whichever may be appropriate), and (F) where neces-
sary, an occupational therapist. In any case where a rural
health clinic has been designated as a PAT, a physician as-
sistant or nurse practitioner (as defined in section
1861(2a)(2)) may be a member of such PAT instead of a
registered nurse. i

“(8) Each PAT within a State shall collect data with
respect to individuals receiving services under this title or
referred for other services by the PAT, utilizing a statewide
uniform assessment instrument. Each State shall determine
the type of uniform instrument it will use, but such instru-

ment must contain all information required under subsection

DOF).

“(d)(1) The Secretary shall reimburse any‘ designated

preadmission screening and assessment team (on a per visit
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basis), and any State, for the reasonable costs incurred by
such PAT or State in carrying out its duties under this title.
The per visit reasonable cost for providing services under this
title shall be determined on a State-by-State negotiated rate
basis between the Secretary and the appropriate State agen-
cies, but the Secretary shall make the final determination of
such rates.

“(2) If a State fails to carry out its duties under this
title, the Secretary shall assume such duties and shall desig-
nate preadmission screening and assessment teams in such
State.

““COPAYMENTS BY ELIGIBLE INDIVIDUALS

“Sec. 2105. (a) Subject to the provisions of subsection
(b), any eligible individual shall be required to make copay-
ments with respect to benefits recejved under this title in the
following amounts:

“(1) 10 percent of the reimbursable amount (as
determined under section 2106(a)) with respect to
home health services for visits in excess of 50 visits in
a calendar year.

“(2) 10 percent of the reimbursable amount with
respect to homemaker-home health aide services for

visits in excess of 50 visits in a calendar year.
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“(8) 10 percent -of the reimbursable amount with
respect to adult day services for visits to an adult day
center in excess of 50 visits in a calendar year.

“(b)(1) No éligible individual shall be required to make
copayments under subsection (a) in any calendar year which
are in excess of the applicable percent of his income for such

calendar year as determined under the following table:

‘ Applicable
“Income: percent
80 10 $8,500....ccicreriririiesssiiee ittt ssne s sassa st e e 1
$3,501 10 $5,000 ....c.c0vmvrreriecreiniinrssiearessissinsieassssessessesssinssessessses 2
$5,001 t0 $8,500 .......cirimnriicnininiiiniini s 3
$8,501 t0 $10,000 .....ccccrericcnrinieniisiinnnsnissisiensinssensanmssi. 4
$10,000 OF OVETL ...cevreerunrraisreressesessissinmosssssaisssesssanissssssssssnersssasannse )

“(2) For purposes of this subsection the term ‘income’
means the following:

“(A) Income as determined under section 1612(a)
of thl; Act. |

“(B) Benefits paid under title IT of this Act, or
under the Railroad Retirement Act of 1974.

“(C) Unemployment eompensation paid by gov-
ernment or by private employers, and strike benefits
paid from the funds of a labor organization.

“(D) Amounts paid periodically by the Veterans’
Administration to disabled veterans or to survivors of
deceased veterans, subsistence allowances paid to vet-
erans for education or training, and refunds paid to

veterans as GI insurance premiums.
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“(E) Pensions or retirement benefits paid to a re-
tired individual or his survivors by a former employer

or by a labor organization, either directly or through a

pension fund or insurance company, including pensions

paid by the State, local, or Federal Government,.
“(F) Workmen'’s compensation benefits.
‘(@) Temporary disability benefits.

“(8) All income determinations under this title shall be
made by the Secretary.

‘“(4) The Secretary shall collect such copayments as
may be appropriate and shall deposit the amounts collected
into the Federal Long-Term Care Trust Fund established
under this title.

“PAYMENT OF BENEFITS

“SEc. 21086. (a)(l) The Secretary shall pay, on behalf of
each eligible individual whouincurs expenses for services with
respect "to which benefits are payable under this title,
amounts as determined under paragraph (2).

“(2) The amount payable for home health services,
homemaker-home health aide services, adult day services,
and respite care services shall be determined on the basis of a
schedule of fees for each particular service in each State or
area of such State, by the Secretary, in cooperation with the

appropriate State agencies, as he determines to be appropri-
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1 ate. Such schedule of fees for a State or area of a State shall

2 be determined as follows:

3
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“(A) The average weekly direct wage in such
State or area for a person providing such service on a
full-time basis shall be determined.

“(B) The average number of visits per week in
such State or area by a person providing such service
on a full-time basis shall be determined.

“O Thé average direct wage cost per visit shall
be determined by dividing such average weekly direct

wage by such average number of visits per week.

“(D) There shall be added to such average direct

wage cost per visit an amount equal to the average
transportation cost per visit in such State or area.

“(E) The indirect wage costs paid with respect to
persons providing such services by the entities employ-
ing such persons in such State or area shall be deter-
mined as a percentage of the direct wages paid to such
persons by such entities. Indirect wage costs include
only (i) taxes paid by the employing entity under the
Federal Insurance Contributions Act, (ii) taxes paid by
the employing entity under the Federal Unemployment
Tax Act or State unemployment compensation law, (iii)
workmen’s compensation contributions made hy the

employing entity, (iv) payments made by the employing
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entity for liability insurance and bonding, (v) health in-
surance costs, and (vi) other fringe benefits.

“(F) The average direct cost per visit as deter-
mined under subparagraph (D) shall be added to an
amount equal to (i) the percentage determined under
subparagraph (E), multiplied by (ii) the amount deter-
mined under subparagraph (D), and such total shall he
the ‘total cost per visit'. k

“(@) The amount of the fee payable under this
title for any visit shall be equal to (i) the total cost per
visit, plus (ii) a reasonable administrative cost allow-
ance per visit, but such administrative cost allowance
m;a,y not exceed an amount equal to 20 percent of the
total cost per visit. |

“(H) Such fee schedules shall be developed jointly
by the Secretary and the appropriate State agencies as
determifrgq‘llx l;he Governor. The costs shall reflect
urban and rural differentials and must be submitted to
each unit of general purpose local éovemment to allow
providers in such area 30 days for comment on such
fee schedules. The schedules shall be accompanied by
an explanation of how the schedule was determined..
The State shall issue final fee schedules within 60 days

after reviewing and evaluating public comment re-
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ceived with respect to such schedules after they have

been approved by the Secretary.

“(b) No payment shall be made to any person under this
title unless there has been furnished such information as may
be necessary in order to determine the amounts due such
?erson under this title for the period with respect to which
the amounts are being paid, or for any prior period.

“(c) No payment may be made under this title with re; |
spect to any servicé ~provided to an individual unless such
service is approved by a preadmission screening and assess-
ment team in accordance with section 2104.

“USE OF OARRIERS AND STATE AGENCIES

“Sec. 2107. (a) The Secretary may enter into agree-
ments with carriers for the purpose of administering the
benefits available under this title in the same manner in
which such agreements are entered into under section 1842
for purposes gf administering part B of title XVIII, to the
extent consistent with the provisions of this title.

“(b) The Secretary shall make an agreement with any
State which is able and willing to do so, in the same manner
as under s;ction 1864, under which an appropriate State
agency shall make determinations as to whether an agency
or organization meets the requirements of this title as a pro-

vider of services.
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“FEDERAL LONG-TERM CARE TRUST FUND

“Sec. 2108. (a) There is hereby created on the books of
the Treasury of the United States a trust fund to be known
as the ‘Federal Long-Term Care Trust Fund’ (hereinafter in
this section referred to as the ‘Trust Fund’). The Trust Fund
shall consist of such gifts and bequests as may be made as
provided in section 201(i)(1), and such amounts as may b-e
deposited in, or appropriated to, such fund as provided in this
title. -

“(b) With respect to the Trust Fund, there is hereby
created a body to be known as the Board of Trustees of the
Trust Fund (hereinafter in this section referred to as the
‘Board of Trustees’) composed of the Secretary of the Treas-
ury, the Secretary of Labor and the Secretary of Health,
Education, and Welfare, all ex officio. The Secretary of the
Treasury shall be the Managing Trustee of the Board of
Trustees (hereinafter in this section referred to as the ‘Man-
aging Trustee’). The Administrator of the Health Care Fi-
nancing Administration shall serve as the Secretary of the
Board of Trustees. The Board of Trustees shall meet not less
frequently than once each calendar year. It shall be the duty
of the Board of Trustees to—

(1) hold the Trust Fund;
“(2) report to the Congress not later than the first

day of April of each year on the operation and status
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of the Trust Fund during the preceding fiscal year and
on its expected operation and status during the current
fiscal year and the next 2 fiscal years;
‘/(8) report immediately to the Congress whenever
the Board ic of the opinion that the_amount of the
Trust Fund is unduly small; and
“(4) review the general policies followed in man-
aging the Trust Fund, and recommend changes in such
policies, including necessary changes in the provisions
of law which govern the way in which the Trust Fund
is to be managed. .
The report provided for in paragraph (2) shall include a state-
ment of the assets of, and the disbursements made from, the
Trust Fund during the preceding fiscal year, an estimate of
the expected income to, and disbursements to be made from,
the Trust Fund during the current fiscal year and each of the
next 2 fiscal years, and a statement of the actuarial status of
the Trust Fund. Such report shall be printed as a House
document of the session of the Congress to which the report
is made. ~

“(c) It shall be the duty of the Managing Trustee to -
invest such portion of the Trust Fund as is not, in his judg-
ment, required to meet current withdrawals. Such invest-
ments may be made only in interest-bearing obligations of the

United States or in obligations guaranteed as to both princi-
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pal and interest by the United States. For such purpose such

obligations may be acquired on original issue at the issue
price, or by purchase of outstanding obligations at the market
price. The purposes for which obligations of the United
States may be issued under the Second Liberty Bond Act, as

- amended, are hereby extended to authorize the issuance at

par of public-debt obligations for purchase by the Trust Fund.
Such obligations issued for purchase by the Trust Fund shall
have maturities fixed with due regard for the needs of the
Trust Fund and shall bear interest at a rate equal to the
average market yield (computed by the Managing Trustee on
the basis of market quotations as of the end of the calendar
month next preceding the date of such issue) on all marketa-
ble interest-bearing obligations of the United States then
forming a part of the public debt which are not due or call-
able until after the expiration of 4 years from the end of such
calendar month; except that where such average market
yield is not a multiple of one-eighth of 1 per centum; the rate
of interest on such obligations shall be the multiple of one-
eighth of 1 per centum nearest such market yield. The Man-
aging Trustee may purchase other interest-bearing obliga-_
tions of the United States or obligations guaranteed as to
both principal and interest by the United States, on original

issue o:" at the market price, only where he determines that
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the purchase of such other obligations is in the public
interest. )

“(d) Any obligations acquired by the Trust Fund (e).{cepti
public debt obligations issued exclusively to the Trust Fund)
may be sold by the Managing Trustee at the market price,
and such public-debt obligations may be redeemed at par plus
accrued interest.

“(e) The interest on, and the proceeds from the sale or
redemption of, any obligations held in the Trust Fund shall
be credited to and form a part of the Trust Fund.

“(f) The Managing Trustee shall transfer to the Trust
Fund on a periodic basis amounts from the Federal Hospital
Insurance Trust Fund and the Federal Supplementary Medi-
cal Insurance Trust Fund in accordance with thc provisions
of section 2109.

“(g) There shall be transferred on a quarterly basis to
the Trust Fund from the general fund of the Treasury the
amounts withheld from payments to States under titles XIX
and XX of this Act as required under section 2110.

“(h) The Secretary of Health, Education, and Welfare
shall deposit into the Trust Fund all copayment amounts col-
lected under section 2105,

“(i) There are authorized to be appropriated for each

fiscal year to the Trust Fund such additional sumg as may be



W 00 ~1 O O B W DD

DO DO D) DD DD ke bt b hm et el et e e
W D H O W 0 = O WD = O

21

25

necessary to ensure that sufficient funds are available in the
Trust Fund to make all payments provided for by this title.

“(j) The Managing Trustee shall pay from time to time
from the Trust Fund such amounts as the Secretary of
Health, Education, and Welfare certifies are necessary to
make the payments provided for by this title, and the pay-
ments with respect to administrative expenses in accordance
with section 201(g)1).

““TRANSFER OF FUNDS FROM TITLE XVIII TRUST FUNDS

“Sec. 2109. There shall periodically be transferred to
the Federal Long-Term Care Trust Fund, from the Federal
ﬁospita] Insurance Trust Fund and from the Federal Supple-
mentary Medical Insurance Trust Fund, as the secretary de-
termines to be appropriate, amounts which the Secretary es-
timates to be the amounts which would have been expended
from such Trust Funds for services defined in section 2102
during such period if this title had not been enacted and title
XVII was in effect during such period in the same manner
as it was in effect during fiscal year 1980.

“REDUCED PAYMENT TO STATES FOR LONG-TERM CARE
SERVICES

“Sec. 2110. (a) The amount of the payment for each
fiscal year under title XIX of this Act to be made to any
State shall be reduced by an amount equal to—
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1 “(1) the amount expended by such State for fiscal
2 year 1980 under its State plan approved under title
8  XIX for services defined in section 2102 provided to
4 individuals who were, at the time they received such
5 services, individuals described in section 2103(a);
6 minus
1 “(2) the amount reimbursed to such State with re-
8 spect to such services by the Federal Government
9 under section 1903 for fiscal year 1980.
10 “(b) The amount of the payment for each fiscal year
11 under title XX of this Act to be made to any State shall be
12 reduced by an amount equal to—
13 ‘ ‘(1) the amount expended by such State for fiscal
14 year 1980 under its State plan approved under title
15 XX for services defined in section 2102 provided to in-
16 dividuals who were, at the time they received such
17 services, individuals described in section 2108(a), anﬂ
18 for which Federal reimbursement was made under title
19 XX; minus
20 “(2) the amount reimbursed to such State with re-
21 spect to such services by the Federal Government
22 under section 2002 for fiscal year 1980.
23 “(c) An amount equal to the total amount of the reduc-

24 tions made under the provisions of subsections (a) and (b)
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shall be deposited into the Federal Long-Term Care Trust
Fund in accordance with the provisions of section 2108,
“REGULATIONS OF SECRETARY
“Sec. 2111. The Secretary shall issue regulations as
may be necessary to carry out the provisions of this title.
Such regulations shall, to the extent; feasible and cofisistent
with this title, be coordinated with regulations issued under
titles XVIIT, XIX, and XX of this Act.
“ADMINISTRATIVE PROVISIONS
“Sec. 2112. Except where otherwise provided, the
Secretary shall carry out the provisions of this title in the
same manner as the Secretary is authorized to carry out the
provisions of title XVIII of this Act, and any individual or
other person shall have the same rights with respect to deter-
minations made by the Secretary as are provided under title
XviiL.”.
MEDICAEE AMENDMENTS
Sec. 8. (a) Title XVIII of the Social Security Act is
amended by adding at the end thereof the following new
section:
“COORDINATION WITH TITLE XXI
“Src. 1882. Notwithstanding any other provision of
this title, no payment shall be made under this title to or on
behalf of an individual who is an eligible individual under title
XXIT of this Act—

69-362 0 - 81 - 3
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‘(1) for any service defined in section 2102 of this
Act; or |

“(2)- for any extended care services unless such
individual undergoes a preadmission screening and as-
sessment as provided in section_ 2104 of this Act, and
the need for such services has been approved under
such individual’s plan of care under such section
2104.".
(b) Section 1861(6) of such Act is amended—

(1) by striking out “and” at the end of paragraph
(8);

(2) by redesignating paragraph (9) as paragraph
(10); and

(3) by inserting after paragraph (8) the following:

“(9) provides an ﬁdequate referral service for pa-
tients with respect to services available to them under
title XXT of this Act; and”’.
(c) Section 1861() of such Act is amended—

(1) by striking out “and” at the end of paragraph
(14);

(2) by redesignating paragraph (15) as paragraph
(16); and

(3) by inserting after paragraph (14) the following:
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“(15) provides an adequate referral service for pa-
tients with respect to services available to them under
title XXI of this Act; and”’.

(d)(1) The following sections of title XVIII of such Act
are repealed: 1812(a)(8), 1812(d), 1814(a)}(2)(D), 1814(),
1832(a)(2)(A), 1834, 1835(a)(2)(A), 1881(m), 1861i(n),
1861(0), and 1866(b)(4).

(2)(A) Section 1812(e) of such At;t is amended by strik-
ing out “, and post-hospital home health services’” and by
inserting “‘and’’ after ‘‘psychiatric hospital services,’’.

(B) Section 1833(a)(2) of such Act is amended by strik-
ing out ‘‘—with respect to home health services, 100 per-
cent, and with respect to other services (unless otherwise
specified in section 1881)" and inserting in lieu thereof “,
unless otherﬁse specified in seéti_on 1881".

(C) Section 1861(u) of such Act is amended by striking
out “home health agency,”.

(D) Section 226(c)(1) of such Act is amended by striking
out “, and post-hospital home health services’”’ and by insert-
ing “and” after “inpatient hospital services.

(E) Section 7(d)X(1) of the Railroad Retirement Act of
1974 is amended by striking out ‘‘posthospital home health

services,”’. .
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1 MEDICAID AMENDMENTS

2 SEc. 4. (a) Section 1902(a) of the Social Security Act is

3 amended— h

4 (1) by striking out “‘and” at the end of paragraph

5 (39) -

6 (2) by striking out the penod at the end of para-

7 graph (40) and inserting in heu thereof “: and”; and

8 (3) by inserting after paragraph (40) the following:

9 “(41)(A) provide that no serﬁce.deﬁned in section
10 2102 of this Act shall be provided or paid for under
11 the State plan for any individual who is an eligible in-
12 dividual under title XXI of this Act; and
18 “(B) provide that no leng-term care services shall
14 be provided or paid for under the State plan for any
15 individual who is an eligible individual under title XXI
16 of this Act unless such individual has undergone a
17 preadmission screening and assessment as provided in
18 section 2104 of this Act, and the need for such serv-
19 ices has been approved un\der such individual’s plan of
20 care under section 2104."”,
21 ~(b) Section 1903 of such Aot is amended by adding at
22 the end t'h;ereof the following new subsection: |

28 “(r) The amount otherwise payable under the préceding
24 provisions of this section for each fiscal year shall be reduced

25 a9 provided in section 2110 of this Act.”.
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(c) The first sentence of section 1905(c) of such Act is

amended by striking out “and” before ‘“(4)"’ and by inserting
before the period at the end thereof-the following: “, and (5)
provides an adequate referral service for patients with re-
spect to services available to them under title XXI of this
Act”.
SOCIAL SERVICES AMENDMENTS
" SEC. 5. (a) Section 2002 of the Social Security Act is

‘amended by adding at the end thereof the following new sub-

section:

“(c) The amount otherwise payable under the preceding
provisions of this section for each fiscal year shall be reduced
as provided in section 2110 of this Act.”.

(b) Section 2003(d)(1) of the Social Security Act is
amended—

(1) by striking out “and” at the end of subpara-

graph M;

(2) by striking out the period at the end of subsec-
tion (J) and inserting in lieu thereof *‘; and’’; and
(3) by inserting after subpar;graph (J) the follow-
ing:
“(K)(i) provide that no service defined in se.-
tion 2102 of this Act shall be provided or paid for
undgr the State plan for any individual who is an

eligible individual under title XXI of this Act; and
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“(ii) provide that no long-term care services
shali be provided or paid for under the State plan
for any individual who is an eligible individual
under title XXT of this Act unless such individual
has undergone a preadmission screening and as-
sessment as provided in sectio; 2104 of this Act,
and the need for such services has been approved

under such individual’s plan of care under section

2104.”. -

- LIMITATION ON FEDERAL PARTICIPATION IN CAPITAL EX-

PENDITURES WITH RESPECT TO PROVIDERS OF SERV-

ICES UNDER TITLE XXI

SEec. 6. (a)(i) Section 1122(a) of the Social Security Act
is amended by striking out “title V, XVIII, and }_(IX” and
inserting in lieu thereof “titles V, XVIII, XIX, and XXI".

(2) Section 1122(d)(1) of such Act is amended by strik-
ing out “titles, V, XVIII, and XIX”, by striking out “titles A
V, XVIII, and XIX", and by inserting in lieu thereof in each
instance “titles V, XVIII, XIX, and XXI". |

(8) Section 1122(d)2) of such Act is amended by strik-
ing out “title V, XVIII, or XIX” and inserting in lieu there-
of “title V, XVIII, XIX, or XXI”.

4 Section 1122(e) of such Act is amended by striking
out “titles V, XVIII, and XIX" and inserting in lieu thereof
“titles V, XVIII, XIX, and XXI",
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() Section 1122 of such Act is amended by adding at

the end thereof the following new subsection:

“() For purposes of this section the term ‘health care
facility’ includes any entity providing services for which pay-
ment may be made under title XXI, and the term ‘capital
expenditure’ includes the estabiishment of any such entity
providing services for which payment may be made under
title XXI without regard to the dollar amount involved.”.

INTERNAL REVENUE CODE AMENDMENTS

SEc. 7. (a) Subpart A of paft IV of subchapter A of
chapter 1 of the Internal Revenue Code of 1954 (relating to
credits allowable) is amended by adding after section 44C the
following new section:

“SEC. 44D. CREDIT FOR CARE OF ELDERLY DEPENDENT.

“(a) GeNeRAL RuLe.—In the case of an individual
who meets the requirements of subsection (b), there shall be
allowed as a credit against the tax imposed by this chapter
$100 for the taxable year.

“(b) EL1GIBILITY FOR CREDIT.—In order to be eligible
for a credit under subsection (a) the individual taxpayer must,
for the taxable year, be entitled to a deduction under section
151(e) with respect to a dependent who has attained age 65
prior to the end of the taxable year.”. |

(b) Section 6401(b) of such Code is amended—
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(1) by striking out “and 43 (relating to earned
income credit)”’ and inserting in lieu thereof ‘43 (relat-
ing to earned income credit), and 44D (relating to
credit for care of elderly dependent)”’; and -
(2) by striking out ‘39 and 43" and inserting in
lieu thereof “89, 48, and 44D".
(c) The table of contents of such subpart is amended by
addihg the following item after item 44C:
“Sec. 44D. Credit for care of elderly dependent.”.
EFFECTIVE DATES
Sec. 8. (a) Except as provided in section 9, the amend-
ments made by this Act, other than section 7, shall become
effec!:ive on January 1, 1982.
®) The axﬁendments made by section 7 shall become
effective with respect to taxable years beginning on or after
J anuary 1, 1982, |
DELAYED EFFECTIVE DATE FOR PAT PROGRAM;
DEMONSTRATION PROJECTS
SEc. 9. (a)(1) Ekbept in States designated by the Secre-
tary as demonstration projects under subsection (b), the use
of, and requirement for approval by, preadmission screening
and assessment teams under titles XV, XIX, XX, and
XXT of the Social Security Act, shall not become effective
until the date specified in subsoctit (o). |
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(2) Until the date specified in subsection (c) the Secre-

tary of Health and Human Services shall carry out the pro-
grams under such titles without regard to any requirements
relating to preadmission screening and assessment teams.
For purposes of services provided under title XXI of such
Act the Secretary shall retain any requirements for approval
or certification of such services as such requirements were in
effect with respect to such services under title XVIII of the
Social Security Act prior to amendment by this Act.

(b)(1) The Secretary shall designate one State in each of
the ten regions of the Department of Health and Human
Services in which the provisions of titles XVIII, XIX, XX,
and XXIT of the Social Security Act relating to preadmission
screening and assessment teams shall become effective in ac-
cordance with section 8 of this Act. The Secretary shall mon-
itor the effect of such teams with respect to any changes in
the utilization of inpatient services, any changes in the utili-
zation of the various types of services provided under titles
Xv1, XIX, XX, and XXT of the' Social Security Act, and
any other trends in costs or utilization rates of various seﬁ-
ices, and shall also test and evaiuate the effects of imple-
menting & copayment requirexhent begimﬁng with the first
visit a8 compared to a copaymefut requirement beginning

after fifty visits. The Secretary shall submit a report to the
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Congress with respect to such monitoring not later than Jan--
uary 1, 1984, . ‘

(2) The Comptroller General of the United States shall
also conduct an ongoing evaluation of the effect of the use of
preadmission screening and assessment teams with respect to
utilization of services, and shall submit a report to the Con-
gress with respect to such evaluation not later than January
1, 1984.

(8) The reports submitted under paragraphs (1) and (2)

shall each include a recommended strategy for implementing

| title XXT of the Social Security Act on a national basis, with

particular emphasis on implementation at the State and local
levels. Such reports shall include—

(A) an analysis of potential obstacles to such im-
plementation;

(B) suggested legislétive changeS which may be
necessary to ensure effective and efficient implementa-
tion; and

©)a detailed plan for such implementation.

(4) The Office of Management and Budget shall prepare

_an analysis of the budgetary impact of the implementation of

' such title on a national basis, and shall submit a report to the

Congress with respect to such analysis not later than Janu-

ary 1, 1984.
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(c) The provisions.of titles XVIII, XIX, XX, and XXI1
of the Social Security Act relating to preadmissioﬁ screening
and assessment teams shall not become effective until one
year after Congress has received evaluations from the De-
partﬁxent of Health and Human Services, the Comptroller
General of the United States, and the Office of Management
and Budget.



40

Senator BRADLEY. The subcommittee will come to order.

A number of weeks ago, Senator Packwood and I, and a number
of other Senators, introduced S. 2809, the noninstitutional long-
term care services for the elderly and disabled. This morning we
are holding hearings on that bill.

I have a pre statement which I will submit to the record,
and I will ask the other Senators present if they would do likewise,
after their initial statement. -

[The prepared statement of Senator Bradley follows:]

PREPARED STATEMENT OF SENATOR BrL BrapLEy

"A nuaber of veeks ago Sen. Packwood and I introduced 8.2908, the Noninstitutional
long-Tera Care Services for the Elderly and Disabled Act. As stated in the bill, our
purpose is 'to provide a comprehensive system of noninstitutional medical and social
services for individuals aged 65 or over and individuals with chronic Aisabilities,
to ensure that such individuals are assisted in remaining functionally independent in
their owvn communities, and therefore avoid unnecessary placement of such individuals
in institutional facilities.'

"To realize this purpose, the bill consolidates, under a new title —- Title XXI
== of the Social Security Act, existing home care services nov financed by Medicare,
Medicaid, and Title XX of the Act. The bill would also maske available a broader range

- ©of home care services for all elderly and disabled, including homemaker, home health
care, adult day care and respite care services. Funding for screening, assessment and
case management vould also be provided.

"A number of important considerations have led us to propose the approach embodied
in Title XXI.

"FAIrsi, it ULsLeé ulBLES 1b ULUEIBOLLE 5agLl.ildbi GCLCHIBPALC CLIUEEB —~ ULe
of the most notable being the increase in both the numbers and proportion of the
population over 65 years of age. While the elderly constituted 9.8 percent of the
population in 1970, the proportion increased to 11.2 percent this year and is projected
to increase to 12.2 percent by the end of the century.

"Second, there is a groving appreciation that the range of living situations
available to the elderly and disabled {¥ insufficient at preseat. The choice too often
hinges on the ability of the elderly and disabled to live totally independently in
their own homes or face being placed in a nursing home or other institutional setting.
An elderly or disahled individual in need of modest or temporary assistance may find
that assistance only upon permanent placement in an institution -- needlessly
treumatizing the individual.

"Third, experience has shown that for the elderly and disabled, the road into
nursing homes or other institutional care is too frequently a one-way street; that a
return to the community becomes increasingly difficult the longer one is institution-
alized, especially bdecause community support services are in short supply or nonexistant.

"Fourth, there is a bias in public and private sources of health care funding for
the elderly and disabled, since Medicare, Medicaid and private insurance will reimburse
certain services only if they are delivered in an institutional setting. They will not
reimdburse those same services provided to otherwise eligible fndividuals in their hor-

"Institutional care 1s expensive, and unnecessary institutional care is wvasteful.
The societal overreliance on ard overuse of nursing homes has serious economic effects,
as vell as undesirable psychological and social effects, on the elderly and disadled,
their families and other third party payers, including all levels of government.

"Our intent, then, is to provide the elderly and disabled with services which
vi_l allov them to remain as self-sufficient and independent in their living situation
as possible. In our judgment, the provision of a comprehensive package of community-
based health and social services is an essential step in achieving this goal,

"Title XXI redesigns and adds to existing federally funded services. We expect:

-~ To increase the availability of services and stimulate additional groups in
the comnunity to provide Title XXI services by extending federal reimbursexent to
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community-based providers.

«- To assure a continuum of services available to the elderly and disadled
under the Social Security Act by combining these services under one title and
providing for service delivery on a comprehensive basis.

-- To secure needed care for the elderly and disabled and also to prevent the
unnecessary and inappropriate placement of these individuals in institutions by
funding screening, assessment and case management services.

"Title XXI is a very ambitious program. Even as I have great hopes for the
Title XXI approach, this bill was fashioned with the avareness that its concepts
must be fully tested and that changes will likely be made as we proceed with its
implementation. For these reasons, the bdill provides that three-year demonstration
projects be conducted in ten states to test and assess the effectiveness of the
Title XXI approach at the statevide level.

"These hearings are an important part of the process of accumulating experience
and evaluating the Title XXI approach. Many of the witnesses we vill hear from have
relevant local experience to what we are proposing to 4o on a larger, national scale.
While I recognize that ve may not be able to provide full funding for all these
needed nev services at once, 1 think we can nov move towvard the goals of this legis-
lation. I would like to hear from our vitnesses vhat they consider to be the most
important immediate 'next steps' we should take to enable states to develop
comprehensive long-term care systems. It may be, for instance, that wve should move
immediately to provide reimbursement for screening and assessment.

"I would also like to hear from vitnesses how their programs have been able
— Or unéble -~ to affect the nursing home bed supply. The Inspector General of the
Department of Health and Human Services recently estimated, in a draft report to
the Secretary, that there are approximately 41,000 elderly and disabled patients in
acute care hospitals, waiting for nursing home beds, on any one day in the United
States. The nursing home beds are simply not available. I would like to know vhat
impact programs such as those represented here today can have by diverting more
elderly from nursing homes to home care programs.

- - . - . . ,

wheir programs and tne ut.lization of diYferent services. 1 know that several of
the programs represented here include payments to nursing homes as wvell as to home
care providers, vhile others are set up to divert actual and potential nursing
home patients into home care through pre-screening programs. The experience with
different funding sources, both pudblic and private, will interest us as well.

-

"It is so obviously to our advantage as a society to assist our elderly and
disabled citizens to remain as independent as possible in their -- and our --
communities. If ve can provide, in the community, & range of services vhich can
help the elderly and disabled meet their needs for limited or temporary assistance,
ve will enrich their lives and our own. -

\

"I look forwvard to hearing }ron our distinguished witnesses and thank thea

for taking the time to share their experience and insights with us."”
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Senator PAckwoop. Mr. Chairman, I have a lengthy opening
statement, and I would simply insert it in the record following
yours.

[The esrepared statement of Senator Packwood, as well as the
prepared statement of Senator Spark Matsunaga, follows:]

~
~
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HEARING ON _
PACKWOOD-BRADLEY
LONG-TERM HEALTH CARE BILL FOR
THE ELDERLY AND DISABLED
S. 2809

MR. PACKWOOD. MR. CHAIRMAN, I AM VERY PLEASED THAT THE
HEALTH SUBCOMMITTEE OF THE SENATE PINANCE COMMITTEE HAS
AGREED TO HOLD A SERIES OF HEARINGS ON S.2809-THE PACKWOOD
BRADLEY LONG-TERM CARE ACT.  THIS BILL REPRESENTS A
MAJOR STEP FORWARD ON AN ISSUE WHICH BOTH THE CONGRESS
AND THE ADMINISTRATION HAVE IGNORED FOR TOO LONG, AND
WHICH STILL REMAINS UNRESOLVED. S. 2809 1§ SPECIFICALLY
DESIGNED TO ESTABLISH A NEW TITLE-~TITLE XXI UNDER THE
'SOCIAL SECURITY ACT AS THE "ONE® COMPREHENSIVE TITLE  °
PROVIDING BOTH SOCIAL AND MEDICAL CARE SERVICES TO ENSURE -
THAT SENIORS AND PERSONS WITH DISABILITIES RECEIVE THOSE
SERVICES NECESSARY TO HELP THEM REMAIN IN THEIR OWN HOMES
AND COMMUNITIES, AND AVOID UNNECESSARY PLACEMENT IN A
NURSING HOME. THE TITLE XXI APPROACH WAS SPECIFICALLY
- DESIGNED TO AVOID "TINRERING" WITH EITHER THE MEDICARE
OR MEDICAID PROGRAMS, BECAUSE BOTH PROGRAMS HAVE AN
INHERENT INSTITUTIONAL BIAS, THAT IS, THEY WOULD RATHER
PLACE PEOPLE IN HOSPITALS OR NURSING HOMES AS OPPOSED
TO KEEPING THEM IN THEIR OWN HOMES.

MEDICARE AND MEDICAID ARE THE MAJOR FUNDING SOURCES OF
LONG-TERM CARE SERVICES FOR THE ELDERLY. THE SEPERATE
RULES, REGULATIONS AND ELIGIBILITY CRITERIA GOVERNING SUCH
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PROGRAMS CONTINUE TO ENCOURAGE (1) INSTITUTIONALIZATION,

(2) INAPPROPRIATE TYPES OF CARE, AND (3) IN SOME CASES
SERVICES NOT REACHING THOSE IN NEED. FURTHER, SINCE
INSTITUTIONAL CARE FINANCING IS EMPHASIZED AND COMPREHENSIVE
COMMUNITY HEALTH CARE OPTIONS ARE NOT GENERALLY AVAILABLE,
THE PRESENT HEALTH CARE SYSTEH FOSTERS INCREASED ‘

RELIANCE UPON INSTITUTIONAL CARE.

PROBLEMS OF THE CURRENT SYSTEM

WHILE IT IS UNDERSTOOD THAT BOTH MEDICARE AND MEDICAID
PROGRAMS HAVE A DEFINITE 5IAS TOWARDS PLACING AN INDIVIDUAL
IN A HOSPITAL OR NURSING HOME, MEDICARE OFFERS ONLY ONE |
PROGRAM TO ASSIST SENIORS AND PERSONS WITH DISABILITIES

TO AVOID PREMATURE PLACEMENT IN A NURSING HOME--THE

HOME HEALTH CARE PROGRAM. YET, THE ELIGIBILITY FOR

TéIS PROGRAM CONTAIN RESTRfCTIONS THAT FORCE PEOPLE

INTO HOSPITALS BEFORE THEY CAN QUALIFY FOR HOME HEALTH

CARE.

THE MEDICAID PROGRAM PRESENTS YET ANOTHER PROBLEM.
EXPENDITURES FOR NURSING HOME CARE UNDER THE MEDICAID
PROGRAM HAVE INCREASED FROM APPROXIMATELY $800 MILLION
IN 1967 TO $6.4 BILLION IN 1977, AND ARE EXPECTED TO
INCREASE TO $11.0 BILLION BY 1981. DURING THIS TEN~YEAR
PERIOD(1967-1977), THE NUMBER OF NURSING RECIPIENTS HAS
MORE THAN DOUBLED. FURTHER, WHILE IN 1964 14.7%
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OF PERSONS AGE 85 AND OVER WERE IN NURSING HOMES, IN .
1974 25.3% OF THE 85 AND OVER POPULATION WERE IN
NURSING HOMES. THIS PROBLEM IS COMPOUNDED BY THE FACT
THAT AN ESTIMATED 10-25% OF NURSING HOME RESIDENTS DO
NOT REQUIRE THE LEVEL OF CARE PROVIDED, BUT CANNOT
RE-ENTER- THE COMMUNITY..BECAUSE OF:

~
(1) THE LACK OF SUPPORTIVE SERVICES NECESSARY TO ASSIST
THEM;

(2) A SHORTAGE OF AFFORDABLE HOUSING IN THE COMMUNITY;

(3) THE ABSENCE OF ANY SAVINGS AVAILABLE TO THE INDIVIDUAL--
MOST OF WHICH HAS BEEN USED TO PAY FOR NURSING HOME CARE;

(4) THE INADEQUACY OF THE INDIVIDUAL'S FAMILY'S FINANCIAL
RESOURCES TO PROVIDE ASSISTANCE, DUE IN PART TO COST
AND RESPONSIBILITY; AND

(5) INABILITY OF A SPOUSE TO PROVIDE ASSISTANCE OFTEN
ATTRIBUTABLE TO THE FACT TBAT.PROLONGED INSTITUTIONALIZATION
OF ONE SPOUSE OFTEN PREPARES THE REMAINING COMMUNITY

SPOUSE FOR ENTRY INTO A NURSING HOME.

WHILE DISCUSSION OF THE PROBLEMS ABOUT THE ELDERLY AND
LONG-TERM CARE COULD CONTINUE AT LENGTH, THE REMAINDER
“OF MY STATEMENT WILL POCUS ON ISSUES WHICH I BELIEVE
WE MUST CAREFULLY EXAMINE DURING THE COMMITTEE'S WORK
ON THE PACKWOOD-BRADLEY LONG-TERM CARE SERVICES ACT.

69-3620 - &1 - 4

AT
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.

I RAISE THESE ISSUES BECAUSE OF MY GENUINE CONCERN
THAT FOR TOO LONG THEY HAVE- BEEN OVERLOOKED, AND MUST
NOW BE CAREFULLY ASSESSED AS PART OF THE COMMITTEE'S

WORK IN THIS AREA.

'FIRST, THE CURRENT HEALTH CARE SYSTEM

OFTEN PLACES PEOPLE INTO SPECIFIC ENTITLEMENT GROUPS.
THOSE ELIGIBLE FOR MEDICARE ARE ONE ENTITLEMENT GROUP,
'THOSE WHO QUALIFY FOR MEDICAID REPRESENT ANOTHER, AND
THOSE ELIGIBLE FOR TITLE X¥ ARE YET ANOTHER. WHILE IT
IS TRUE TUAT THERE MAY BE LIMITED OVERLAP AMONG THE
DIFPERENT RNTITLEMENT PROGRAMS, FOR THE MOST

PART WHAT WE HAVE ESTABLISHED IS A SOCIAL AND MEDICAL .
CARE SYSTEM FOR THE ELDERLY AND DISABLED THAT  -SEPERATES
PEOPLE BY ?GE OR INCOME CLASS.. THEREFORE, WHILE BERSONS
65 AND OVER ARE ELIGIBLE FOR BOTH MEDICARE AND MEDICAID,
ONLY VERY LOW-INCOME SENIORS CAN QUALIFY FOR MEDICAID,

AND THUS BENEFIT FROM BOTH PROGRAMS.

15 N Ay
jictarey NP

THE TITLE XXI APPROACH BLIMiNATES THIS SEPARATE ENTITLEMENT
PROBLEM IN TWO WAYS: (A) I'I; COMBINES UNDER ONE TITLE THOSE
NON-INSTITUTIONAL LONG-TERM CARE SERVICES WHICH ARE PRESENTLY -
PROVIDED UNDER THE MEDICARE, MEDICAID, AND TITLE XX PROGRAMS;
AND (B) MAKES ALL PERSONS OVER 65 ELIGIBLE AS WELL AS
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PERSONS WHO ARE DISABLED WHO QUALIFY POR BENEFITS
UNDER EITHER TITLE 1I, XVI, XVIII, OR XIX OF THE
SOCIAL SECURTY ACT. THIS EiPANDBD DEFINITION OF
ELIGIBILITY ELIMINATES THE PROBLEMS EXPERIENCED UNDER
SEPERATE ENTITLEMENT PROGRAMS. .

SECONDLY, 700 LITTLE ATTENTION HAS BEEN FOCUSED ON

THE ROLE OF THE FAMILY IN PROVIDING LONG-TERM CARE
SERVICES. THE CHARACTERISTICS OF THE AMERICAN PAMILY
TODAY HAVE CHANGED DRAMATICALLY FROM ALMOST A DECADE AGO.
FOR EXAMPLE; ' '

" * THE DIVORCE RATE HAS DOUBLED BETWEEN 1955 AND 1975;

*THE NUMBER OF SINGLE PARENT.PAMILIES BAS GROWN; AND

* THERE IS AN INCREASED TREND TOWARDS LABOR FORCE PARTICIPATION
OF WOMEN. ' . ‘
WHILE FAMILIES WERE ONCE ACTIVE AS "CARETAKERS", MANY HAVE
ASSUMED THE ROLE OF A "CARESIFTER", THAT IS, THE FAMILY
DETERMINES WHAT AMOUNT OF CARE THEY WILL PROVIDE TO A

NOY
SENIOR BASED ON THE FAMILY'S NEEDS AND,NECESSARILY ON
WHAT THE SENIOR NEEDS. '
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BECAUSE THE MEDICARE-MEDICAID SYSTEM IS NOT DESIGNBb

. TO ASSIST FAMILIES IN CARING FOR ELDERLY AND DISABLFD
PERSONS, MORE FAMILIES HAVE BEEN FORCED TO ASSUME
A "CARESIFTER" ROLE. THE IMPORTANCE OF THE TITLE XXI.
LEGISLATION IS ITS EMPHASIS TOWARDS HELPING THE FAMILY.
UNDER TITLE XXI, THREE IMPORTANT NEW SEkVICBS HAVE BEEN
ADDED: | ~

(1) ADULT DAY SERVICES HQULD ENABL# FAMILIES TO TAKE

A SENIOR LIVING WITH THEM AND UNABLE TO CARE FOR RIMSELP
OR HERSELF TO AN ADULT DAY CENTER DURING THE WORK '
DAY. THIS TYPE OF SERVICE IS PARTICULARL* HELPFUL TO
FAHILIES WHERE BOTH PARENTS WORK FULL~-TIME, AND CBNNOT‘
CARE FOR SOMEONE DURING THE DAYTIME HOURS.

(2) RESPITE SERVICES WOULD ALLOW FAMILIES WHQ ARE CARING
FOR AN AGED OR DISABLED PERSON TO TAKE A VACATION OR
LEAVE ON AN EMERGENCY. A TRAINED RESPITE WORKER WOULD
COME INTO THEIR HOME AND CARE FOR SUCB‘INDIVIDUAL(S);

AN IMPORTANT ASPECT OF A RESPITE SERVICE IS'ANOTHBR OLDER
PERSON COULD BE TRAINED TO PERFORM SUCH SERVICES.

(3) $100 TAX CREDIT UNDER TITLE XXI IS GIVEN TO FAMILIES
WHO CARE FOR DEPENDENT ELDERLY RELATIVES.
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WHILE THESE THREE SERVICES WILL GREATLY ASSIST FAMILIES,

I CAN NOT EMPHASIZE ENOUGH THE IMPORTANCE OF THE PAMILY
ROLE. AS THE COMMITTEE CONDUCTS FURTHER HEARINGS ON

S. 2809, WE MUST CAREFULLY EXAMINE THE ROLE OF THE FAMILY,
PARTICULARLY SINCE IT HAS BEEN ESTIMATED THAT BETﬁfEN
60%~85% OF ALL IMPAIRED PERSONS ARE HELPED BY THE FAMILY
IN A SIGNIFICANT WAY. BU?\IT 18 ALSO IMPORTANT THAT

THIS COMMITTEE EXAMINE OTHER WAYS TO AIDE FAMILIES -
CARRYING FOR IMPAIRED PERSONS. SPECIFICALLY, WE

MUST:

(1) EXAMINE THE PRESENT TAX SYSTEM TO DETERMINE WHERE
POSSIBLE CHANGES COULD BE MADE TO HELP FAMILIES; . .

(2) BEGIN TO FORMULATE A POLICY POSITION ON WHAT IS A
FAMILY'S RESPONSIBILITY AS A "CAREPROVIDER";

(3) ANALYZE THE IMPACT-OF THE "AMERICANIZATION" PROCESS
OF SUBSTITUTING PRIVATE RESPONSIBILITY WITH PUBLIC FUNDS.

(4) ASSESS THE WILLINGNESS OF FAMILIES TO CARE FOR SENIORS
IN THEIR HOMES---TO HELP RELIEVE THE PINANCIAL PRESSURE
ON ‘PUBLIC PROGRAMS; AND

(5) ANALYZE THE FINANCIAL IMPACT OF INSTITUTIONALIZATION
ON THE SPOUSE THAT CONITNUES TO BE AT HOME.
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THE TIME HAS COME, FROM A HUMANE STANDPOINT; FROM A

COST STANDPOINT, AND FROM A FAM}L\Y STANDPOINT TO SEE
WHETHER WE CAN TILT BACK TOWARD HELPING PEOPLE

REMAIN IN THEIR HOMES, WHERE IT IS POSSIBLE. TITLE

XXI WOULD PROVIDE TI!E KIND OF ANSWERS WE NEED TO

BETTER MEET THE HEALTH NEEDS OF THE ELDERLY AND DISABLED..
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OPENING REMARKS OF SENATOR SPARK MATSUNAGA
AT THE HEARING ON S. 2809, THE NONINSTITUTIONAL
LONG-TERM CARE SERVICES FOR THE ELDERLY AND DISABLED ACT,
IN THE SUBCOMMITTEE ON HEALTH, COMMITTFE ON FINANCE,
UNITED STATES SENATE

- NEDNESDAY, AUGUST 27, 1980 . -

As a co-sponsor of the bill, 1 am pleased that this
hearing is being held by the Subcommittee on Health of the
Committee on Finance to receive testimonies on S. 2809, the
Noninstitutional Long-Term Care Services for the Elderly
and Disabled Act, introduced by Senator Bob Packwood, a
member of this Committee, and co-sponsored, besides myself,
by Senators Bradley, Cochran, Cohen, Heinz, Javits, and
Williams. ’

S. 280° represents a new and innovative approach to
making needed improvements in the delivery of non-institutional
long-term care services provided by the Medicare and
Medicaid programs. Its dual intent of improving the
coordination of authorized long-term care services under :
Medicare, Médicaid, and Title XX of the Social Security Act,
as well as preventing unnecessary and costly institutionalization
of elderly and disabled citizens is a fundamental view which
I believe is shared by all of us here today in this roonm. -

With the prospect of having an estimated 32 million
senior citizens in the country, by the end of this century
and an estimated 55 million senior citizens by the year 2030,
the time has come to begin a careful and deliberate
exanination of the barriers which exist in the Medicare and
Medicaid programs that can result in the placement of elderly
and disabled gersons in nursing homes and other institutional
facilities, who with the appropriate services could otherwise
remain at home for their care.

My own State of Hawaii has an elderly population today
of about 74,000 or 7.8 percent of the State's population.
Nationally, the population of aged 65 or older is 25 million,
or about 11 percent of the total population. However, while
the population of elderly in Hawaii is currently the lowest
among all states, the current growth rate of Hawaii's elderly
population is three times the national average. With its
geographic insularity and the longest life expectancy of any
state in the Nation (in fact one of the longest in the world)
Hawaii faces a very significant long-term health care :
delivery problem in the not too distant future.

To their great credit, several major hospitals in
Hawaii--Kuakini Medical Center, Queen's Medical Center, and
St. Francis Hospital--have already begun significant
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long-term care programs in anticipation of future needs in -

this area. Moreover, because the State cannot support extensive
institutional facilities even in its acute health care

delivery system, these three facilities have focused their
efforts in long-term care precisely in the direction which is
embodied in S. 2809. I anticipate receiving written testimonies
from these facilities on S. 2809 and will have them inserted
into the Subcommittee's hearing record.

I believe that S. 2809 represents a promising approach
to the appropriate and efficient delivery of long-term
care services for our Nation's elderly and disabled
citizens. I am looking forward to hearing the testimony of
the witnesses here today on this first of a series of
-hearings on proposals to improve long-term care services
.authorized by the Social Security Act.

Senator BRADLEY. I know that Senator Nelson wanted to make a
statement at this time.
Senator NELsoN. Mr. Chairman, I have another commitment
right now. I will attempt to come back. I simply would like to say
that on the second panel, Ms. Elizabeth Benson 1s here as a witness
from the Wisconsin Community Care Organization, she has a lot of
experience and expertise in this field, and I am delighted to wel-
come her here this morning. .
I would ask the chairman, in order to economize on the time,
tltlgt iny statement be printed in full in the record at the appropri-

a ace.
e prepared statement of Senator Nelson follows:]
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Opening Statement
Hearings on S. 2809 -- Long Term Care legislation

Room 2221, Dirksen Senate Office Building

9:00 a.m, August 27, 1980

Mr. Chairman, as a mexber of the Finance Committee and a cosponsor of S. 2809,
.the Long Term Care Act, I am very pleased that hearings on this important legislation
have been scheduled today.

Without question, one of the most important areas of concemn to older Americans
is health care. More than any other group in our society, older pecple need and
use medical, hospital and nursing home care. )

Although the health and hospital insurance provided by Medicare and Medicaid
has done wch to reduce health care expenses for senior citizens, the scope of
coverage provided by these programs, especially for long-temm health and social
care services, remains far less than what most older people nced. Moreover,
the health and hospital coverage that is available encourages institutionalization
of our elder and disabled populations, rather than less expensive and more effective

- social and medical services to allow them to remain at home.

A recent study by the Library of Congress concluded that:the current Medicare
and Medicaid programs ''fail to go beyond a limited home care approach in service
delivery" and that "a comprehensive system of long-term health care services

_which are desperateiy needed to sustain older Americans in their own homes continues

to be unavailable." .

That's panicula;'fy mfort.w_n_ﬁe 'because-;u the studies indicate that access
to home }iealth care, a&ult'day care, hcnmker-hom‘e health aide services, respite
care as well as services offered throu@ a skilled nursing facility or an inter-
mediate care facility make the difference between dignity and independence in one's
own home and institutionalization.
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This stark realization inevitably leads to the conclusion that a new long-term
care polity must be adopted, a policy which addresses itself to the needs of our
older and disabled populations. Statistics on our population clearly demonstrate
the challenge confronting this country:

At the beginning of 1980, there were an estimated 25 million Americans over
Vage 65 or 11 percent of the nation's population -- every ninth American. Future
projections are that the number of older persons, as well as the number of persons
over age 75, in the U.S. population will increase to record high levels as will
the percentage of older people in our society. By the yea.r 2000, for example,
it is estimated that there will be 32 million older Americans.

In Wisconsin, there are approximately 550,000 individuals 65 years of age
or older; 39 percent are over age 75. The Wisconsin Board ori Aging predicts
that there will be 630,000 people over 65 in the year 2,000 with 45 percent of
them over age 75. N !

Right now, approximatély S5 percent of persons age 65 and over reside in
nursing homes. They comprise 85 percent of all residents of such institutions.
Without sny changes in present long-term care policies, upward of one half million
new nursing home beds would be needed in jus.t the next 20 years to accomodate the
increasing elderly population.

. But constructing new nursing home beds is not the right answer. Forcing
our older anddisabled citizens into nursing home and hospital facilities when
they can remain in th;{r own ho_mg..r:_‘is' a tragic waste of money and deprives then
of their independence, 'self-relimce and in many cases their will to live. Senior
citizens clearly prefer altemati\)é té_nursing home placement, and the government

has an obligation to make sure that alternatives are available.
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The long-term health care bill before us today, S. 2809, would establish
a conprehensive system of noninstitutional long-term care services on a dewon-
stration basis in ten States. The services provided in this legislation would
insure that senior citizens receive the social end medical services necessary
to help them avoid placement in nursing homes or hospitals unless absoiutely
needed.

The legislation would require that a pre-adaission screening assessment be A
made before a person could be institutionalized and would mandate that a variety
of supportive services be available, including home health, homemaker-home health
aide, adult day care, and respite care services.

The new pre-adaission screening and adaission provision will eliminate unnecessary
services from being autamatically provided to older persons and also will assist
t;anilies in cutting through the confusing maze of procedursl red-tape that now
exists. ‘ -

After the demonstration progrn’ is concluded in three years, the Comptroller )
General of the United States \dll concbct an evaluation and issuo & .report and a budget-
ary impact snalysis by the Office of )hnage-ent and Budget will be made, Thereafter,
appropriaste changes will be made in the long—tem care progras initisted in the ten
States, and a universal long-tera care program will be implemented throughout the

" remaining States. This approach will provide careful scrutiny of the initial long-.

term care program and result in an effective and carefully designed solution to the
current hodge-podge of lmg-ten"a;e services. .

In Wisconsin, the wisdom of .the long-term care approach suggested in S. 2809
has been clear for some time now. An expert witness from Wisconsin on this s&ject.
Ms. Elizabeth Benson, will testify this moming on Wisconsin's experience. Ms.
Benson has an extensive background with commmity-based long-term care, most
recently as Director of the Wisconsin Comamity Care Organization (CC0).
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The Commnity Care Organization was initiated in 1974 as a demonstration
project to forestsll where practical institutionalization of the aged and disabled,
It provided a system of managed home care for clients who had, through an assess-
ment process, been deternined to be in need of in-home services. This successful °
program was similar in many ways to the demonstration program the legislagim before
us, S. 2809, would establish. Although the fuinding for 00D expired, I understand
that the clients who were served by the program have continued to receive services
through a8 combination of State and federal resoutcé.

I want to personally we;cane Ms. Benson to the Committee this morning knowing
that her testimony will be helpful to the Committee.

Senator BRApLEY. Thank you, Senator Nelson.

When Senator Matsunaga comes, he will be chairing the hear-
ings. In his absence, I will get the hearings started. I think we

ht as well begin with the first panel, which is composed of
Keith Putman, Oregon Adult and Family Services, Department of
Human Resources, State of Oregon; Charlotte C. Carnes, social
work consultant, nursing home preadmission screening program,
Virginia State De ment of Health; and Constance Azzi, director,
New Hampshire Foundation for Medical Care.

Would those three individuals please come forward to testify?

Senator PAckwoop. While the witnesses are coming forward, Mr.
Chairman, I might particularly welcome Keith Putman. He was a
fraternity brother of mine in college, a longtime friend, and even
in those days he was a rock of stability in the fraternity, and I
would say that he has become probably Oregon’s outstandi
public administrator in any division of government. I am deligh
to have him here.

Senator BRADLEY. I would like to welcome all three witnesses to
the committee, and ac%-laint you briefly with the committee proce-
dures. We abide by a 10-minute rule here, which allows 10 minutes
for your oral presentation. I hope that you will abide by that.

rtainly your full statement can be submitted to the record, and
will be made a part of the record in full.

Let’s begin with Mr. Putman.

STATEMENT OF KEITH PUTMAN, OREGON ADULT AND FAMILY
%%Ié\élggs, DEPARTMENT OF HUMAN RESOURCES, STATE OF

Mr. PurMAN. Thank you, Senator.

Let me express my great appreciation to Senator Packwood for
his very kind comments. I don’t recall that his opinion of my
stability, while we were fraternity brothers, was such as it is now,
but I thank you, Senator, for those kind comments.

In on, we believe the concepts of this bill are very valuable
and should be very seriously considered. I am here primarily to
offer a few statistics on the value of it, and offer some suggestions
which would further the objectives of the bill, which I see as being
those of avoiding unnecessary or unneeded institutional care. '

Our agency, since February of 1980, has been conducting a pread-
mission screening program very similar to that contemplated in
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our title XXI. We first began operating it in Lane County, which
18 a metropolitan area consisting of two large cities and a rural
area surrounding it. We have slowly begun expanding the project
elsewhere in the State, and we hope to be statewide within the
next year. ‘

Our program includes title XIX which is the medicaid program,
and title XX which is the social services program. We cover

ple who are bound to go into nursing homes who are likely to.
E:gome eligible for title XIX within the next 90 days. The reason
for that, of course, is to try to prevent people from going into a.
nursing home who do not need to, who are not yet eligible for
welfare, but would become so once they got in. . S :

Our experience indicates that we should also screen title XVIII
patients because they, too, can lose their XVIII benefits and still be
in the nursing home.

We believe that the screening of all nursing home facility admis-
sions would be extremely beneficial. But in order for the program
to be fully effective, we need a larger array of community services
and support services than those that are currently listed in S. 2809.

Those additional services need not be more expensive. For exam-
ple, a housekeeper could provide nonmedical chore services, rather
than using the more expensive services of a trained homemaker
under a physician’s direction, or under the auspices of the Home
Health Agency.

Another such example would be using nonmedical institutional
care, such as adult foster care, which when properly augmented
with medical type services can keep people out of the more expen-
sive nursing homes. :

Oregon developed its program because of a perceived need to -
provide better and earlier identification of persons who needed
only short-term nursing facility services, and we wanted to also

ivert persons in long-term care facilities whenever a lower level of
care was possible in the community. '

I might add, although it is not in my written comments, that
conversations within the last few days seem to indicate to us that
the major cost savings feature of this program is in shortening the
nursing home stays rather than in the diversions, though I think
in diverting people out of nursing homes, you will also save money
in the short run. :

I think, too, when I use the word “savinft,” I wish to be under-
stood not only as talking ut money, but savings in human
misery, in dealing with people in circumstances other than that
which gives them the greatest satisfaction. FETUP. i

Let me give you an exax;aple of some of the earlier results from
Lane County. Of the. first 281 ascreens, which we did from the first
of March to. the end of July, 50 people who were otherwise bound
to ego into- nursing homes did not go. An additional 48 were identi-
fied as needing care for less than 90 days. That is nearly a third of
those people who might otherwise have been long-term nursing
fainhty patients. We think that those statistics speak for them-
selves. - S : A

Our PAS Team, Prgggimiss.ion screening, includes a master’s
degree social worker and'a registered nurse. Supporting that team
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is e:d :tise manager. Medical personnel are available to the team as
n .

There are serious barriers to our PAS program—primarily a lack
of a full range of community services available to meet the needs of
patients who would be diverted from institutional care. It does not
matter much that a person could be served in an adult foster home
if none exist. We believe that this handicap results from two pri-

reasons.

First, the Federal funding for title XX has been under a ceiling
which has not kept pace with either inflation or the potential for
using title XX services in lieu of title XIX. The people in the
Federal title XIX agency seem to be not the least bit interested in
saving total Federal dollars, but rather in saving only title XIX
dollars. This has kept funding low, and has impeded the growth of
community based care.

Prior to the existence of title XX, when we had other funding
sources, most of our funding went into children services. Federal
matching was available at 76 percent without imposing any ceil-
inge, but in those days nursing homes and other institutional care
did not make up nearly as large a portion of a typical State budget
as is now the case.

In the last few years nursing home costs have skyrocketed. Social

_services funding has not been available anywhere nearly to the
same extent.

The second cause of the barriers is that the laws, rules and
regulations of the medicaid pro%eam are heavily biased toward the
provision of institutional care. Let me give you just one example,
and there is correspondence attached to my written testimony to
back this up. .

In May we wrote to our Federal regional office pointing out the
existence of several families who were caring for severely, pro-
foundly disabled children in their own home. We asked for an
-amendment to our title XIX plan to allow for provision of care to

- those children in their own home. Because of the parents’ income
and various tions, we could not get the plan amendment. But
these same children, if they were but to leave their home and enter
an institution, were instantly eligible at a far, far greater cost.
Title XXI would help to get rid of that kind of a problem.

It is -for those reasons that we are encouraged to see a major
thrust in this bill, which is to provide alternatives to institutional
care, and not for just medicaid eligibles but for the broad range of
individuals you have in your bill.

We are also in favor of the concept of testing this program rather
than jumping right into it. We are also in favor of the revisions of
policy concerning home health agencies, which we think should
make their services less costly in the long-run.

We think the bill could be strengthened in a number of ways.
- One of the main problems that we see in the bill currently is that
PAT teams are not linked to the State medicaid agency. We have
found through many years of experience that if a problem exists,
and .in this case the problem is one of runaway institutional costs,
the financial resources to address that problem should be with the

agency that is responsible for solving it.
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What I am really saying is, if the responsibility for keeping
people out of nursing homes is placed with someone else, and my
agency still has the responsibility for paying nursing home costs, I
pay the penalty for lack of performance by the other agency.

{think it es good sense to combine into one unit the entire
continuum of care rather than to snip it in segments as is current-
ly being done with title XX and title XIX, and which is only
partially remedied by your title XXI, which we think could be
remedied more completely. '

We think that that remedy also lies in the area of allowing for
funding for a larger array of services which are not in the medical
model. I mentioned already such things as housekeeper services,
and nonmedical substitute homes services. What I am really saying
" is, take that whole continuum of care and put it under one single
umbrella, so performance over the whole continuum is easily iden-
tified as to who is responsible for it.

We would emphasize that our problem, at least in Oregon, has
been one of developi)x(:i alternatives to nursing home care because
of the way the title funding structure is set up, and we believe
that if title XIX funds were available to save medical dollars, even
though it were not for medical services, the objectives of this bill
would be furthered. ‘ -

Thank you, Mr. Chairman.

Senator BrapLEY. Thank you, Mr. Putman.

Ms. Carnes.

STATEMENT OF CHARLOTTE C. CARNES, SOCIAL WORK CON-
SULTANT, NURSING HOME PREADMISSION SCREENING PRO-
GRAM, VIRGINIA STATE DEPARTMENT OF HEALTH

Ms. CArNEs. Thank you, Mr. Chairman. -

We are particularly pleased to have been invited to appear
before you today to relate our experience with the Virginia nursing
home preadmission screening program.

I will, in very short order, look at the program purpose, the
program policy and procedures, the results that we have of the
program, and some of the barriers to implementation and develop-
ment of the program, all of this based on the Virginia experience. I
did not come here to comment on the bill that has been proposed.

On May 15, 1977, the Virginia medical assistance program, Med-
icaid, of the Virginia Department of Health implemented the nurs-
ing home preadmission screening program.

e. purpose of the program was to delay or avoid unwanted
and/or inappropriate nursing home placements through the use of
ix;terdisciplin_ary team approach and the mobilization of communi-
. A second purpose of the preadmission screening program was to
identify services required in the community to meet the needs of
elderly and disabled persons.

As far as the program policy and procedure, the Virginia pro-
gram is relatively inexpensive yet incorporates many of the advan-
tages of the multidisciplinary team approach. The program has
several features which distinguish it from most other multidisci-
plinary team efforts. BEANER :
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First, it is a statewide program, with local screening committees
responsible for local areas. The local committees are comprised of a
public health physician, a public health nurse, and an adult serv-
ices social worker drawn from the local social service department.
These persons perform their screening duties in addition to other
agency-assignments.

Second, while many committee members have received at least
some specialized training in long-term care assessment, few have
been formally educated in geriatrics or gerontology.

Finally, the program is based on the mobilization and utilization
of existing community services.

The committees screen those applicants for nursing home admis-
sion who are not in a community hospital or another nursing home
at the time of nursing home application and who are already
Medicaid eligible or who will become Medicaid eligible within 90
days subsequent to nursing home admission. -

Preadmission screening is a part of Virginia’s admission certifi-
cation requirement, and Medicaid payment for nursing home care
will not be made without the preadmission screening committee
approval.

The Virginia preadmission screening approach is based on the
importance of individual needs and the exploration of available
community services to meet those needs. Therefore, local screening
committees are ex to:

One, evaluate the medical, nursing and social conditions of the
applicants;

Two, decide what services are required;

Three, determine whether necessary services are available in the
community;

Four, make placement recommendations; and
_ Five, refer the applicant to any of the required community serv-
ices. - .

In reaching a decision, the committees are required to take into
account the total person including social, medical, and emotional
factors as well as available formal and informal support systems.

If we could look briefly now at program results. During the first
3 years, 6,259 screenings statewide have been conducted by the
local committees; 1,247 or 20 percent have been found able to
remain in the community. '

At this time, definitive data on cost savings are not available. At
present no one can conclusively prove cost savings in every case,
empirically yes, perhaps, but cost savings must be subjected to
scholarly research. However, we can make a reasonable projection
of estimated cost savings using figures from the GAO study on
home health care, and our best estimate of intermediate nursing
home care in Virginia.

Home Health Services, of course, do not include such services as
chore, companion, homemaker and day care services. If the cost of
intermediate care in Virginia averages about $32.056 a day, a
monthly estimate of expenditures for this care would be $960 per
. month. This is based on $32 a day with a 80-day month. -

The GAO study estimates that there is a break-even point, de-
pending on the person’s level of impairment, after which home

—a—
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health care costs exceed institutional costs. The cost of providing
care in the home at this level is approximately $400 per month.

Therefore, if an individual could use home health services, in-
stead of ICF services, possible savings of $560 per patient per
month could be realized. If we apply this to the results of the first
three years of the Virginia program, maintaining 1,247 individuals
in the community would save the State $698,320 per month, or
approximately $8.4 million over a 3-year period.

While these figures are by no means firm and represent onl
projections, they do indicate potential savings that could be real-
ized from preadmission screening programs such as Virginia’s.

Benefits in terms of social values are more immediately visible.
Wherever possible, disabled and elderly persons are not uprooted
from their homes and communities and placed in institutional
settings. Inappropriate and often unwanted nursing home place-
ments have been delayed or avoided through use of community
resources. i

We have contributed to the well-being of our elderly and disabled
recipients and we will continue to help them maintain their self-
esteem. We believe this can be accomplished only if they remain
ggrt of, and feel they are contributing to the community, instead of

ing dependent upon it.

The screening program thus supports directly our goal of assur-
ing the dignity and rights of the elderly and disabled. The empha-
sis placed on the human factor and the need for support and
communication with other agencies is key to the program’s success.

A 2-year study of the preadmission program is currently being
conducted by the Virginia Commonwealth University’s Center on
Aging. This study is funded by the Administration on Aging and
will specifically address the issue of cost as it relates to pre-
admission screening and community services versus institutional
services.

As to the barriers to implementation and development of a
greadmission screening program, there are four potential critical

arriers that we have realized in Virginia. These are:
. One, receiving support and cooperation from other agencies and
organizations;
o, securing staff to conduct the evaluations;

Three, the availability of community services;

Four, inclusion of the acute care population in the program.

In Virginia, we have been fortunate in having the continued
enthusiastic support of the Commonwealth of Virginia’s Secretary
of Human Resources, the Virginia Office on Aging, the State de-
partment. of welfare, the State department of mental health/
mental retardation, the Virginia Health Care Association, and the
Virginia Commission on the Needs of Elderly Virginians.

Further, the program was initiated and has continued without
the addition of staff at the local level. Lastly, the program has
delayed and/or avoided nursing home placement in 20 percent of
the cases screened without expanding or creating new services.

While we believe that the program thus far has been successful
in delaying or avoiding unwanted and/or inappropriate nursing
home placements, we have realized a critical barrier to further
development of the program.

69-362 0 - 81 - 5
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This barrier has been the expansion of the program to include
screening of acute care patients who are at risk of nursing home
placement. This barrier has seemingly developed for several rea-
sons:

One, hospitals believe that the preadmission screening program
will serve to negate the role and function of the discharge planner;

Two, philosophically, hospitals have traditionally viewed them-
selves as self-contained and have not been totally integrated with
the community services system,;

Three, communication between the community and the hospital
systems has not been totall]y:l satisfactory; and

Four, we—we meaning the State department of health—did not
involve hospitals in the initial discussions and planning phases of
the preadmission screening pro%'ram.

As a result of our unsuccessful attempt to include screenings of
acute care facility Eatients, a preadmission screening program
planning committee has been established, and includes representa-
tives from various agencies and organizations directly or indirectly
involved with long term care.

Senator MATSUNAGA. Thank you very much.

Are there any questions? Since you are from Oregon, Mr.
Putman, I will give the Senator from Oregon the first opportunity
to ask questions.

Senator Packwoob. I thought that we would wait until we had
heard from the next panelist. We have heard from the first two,
and if we would take the third one, then I do have some questions.
AzSzgnentor MATSUNAGA. Then, we shall hear from Ms. Constance

i.
STATEMENT OF CONSTANCE AZZl, DIRECTOR, NEW
HAMPSHIRE FOUNDATION FOR MEDICAL CARE

Ms. Azz1. Thank you, Mr. Chairman.

I appreciate the opportunity to describe our experience in long
term preadmission review as it applies to S.2809.

Although our experience is in the institutional arena we feel
that the same concepts apply to noninstitutional care. Qur experi-
ence is respectfully offered as it may be applicable to the preadmis-
sion screening and assessment team concept addressed in S. 2809.

The New Hampshire Foundation for Medical Care has been in-
volved in conducting preadmission screening and assessment of
persons prior to entering nursing homes for 2% years. A flow chart
of the preadmission review process is included as appendix A.

[Appendix A follows:]
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Nonbinding review began on January 16, 1978, in one region of
the State of New Hampshire. Full and binding review statewide
was begun on May 15, 1978. It took approximately 6 months to
become fully operational statewide. -

Included in my text are numbers which I will not read now in
order to maintain the 10-minute time period.

Although we are able to report the number of persons who did
not enter a nursing home, under medicare and medicaid guidelines,
because of our preadmission review process, we have not captured
the information on the disposition of these persons and, therefore,
are unable to report it.

A special mention of the effect of preadmission review is in
order. The preadmission review process has a validating effect on
the reliability of the awaiting placement hospital data. For exam-
ple, the New Hampshire Foundation has identified that for the
period Jtl:ali‘é 1, 1979, through March 31, 1980, there were 8,473 days
in hospi awaiting skilled nursing facility beds and 8,658 days in
h&;spitals awaiting intermediate care facility beds in New Hamp-
shire.

Using the same dollars that were used for our 1979 long term
care impact statement we can, therefore, calculate that if beds at
the appropriate level of care had been available $1,030,635 of un-
necessary expense could have been avoided. Appendix B shows our
calculations. This conclusion can be drawn because the long term
care preadmission review process is used to validate the hospital
information.

Preadmission screening and assessment is the key to continuity
of care. A note of caution is in order. An accurate assessment of a
patient’s needs, which our experience shows can be accomplished
through preadmission review, does not make the necessary re-
sources available.

Our experience has indicated that PSRO’s conducting both acute
and long term care review are in a unique position to assume the
"role of the preadmission screening and assessment team because
PSRO’s have already demonstrated capability to accomplish what
is described in Senate bill 2809.

If the New Hampshire foundation’s program of preadmission
screening did not exist, some patients whose condition actually did
not meet the level of care guidelines would be admitted to skilled
nursing facilities and intermediate care facilities under titles XVIII
- and XIX. This would result in increased program cost and possible
subsequent denial of the patient’s stay in the facility because the
patient’s condition did not meet the level of care guidelines. -

As an example, prior to the New Hampshire foundation conduct-

- ing PSRO preadmission review, facilities made decisions about
whether to accept patients. The patient would be admitted to the
nursing home, and then medicare or medicaid would authorize or
deny the level of care. The ramifications included unnec
movement of the patient and unnecessary expenditures. In addi-
tion, as previously noted, if the preadmission review were not in
place, the link to the hospital data and the validation of awaiting
placement days would not occur.

The PSRO screens only Title XVIII and XIX eligible patients.
However, if all prospective admissions to nursing homes, inclusive
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of private pay patients, were to undergo the same comprehensive
screeninf and assessment that would now apply to medicare and
medicaid patients, we believe the following effects would occur:

(a) Assurance that the person is aware of alternatives to nursing
home placement, allowing the person to live in a less restrictive
and less costly manner;

(b) determination whether all persons regardless of pay source
;a_cttially need the level of care provided in the long term care
acility;

(c) avoidance of the present two-class by pay source system;

(d) accrual of needed data for State health planning;

(e) uniform utilization control. -

It is our experience that private pa'i(helderly persons are often
placed in nursing homes prematurely. The PSRO is then requested
to review (ﬁersons currently in a nursing home because their per-
sonal funds are exhausted, and they are requesting level of care
certification under the medicaid program.

Some of the preadmission denials noted for medicaid reflect per-
sons who were referred for level of care certification as their per-
sonal funds were becoming exhausted. It is the impression of our
team performing review that many of the persons whom they visit
in nursing homes would have preferred to remain in their own
?}cl)ix;les if community health resources had been available to permit

The New Hampshire foundation uses a multidisciplinary review
team. Our team conducts a thorough evaluation of each individ-
ual’s health status and functional capabilities. Elements of this
evaluation are detailed in appendix C.

[App. C follows:]
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( NEW HAMPSHIRE FOUNDATION FOR MEDICAL CARE

AN APPENDIX C. REFERRAL FORM Page 1
PATIENT INFORMATION FUNCTIONAL
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EATING
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VISION
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DATE ADMITTED OATE TRANSFERRED  TRANSFERRED oENTITION
o "u PATIENT USES: DI GLASSES D) NEARING AID O CANE
- ! L G CAme DY WHEELCMAIR (0 PROSTHERS (3 CRUTCHES (3 WALKER
" \NSFERRED TO: . £
d PARTIAL  TOTA LOCATION
[ 1 Oxs O HOSMTAL [ 7Y O oTHER mt:':;'x‘? NONE  PARTIAL oTaL
FACILITY TRANSFERRED TO: CONTRACTURE
. AMPUTATION
NAME
JONT MOTION
ADORESS No & Street TRACTURE
Cry BOWEL FUNCTION: [l NoProbem  Oincont. O Colostomy
2o Cod Tetephore BLADOER FUNCTION: 0 No Probiem (3 incont (] Casrerer
ATTENOING PHYSICIAN SOCIAL SERVICES:

PATIENT PROBLEMS & PLAN OF CARE:

BIGNATURE: DATE
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NEW HAMPSHIRE FOUNDATION FOR MEDICAL CARE

REFERRAL FORM — PHYSICIAN REPORT & ORDERS Page 2
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O PHYSICAL THERAPY O OTHER
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NEW HAMPSHIRE FOUNDATION FOR MEDICAL CARE

PATIENT ASSESSMENT FORM Page 1
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NEW HAMPSHIRE FOUNDATION FOR MEDICAL CARE
PATIENT ASSESSMENT FORM

Page 2
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Our review teams are comprised of physicians, registered nurses,
social workers, and consultants such as registered physical thera-
ists, registered pharmacists, and occupational therapists who can
called upon as needed for patient assessment and discussion of
problems related to care provided.

The consultants are not employed full time since to keep a full
time complement of consultants would be unnecessarily expensive.
In addition, the Foundation works with the medicare designated
ombudsperson. The PSRO, therefore, is using the full complement
of health care professionals defined as the preadmission screening
and assessment team in S. 2809.

For a PSRO there are variety of role perceptions. The reality is
that PSRO’s are nonprofit organizations of physicians incorporated
for the pu of assuring quality care. Whatever the legal deriva-
tion of the PSRO, the PSRO has a quasi-regulatory function that in
the eye of the beholder, such as nursing homes, is often viewed as a
solely cost containment function.

Under the present system, we do not calculate per unit costs for
each assessment visit. Such a unit cost is of course dependent on
the variable mix of elements which comprise the assessment and
may be different dependinf on each patient’s specific needs or may
even be different between like programs.

There are applicable models in econometrics that can be applied
but only if there is a clear understanding that there are variables
between d[;nrograms and variables within individual applications of
the preadmission review process. ‘

The foundation, under the existing medicare and medicaid guide-
lines, has insured that persons are not placed unnecessarily in
nursing homes. Further than this, however, the foundation has
taken the initiative to develop standards of care.

Since our authority is for the assurance of quality, we have
convened 1 year ago a standards of care task force composed of the
various agencies and professional personnel involved in long term

care.

We have developed standards of care in New Hampshire for
restraint use and for the treatment of decubitus ulcer. We are
Eresently working on a comprehensive annual assessment and
ave scheduled development of other standards of care to be used
statewide.

Thank you again for the opportunity to provide information
about preadmission assessment and screening to the committee.

(The prepared statements of the preceding panel follow:]
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TESTIMONY OF KEITH PUTMAN
Administrator, Oregon Division of Adult and Family Services
COMMITTEE ON FINANCE
Senate Bi11 2809

Mr. Chairman, members of the Committee:

I am Keith Putman, Administrator of the Adult and Family Services Division
for the State of Oregon. We administer both Title XIX and XX Programs.

We appreciate the opportunity to provide testimony regarding Senate Bill
2809.

We believe the concepts behind thi. bill are valuable and should be
seriously considered. We aiso woul | 1ike to offer suggestions which

we believe will further the objecti e of avoiding unneeded institutional
care.

Our Division has, since February of 1980, conducted a Pre-Admission Screening
project (PAS) similar to that contemplated in the proposed Title XXI. We
first began operating the project in one geographic area (Lane County) and
have slowly been expanding the project through the state. We began
Pre-Admission Screening in Multnomah County, the most populous ;rea

in the state, on August 1 of this year. We expect the program to

become fully operational statewide by next February or March. Our

program includes, Title XIX (Medicaid), eligible persons, and those

who can be expected to become Title XIX eligible within 90 days. We

also provide screening to other persons at their request.

Our early experience indicates that there is a need to screen Title

XVIIT (Medicare) eligibles also. Many of those persons subsequently
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become eligitle for Medicaid. We feel that PAS screening of Title

XVIII1 individuals might have provided a diversion or earlier planning
toward community placement. The screening of all gursing facility
admissfons would be extremely beneficial, but in order for the pro-

gram to become fully effective, a larger array of the community resources
and support services of the types contemplated under Senate 8111_2809
are needed. Those other services need not be more expensive services.
For example, a housekeeper can provide needed non-medical chore services
rather than using the services of a trained homemaker under a physician's

direction.

Oregon developed its PAS program because it perceived a need to pro-
vide better and earlier identification of persons who need only short-
term nursing facility services. We also wanted to divert persons in
long-term care facilities including skilled and intermediate nursing
facitities and hospitals to community base care whenever a lower

level of care was more appropriate.

‘Two hundred eighty-one screenings occurred in Lane County between
February 26, 1980 and July 30, 1980. Of this number, 50 persons were
identified for diversion from institutfonal facilities to community
base services. An additional 48 persons were identified as needing
nursing facility services for 90 days or less. These statistics

speak for themselves. Our PAS Team includes a Masters Degree Social
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Worker and a Registered Nurse. Supporging the team is an Adult Service
Worker (Case Manager) who is responsible for implementing and monitqring
the plan for the patiené. Another worker who deals mainly with cash
assistance 1s responsible for establishing and maintaining financial
eligibility. Funding for the program has come through Title XIX, Title

XX {Social Services) and State General Funds.

The most serfous barrier to success.in the PAS program has been the lack
of a full-range of community resources available to meet the needs of
patients who could be diverted from institutional care into lower levels

of care. This handicap exists for two primary reasons:

1. Federally matched funding for Social Services under Title XX
are placed under a ceiling which has'not kept pace with efther
inflation, or with the potential for using Title XX services
in 1eu of Title XIX services. This has kept funding low and
has impeded the growth of community based programs. Prior to the
existence of Title XX when Social Services were funded through_‘
Title IV-A of the Social Security Act tﬁe bulk of funds went

" to provide children's services. Federal matching was avail-

able at the 75% level without any imposition of a ceiling.
In those days, nursing home and other institutional care ..
costs did not make up such a large portion of a typical state
human services agency's budget. However, in the past six to

eight years nursing home costs. have skyrocketed. In the meantime,
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we have had to operate our Social Services Programs with

proportionately less federal money and more state moﬁéy.

The laws, rules and reguiations governing the Medicaid Program
{Title XIX) a;e heavily biased toward the provision of institu-
tional care with very few opportunities to provide alternatives
to that type of ¢are. I have attached two peices of correspon-

dence which will serve to.il1ustrate this point.

On May 28, 1980, we wrote'our federal regional office pointing

out a sftuatfon in which a number of families were taking cave

of severely disabled children in their own homes. While in their
own homes these children were not eligible for Medicaid. They
could only become eligible by being moved to some type of
{nstitutional setting. We sought approQal of an amendment to

our Medicaid Plan which would allow ds to provide Medicaid coverage
to such individuals. The response to our question, dated June 27,
1980, is self-explanatory. Federal funds were not available

under Medicaid to care for these children in their own homes,

but 1s available for the much nore costly institutional care.

For the above reasons we are encouraged to see that a major thrust of _

Senate 3111 2809 is to provide alternatives to institutional care, not

only for Medicaid eligibles but for a broad range of individuals.

In addition to the fact that the proposed Legislation would offer PAS

. and would encourage alternatives to institutionalization, several other
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of its provisions appeal to us. HWe are in favor of the concept of

testing the program iqstead of jumping right in to it. No program is
perfect and the experimental period provided in the.law will help identify
shortcomings which cannot be foreseen at present. We are also in favor

of the revisions in policy governing Home Health Agencies which should

make their services less costly in the long run.

He feel however, that the Bill could be strengthened in a number of
ways. One of the main problems with the proposal is that the PAT Teams
would not be linked to State Medicaid Agencies. We have, through several
years of experience, found that if a problem exists (the problem in this
case befng runaway costs in institutfonal care), the financial resources
to address that problem should be placed with the agency that is responsible
for solving the problem. It was pdinted out in testimony at the time
Senéze Bi11 2809 was introduced that State Medicaid Agencies are pa&ing
for over 50% of the nursing home beds currently being otcupied. They
also pay for a fairly substantial portion of hospital beds. We feel
strongly for this reason that PAT Teams should be closely linked to —
State Medicaid Agencies and preferably should be directed by them. The
Legislation does not appear to allow the Medicaid Agency to designate
Jtself to operate the PAT Teams when appropriate to do so. Also, it is
not clear if the PSRO could be required to participate, nor their
funding would continue to be 100% federal if they were utilized in the
PAT Team.

In order for PAS to be successful and in order to control nursing home

utilization it is important that not-only the PAT mechanism but also the
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nursing home payments function, as well ;s the function of providing
alternatives to nursing home services be contro1ledlthrough one structure.
To do otherwise could prevent the expeditious placements contemplated in
~this Legislation. Title XXI as péesent]i written would put some states
in the position of having to deal with at least 5 different placement
decision makers including Professiona) Standards Review Organizations
(PSRO), Medicaid Programs, Social Services Programs funded under Title

XX, the PAT Teams, as well as placement mechanisms funded under Title

1.

We also feel that the Legislation would be strengthened by providing for
the funding of more alternatives to institutional care than are presently
included. Few persons would question that Home Health Care, at least as
presently provided, is often at 1e$st as expensive and perhaps more
expensiveuthan institutional care. There is also some evidence {Weissert)
indicating that homemaker and adult day care services have not been cost
effective. We feel that personal care services as well as housekeepe:

services and non-medical substitute home services should also be funded

under the Legislation. At least during the initial testing phase, it
would seem wise to allow some experimentation in order to determine
which types of alternatives to institutional care are the most cost -

effective.

In summary we applaud the objectives of Senate Bill 2809. Our own
experience with the PAS has indicated to us that this mechanism can be

very effective in reducing unneeded institutional care. I should emphasize
however, that the states' main problem in developing alternatives to
institutional care has been a lack of financial resources targeted to

these services. Insofér as Title XXI would provide funding for sucﬁ

alternatives we feel that it would be very effective.



77

DEPARTMENT OF HEALTH AND HU_MAN SERVICES
REGION X
M/s _J(13 ARCADE PLAZA BUILDING
132} SECOND AVENUE
SEATTLE, WASHINGTON 98101

JUN 27 1090

, e+ o HEAUTH CARE
{mcmo ADMINISTRATION

ICAID B REAU

» (7 ‘)‘ '-( 'D‘

g (w‘* h,
Keith Putman, Administrator > =
Adult and Family Services Division % ¥ 7 -
Department of Human Resources <. {<§g’

417 Public Service Building . R V¢, N
" Salem, Oregon 97310 - : : = FIFEARNE

Déar Mr. Putman~ ) -

This is 1n response to a May 28, 1980 letter from Richard Arbuckle of your
staff in which he asked 1f Medicaid coverage of the following group of indiv-
iduals under 21 is allowable: "“Persons under age 21 living in the same house-
. hold with fipancially responsible relatives who are not eli?ible while living
fn the household of such relatives because of the relatives' income and/or
resources but who would be eligible if residing in a medical facility reimburs-

able from Title XIX."

. Although we fully appreciate the state's arguments for aliowing such coverage,
we must abide by current federal regulatory constraints with regard to cover-
age under Medicaid. .

42 CFR 435.222 {s clear in its requirement that all individuals under 21 must
meet all AFDC eligibility requirements with the exception of that of dependent
child. Among those requirements is consideration of legally responsible family
members' income and resources in cases where individuals under 21 reside in

the same household with such relatives. , -

Since the state's proposed coverage group would exclude such considerations,
it {s our opinion that such a group would not qualify for Medicaid coverage.

Sincerely,

@4»4’//?’/. ﬂﬁﬁy

Albert J. Benz
Regional Medicaid Director

cc: Richard Arbuckle
Liza Barnes

69-362 0 - 81 - 6
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’ ALguea, el &

Department of Huiman Resources i v

ADULT AND FAMILY SERVICES DIVISION -, .:..,ll(..

veTom anvin PUBLIC SERVICE BUILDING, SALEM, OREGON 97310
S ’

. May 28, 1980

Albert J. Benz

Regional Medicaid Director ’ ‘-
Department of Health, Education and Welfare
Region X -

Arcade Plaza Building

MS 709-1321 2nd Ave.

Seattle, Washington 98101

Dear Mr, Benz:

Maureen Reyes, our Medicaid Eligibility Specialist, has discussed
the situvation described below with Ken Call of your staff.

Recently we have become aware of a number of families who are taking
care of severely disabled children in their own homes. These
children ere net eligible for Wedicaid while living in the houschold

~of their parents but would be eligible in a medical facility where
only their own income and resources and voluntary contributions from
their parents would be taken into consideration.

He feel certain that the Federa) goverument would not want to
perpetuate such an inequity which will ultimately result in these
children being moved from their homes and placed in nursing
facilities. Such 2 development can be avoided if the following
reasonable classification of persons under age 21 could be approved.

Persons under age 21 1iving in the same household with
financially responsible relatives who are not eligible
vhile 1iving in the household of such relatives because
of the relatives' income and/or resources but who vould
be eligible if residing in a2 medical facility reimbursable
from Title XIX,

Please let us know in writing if such a group could be approved.

Sincerely,

M. R. Arbuckle
Acting Assistant Administrator

MRA: IR+ bd
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TESTIMONY BEFORE UNITED STATES SENATE
Committee on Finance
'Sub'Co-ittu on Health
August 27, 1980 - 9100 A.M.

Mr. Chairman, I am Ms. Charlotte Carnes, employed by the Virginia State
Health Department and I appear before this sub-committee at your invitation. 1
am tesponsidle for directing the Virginia Nursing Home Pre-Adaissfon Screening
Program. Accompanying me today is Miss Ann Cook, Director of Medical Socisl

Services for the Virginia Medical Assistance Progrem (Medicaid).

We are particularly pleased to have been invited to appear before you
today to relate our experience with the pre-admission screening progu; vhich
ve implemented Statewide in May 1977. . This presentation will epesk to the
Pre-Admission Screening Program's background and purpose, policy and procedure,

results of the program and implications for implementation of similar programs.

BACKGROUND AND PURPOSE

Virginia's Medicaid Program 1is adeinistered by the Department of Health.
In July 1976, the Department of Heslth, working through four local health
departaents, began to test a nursing home pre-admission screening program.
This pilot project was conducted over 9 months {n both urban and rural areas.
The pilot project demonstrated that 26.3 percent of the 167 individuals
screened could be successfully cared for in the community. Baged on the
success of the pilot project, the Virginia Medicaid Program implco-ented the

pre—admission screening program statewide. Including the nine months of the
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pilot project, it took approximately one year for the program to become fully

operational.

The purpose of the pre-admission screening program is to delay or avoid
unvanted and/or inappropriaste nursing home placements through the use of the
interdisciplinary team approach and the mobilization of the comaunity re-
squrces. A second purpose of the prograa is to identify services required in

the comsunity to meet the needs of the elderly and disabled persons.
POLICY AND PROCEDURE

Persons screened sre those who are f{n the coamunity or in a State facility
of Mental Health or Mental Retardation at the time of nursing home application.
Screening occurs i{f the ludfvidual is, or will become, Medicaid eligible within
90 days subsequent to nursing home admission. Thig screening requirement ie a
part of the State’'s nursing home sdmfssion certification and Medicaid payment
is not made without the screening coumittee's approval.

Community based persons sre assessed by the lc'reeniug comnittee of the
local health department vhere they live. The committee is composed of a public
heslth physician, a public health nurse and s social worker. The social worker
is employed by the local welfare department. In addition, the committees are
encouraged to work with other community agencies offering services to the
elderly and disabled. In some areas, other agencies which participate on the
committee include an ares office on sging, a mental health clinic, a private he
health ascnef, a ministerial association, nursing homes and homes for adults.

The Program i{s funded from Medicaid Administrative funds. The local health
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department is reimbursed at a rate of $44.00 par screening. Persons screened

by the screening committee do not psy for the sssessment.

The local screening committees are tot (1) evaluate the medical, nursing
and social needs of each individual referred for pre-admission screening; (2)
analyze vhat specific services the {ndividual needs; and (3) evaluate whether a
service or a combination of existing community services are available to meet
the individual's need. The committee's assessment of services availabilicy
depends upon vhether the needed service exists in the patient's community, the

_individual's financial eligibility for the service, and whether the service can

be delivered at the time and in the smount necessary to meet the individual's
need.

Services which can be possibly used to help an individual remain in the
community sre home health services, Ec;horo and companion services, congregate or
home delivered meals, adult day care, homemaker services, protective service
for adults, and sheltered 1living arrangements, such as homes for adults or

foster hones. (See attachment 1)

i Upon receiving a screening referrsl, usually from the welfare depsrtament
‘ot family, the committee's social worker and public health nurse interview -the
mdividuh~ and complete the Nursing Home Screening Certificate. The social
vorkerjptcparel a socisl evaluation of the individual and the nuree evalustes
the person's nursing needs, snd obtains the medical history. The full commit-
tee meets and the evaluations are presented and discussed. If additional

]
medical information is needed, the individual's private physician is contacted.



The committees carefully reviews each pervon's case to determine if nursing
home admission is appropriate or if he or she can be cared for adequately at

home or in the community through local services.

When the committee has reached a decision, the referring agency or indi-
vidusl is informed by letter, with a copy to the local welfare departaent and a

copy to the nursing home, if placement is spproved.

Referral and follow up are vital parts of the program. Virginia stresses
the human aspect from the initial personal contact with the individual by the
nurse or social worker, through referral and follow up. Depending on the type
of services needed, either the social worker or nurse will make the referral to
the appropriate sgency and sssure that the individual and family understand how
to receive services. In some instances, the nurse or social worker will make a
phone call or visit the-individusl after that to determine if his or her needs
sre being adequately met. From time to gtm. the screening committee will
discuss the individuals previously screened, evaluate the/lr progress, and

f

receive information on these individuals' status.

Pre—~admission screening of prospective nursing home candidates from facili-
ties of the State Department of Mental Health and Mental Retardation are
corducted by the State Depctt:__cn_t‘ of Health's central office Pre-Adaission
Screening Committee composed of a psychiatrist snd a social voihr representing
the State Department of Mentsal Health and Mental Retardation, and a social
worker and a registered nurse representing the State )hdica‘id Program. A
Medicaid Program physician and a socisl worker specializing in mental retar-

dation are consultant meambers of the committee.
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The referring -facility prepares medical, nureing and social i{nformation on
potential nursing home candidates which is reviewved and discussed by the
central office Pre-Admission Screening Committee. The basic con'udentiono for
determining the need for nursing home placement are the individual patient's
medical needl;' the specific services required to fill these needs; and the
health personnel required to adequately provide these services.. The referring

facility is advised in writing of the Committee's decisfon.
PROGRAM RESULTS

During the third year of the pre-adsission screening program, 2,065 local
screenings occurred statewide, compared to 2,062 the fi;lt year, and 2,132 the
second year. Third year reporting reflects that 365 individuals have been
maintained in the community (18%), as compared to 444 (22X) the first year, and
438 (21X) the second year. Statewide reporting cont.lnueo to indicate that the
service most often “unavailable” (unavailable is defined as needed for the
individual to remain in the community, but the gervice is not available to the
individual or is not available in the community) to maintain individuals in the
community is companion service. The "unavailability” of companion services was
reportéd in 31% of the cases during the program's second yesr and _t_hird year

and 28% during the first year. (See attachments 2, 3, 4, 5, and 6)

During the third year of the program, 208 patients in State Mental Health
and Mental Retardation fscilities were screened. Eighteen percent were not
approved for nursing home care. This compares with 197 patients screened

during the first year with 22% not approved for nursing home care and 181
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patients screened during the second year and 17X not approved for nursing home
care. In those cases not approved for nursing home care, the most appropriate
placement was considered to be continued ?o-piuuutlon or movement into a

licensed home for adults or a foster home.

At this time, definitive data on cost savings are not available. At
present no one can conclusively prove cost savings in every case, eapirically
yes, perhaps, but cost savings must be subjected to scholarly research. How-
ever, we can make a reasonable projection of estimated cost savings using
figures from a GAO ttudyl on home health care, and our best estimate of inter-
mediate nursing home care in Virginis. Home Health Services, of course, do not
include such services as ci;ote. companion, homemaker and day care services. If
the cost of intermediate care in Virginia averages about $32.05 a day, a
monthly estimate of expenditures for this care would be $960 ($32 a day x 30

days a month).

The GAO study estimates that there is a break-even point, depending on the
peron's le;el of f{mpairment, after which home health care costs exceed insti-
tutional costs. The cost of providing care in the home at this level is nppro?:-
imately $400 a month. Therefore, 1f an individual could use home health ser—
vices, instead of ICF services, possible savings of $560 per patient per month

could be realized. If we apply this to the results of the first three years of

IConptroller General's Report to Congress-Home Health-The Need for a National
Policy to Better Provide for the Elderly (HRD-78-19, 12/30/77)
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the program, maintaining 1,247 {ndividuale in the community would save the
State $698,320 per month, c:; approximately 8.4 million over a 3 year period.
While these figures are by no means firm and represent only projections, they
do {odicate potential “savings™ that could be realized from pre-adaission

screening programs such as Virginia's.

Benefits in terms of social values are more immedistely visible, however.
Wherever possidle, disabled and elderly persons are not being uprooted from
their homes and communities and plaéd in institutional settings. Inappro-
priate and often unwanted nursing home placements have been delayed or avoided
through use of coamunity resources. We have contributed to the well-being of
our elderly and disabled recipients and will continue to help thea maintain
their sense of self-esteem. We belieave this can be accomplished only if they
remain part of, and feel they are c-ntributing to the community, instead of
being dependent upon it. The screening prograa thus supports directly our goal
of assuring the dignity and rights of the elderly and disabled. The eamphasis
placed on the human factor and the need for .uvppott and comaunication with
other agencies are keys to the progun"o success.

A two year study of the pre-admission screening program is currently being
conducted by the Virginia Coumonwealth University's Center on Aging. This
study is funded by the Administration on Aging and will specifically address
the issue of cost as related to pn-adniénton screening and community services

versus institutfonsl services.
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BARRIERS TO PROGRAM IMPLEMENTATION AND DEVELOPMENT

When {nitiating any progras, it is critical to consider the barriers to
implementation and to development of the program. Potential barriers to
implementation of a pre-admission screening program include difficulty fin
securing staff, cooperation and support from other state and local agencies and

organiuttous and the availability of community services.

The Virginia program has been fortunate in receiving the enthusiastic
support of the Commonweslth of Virginia's Secretary of Human Resources, the
Virginia Office on Aging, the State Department of Welfare, the State Department
of Mental Health/Mental Retardation, the Virginia Realth Care Association, (the
State Nursing Home Association) a;ld{ the Virginia Commission on the Needs of

Elderly Virginians, thereby increasing its acceptance.

When the program was implemented in 1977, community based services such as
home health services and Titl; XX were underutilized. Therefore, the program
was able to maximize the use of existing comaunity services in maintaining
individuals in the community without expanding services or creating new ser—
vices. However, it is nov apparent that limited funding for community services
1s a barrier to maintaining individuals in the community. Most of the Title XX
adult services are not mandated services, the ceiling on Title XX and the local

option with Title XX create barriers to the expansion of needed community

services.

The Pre-Admission Screening Program 1is not currently evaluating persons

vho are tunfferrod from acute care facilities to nursing homes. When the

{

AN
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program began, we intended to expand the program to include screenings of acute
care facility pstients. We believe that our atteapts to include this populs-
tion have been unsuccessful for several reasons: (1) honp_lnla believe that
the pre-adaission ureening program will gerve to negate the role and function
of the discharge planner; (2) philosophically, hospitals have traditionally
viewved themselves as self-contained and have not been totally integrated with
the community service system; (5) communication between the community and the
hospital systems has not been totally satisfactory and (4) \;avdld not involve
hospitals fn the initisl discussions and planning phases of the pre-admission

screening prograx.

As a result of our unsuccessful attempt to include screenings of acute
care facility patients, a pre-adaission screening program planning committee
has bdeen established. This committee includes representations from agencies
and organizations who are involved directly or indirectly with disadbled or
elderly persons, including representation f:on the Virginia Hospital Associa-
tion and the Virginia Society of Hospital Social Work Directors. This commit~
tee's charge is to study the feasibility of expanding the pre-admission screen—
ing program.

The inability to expand the ;z:ogru has been the greatest barrier to 'the
program. We believe that if the acute care population becomes subject to
pre-admission screening and {f community services are expanded, the progras
could effectively reduce the number of patients who remain ian acute care
hospital beds beyond what is necessary as well as ensuring a more appropriate

nureing home admission.
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i
The Pre-Admission Screening Progrsa has continued without requiring

additional staff at the local level and only one staff position was added at
the State Health Department level. However, if the program is expanded to
include scute care, an incresse in State and local staff would be necessary.

We believe that if the Pre-Admission Screening Program did not exist there
would be & loss of coordination of community services, ioss of individual and
fsnily awareness of and use of coomunity services snd increased inappropriate

nursing home admissions.
CONCLUSION

At this point,»_it is not possible to know precisely the financisl bcnefiu
of the Pre-Admission Screening Program. In many cases, home care is much less
expensive than institutional care. Actual figures on potential cost savings
are not available. While cost savings may occur it can not be- assured that
such will occur in all cases. Research is currently being conducted in this
area. Savings in terms of socisl cost are auch asore vuible.d_'l‘he Pre-adais—
sion Screening Program provides single entry point for delivery of services and
vherever possible, assists disabled and elderly persons in securing the most
appropriate gservices to wmeet their needs in their homes and communities.
Inappropriate and unwanted nursing home placments have been delayed and/or
avoided through mobilization of community services. In addition, the Pre~Admis~
sion Screening Program is specifically identifying services that are required
in the community and messuring service availability to meet the needs of ite

disabled and elderly citizens.

This information has becoae & vital component in Virginia's evaluation of
long term care needs and services. We believe that through demonstration of
need of services, community based services wvhich today are not available to the

disabled and elderly, will become available in the future.

Thank you, Mr. Chairaan. This concludes ny presentation and I will be

pleased to answer questions.
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SERVICE SPECIAL SERVICES TO THE BLIND AND VISUALLY HANDICAPPED
DEFINITION

Arrangement for and assistance in using services provided by Commission.
These services consist of evalustion of capacity for habilitation,
rehabilitation, and training in specific skills related to needs of
blind and visually handicapped individuals. Special counseling is pro-
vided to enable adjustments to take place. Provision of certain special
services vhich assist visually handicapped children and adults in maxi-
mizing their ability to function as normally as possible.

GOAL OBJFCTIVES

b 4 To increase employment capacity and capability.

11 To increase personal 1living functioning by stressing
. independence.

I11 To assist blind and visually handicapped childrer. and

adults to enter and participate in existing social
systems and functions. To resolve, reduce, or smeliorate
problems related to blind or visually handicapped persons.

MANDATORY BASIC ELEMENTS OF THE SERVICE

See above-referenced Saction
{

SERVICE SHELTERED LIVING ARRANGEMENTS
DEFINITION

Arrangement for locating and supervising the individual 4n a 1iving
situation outside of his own home, such as room and board arrangement,
relatives home, domiciliary care or nursing home. Recruiting suitable
community based care is a component.

1

GOAL OBJECTIVES

111 To correct living situations of the adult when his need
for protection results from failure to receive adequate
shelter. .

v To assist the adult to move from 1ndepeude£; living to

comnunity based care appropriate to their needs.

v To assist the adult to move into institutional placement
appropriate to their needs.
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SERVICE NUTRITION SERVICES
DEFINITION

Provision of information, advice, and counselling about nutritional needs,
meal preparation, purchasing wisely to mcet daily nutritional needs. The
service includee irstruction and educational fees are a component of the
sexvice for classes or courses related to nutrition.

GOAL OBJECTIVES
II To {mprove eating habits and nutritional intake for

increased physical and wmental functioning.

111 To remove or reduce physical neglect of individuals caused
by a lack of adequate quantity and quality of food intake.

v To maintain or upgrade the knowledge of nutritionsl needs
of the individual in independent living situations to avoid
institutional placements.

SERVICE INFORMATION AND REFERRAL
DEFINITION

Provision of information about Title XX services and other relasted social
and financial service programs, brief assessment to facilities referral to
community resources and follow-up, as appropriate.

1

GOAL OBJECTIVES

1, II, To enable individuals to find and use resources which promote
111, IV, economic well-being, self-determination, protection of interests;
and V provision of suitable living arrangements in their community and

to obtair necessary institutional care.

The service includes:

Brief assessment - Identification of the nature of the request.

Advice and communication - Information on availability and accessibility
of the agency program or outside community resource appropriate to the
need for Title XX and other related Social Service programs.

Referral - Communication with the resource within and outside of the
- agency and preparation of the client to use it.

Follow-up - Assurance that the client made contact with the resource.

MANDATORY BASIC ELEMENTS OF THE SERVICE

See next section: 'Mandatory Services"



91

SERVICE HOME DELIVERED MEALS
DEFINITION

Approved providers prepare and deliver a maximur of two meals s day to any
individual vho {s homebound or unable to prepare his own meals because of
health, disability or advanced age, and has no one to provide them without

costs.

=

GOAL OBJECTIVES
2085 SRIELILVES
I1 To provide the aged, blind and/or disabled invididual a means

of maintaining his independence to the fullest extent possible.

111 To assure that the nutritional needs of the homebound aged,
blind and/or disabled individual are met.

v To provide means for the aged, blind and/or disabled individ-
ual to maintain or regain their living situation in the
community.

Criteria of Need for Service

1. An eligible individugl must be in need of home delivered meals
for one or more of the following reasons:

s, an individual is confined to his home and unable to prepare
nourishing meals due to an ongoing health condition, disability
or advanced age. _ \ -

b. an dndividual is unable to prepare his meals due to a ahort
tera illness.

¢. & regular participant in congregate meals is unable to con-
tinue attending due to sickness.

2, An eligible adult is not to be considered in need if his meals are
provided for him through his particular living arrangements, e.g.,
nursing home, institution, homes for adults a roow and board situ-
ation, or provided by his family.

3. An eligidble adult is not to be considered in need 1if his only cost

is for rav food and he has someone to prepare his meals at no charge.
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SERVICE CONGREGATE MEALS
DEFINITION

Provision to the blind, the aged or disabled individual 2 maximum of two meals
a day and opportunities for nutrition, education, fellowship and recreation in
approved group setting.

]

GOAL OBJECTIVES
11, 111 To reduce isolation and encourage socialization snd communication

in order for them to remain in their own home and to improve or
maintain their personal and social functioning levels.

Criteria of Need for Service

1. An eligible individual must be in need of congregate meals for one
or more of the following reasons:

a. Due to limited mobility an 1ndividua1 is unable to shop and/or
cook for himself.

-

b. An individual has attitudes, such as depression, rejection,
loneliness which result in a lack of incentive to prepare
nourishing meals and eat alone.

b. An individual lacks the kaowledge and/or skills to select
and prepare nourishing meals.

2. An eligible individual is not to be considered in need if his
meals are provided for him through his particular living arrange-
ment, e.g. nursing home, institution, home for adults, room and
board situation, or as s member of a family.
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SERVICE DAY CARE TO ADULTS
DEFINITION

Services provided for a defined portion of the 24 hour day as a supplement
for family care in a protective setting approved by the State agency for
putposes of personal attention, care and supervision.

Medical care is a component of the service vhen medical examinations are a
requirement for participation.

A total of individuals will be served for achievement of:

GOAL OBJECTIVES
11 To enable the adult to improve his social, health and

emotional well being through opportunities for companionship,
self-education and satisfying leisure time activities.

111 To provide protection for the adult during these hours of
the day vhen family members with whom he lives are not
available to provide care and supervision because of employ-
ment or other necessary reasons.

v To supplement home based care for the adult to continue his
living arrangement outside of an instftutional setting.

SERVICE | ROME MANAGEMENT
DEFINITION

Services consist of help with household mansgement, including areas such as
maintenance and care of home; money management, including areas such as house-
held budgets, consumer buying; consumer education and protection, including
activities such as advice and guidance programs, informal or formal training,
consumer fraud and investigation, child rearing and health maintenance

practices.

GOAL OBJECTIVES
I, 11 To reinforce economic independence and individual/family

functioning by improving the skills of home management. To
prevent or lessen abuse or axploitation by others of individ-
ual/family.

69-362 0 - 81 - 7
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SERVICE PROTECTIVE SFRVICES TO ADULTS
DEFINITION

Services available without regard to income to the adult 18 years of age
or older consist of certain basic components for, or on behalf of an
‘individual who {s unable to protect himself without help from neglect,
abuse or exploitation. The components, which are required for deter-
mining need for protection are: (a) response to request, (b) investiga-
tion and determination, and (c) sssessment of service needs if services
offered are voluntarily accepted in conformity with State law. Services
also include counselling to the individual, his family and‘other respon-
sible persons, arrangement without cost for alternative living arrange-
ments, needed medical care, legal representation, and assistance in
guardianship/commitment, if needed.

GOAL OBJECTIVES
11 To reestablish and/or maintain s stable level of

functioning within their maximum potential.
111 To assure that the adult who wishes them receive services
that will afford proper care, necessary supervision,
and protection from himself and/or negative environ-
wental surroundings haraful to his well-being.
1v To assist the individual at risk to remain in the community.

v To assist the individual to obtain appropriate institutional
care if the intensity of the situation requires it.

TARGET POPULATION

Any adult (18 years of age or older) is eligible for services. The author-
ity to provide such services shall not limit the right of any individual to
refuse to accept any of the services offered sccording to Section 63.1-55.1
of the Code of Virginia.

MANDATORY BASIC ELEMENTS OF THE SERVICE

See next Section: "MANDATORY SERVICES".
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SERVICE EOME HPALTH SERVICES
DEFINITION

Provision by local health departments of (a) instruction in preventive/
restorative health measures in caring for the 111 aad disabled in their

hones; (b) relief for the family member who cares for the sick; (¢) rehab-~
11itation services through use of physical, occupational and speech therapists;
(d) direct home nursing care; and (e) on-going community educational programs
in care of the individusl in the community.

COAL OBJECTIVES
I To restore functioning to the extent sn individual will be

able to return to his current job or be trained for some-
thing more suitable.

II To promote, maintain or restore health through minimizing
effects of {1lness and disability,

111 To strengthen and safeguard health of an individual at risk.

v To facilitate and maintain living situations in the home

through preventive and restorative health measures.

SERVICE BOUSING IMPROVEMENT
DEFINITION

Assistance in locating housing and obtaining necessary household furnishings;
working with landlords to upgrade housing; assistance in property purchase;
securing or providing for special modifications in building related to dis-
ability of occupants; payment for minor housing renovations or repairs is
dncluded in the service for items such as leaky roofs, monexistent or mal-
functioning toilet facilities, broken windows.

GOALS OBJECTIVES
1, It To enable individuals/families to live in more adequate and

11, Iv safe housing and to improve housing hazardous to their health.
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DEFINITION

Performance of or instruction in activities such as personal care, home
mansgement, household msintenance, nutrition consumer education, hygiene and
child rearing, by a person trained in homemaking skills and supervised by
an agency. Direct agency services are available to any eligible individual.
Purchase is to be made from other homemaker agencies only for the blind,
disabled or elderly adult under specified conditions.

GOAL OBJECTIVES

1 To upgrade housshold, home management and child rearing
skills of parents to enable them to attain economic
independence. :

11 To provide s msans vhereby an individual/family attain,

regain or maintain capacity to function responsibly
and achieve a maxisum level of independence and self-
determination.

111 To provide care, guidance, and/or instructions to an
individual at risk.

Iv To supplement the capacity of an individual to function
in his own living situation.

EXPLANATORY NOTES OR INSTRUCTIONS FOR USE

Purchased homenaker services for the SSI/State Supplemental Income target
population are defined as specialized activities performed by a skilled person
trained and supervised in homemaking services which assist the blind, aged
and/or disabled adult in maintaining or regaining functioning capacity to

take care of himself and homemaking responsibilities in his own home. Instruc-~
tion is to be included as a component of the purchased service in situations
wvhere the adult is able to benefit.

Vhen an adult is at minimal functioning level or unable to function on his
own, services provided on an emergency basis are defined as tlvse in which

the homemaker is required to assume direct personsl and/or home mansgement
responsibilities and activities when no other responsible person is available,
without cost for this service.

Direct agency homemaker services are available to individuals, both child and
adult, based on incomz maintenance status or incomerlevel status as determined
by geographic areas.



SERVICE CHORE
DEFINITION

Performance of home maintenance tasks and heavy housecleaning such as window
wvashing, floor maintenance (scouring and polishing); outdoor work consisting
of yard maintenance, snov removal; and minor repair work on furniture and
appliances in the home. Chore services are to de provided to an adult who
because of advanced age, disability or infirmity is unable to perform such
tasks himself and has no one available to provide these services without cost.

)

GOAL ' OBJECTIVES

11 To enable the adult to improve his living standards.

111 To provide safety and security for the adult in his owm living
situation.

v To maintain independent home or living arrangements vhere age

or disability threatens capacity. ~

EXPLANATORY NOTES AND INSTRUCTIONS FOR USE:

Purchased chore services include heavy housecleaning duties and home main-
tenance tasks vhich are performed to assist the blind, aged and/or disabled
adult in maintaining his independent home and living arrangements.

Chore services shall be provided only to those persons living in an
independent situation where they are responsible for maintenance of their
own home or apartment and have no one available to provide this service
without cost. X :

The rate of payment for purchased chore services shall be at the minimum
hourly wage and services shall not exceed 16 hours a month for any recipient.
This is a new policy which will take revision in State Board Rules and Regu-
lations.

Standards for purchase from chore providers have been established by State
Poard of Welfare.
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smvIce COMPANION
DEPINITION

Companion service is the provision of personal aid, light housekeeping

and/or companionship services by an authorized person to an adult, vho because
of advanced age, disability or infirmity, is unadle to care for himself without
assistance and has no one to provide such care without cost.

GOAL OBJECTIVES
II’, v To supplement the capacity of the adult maintaining or returning

to his own home who is unable to assume total responsibility for
personal and/or household tasks.

111 To reduce self harm or self meglect, through supplemental task
performance. ’
11, IV To provide a resource for the performance of personal tasks to

the adult not maintaining his own home but living as a member
of another household.

EXPLARATORY NOTES AND INSTRUCTIONS FOR USE:

An eligible adult who is in need of companion service may receive any one or
a combination of any or all of the three components of the service, e.g.,
personal aid, light housekeeping and companionship.

The adult maintaining his own home is eligible to receive all three components
of the service. Light housekeeping shall not be provided to the adult who

is 1iving in another household. A medical evaluation (physical and/or
mental) shall be required to verify the need for personal care and/or light
housekeeping tasks. Payment can be made for the evaluation provided it

doss not exceed 252 of the total cost.

When the adult is at minimal functioning level or unable to function on his
own, companion services may be provided on an emergency basis to include up
to thirty (30) days in any one fiscal year.

Policy established twenty (20) hours of service a week as the maximun
allowable for provision of companion services except for the December, 1973
recipient of OAA or APTD vho received services in excess of 20 hours a week
and whose service 1level must be maintained under Social Security Regulations
governing SSI.

Tha rate of payment shall be at the minimum hourly wage for all levels of
care or combinations of the service components being provided except vhere
companionship 4s the only service required. In this situstion, the rate of
payment shall be the prevailing rate in the community up to the minimum
hourly wage.
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Standards for providers and policy governing purchase will be presented to
State Board.
Under existing policy prior to July 1, 1976, companion services are limited
to adults. If local agencies wish this service to be provided to the SSI
child, recommendations should be made for inclusion in the final plan.
The basic Components of'conplnion service include:

a. Personal Aid Services

' = help with individualized activities such as bathing, bed~
: making, personal cleanliness and hygiene, roomcare, dressing, -
preparation of light meals, feeding client
b. Light Housekeeping Tasks

= routine housework, such as cooking, clesning, personal
laundry, wvashing and ironing .

¢. Companionship Services
- essential errand running and personal shopping
= sitting with client and providing general supervision
- escort services

LEVELS OF CARE OF COMPANION SERVICE AND RATE OF PAYMENT

l. Maximum Level - ﬁis lavel of care provides for personal aid services,
light housekeeping tasks and companionship services.

a. The rate of payment for this level of care shall be at the minimus
hourly wage. -

b. A medical evaluation (physical and/or mental) shall be required to
verify the need for this care.

2. Median Level - This level of care provides for personal aid services
) and/or light housekeeping tasks.

a. The rate of payment for this level of care shall be at the ainipum
hourly wage.

b. A medical evaluation (physical and/or wmental) shall be required to
vérify the need for this care.

3. Minipum Level - This level of care provides for companionship services only.

a. The rate of payment for this level of care shall be the prevailing
rate in the community up to the minimum hourly wage.
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NURSING BOME PRE~-ADMISSION SCREENING
MAY 15, 1977 - MAY 31, 1978
PURFOSE

On May 15, 1977, the Virginia Medical Assistance Program implemented
the Nursing Home Pre-Admission Screening Program. The purpose of the Progran
was to delay or avoid unwanted and/or inappropriate nurstx;; home placements
through the use of the interdisciplinary tesm spproach snd the mobilization
of community resourcss. A second purposs of the Screening Program was to
identify services required in the comn;ty to meet the neads of elderly and

disabled persons.

PERSONS WHO ARE SCREENED

Persons screened are applicants for nursing home admission who are not
in & community hospital or another nursing home at the tire of application.
Screening occurs if the individusl is or will become Medicaid eligible within
90 days of nurging home admission. .

Persons who are applying for nursing home ndu;sion are screened by the
screening comittee of the local health department in the ares in vhich they
veside, This committee is, at a minimum, composed of & local health depart-
ment physician, a public health nurse and an adult service social vorker,
Local committees are encouraged to sesk participation of other community
agencies vhich offer services to the elderly and disabled.

In addition to screening those persons previously described, screening

of prospective nursing home candidates from facilities of the Department of
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Mental Health and Mental Retardation is done by the Utilization Review

écction of the Virginia Medical Assistance Program.

PROGRAM RESULTS

In order to capture information which is reflective of the individuals
being screened and to identify the kinds of services that are available and
not available throughout the state, a form is submitted b, the screening
committee to the Virginia Medical Assistance Program on esch individual
screened. »

During the first year of the Screening Program, 2,062 individuals state~
wvide have been screened by the local screening committees; 444 individuals
have been maintained in the community (22%).

Reporting indicates that the service most often "unavailable" to main-
tain {ndividuals in the community is companion service (282 of the cases),
folloved by chore service in 21% of the cases, homemaker services in 212 of
the cases, meals in 192 of the cases, and adult day care in 18% of the cases.
Only home health services were available in all areas of the state and in
sufficieat quantity to meet the need in most cases. (See attached report
by locality.)

Reporting reflects several reasons that needed services are not available.
One reason is that the individual does not meet the income eligibility require-
ments for the services. This is particularly true for individuals whose
incone i{s in excess of the allowable amount for Supplemental Security Income
eligibility snd who are, therefore, adigible for such services as chore and

companion sorvices under Title XX in Virginia.
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In many instances, the service "needed" does not exist in the community.
The most striking example of this is adult day care. Another reason is that
the service 1is not offered a sufficient number of hours to meet the need.

In addition to the service needs previously cited, reporting reflects
a8 need for sheltered living arrangements, such as homes for adults and
foster hones.

During the first year of the program, 197 patients in State Mental
Health and Mental Retardation facilities have been screened. Twenty-two
percent were not approved for nursing home care. In those cases that
were not approved for nursing home care, it was felt that the most appro-
priate placement would be continued hospitalization or movement into a

licensed adult home or foster home.

CONCLUSION

At this tinme, it is not possible to know the financial benefits of
the Screening Program. In many cases, home care is much less expensive
than institutional care. Actusl figures on cost savings are not available.
Savings in terms of social cost are much zore visible. Disabled and elderly
persons are not being uprooted from their homes and communities and placed
in the unfaniliar and dependent living arrangezents of nursing homes when-
ever alternative solutions exist., Inappropriate and unwanted nursing home
placenents have been delayed and/or avoided through the mobilization of
community resources.

In addition, Virginia is beginning to lpocuicauy identify the services
that are required in the community and to measure the service availability
to meet the needs of its elderly and disabled citizens. I': is hoped that
through demonstration of need for services, community based services which
today are not available to the elderly and disabled, will become availadle
in the future.



103

NURSING BOME PRE-ADMISSION QCRZ!NING
STATE MENTAL HEALTH/MENTAL RETARDATION FACILITIES
MAY 15, 1977 ~ MAY 31, 1978

Rumber Nursing Home Nursing Home

Facility creensd Approved Not Approved
Catavba 2 2 (100%) 0
Central State 39 32 (82%) 7 (182}
Eastern State 34 27 (79%) 7 (21%)
Lynchburg Training School 1 1 (100%) 0
Northern Va. Mental Health Institute 1 1 (100%) 0
Pledmont State Hospital 52 46 (88%) 6 (12%)
Southeastern Va. Training Center 3 2 (672) 1 (33%)
Southside Va, Training Center 7 3 (43%) 4 (57%)
Southwestern State Hospital 9 2 (222) 7 (78%)
Western State Hospital 49 g (718%) 11 (22%)

Totals 197 154 (782) 43 (222)
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Nursing Hose Pre-Adaission Screening

Health District

Central Virginia
Eastern Shore
Pittsylvanis/Daaville
Alleghany
Roanoks City
Chesterfield
Lenovwisco
Arlington
Chesapeake
Piedaont
Richmond City
Central Shenandoal
Fairfax
Norfolk
Henrico
Southside
Thomas Jefferson
Tidevater
Franklin
Peninsula
Northern Neck
‘Hount Rogers
Lord Fairfax

Rappahannock

May 15, 1977 - May 31, 1978

Nursing Home
Not Approved

432
392
352
342
32
3
az
262
262
252
252
24%
242
243
232
212
192
192
172
172
162
152
152
14X

Number of Screenings
118

57
n
10
45
30
32
35
23
40
172
130
126
89
30
61
72
144
48
83
25

75
44



Heslth District
Bampton
Rappahannock/Rapidan
Prince Willlam
Charles City
Virginis Beach
Crater

New River

Middle Peninsula
Alexandria
Cunberland Plateau

Loudoun

106

Kursing Home

Not Approved
132

132
102
62
6%
L}
42
22

Number of Screenings
32

30
20
16
52
78
37
49
14
15
17
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Seervrees Begnlied - Svailable

Crorer  Comp. | Home
Sl Sved,p Swesi | dealrh
24 (6015]2 (20z)13 (222§ 9 (152
1 .
35 (30Z)13 (112327 (23X)26 (222
.
[
1 (202) 0 0 2 (402
o | o [ o
2 (29l)|l (lb!)x‘ (572):3 (432)
' .
H |
|
o o o . O

i '

i 1
| :

Thowae - ay !}
witker Care l
3 (32)
4 (32){3 (37) E
i
{
] (4]
o ! o
1 (1AX)|1 (14X)

4 (2sx)i 5 (312)

|
1
[] | [
1 (62) 1 (62)
|

l

uther

2 %) {& an

6 (53)

9 (i52))8 (132)
1

1 (20%).1 (202)

2 (100Z) 1 (50X

]

o 7 wnls ol wn.

A SR P S

;2 (292) 13 (431)

H
2 uoox’ o
i 1
]

! .
: |
' ! i

27 (232?22 (192128 (241) 6 (52)

thae

15 (252) 1 (22)

[
1

1(02; o
!
2 (1002)1 (502)
!
33 o
| |
1 (soz); °o |
' .

iy e e — . - -

rervices Kegnired = Mot Avatlable

Heome: = l

T (122)

|
15 ()

2 (402)

2 (29%)

|

pay |
Care | Other

12 (mzin (223)

[

.

22 (192)19 (163}

. +

!
|

2 (402)i3 (60%)

100 o

1 (I‘I)IZ (29%)

1 (50%) 0

1 (6X):4 (252) "S (312)'5 (12)

601



cones?

Chesterfield Co

Povhataa County

Colonaial Beightq

District Tota

Total Recommended
Number {Nursing
Screened llq-e Non-NM
TR DISRICT
1
23 17 (1) 6 (267)
[ERFIELD JW D I1CT
25 {15 (60X] 10 (40X)
3 |3 (roox (1]
2 |2 (Joox 0
30 |20 (67%) 10 (331);

-

Services Rcequired - Avatlable Services Required - Not_Available
Chore] Comp.| Home Home- Day Chore | Comp. Home | Home- Day
Meals Svea. Svcs,.| Health] saker Care §{ Other | Meals | Sves. Svcs. | Health] maker Care | Other
]
!
. |
9 (392)]5 (32) | 1 (4Z) 14 (61X) 3 (13%) [} ' 1 (4X) [} 1 (&) 0 o 4 (A7} o 12 (52X)|
: | o
, I . Lo
! ! ' | |
1 (4) ©°2 (BX)] 3 (122X 6 (242} © 0 (3 (122) |6 (24X) 11 (44XN12 (48X) 2 (8%) |9 (36X) r (202) 10 (40X)
i i
. H
o 0 1 (332) 0 [} ] /] -4 (662); )] 2 (66X) 0 1(333) 11 (3xx)}) O
o o o Jh(om)] o 0 0 Rqooxy2 (1ooxy o [ o 2 (1008} o LNy\m
1 (32)] 2 (72) |4 (132) ;7 (232) o ] 3 (101) ‘xo (33TR13 (4I2)14 (47T] 2 (7X) |12 (4OXX 6 (20X) 11 (37?
! i '
‘
. . }
(o N i '
! . i . .
+ 1
‘ ; ‘ l ‘ :

011



po—eemns

Total Recommended T
Number {Nursing
Screened] Hme | Non-KH Meals
R D R i
CRATER HEALTH|DISTRI !
Diowiddie Co. P4 |3 (75:)% 15| o
Creenaville- l
Eaporia 15 |14 (93xy 1 (D] A (D)
Prince George CA. 4 14 (1001 (/] 1 (25)
Surry Couaty 2 {2 (1002 o L]
Sussex County 7 {racx) o |1 qupm
Bopevell 24 |24 uo(+) 0 1 (42)
| 7 H :
i
Petersburg 22 §20 (912Z) 2 (9%) 0

Discrict Totall 78

74 (95%) 4 (5%) 14 (57)

s e e ma———f i e —— -

Senhcs Required - Availasble

Services Keqnlred - uox Avallablc -

Chorel Comp.| Home Howe- Day Chore = Comp. Home | Homc- Day .--_--
Sves. | Sves.| Health! maker Care | Other § Mcals | Sves, l Sves, | Healthi maker Care | Other
—_— ! T
1 .
. i ! |
. » [}
2 (50%}2 (50X) 1 (25%) ] o ! 0 1 (251)!1 (252) 1 (252) [ 1 (252) 'l (251) 1 (25%)
}
~ , | |
. . !
2 (3t ) 2 (Y] o 0 i taon| o haon Bam| o 0 0 10 (672)
. | ’
i ! '
. . '
b (25%) |1 (252) (4] 1] ] o (4] E ] 1] ] ] 1 (25!): ]
| i
0 0 0 ) o o o '1(¢som1 (sor)| o ‘o o ! o
!
1 (14X)]3 (43%) {2 (29%) ] [} [} 1 (24Z) |1 (142) 33 (43X) (1] 1 (14X) ]1 (143) [}
S (21%)|3 (13X) |11 (46X O 1] (] 7 (292) 17 (292) |3 (122) 1] 1 (AX) | 1 (A2) |5 (21X)
) .
; .
2 (9%) | 1 (52)] 2 (92) o ] (1] o 2 (92) [ 0 0 o 15 (232)
13Qmyn (MTIO (ZJZ' 0 0 1 (12); 9 (122}13 (1x)nnt (I‘Ir 0o 3 (4X) [4 (52) |21 (272
. ' | !
| H

144



Total Recosmended _-S-:n‘.i:; i!;q:;cd:_;vzﬁable—_ I “services Requh':‘;_ - Not Avafilable
Nusber [Nursing Chore .| Home Home- Day Chore | Comp. Home | Home- Day
ESQrunod Home | Non-NH Meals Sves. Svcs. | Hcalth{ maker Care { Other | Meals | Svcs. Svcs. | Health! wmaker Care | Other
\ - e e ==
COMBENLAD PLATEAD HEALTR DISTRICT ! l
i g : / '
Buchanan c‘o. 4 4 uooz) [} 2 (50%) {2 (50X} 1 (25%) &t (25%)] O 0 ] t (252) ' 1 (25X)] 1 (25%) [} 1 (251)] 2 (50%)| 3 (75X)
1 s !
i : |
Dickenson Co. 5 5 Q1 ] ] ] [} ) (60X) {2 (402)] O [} 4 (M)t)l 3 (60%)! &4 (80%) [} 0 4 (802);2 (‘02)
: '
: Lo
i 1
Russell Coumty 1 1 (100 (] 0 1] 1 O 0 0 [} (] 1 (loo!f) 0 /] 0: h (1001)1 (1001)} (1002)
a i
Tazevell Co. S S (100 [} 0 [ R (40X) | 3 (60%)]|3 (60X)] O [} 4 (002)@ 4 (80X)] 2 (60!)' 0 i (20%) | & (80OX) ]
i '
District Total 15 [15 (100 ') 0 P 132) | 2 (13x) 3 (202)] 7 (472)]5 (33x)] O 1] JO (672)] 8 (53X)] 7 (47X O F (20%) 11 (7JZ)|6 (40X)
! ‘
suone jueaLte district
|
Accomack County 49 |33 (672X 16 (332) | 5 (10X)jt1 (221)*\! (222)rl (432)] 1 (21)] © ] :S (oxp (23!)‘3 (2728 1 (2%) b (122) | 3 (6X) pO(20X)
Morthampton Co. 8 2 (252] 6 (75%) |1 (13T)| 2 (25Z] 4 (50% (/] 1 (13X 0 1] 3 (38x% 1 (13Z) 1 (132 0 (] 0 1 (25%)
: i !
District Total ) ‘35 (61X} 22 (39%)}{6 (11X) 13 (23Z]15 (26%)21 (372) 2 (4X) 0 0 S8 ()AXXN2 (21X%14 (252) 1 (2X) iﬂ (112) § 3 (5%) 12 (zmi
| I ] ' : ' 1

(44



. - _— U W - . — z -
Total Recoamended  Services Required - Available Services Required - Not Available
Number [Nursing Choref| Comp.| Home | Home- Day Chore ; Comp. | Home | Home- | Day |
Screened] Home ] Non-NH Meals Stcs.] Svcs.| Health| maker Care § Other { Meals | Svcs. | Svcs. | Health] maker Care | Other
1 ' ' 0
PATRFAX lmg D!S'rltd! ! I
! : ! i = | :
Fatirfax County 126 |96 (761]' 30 (24X) 6 (4X); 1 (1X) |16 (13X) 7 (62) 0 o 4 (3X) |1 (lt)r (A1) |9 (%) 0 2 (22) 0 {83 (662X
|
! oo
FRANELIN-HENRY .. WEARTH DISTRIPT ' . :
. 1 [ s
Franklin County S 14 (802)) 1 (20%) )1 (20!)_ [} 2 (402) 0 [} 0 o 1 (20%)12 (402) [} ] 2 (402) 2 (402) 52 (6‘01)
Benry - ! ; '
Martinsville 3% |33 (852) 6 (15Y) 0 1 (3X) |6 (15X)]16 (41X] 1 (3X) [} 3 (o) |11 (281)12 (312]18 (“ll 2 (5%){1) (3] (332! 9 (23:)
. : i
{ | .
Patrick County & |3 (752)1 1 (25%) [} [ o [} [} o o 0 1] 0 :f [} o ] [}
]
DPistrict Total 48 {40 (83X) 8 (172) i1 (2%) |1 (22) |8 (172)]16 (33%) 1 (22) [} 3 (6X) |12 (25Z)14 (292)18 (382} 2 (AX)}15 (31X)15 (31X}il (23%)
‘ ! !
A HEALYN DISTRICY ‘
i i
: i | ;
' . ! :
Rempton 2 28 (07!' & (132)14 (132)13 (97) |11 (34X]9 (282) i6 (IO!)‘ 1 (3x) (1] 3 (9%) '6 (192) ill (uzj 0 ;6 (19%) | 2 (62) '8 (25%)

8¢



Total Recommeuded . Services Requlred - Avatlable . Services Required - Not Available
' Number Hur-lnu Chore] Comp.| Home “Day Choce | Comp, Home | Home- Day
Screened llon-l!l Svcs. Sves. | Health Care Sves. Svcs, Healcth]l maker Care
) DISTRI l
! i '
Benrico County 30 23 OM)) 7 (230) o 7 (23z) 9 (30%) 2 (17) 2 () n (:m)#n 312} 1 (3%) jll Ml & (130))
‘ H
SCO W DISTRICT ! .
! : !
Les County 3 |1 a2 (6m). [ o |1 () o o o' o o ; 0
Scott County 8 |7 (ssx) 1 (12%) [ 0 3 (38x)) [ [ i o |1axy o rk (25%) 0 ,z (25%)
| -
Wise Cownty 21 {14 (672Y 7 (33%) 0 0 1 (50 0 1601 (50 )2 (101 4 (wxﬂ 1 (52) 0 I [
Districe Total 32 22 (692] 10 (312) ° [ S (16X) 0 1OD[30ns (|3:){ 3 (9%) °
H 1
LORD [PATRPAX mg‘s-mcr
Trederick - 5
Hinchestar 31 24 (772] 7 (230) 16 (szqn (552016 (522) # (137) ho (32zyn (3sHIn1 (3511 21 (68%)14 (451)

|

1414




—_—— e ey

Lord Fairfax Total Recommcnded Services Req-}lred -V;valhbh Servi Requi - Not_Availgbl
continued Number [Nursing Chore] Comp.{ Home Home- Day Chore ‘e -.q“ '!l:_-.o—- l‘l:.-:-:— L—sbay
IScreened] Home | Non-NM Meals Svcs.{ Svcs.| Health{ maker Care | Other | Meals | Svcs. | Sves. | Health] maker Care } Other
Page Coumty 1 11 (IN*) [} 16 (55%) Is (73X) 16 (55%) 8 (73X%) [} (1] (1] 4 (36X} 1 (9%) {3 (21X) 0 |9 (82x) 9 (82%) ] 1 (9%)
|
Warrem Cownty 11 18 (73%), 3 (272) |10 (912)]10 (91X 10(912)." (1009) 0 [} ] 3 (272)12 (182) |2 (18X) 0 10 (912)8 (73X) [}
; | .
. ] i
Shenandoabh Co. 17 |16 (94XY 1 (62) |7 (A1X)] 7 (41X] 7 (41X] 6 (352X ) (62] 1 (6!)I ] > (291):5 (292) 17 (4!1)‘ o (651)l ] (292] 4 (24%)
' ! |
i |
Clarke County 5 {5 (100%] 1] 3 (601) !5 (100%]5 (100Z) & (80XX 1 (20X} 1 (mzi (4] 2 (40X). ¢ o 0 |4 (80X) 4 (80T) 1 (20X)
I .
I
District Tots] 75 [6s4 (852] 11 (15X74S (60%]46 (61%J45 (602Y4S (60IX 2 (3X)i 6 (BX) 4] 24 (322119 (25%)22 (0%} 0 {35 (73Z}40 (53X) 8 (112X
: R ]
A- BEALTY DISTRI¢T
|
)
Loudoun County | uooF) 1] i2 (122) 13 (182) |2 (12%). 6 (35X) 1 (6X) (] 0 1 (6X) {3 (182) | 5 (29 [} 4 (24X) | 1 (6X) |9 (53X)
- |
: i |
1
i ! . :
. Co ! o s

g1l



Total Recommended Sez'v.lce;-;e:)u_;:d - Avafladble _*— Services Required - Not_Availadle
Number |[Nursing Chore] Comp.| Home Home- Day Chore | Comp. Home | Home- Day
Screened| Home | Non-NU Meals Sves. Svcs.| Health] saker Care { Other { Meals } Svcs. | Svcs. | Health{ maker Care | Other
MIDOLE PENINSYLA WEALTH DISTRY !
Essex County 4 |4 (100X)) 0 1] 0 ] ' 1 (25%)] © [} ] 0 0 3 (752) 0 [} 1] 0
Gloucester Co. 20 |20 (100) O 0 0 3 (ISZJ’ 1 (5%) [} (1] 0 & (20x) 1 (52) | 9 (6511: 0 2 (10%){ 6 (302 O
King Willism Co, 1 |1 (100%) ] 0 0 ] ] /] [} [} 1] ! [} ] ] [ (/] h (1001)1
!
King & Queen Co 5 |5 (1002) ] 0 (] o 0 ] ] 0 1 (202 2 (40Z)} O 0 h (202) p (20%) 0
Mathews County 7 6 (862)] 1 (142) ] 1] 1] [} ] 4] 1] b (17Z) 3 (S0X) 8 (ml [} kl amr)p (171x) 3 (m)i
!
Middlesex Co. 12 {12 (mot) 1] [ ] o 1 (82) (1] o 0 (] 6 (50T} 2 (17X){ S (uﬂ 3 (ZSI)TO (032)'6 (33X)} 5 (422)
Distrxict Total 49 |48 (982] 1 (2X) [}] ] 4 (8X) | 2 (4X) 0o (1] 0 2 (242)} 8 (16X)A8 (372} 3 (6X) {14 (ZQZ)TZ (241)| 9 (83)!
!
|
1 ' '
! ; I I ! !

911



Total Recommended . &wicu— Required - Available - . Services Required - Not Available
Nusber [Wursing Chore]l Comp.| Bome Home- Day Chore | Comp. Home | Howe- Day
lScumd Home | Non-NH Heals Svcs.{ Svcs.] Heslth{ maker Care { Other { Meals | Svcs. | Svcs. | Beslth] maker Care } Other
i ]
[ 1™ DIsfmICT |
t
{
’l!ytho Cownty 6 4 (677) 2 (333) [} 2 (33%) |3 (SO!)!Z (33x) 0 [} 3 (50%) |3 (50%) |2 (33X) |2 (331) |2 (JJ!)!Q 672){ 1 (ATX)
| ' '
Sayth Cowmty 13 14 (93] 1 (77) {2 (13X) |2 (13X) |1 (13X) -8 (53%) o ] 14 (93X)14 (232)13 (87X) 1 (X)) |9 (Got)k (53%) | 3 (202)
! b
Uashiagton Co. 2 2 (1002) ] 0 [} 0 2 (1003} O [ 1 (50%) ;2 (100X) 1 (soxi (] 1 (50!)! (] ! (]
1
I ' i
Craysom Coumty 4 3 (752)] 1 (25%) o 2 (50%) 12 (50%) J2 (50X) (] 0 3 (75%2) (3 (75%)j2 (50%); O 3 (75%) [2 (50%) | 1 (252)
Carroll Cowmaty 1 8 (13X)] 3 (27%) | 3(27x)] t (9T) {1 (9%) |2 (21%) | 2 (ll!i 3 @2n B (181) |7 (64X) |5 (452) [} 5 (45%) o (36X) | 2 (182)
Calsx 12 11 (922] 1 (8%) [\] 4 (33X) 16 (332) (5 (422) 12 (17x] O 7 (S8%) |4 (33X) | (33%) 0 4 (33X) |7 (S8%) |5 (422)
Sristol 6 6 (1002 (1] [ ] LI /] 1 (177) [} o 2 (33x]3 (50%) |2 (33%) [ ] 1 (ln)? (m)uz ()
]
District Tota] 56 48 (85Z) B8 (3152) | S (9T) 11 (20X)12 (21%]23 (41Z) 4 (71)' 3 (5%) 32 (57TX36 (642)29 (522} 3 (5X) '25 (45X%27 (ABIYN4 (251)5
] ’ .
; I
: | .
H ! .
! ! } . i ' i

LIT



Total s lcco-ended" Services l!:qug—re—s; -_.\;;H:b-h T Services Required -_Kot Available
Wumber [Nursing Chore] Comp.] Howe Home- Day Chore | Comp. Home | Howme- Day
IScreenul Howme | Non-NH Meals s_v-c-. Svcs.| Health{ maker Care { Other | Meals } Svcs. | Svcs. | Healch| maker Care | Other
_l_!ll__l!!m TH DISTWICT !
Nontgomery Co. .19 119 (l'ooi) [ 4 (212) ] 1 (52) |4 (2!!)? (] o [ [ 3 slﬂ] 1 (52) i (5Z) |1 (5%) 2 (11%) |7 (37%) {11 (582)
Giles County 16 |15 (94X) 1 (6%) | 3 (192} O ] : ) 0 ] o 4 (253) 2 (132) 3 (192] O 3 (192) {12 (75X)10 fin)
Tloyd Coumty 4 3 (752} 1 (25%)] 1 (25ZF 2 (50X] O 1 (252) [ o o 1 (252)) 1 (252} 1 (25!]. o 1 (252)56 (1002} o0
Pulaski County 10 j10 (IM) 0 0 o 1 (101} o [ o. o 1 (10X) 0 ? (102)§ 0 ] ' 0 :4 (40X)
Radford 8 | 8 (1009) (] 1 (132) {3 (BN (38xy [ o o 0 J! (131) 0 1 (m)! 0 1 (130) |1 (132) i1 (883)
i
District Tota 37 |55 (962} 2 (A2) |9 (16%) {6 (28X)|8 (14X)| 1 (2X) ) ] o po (uzi & (12) {13 (23 1 (23) {7 (122) [26 (42X)32 (562X
_@_&u NEALTY DISTRICT .
Morfolk 89 |68 (76!} zi (261)320 (221} 3 (.32);17 (19Z) &4 (4 XY 3 (3X)| 6 (7X)] 5 (6X) [21 (24X]19 (21XY14 (162} 6 (72)‘24 (272326 (29233 (60X)
'
L ! I i ; { i

811



Total Recommended Scrvlce-u Required - Ava l'l:ble 5 - Services Required - Not Available
Nurber [Nursing Chore] Comp.| Home Home- Day Chore . Home | Howe- | Day
{Scteaned Howe | Non-NH Meals Svcs.{ Svcs.| Health! maker Care { Other { Meals { Svcs. | Svcs. | Health| maker Care | Other
N 1
woxtiean weck |mEALTS HisTRICT !
Lancssater Co. 8 |6 (ysT)] 2 (252) ] ] 3 (38 f2 (25%) [} (] 0o 4 (50Z) | 1 (132} 2 (25X} O 3 (381) ] [}
Sorthemberland 8 |6 (757)| 2 (25%) [} [} 3 (382) ‘9 (252) o o o 3 (38X) |2 (25%)] 3 (38X} O 1 (132) | 3 (38%) 5 (63X)
. )
Richmond County & |4 (1002) [} 0 0 [} 1 (25%) o 0 [} 1“ (100X)4(100%) |4 (1002} O 3 (752) 13 sz} O
Ueatmoreland Co 5 |5 (1001) 0 ] 0 o [} [} 0o o B (1002} 2 (40Z] 3 (60X [} 3 (60%) " 1 (20X) 1 (20%)
District Tota} 25 |21 (84x] & (16X) 0 o 6 (24%) |5 (20%) o [} o 16 (64X] 9 (362) 12 (401) 0 10 (40X) 7 (28X) 6 (24X)
PENI TH DISTRICT
Newport News . 62 }51 (822) 11 (18X)| 4 (62) |5 (8X) |6 (10%) 19 (as2) Mt (2%) | 1 (23] 4 (62> | 2 (3T |1 (22) |25 (a0x o 3 (52) ] 36 (582)
Williameburg - '
James City 20 {18 (90%) 2 (10X) [} o b (5%) {1 (52) 1] (1] ] o 1 (52) |1 (53) [} 11 (552} © 13 (652)
York Couaty f 1 0 1 (1002) |1 (100 [} 1 (100% o [\] : [} 1 noo:)l [ [} [} [} 1] [} [}
' .
District Tots 83 |69 (83X) 14 (A7)} S (6X)] S (62)% 8 (102110 (1223 1 (1T)| 1 (IX){ S (6X) I 2 (22) | 2 (22) {26 (21X 1] 14 (172 O lt9 (591).

611



Total Recommended . Services Required - Available A Services Required - Not Available

Humber (Mursing Chore] Comp.| Home Home~ Day Chore | Comp. Home | Homa- Day
:Scncmd Home | Ron-Nd Meals Sves.] Svcs.| Health] maker Care { Other | Mcals | Svcs. { Svcs. | Health] maker Care | Other
’ I
21 DISTRICT i
!
Charlotte Coumt}y 9 |7 (782)] 2 (22%) |4 (442)]3 (33X)]4 (“1); [} 2 (222) |2 (221) o ] 5 (56X) |4 (44X) (] 5 (56T)1 1 (11X 0. i

] H
Wottousy County 16 114 (882] 2 (12%) 16 (38X)|5 (31X)|7 (6&!)3 0 3 (192)[3 (19%) [} 1 (6X):5 (312) |4 (25%) 0o 4 (25!)' 2 (122} 8 (30X)

: ' i
Priace Edward S |3 (60T)] 2 (40Z) |2 (40X)}2 (40X)|1 (20X)}1 (202) o 1 (20%) [} 1] 1 (20%){ L (202; 0 2 (M)gl (201)5 2 (40X)
CGumberland Co. 3 1] 3 (100%) |t (33%) [} 2 (66X) ] [} [} o‘ [} i [} 0 i [} o ] ; [ ]
Buckingham Co. 1 |1 (r00% 0 1 (1002 0 0 [} o o [} o 'l (1002} 1 uoo'p [ 0 [1(100%) |1 (100}
: /
Amalia Coumty ) 615 (83!{ 1 (172) 0 3 (S0%)| 1 (17%) o 0 ] (1] 5 (832) 0 S (83?):' [ 6 (ioox 0 /]

District roz+ 40 130 (752{ 10 (25!): 14 (15!);‘..3(311)15 (381 1 (30)|5 (130)] 6 (15%) [} 6 (152)p2 (30X).)5 (38 0 7 (43D)]5 (13X)] 11 (282

| | ;
-.- | g |
i ‘ i

021



Total Recommended Services Required - Available . Services Required ~ Mot Avajlable
Nusber |Mursing Chore] Comp.| Nome | Home- Day Core | Comp. | Mowe | Moma- Day
[Screened| Home | Non-WM Meals Svcs.| Sves.| Heslth] maker (311'0 Other | Meals | Svcs. | Svcs. | Health| waker Care | Other
PITTSYLVANIA-PANVILLE Mﬂl DIgTRICT
Pittsylvantia Co 44, 129 (662X 15 (daz]1l (26x] 9 (2] 5 (122 5 (122] 5 (122f & 9D 1 (22) | 6 (242] 7 (162) 8 (192 ] 9 (21Z) ] 4 (92) | 8 (19%)
Daaville *33 128 (6ATY 32 (I6X0) (33TNI (39x] 6 (2] 8 (242 ¥ (3T | 3 O3 2 (61 ] 4 (122 2 (6X) | 8 (242] O S (13%) | 8 (242} 10 (w
District Tote 77 150 (653) 27 (352) [22 (292§22 (29211 (1ez]13 (172 6 (8T) | 5 (7D ] 3 (a1) ho (132 9 (12116 (11] O 14 (18TXI2 (16XMI8 (24%)
PRINGE WILLIAS WEALTH [DISTRICT
Prince Willism " 9 (822] 2 (IA2)| 6 (55X 6 (552) & (362 5 (452) 2 (1011 192|282 O [ ] F (182) 0o (] 3 (27z4 4 (363)]
Garfield Branch 5 |5 uooﬁ) o 4 (s0z) 2 (40X} © o o o 12 o 3 (602} & (s0zf O 2 (403 1 (202)} 1 (20%)
Manassas 4 |4 oo o 3 (7511 2 (5028 2 (502) 2 (50T 1 (252) ) (e223 I 0 0 0 o ° 0 |1 (250)
District Total 20 [i8 (902} 2 (10%) 13 (652310 (302} 6 (3023 7 (352)] 3 (ISIN 2 (10Z) 3 (152)] O 3 (15%)} 6 (02} O R (102) |4 (202)| 6 (20X)

131



Total Recommended Services Required ~ Available R R Services Required - Mot Available
Number [Nursing Chore «| Rome Nowne- Day Chore | Comp. Home | Mome- Day
{Screened} Howe | Xon-MM Meals Sves. | Svces.| Health{ maker Care | Other { Mesls | Svce. | Svcs. | Bealth] maker Care | Other
!&_mghm\ Iul.‘m bIsTRI
Fredericksburg 10]s (I)x)j 2 (201) | 6 (602)] 2 (2021 ;l(ﬂ) 1 (102) [} 2 (20xy © |2 (202) 3 (30X)|4 (402) [ l 2 (202)]2 (202)]4 (40X)
Caroline Count) 16 15 (942)] 1 (6%) |2 (132)3 (192N 7 (44213 (81T)] t (62) (] 0 18 (502)]8 (50%)|S (312)] O S (312)18 (502)|2 (131)
Sceflord Oun-tﬁ 8 |7 (s82) 1 (127) |3 (381)]2 (252 O 1 (132) 0 ] 0 ]2 (232)] 3 (382)]5 (63T)] O 2 (252)|5°(632)| ©
Spotsylvania Cd. 9 ]2 (8%} 2 (22%) [ o 0 |2 (221) 0 ] 0 12 (222)] 1 (112)]8 (882)] O 1 (1121 (D)} (112)
King coorr Co.| 1 |1 oo (] (] [ 0 [} [ [ [ ) (1002)1 (200Z)1(3002) © [ 1 (3002): (1002
District Tot 44 [38 (86IF 6 (142) h1 (252)%7 (lu)“ﬂ (182)37 (392)] 1 (22)] 2 (5%) [ 15 (342)16 (36223 (522) 0 JO (232){17 (392) 8 (182
RAPH TDAN HEALTH DISERICT ,
Fauquier c«ntyw 9 @)} t (un) |3 (332)# 0 0 5 (562)[t (112)}] o 0 {2 (222)]3 (332)|8 (892)] o 3 (3xx)|3 (332)|3 (332)
Calpeper Cmutyw 8 (752) | 2 (25%) | 3 (381) o [ 2 (252)) 1 (137) O (] 2 (252)13 (382)]4 (50Z)f 1 (13X)]3 (383)| 1 (132} O

(44



Total Reconmended Services Ruequired - Available Services Required - Not Available
Rappahannock- | Number [Wurstng Chore] Comp.| Home | Howe- Day Chore | Comp. | Howe | Mome- Day
Rapidan Screcned| WHome | Non-Ni Meals Svcs. Svcs.| Health] maker Care { Other | Meals | Sveu. Svcs. | Health] saker Care | Other
(continued): |
Orsnge County 6 |6 (100%) ] [} [} 0 |2 (3)) o 0 o 6 (1002} 5 (83!? (1002) 1 (2721 S (83X 5 (81x¥ 1 (27%)}
1
Madtieoa County 3 |5 ooty o [} 0 |3 (602) 3 (602) } 1 (202) O ] 5 (100X] 4 (802} 2 (aoxi ] 3 (60XY 4 (802X O
Rappahaonock Cq. 2 1 (mi 1 (502) 0 1 (502} 1 (50%}2 (|0on [} (] ] ] 1 (SOZJ 1 (50xy O 1 (50%2) [} ]
District Totdl 30 [26 (87ZY 4 (I3x)| 6 (202¥ 1 (3T} | & (lnﬂl& (4723 3 (103) O (1] ns (s0z)16 (53TX21 (7014 2 (XS (”lﬁl] (A3X) & (lu)L
RY CITY BEALTH tﬁlS‘l’llC\' ’ ,
Richmond City 172 129 (753) 43 (252310 (62) ] 3 (22) | 3 (21) J21 (12X 7 (&2 [t (.5%) |10 (62) 0 0 [} [ ] [} 118 (691
ROAROKE CITY|REALTH ISTRICT
Roanoke City 43 30 (67%) 15 (331)] 9 (192411 (23TY13 (27%) 2 (4X) | 6 (122)] &4 (Ol)h (163) 35 (312M6 (IIT? (35,2] (1] hli (3TN 4 (8X) | 5 (102)|

8



Total Recommended Services Required - Availasble Services Required - Not_Available
Numsber [Nursing Chore] Comp.| Home Home- Day Chore | Comp. Home { Home- Day
IScncnod lome | Non-NH Meals Sves.| Svcs.|] Health] maker Care { Other | Meals | Svcs. | Svcs. | Health] maker Care | Other
ﬂ&ﬁmmﬁ DISTHICT
Brumewick Co. 21 12 (S72) 9 (43X) | 2 (102] 1 (5X) )3 (142) 0 o 1 (52)| 2 (102) 1 (52)} 3 (142} 2 (102) 3 (5%)[2 (10%) [ & (19%)
Ralifaz -~ L

South Bostoa 27 23 (85%) 4 (15%) | 2 (72)f & (AX) |2 (7X) |4 (15%) ] 0 1] 5 (192) | & (15Z)11 (412} O© 3 (‘II!) [ 12 (442))
Macklemdurg Co. ‘ 13 13 (00 o 1 (82) |1 (82)] & (31x) 2 (152 o 1] 2 (152) R (152) [} 3 (232 o 1 (81) 1] (81) | 8 (62X)

District Tota [ 1} 48 (792] 13 (21X)§ 5 (8X) | 3 (52) |9 (15Z)]6 (10Z) ] 1 (22) j4 ((72) B (132) |7 (112) Ll6 (262] 1 (zl)r (10%) | 1 (2X) P4 (I92)

r
THOMAS JEFFER! HEALTH DISTRIC]
Albemarie -

Charlottesvilie 41 32 (762) 9 (242) 23 (55I) 8 (19%] 6 (14zYt4 (I3TX 3 (7z] & (10X 1 (2X) ]9 (21xX13 (JI!*I! (4321 3 (X)) [15 (6ZIN13 (uli!l (S0 %
Tluvanna County 4 3 (752} 1 (252) ] (] 0 2 (S0%) [\] ] 1 (252) | 2 (502 2 (S02) 2:(50% [} 1 (252) | 3 (752) 2 (50%)
Cresne County b ] 3 (w00p) o 1 (32 ] 1 (DB (3N) [ (] o b (33XX 0 (XN 1 (33x] 2 (3] 1 (O} O 1 (33X)
Loufsa County 3 5 uoor (] ] (1] o 3 (602) /] [} 1 (202) | 1 (202) /] t (2023 1 (2021} © 2 (402X 1 (202)

vet



6 - I8 - O Z9¢-69

n Jeffersod Total Recommended Services Roquired - Avallable i Services Required - Mot _Available 1

(continved): Number [Nursing Chore] Comp.| lome Home- Day Chore . Home | Wome- Day

€ |Scraened] MNowe | Nom-WM Heals Sves, Svcs.| Health] maker Care | Other | Meals | Svcs. | Swes. | Mealth] maker Care | Other

Nalson Coumty 19 15 (1921 4 103 Q1] 2 (11z2] 3 (arz) 3 (A7X] 1 (621 (62) [2 (R1IX) |1 (6X) [I (6Z) |3 (R7X){ 1 (6X)| 1 (62)(2 11z ’,(“!)
Oistrict Tota 72 58 (81X] 14 (192)]27 (38Z]10 (142310 (14Z)23 (32X] & (61). S (72) 3 (%) |16 (192)17 (242]25 (35%] 6 (BX)[18 (25%]22 (312133 (46X)

TIOEPATER TH DISTRICT
Franklin Cicty 9 9 (1002 ] 2 (222) [} 2 (222)§2 (22%) (1] (] (] 4 (44X) |4 (44X) |5 (56XT)]1 (1IX)]5 (56X) |5 (56X)] 3 (33X}
{

lele of Wight 20 18 (902) 2 (10%)§3 (1STI|t (5%) |2 (40%)}4 (202) (] 1] (/] 13 (65T]17 (852117 (85Z)2 (10X){11 (552110 (502} 7 (35%)

Portemouth 70 33 (762) 17 (242) [4] 3 (4%) {4 (62) [10 (142] 3 (4X) ] [} 15 (222125 (36X134 ('l9l 1 (12)]24 (3621 9 (13x]11 (11X)

Southaspton Co. 22 18 (822) « (st v | 1 05 2303 ]6 (271) o /] ] EM (64216 (7)2113 (592} 3 (142]13 (682]16 (732] 6 (211)

Suffolk 23 19 (azzr 4 QBT)1 (52) |2 (92) |3 (142} 1 (52) (] ] ] 9 (412] 7 (322113 (59X} 3 (142} 2 (322 6 (271{ [}
District Tota] 144 117 (BIp) 27 (192} 7 (S2)]7 (52) L6 (NX}23 (162] I (22) 0. [ ] B35 (MJ“ (487182 (372 10 (7X}62 (hl!i“ (32227 (19%)

.

qg1



Total Recommended Services Required ~ Avaflable . Services Required - Not Avallsble 1
Nusber [Nutsing Chore] Comp.{ Home Howe- Day Chore | Comp. Home { Rome- Day
Screened] Home | Non-NM Meals Svce. | Svcs.| Health] maker Care { Other | Meals | Svca, | Sves. | Nealth| maker Care | Other
VIRCINIA BRACH MEALTHM lelﬂ'
Virgints Beach 52 49 (9421 3 (6%) |22 (422] 3 (6X) {5 (10X)|31 (6021 5 (10T]12 (232] 1 (22) [}] 14 (272320 (382 ] 2 (42) [} 11 (212)
STATE TOTAL 2062 1618 Lhd k1 248 ‘352 442 104 83 2 388 435 567 57 422 362 732
(782 22z} O717) a2z Mz (212§ (51) (42)] (42) (192) (212y (281) (31) (2123 (1823  (362)

921
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Nursing Home Pre-Admission Screening
July 1, 1978 - June 30, 1979

PURPOSE

On May 15, 1977, the Virginis Medicsl Assistance Program implemented
the Nursing Hone Pre-Admission Screening Program. The purpose of the
progran vas to delay or avoid unwanted and/or inappropriate nursing home
placements through the use of the interdieciplinary tesm approa;h ard
the mobilization of community resources. A second purpose of the
Pre-Admission Screening Progran was to identify services required in
the community to meet the needs of elderly and disabled pereons.

The purpose of this report {s to summarize the progran's second yesr
_ (July 1, 1978 through June 30, 1979) and to compare the program's first
year (May 15, 1977 through May 30, 1978)% and second year.

PROGRAM RESULTS

During the second year of the screening program, 2,132 local
screenings occurred statewide, as compared to 2,062 during the previous
year. Second year reporting reflects that 438 individuale have been
maintained in the community (21X), which is a slight decreass from the
444 (22X) vho were maintsined in the community during the previous year.

Statevide reporting continues to indicate that the service most often
"unavailable"#? to maintain individuals in the community is companion

#The Program began on May 15, 1977; therefore, the first year's report
was reflective of 12 months. The second year's report is reflective of the
State Fiscal Year.

*Unsvailable is defined as needed for the individual to remain in the
community, but the service 4is not available to the individual.
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service. The "unavailadility” of companion services was reported in
312 of the cases during the program's second year as compared to 203
during the first year.

“ The "unavailability" of chore services remained the same for
both years: (21X of the cases). The "unavailability” of meals on
vheels or congregate meals increased from 19X in the first year to 23%
in the second year. Howmemaker service "unavailability" decreased by
one percent in the second year; 20T as compared to 212 1n the first
year. Adult day care "unavailability" also decreased during the °
second year by 1X (18X during the first year snd 17% during the
second year). Home health services continus to be the services available
in 21l areas of the State and in sufficient quantity to meet the need
in most cases. (See attached report by locality.)

Reporting for both years of the program reflects several reasons that
needed services are not svailable. One reason is that the individual
does not meet the income eligibility requirements for the service. This
is particularly true for individuals whose income is in excess of the
allowable amount for Supplcnuntd Security Income eligibility and who are,
therefore, ineligible for such services as chore and companion service
under Title XX in Virginia. '

In many instances, the service "uqodod" does not exist in the
community. Adult day care continues to be a striking example of this
reality. Another reason that "needed” services are not available
continues to be that the service is not offered a sufficient number
of hours to mest the need.

During the second year of the program, 181 patients in State Mental
Bealth and Mentsl Retardation facilitieo were screened. Seventesn percent
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were not approved for nursing home care. This compares with 197 patients
screensd during the first year and 221 not approved for mursing home care.
In those cases that wers not \gpptond for nursing home care during both
years, it was felt that the most appropriate placement would be continued
hospitaliszation or movesent into a licensed home for adults or a foster

home.

CONCLUSION o

In comparing the first and second years of the Nursing Home Pre-
Admigsion Screening Prograa, there does not seem to be a significant
difference in terms of mmber of screenings, recommendations, or
uu\ttnutto? of service needs. While local screenings reflect a 1X
decrease in non-nursing home recommendations, there have also been some
increases in the "unavailability" of community services, particularly
companion services. This reported "unavailability" of services would
suggest that for some persons, nursing home placement became the only
alternative.

The program has continued to contribute in the specific identification
of services that are required in the community and to measure the service
availability to weet the needs of Virginia's elderly and disabled citisens.
Moreover, disabled and elderly persons are mot being uprooted from their
homes and communities. Inappropriate and uawanted mursing home placements
continue to be delayed and/or avoided through the mobjlization of community

' Tesources.



Alexandria
ALLE

Alleghany-
Covington

Botetourt
County

Craig County:

Roanoke CouatJ 4“

Clifton Forge
DIST

ARL]
Arlington

NURSING HOME PRE-ADMISSION SCREENING
July 1, 1978 - June 30, 1979

T Sowiu:‘;;qui'red- - Avnna-brl'; I Services Tc;\u.rcd ;,_-K;_:_._Aga.il'ﬂg‘l_q,__ —
Chore] Comp.| Home Home- Day ! Chore | + § Home | Hoxe-~ Day .
Meals Svcs. 8vcl.. Health{ maker Care‘i Other , Mcals § Svcs. { Svcs. | Hcalthi raker Care | Other
I ' 1 -
' .
. '
17 |16(94s) 1 (63) | 3(18%] 3(183)8(473) 8(475] 4(243 stzez)l 168) | o0 o |s(291) 13(76%)|
i |
ANY HEALTH DI4TRICT : ,
18 |1s(a3s] 3(17%) | 1(63) |s(283); 6(335) 6(333] 2(115) 0 . 1(63) 10(55:?3(17:)’ 9(50%]3(173) }o(ss‘s)l 1(63) | 7(39
s [sc00s] o | o | o |uzosyzweos] o | o p(zom zuoz?x(zoz)ﬁ 1(203)2(408)| 0 | 1t208] 3(60
° 0 0 0 0 0 o | of o 0 o o o | o , 0 ; 0
33(758)11(25%)| 2(s%){1(2%) }-ae9%) froez3z] o | o [s(113) L0 s(es) o |121m) | 3(73) :30(6en)
0 0 ° 0 0 o | o I o 0 ol o o, of o 0 0
cT_ToTAL _
63 [s3cr9s)r4(212) | 3(ax)|609%) ha(resfrsc27s) 2(35) o [r(r03) [12(18x) acemhrs(zaz) s(7m)ha(a6s)| s(73) lao(son
TON_MEALTH DISTRICT ‘
27 |20(743) 7(263); 3(113)2(73) | 9(33x) a(1sxjan(anzho(aaz)2(7s) | o | o l2¢2)| o | o | o [19t70%
[ i i
{ i
i ! i i : ! !
! : | ! ! g 1 ! i

081
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Total Recommended . Scwtcc:;qu’keJ - g\Vlﬂl.lsle Services Required -;-}.;_:__ Aveiladle
Number |Sursing } Chore] Comp.| Home Home- Day !} Chore | Compt Home | Hoxe- Day
.Scrmcd Home | Non-NH Heals Sves.! Svcs.| Health! msker Care l Other , Meals | Svcs. | Sves. | Health{ raker Care | Other
CENTRAL SHENANDOAH BEALTH D M
’“‘g::z;;“ 27 |26(963) 1(43) |11(41%) 1(4x)14(523] 5(193} 6(22%) 2073) 0 |2(73) | 143) | 2072)] o | 1(a3) | 5(29%] 8(30%)
Bath County 4 |4(100% 0 0 o i o0 0 0 0 j1i(25%)} O 0 0 0. 4(100%
Highland Ccunﬁy 2 0 ?2(100%) 0. 0 i0 0 ! 0 1(25%)] 1(25%)1(25%) 0% 1(28%) 0 0
L. |
Lexington- ) Vo .
Rockbridge 3 |3(1003) o ] o |1(33x] o 0 ] o |i(33) o | o0 ; 6 ) o 31100
|
Rockingham- 1
Harrisonburg 27 R7(100%) 0 3(11%) 0 ! 3(11%] 4(15%}) 1(4%) 0 0 3(851)11(411!1](63%' 0 (22%) | 4(15% 13(4
Buena Vista 3 |3 ] 1(33%) 0 0 0 i 0 0 0 i 1(33%) 1(331&1(331)1(33!) 1(33%) 1(33
Waynesboro 17 14(321b 3(18%)| 5(29%) 3(18%] 6(35% 1(6%)2(12%) |2(12%) |6(35%) 4(243%) 6(35!?3(185) (29%) | 5(29%) 9(S
DISTRICT TOTAL 4 . :
83 P7(93%)] 6(73) 20(241’ 1(18)21(25%)15(18%)8(10%) 4(5%) 2(2!)‘4(411)&8(221“7(335’ 4_(55)14(178115(181 38( 461
‘ .
i !
‘ i : i l l

181
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-

Total Recommended h] Services Requited - avatiavle ) T Services Rewiired - - Not Available _
Number |[Nursing Chore| Comp.| Home Home- Day ! “Chore | Comp. Home ; Hoze- Duy
Screened| Home | Non-NR Meals Sves. Svcn._ Kealth! maker Care i Other § Meals | Svcs. { Svcs. +| Health| caker Care | Other
RQINIA DISTRICT ! f ! -

Asherst County 8 1 6(753) 2(25%) B(38%){ O 0 iusoz) o (] 0 ] 3(38%)2(25%){5(63%) 0 [2(25%)}2(25%)| 2(25%)

Appomattox Cognty 1 [1(1003) o0  h(1003)1(100%) O %1(100:) 0 0 0 0 0 () 0 0 0 0
Bedford County 8 4(s50%) a(s0%) 2(253)] © 0 iacam 0 0 | o |3(3ss)3(3e5)[3(385) 0 |1(135)j2(255) 1(133)
Campbell County 17 [11(65%) 6(35%) | 2(125) o s(asz)f 0 0 0 . 0 [16es)|1(63) 1681 | 1(65)[2(125); 1(e3) | 9(53%)
Lynchburg 53 [31(s583)22(423) 16(303) 3(63){5(9%) | 6(113) 1(28) 2(43)] 70133} 8(18% 1suszhuni)zun 6(112)] 8(155)14(265)

TRICT TOUAL f '

87 |53(61%]34(39%) a(28x] 4(55)p1(13%)13(15%) 1(1%)|2(2%) | 7¢8%) l1s(172 zuzunouq)s(sn 1(13%)13( 15526 (303

CHARLES CIT) uuu# DISTRIQY ; | |

Charles City fo. 0 o 0 0 o | o 0 0 0 0 0 0 o, o 0 0 0

°°g:=,‘.:;‘ s lagr008) o o | 2 0 2 0 o| o 2 1 ‘ 0 o | 3
Hanover Co. 20 13(653) 7(35%) ; 2(1011 1(55)] 6(30%) 7(35%) 1(5%)[2(10%)] o0 | 2(102}3(15%) 3(15;{ 2(102); 4(203)5(281)
New Kent Co. 4 [4(100%3) o u2s3) o [a(2ex) 128z o 0 | 3(762)4(100%) 3(75%] 1(25%)i 2(50%); 2(503)1(25%) :
DISTRICT TOTAL: . : ' ! | i .;
28 gzl('nzn(zsz) j3t125) 3(11:); 1;25;)10(35111(3.51} z(m! 0 '7(252‘8(281) s(zsz'ua 5134(1mi6(zu 9(32:)‘

. a8t
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Total Recommended Services Required - Avaliadble . Services Required ft;;;‘_“iill;b}_.- [
Number }lursing Chore .} Home Home- Day Chore | Comp'. Howe | Hoze- Day
IScreened u:-e Non-NH Meals Sv:s. Sves. § Health] maker Care § Other ; Meals | Sves. { Sves. | Health raker { Care | Giher
. ‘ ~T D N
CHESAPEAKE HEALTH DISTRICT f ' |
Chesapeake 57 |32(sex)2s(as3) Bo(s3z] 1025)] 3(ss) 13(233) 1(23)| 1(23)} 6(103) 3(s3);3(5%) |9(163] 1(28 3(s3); 8(145)14(259
CHESTERFIELD JHEALTH [DISTRIC i ' |
] * '
Moty ¢ | 27 featess) acasm [ a0anf o feczzsy ansy 1| o0 esn) E(aoz)[a(sox) 8(308]2(75) | st 18m) 7 268) f1a(s2m
Powhatan County 2 f2(1008) o o | o 0 ) 0 | 0o | o Pp(os)i(son)| 1(soxia(sos)|1(s0%)(50) i2(1009
Colonfal Hetghts 11 | 8(733) 3(27%) 0 |3(273)} 7t643) 1(9%)|1(9%) | 1(93) 10(913)9(828)| s(saz] o 9(82%), 9(82%) 1(93)
DISYRiCT TOTAL . i !
‘o  [33823] 7(182) { 3(75) | o ‘le(22m)poczssy 2(s5),1¢25) | 2(5%) 20(502 :8(45%) 15(379) 3(7%) 15(37:;17(4zﬁ)x7ua
CRATER| HEALTH |DISTRI4T : ; _
: |
o e 11 ho(orsf 1(9%) [ o | o | o |e(sasi o 0 0 6(543]10(91%)10(912)2(185}6(543)| 4(363)| 1(9%)
: ‘
Grg:::;}:'e- 9 | S(55%] 4(45%) | 3(333)4(45%)]2(22%)) 2(223)] o 0 p(223%) | 2(22%]4(45%)4(453) 0 |1(11%)] o ‘s(ssﬂ
P i ‘ '
'é:ﬁ:tf,”"' 3 1 a3l 20678 ) o fa673) o [1(33m) o 0 pam) Me:l o 1) 0 |0 ! oo (333) |
Surry County 1 | o |1(100%) ol o o o o 0 '1(100:11(100: 1(1001) o uoos)}(xoos;l 0
Sussex County 2 '2(100% 0 0o { o P(SO!) ' 0 0 l 0 0 0 moozx; 0 i 0 0 ‘; 00 ‘
1 . !
! R i : ' ! ; | 4

881



Total Recomsended -‘ i Scwicc: l.l;quired. - .\vaﬂ;bqe- T, —d;t;;:; Required -.—D;: Aveiladle
Number |:ursing Chore] Comp.| Mome Home- Day ! Chore | Comp) Home | Hoze- | Day |
e!crun«l Home | Non-NH Meals Sves. Svcl.l Realth! maker Care } Other , Meals | Svcis. | Svcs. | Healch] raker Care | Other
o ] H .
Hopewell 10 19(90%){ 1(10%) 2(20%) 1(202] O 0 I 0 1(10%)] 1(10%)X 6(60%] O 0 1(10%) [S(50%)
. ]
Petersburg g0 16(8011 4(20%) j2(10%) 0 4(2011 2(10% 0 2(10%) 0 6(30%) 6(30%)4(20%) 1(5%) |9(45%)
DISTRICT TOTAL f 2
56 |43(77x)13(23%)|5(9%) 6(11!)[ 8(141i13(23$ 0 0 ‘5(9!) 11(20&)17(307)30(54“)6(111!)8(142)7(12.51)(37'.!
CUMBERLAND PRATEAU SEALTH DISTRICT] ’ ; )
Buchanan Cd. 3 3(100%) 0 1(33%){2(67x % 1(33%]2(67%) 0 1(332)1(33%) 1(33$)I 0 0 ‘ 0 (33%) 31(331) 2(67%)
Dickenson Co. 3 |2(67%)| 1(33%) 0 0 0 3(1003} O 0 0 3(100!{)2(675)3()001{ 0 (67%) 2(67’)’!(33’)
Russell Co. 2 |2(100%) 0 0 1(50%% 0 2(1003) O 0 0 1(501)3 1(50% 0 ; O (50%)| © [
' ’
Tazewell Co. 6 16(100%) 0 0 2{(33x) 3(50%)5(83%)}4(67%) 0 0 4(67%); 2(33%) 2(333_) 0 (33%) |1(17%) 1 3(50%)
BISTRICT TOTAL : 5
/ 14 13(93%); 1(7%) 1(7%) |5(36%) 4(29‘11 12(86%)4(29%) 1¢( 72] 1(73) |9(643%)} 5(36!]5(361). 0 r“ﬂ) 4(29%) |6(43%)
i |
g AR
i i !
: i : i i

12



EASY

Accomack Co.

Northampton C 12
DISTRIET TOTA

Fatrfax Co.

| ERANK
Franklian Co.

Henry-
Martinsvil)

Patrick Zo.

DISTR

— - e e cmmie o wmg

Total Recommended | Services Raquired - Avaiiable Services Required - Keg Avzilable _ .
Number |Lursing Chore] Comp.| Hooe Home- Day ! Chore | Compy Home | Hoze- Day
IScxesned| Home | Moa-NH Heals Sves.{ Svce.| Bealth! maker c:rc‘{ Other ¢ Meals | Svcs. { Svcs. | Health] maker Care | Other.
N_SHORE HEALYW DISTRIQY 1
48 |34(213)14(29%) ?(101 l(2$)n3(27$!20(42$ 0 0 2(4%)[3(6%) | 1(2%) [14(29% 2(43) il?.Sﬂ)l(Z!) 26(54%
7(583) 5¢(423)] o 0 3(251§ 4(33%) 1(8%)} o 1{8z)| O 0 2(17%) 1(8x)] o 0 7(58%)
60 41&323 19(32%) | 5(83) 1(21)“6(271{2‘(401 1(20!)! 0 3(s3) |3(5%) | 1(2%) 16(27%) 3(s%) 6(101% 1(2%) |33(557%]
I I
cT } :
— 10 ! Es
p3s(21%)| 1(.6%) 3(2x)26(16%)20(12x}(06.52) 4(2%8j20(12%}1(.6%)]1(.6%) 7(41)i 0 704%) j1(.6%) 33(2011 n
' [}
. |
DISTRIET - ! ! i
9 -0 7(78%) 4(443) 8(89%) o 0 0 0 2(201)5(551) 5(55%)5 0 leSS) 3(33%)16(67%)
31 2(7%) 0 1(3%) { 4(45%) 4(45%) 1(3%) 1(3%) 0 4(45$)r2(39!%17(551.3(105)!4(451112(393 5(163
7 ;6(863% 1(14%) 0 0 2(29%) 6(86%) O ' 0 0 4(575)‘&(57Si 3(a35) O 5(71%) 5(71} 1(14
. ] | -
4(vax) 3(6%) 7(15%) 5(11‘114(30! 10 1(212) 1(213} o :20(421?21(45!)25(5 )3(65ﬁ24(51$i20(42$ 12(25Y
f i
' H
! i ! j ' i




Total mmj - Services hquired- - Avalla:;;—‘- Tyt T :wtcco Required = Ke: Aveilable _  _
Xumber |Nursing Chore] Comp.] Home | Home- Day ! Chore | Comp. | Nome | Hoze- bay | |
iScreened| Home | Non-NH Meals Sves.{ Svca.{ Bealth{ maker Care ’ Other ; Meals | Svcs. { Sves. | Health| caker Care | Other
HAMPTON MEALTS DISTRICY _ ! ' '
Hampton 28 25(89%) 3(11%)] 1(e%x) S(IOﬂPB(ZDSiS(HS) 2(73) 2(1!4 0 0 B(32%) “&(291) l(‘{ﬂ 4(143) o }e(50%)
1 | ! o
7(20%) |S(14%)] 1(3%) 6(171]? 2(5%) l(3l)§ 1(311. 2(s5%)|1(33) | 1(3%x) j7(20%)] o© 0 0 {9(25%)
[RICT i
Lee County 10 j7(70%)] 3(30%) 1(105]4(403)} O 0 0 2(201)[ 0 2(201)5 2(20’!’2(501) 7(70%)
Scott County" 8 Pp(62.5%)3(37.5% 0 1(12.53) O 0 0 ' 0 2(25!)§ 0 ‘(1§.sz)|a;.m
Wise County 3 0 PB(100%) 0 0 o | o 0 | 0 0 i 0 ! 0 0 '!2(67!)
DISTRECT TOTA ' . j
0 o | 1(sx)]s(2e3)] o 0 o 2(9.55)f o. |a(r93) o iz(s.szn(mm(m)
. )
Frederick- 30 p6687%% 4(133%) 0 0 0 0 0 0 }1(3%) 23(77%) 4(80!]21(701‘ 0 19(63’}21(703) 2(73%)
“Winchester . i . . | [
Plgl County 10 | 8(8ox) 2(20%) o 1(103) 1(120%5) O 0 0 !7(702) 3(30%) 2(20 0 ' 3(305); 1(10”6(60!);'
Warrea County 18 '5(832 3(17%) 0 0 ] 0 1(5.5%) : 0 0 *5(831) 6(891]16(89$';)l(S..’b‘g)lG(”ﬂ.)Z(llS4 0 !
| L | ] I
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Shenandoah Co.
Clark County

DISTRIEY TOTA+

LOuDO

Loudoun Count.

Essex County

Gloucester Co

King lpl)ia-
King & Queen
Mathews Co.

Hiddlesex Co.

e e semia o ——

DISTRECT TOT

Total Reéommended -] Services Required - Avuh—;:l.e Services ;;utud -;;:. A\-ana‘b—l;—w
¥omber |Suising Chore] Comp.| Home | Home- | Day ! Chore | Cowp.'! MNome i Hoze- | Day |
IScreened| Home | Won-NH Meals Sves. Svca._ Health{ waker Care ’ Other ¢ Meals | Svci. | Svcs. { Health| raker Care | Otharx
. - $ -
- 18 17(9411 1(6%) | 2(11%} o L(S.Sxi 0 l(s.szﬁ 6(335]8(443)| 7(393)] 9(50% 8(443) 8(461!5(281)
7 6(85%1 1(14%) | 2(29%} © l(ll!{ 3(432 0 0 |5(71%)7(100%)] 6(863 6(863)l-3(432] 0O
. | ‘
83 2(87%)11(13%)] 4(5%) l(l!)l3(4$)§ 4(s%2)| o 1(11), 7(81)!8(701)57(671154(65! 1(11)52(633%35(422 13(16%)
HEALTS DISTRICT ! ; .
13 |11(85%) 2(15%)] O 5(38%)] 1(8%) {9(69%)| o 0 0 1(8x)] o 0 : 0 1(8g) i o0 (11(85%)
ICT : : | ,
0 0 1(25%) 1(253] 2(s0%] o Q(25%) 0 |3(75%); 3(75%)1(25%): o© 1(25%) 3(75%} 1(25
12 2(100!) 0 1(83) 0 3(253 1(83)] o 0 | 0 |6(s0%)] 1(sx¥o(75%)i o |s6(s0%) 2(17%) 3(25
. 7 Jp(100%)] o© 1(14%)§ 1(14%)] 2(29%] 6(86%) o 0 0 ]1(14%)} 2(293 5(71$)L 0 2(29%1) 3(43%) 1(14
i. 3 (moz)‘_ 0 0 0 1333} o 0 j33m)! o 0 ]1(33x)2(67%)} o o | o 0
16 '4(87. )2(12.SL) 0 0 1(6%£]10(62.%) o o 0 3(19‘)‘ 1(62)8(50%)| O 3(19!J 4(25% 4(25j
8 Pp(100%) b 0 0 J1(12.5}1(12.5) o :1(12.5 1(12.5)2(25%) 2(25"2&251) 0 1(12.5g 0  $(62.5
: | R
50 fs(QGS) 2(43) [2(4%) Z(GS)gB(XGZ) 20(40%) o i 3(61)! 1(23) 5(301)r0(20! 27(54!? 0 513(261412(205?10(381
! ' ! H ! !
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Total |  Recomsended | . Services Requited - Avaliadle Services Required - Nor Available
Number [Sursing Chore| Comp.| Bome | Home- | Day Chore | Comp. | Home | Houe- | Day |
Screensd| Home |Won-NH { Meals { Swcs.{ Svcs.| Health| msker | Care { Other , Meals | Svci. | Sves. 'Lllnlﬂa. vaker | Care | Other
MT. RODGERS HWEALTH OISTRICT | I | i 1
Wythe County | 21 [13(623) 8(38%) | 1(5%) 1(53){1(5%) p7(81%) o J1(s3) | o hrsisjracers)rs(esd) o |18(ssshr1(san)i(ss)
smyth County | 13 | 9(69x) a(313) | 3(235]3(233)| 2as3)} a(31392015%)| 0 0 ) 8(61%) 3(54z)6(46%) 1(8%)7(543)| 7(543)f 2(155)
Washington Co} 54 [e2(78x)12(223) | 5(93) | 2¢43)] 2(as)ra(z63) 3(s3)] s(93) o 9(17%)10(18%)16(30%) 0 | 3(5%)| 4(7%X16(303]
Grayson Co, 2 | 1(sos) 1(s03) | o o | o jasosyasos} o o [2(1008)2(1005) o o |1(so%)g(1005) ©
Carroll Co. 7 | as73) 3(433)| o 0 |2(293) 2(a93) © 0 0 [7(1003}4(573)| 2(29%] O J(100%)| 4(573) O
Galax s! | a(e0s] 1(205) |- o [1(208))3¢603) o o |1(203)| 1(203)] 2(40%)2(4035) zuosj. 0 |3(60%) 4(803) 4(80%]
Bristol 1 |1(00%] o 0 0 0 fi(r002) o | o 0 [1(1003)1¢1005)1(200§) O h}oox)}(looz 1(100%]
orsTafcr TorhL a i !
103 [74(72%)29(28%) | 9(9%) | 9(95))0(105)35(3935) 6(63)| 7(7%) | 3(3%) |36(35%)40(39%)45(443)1(15)B0(293)3(325)24(233
MEM REVER HEALTH DISTRICY {
Montgomery Col 22 :18(82%)p4(18%) | 8(363] 1(4%3)f 4(183) 7(323] 3(143)1(4%) | 1(43) [7(32%)] 1(43) h1(502 4(13:}5(23:)! 7(325)7(328)
Giles Co. 15 }5(1003) - o o l2(133); o |2(13%] -0 ] o |1(1m)} o i;un) 0 |17s) i20138 u(ns'
Floyd Co. 2 |2(100%) o ()} 0 o |1sos] o i o o ! o |i(sox)| o 0 ,1(505); 0 3(100%)
Pulaski Co. 8(s9s) 1(113)| o 0 !1(1111 2(223] o© 0 0 [2(22%)]2(2235)B(33%) i 1(11%)! 2(225)R(22%) [4(443)
P p , ; L
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Total Recommanded Services Required - Avaua!;c Services Required - Not Available
Wumber |Nursing Chore| Comp.| Home | Home- Day ! Chore . ] HWome | Boza= | Day | ]
IScreened| Home | Non-NH Heals Sves. Svc-.l Bealth! maker Care 4 Other ; Mcals | Svcs. { Sves. { Health! raker Care | Othes
1 . ]
] , ~
Radford "7 6(8611 1(165) | 0 0 [1143) o () 0 ! (] 0 (1(14%){2(29%) o0 [1(14%)]2(14%) 4(57%
‘ DISTRCT TOTAL | T
55 49(39:* 6(11%) | 8(143) 3(5%)]6(11%)12(223) 3(5%) 1(23); 1(2%) | 9(16%) 5(9%)p6(29%] s5(9%)}o(183)n2(225 y28(51%
1]
!
N §
16
Norfolk 107 |70(65%]37( 35%) 135(33% 11(10:;34(324)11(151)12(11mz(ulx)(lss)u(xsx 15(14‘)19(1q)10(92l22(21$;)24(221)50(47ﬂ
' i
NORTHERN MECE HEALTH OISTR]
Lancester Co.] 11 |11(100§) © (] 0 | o |76sx) 0 0 (] 7(6“);2(18‘) (73%)] o l2(183) o | a(36%
Northumberlang 7 {7(100%) O ] 0 o {22831 o ! o 0 J2(283)! 2(283)B(438); O 0 | 1(143) 4(573
Richmond Co. | 13 [10(775)3(23%) | © o |4(313) 6(462] o o 0 [10(775)8(613)B(38%) | 3(238)| 8(61%)f 3(23%] 2(15%
. - i .
"'g:::;""‘ 4 |'3(7s3) 1(258)| o 0 0 0 0 0 0 [4(100%)1(25%)3(75%) |2(50%3)| 2(50%)] 2(S0%] ©
DISTRECT TOTAL ' .
35 |3i(esgha(12z) ; o© 0 [4(123]15(433] o 0 0 [23(66%)13(37 )19(54:)suum(su?)sum1o(zu
i : :
| ! 1
! H ! | |
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Total : Recommended . Scrv1e.a lbquircd - Avnl;l)lc Services Required - Koz Available
Number |Nursing ‘Chore| Comp.| Howe Howe- Chore | Comp. Home | Hoze- Day
:s::.-nod Home | Noo-NH | Meals Svcs.§ Svcs.§ Realth! maker Other ; Meals | Svci. | Sves. | Health| maker Care | Other

¥ .
PENINSULA HEALTH DISTRICY’

1
. | .
Newport News 87 57(8§$1 10(15%)19(285) 11(161}lG(ZCﬁ)lS(ZZi)Z(”) 2(33) ’3(41) #5(22!) PS5 (37%)p8(423)8(12%) | 3(4%) | 2(3%) [13(19%)

“iamesitrey’ | 10 |steosy 2(205) s(sos] o fic10s5101008)3(3m)f2(208) o | o |scsem)|steos] o 10203 o | o

York County 6 5{83%) 1(17%) 2(33%)2(33%)! 1(17%) o 2(33%)2(338): O 1(17%) o 0 0 o 0 l4&(67s
DISTRECT TOT*L

83 |70(843]13(16%) [29(355]13(163)18(22x))25(301) 7(83)|6(7%) | 3(4%) |16(19%)28(34
i

i
| [
36(63?)8(102) 4(53); 2(2%) (17208

8

, preowbut_WeAYTH DISIRICY . 3 ; ’
Charlotte Co.| 2 [2(1003} o 1(soxf1(s50%)] o flisoz)| o : o o [1(s0x)! 1(sox)(50%) i1(sox)h(s0%) h(sox)] o
Nottoway Co. | 15 [13(875)2(13%) N(7%) | o |1(7%) (7%) 0 o R(133) r(27s)‘3(zoz) 127%) 12(13%)B(27%) B(20%) j2(808)
Prince Edward] 3 | 1(33%)2(67%) rz(s7z) 2(675)] 2(673) 1(335}1(335)| o 0 0 0 (33:)? 0 0 o [1(333)
Cusberland Cop 9 | 7(78302(223) 13(33%){3(338)| 5(558) 2(225) 0 0 0 [225)l20225)p(333) | 0 | 2(228) 2(228) A(Ads
Buckingham C & | 1(253)3(75%) [1(25%)11(25%) 1(258Y o [1(25%); o |a(2s%) 2(sox)| o P(2ss)| o !2(s03) 1(255) 3(7s3
Amelia Co. 6 | 2(33sha(s7%) ja(673)i5(835) 102173} 1(175] o ! o 0 0 o1 o | o |iamyi01s] 107
Lunendurg | 6 | 2(335)a(673) | O o a(e3s) 2(33x] o [ 0 1(17%)2(33% (17:)2 0 2(331)%2(331 a(sosr

DISTRICT TOTAL H !
“kqs 28(622)17(388)12(275)h2¢275)04{315) 81183] 2(45)| 0 | 317%) :101225)8(183 11(24:‘ 3(7s)nz(z1zﬂlo(zzz)zs(saz)

0PIl
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Total ] Racommended Services Required - Avaiiadle . Setrvices Required - Not Available
Number [Sursing Chore| Comp.[ Home | Home- Day Chore | Comp. | MHome we- |
Screened|{ Home | Non-NH Mesls Svcs.{ Svecs.{ Realth] maker Care { Other | Meals } Svcé. { Sves. | Health

! ]
, |
]

Hoze- 'n'.;' [
} maker Care | Other

’

PITTSYLVANIA |- DANVELLE WEAUTH DISTRICT .
Pittsylvania fo 19 16(84%} 3(16%) [7(37%) 2(10$|4(2l$)i 3(16x)2(10%)§ o 0 13(16%)3(163)] 5(26%) 1(5%)] 1(5%)! 4(212)9(47%)

Danvilie 37 [27¢733}10(27%) he(a3s] 4(113 4(111)7; 103%) | 25%)]2078%); 6(163) 2(53)|1(3%) [3c8%)| o |[sc133) o fo(27s]
DISTRECT TOTAL ' :

56 [43(77%]13(233) 1236411 6(11%3) 8(141. 4(73) [4(7%) {2(a3) :P(ll‘;) 5(9%) 4(7‘!) 8(1‘1{ 1(2%) 6(11!)! 4(73) [19(34%
[

4

PRINCE WILLIAM HEALTH DlSTR%CT i
Prince Mil14 30 {29(97%) 1(3%) | 8(27%) 5(17%D4(135X10(33%] O |1(313) 0 0 |1(3x) | 7(23%)3(10%)] 3110%)) 1(3%) /11(37%

RAPP AREA HEALTH DIJTRICT | ’ ! i

Fredericksburg 12 |11(923) 1(e%) | 7(ses Hss) 2078) 1een) | 0 R(es) |0 2173 a(332) s(sox? 1(ex)| 1(8%) | 6(50%) 6(50%
Caroline Co. | 6 | S(83%) 1(175)| o [a(675)] 3(503) 3ts0s}at673)| o o jatersr[ 1(a7%)f 2¢333] i(178h2(33%) 4(67%] 1(17%
Stafford Co. | 15 |14(933) 1(7%) | s(33x)5(33%)| 2(13%) s(33x]2(13%)| o o [1o(ers)a(20m)h173s) o | 8(s3%) a(27%] 2(23%

spotsylvanta Fo. 3 | 2(673p 133m); 0 | o |2(e7s} 2(673] o o lam| o | o |usam)atem) o 0 0
King George i 2 l2(100 o | o} o fasos} o | o . o o |usos) o o | o lusos)z(r005) o .
' DISTRICT TOTAL ' f o | [
38 3o q(m).mmno(zs:gn_o(zsli)m‘zoqpsuss? 1(3111(31) ."‘“"f"m’ o(ss:r(mn?um)xsuzz]_ o(245

84!



Total uco-end-dj o Services Required - Avatiadle ] Services Regaired - Fot Aveilable
Number |Sursing ' Chore|] Comp.| Home | Home- Day ! Chore | Comp. | YNowe | Hoxe- Day ]
IScreened| Home | Non-NH Meals Sves. Sve:._ Health! maker Care l‘o:lnr Meals § Sves. | Sves. | Health] maker Care | Other
RAPPAHANNOCK N_HEALTH D (21 f | i !
Fauquier Co. 7 6(“1) 1(14%) | 4(575q1(14%)] O 'P(43$) 0 0 "o P(Z8$) 3(433) 5(8‘61 2(28%) |4(57%)15(71%){ 1{14%)
Culpeper Co. 10 8(80%) 2(208%) | 2(20%) o© 7(70!)&(60’) 0 0 0 [7(70%)(6(60%)|4(40% 0 |6(60%)5(50%) 2(20’%
Orange Cou;ty 8 {8( moq 0 2(25%) o 0 57(87.5 ) © 0 . 0 (75%)" (6275! )6(753)1(12.53)6(75% |6(751)}3(37.57
Madison Coynty 2 [2(1008) o o [uses3fa(sox)p(r00s¥ o | o ' o E(looz 1s05) 1(s05] 0 [2(1008)1(S02) O
Rappahannock fo. 1 |1(100%) © 0 o ] ] ] ] 0 (] 0 0 ! 0 1(10019 [ ]
DISTRECT TOTAL ( ‘ | ’
28 [25(89%] 3(11%) | 8(28%] 2(7%)|8(28%)n8(64%} O 0 0 Q7(e1% 15(531]17(611)3(115 l9t68ﬂl7(61J)5(21’]
t RICHMOND CITY HEATL T
Richmond City; 185 135(73% 50(271) 30(16%311(6%)}1 6(3%) Ro(11x) 4(2%)]5(3%) 23(122.) 3(2%)15(3%) 12(61)_ 0 0 0 139(75%)
ROANOKE CITY [HEALTH|DISTRIC ‘
Roanoke City 74 {63(85% .11.(152) il7(23’] 8(11%)] 8(11x)10(13%) .‘.)(71) 6(8%) | 3(4x) [25(34% 26(3SS|25(34”1(,11) J0(13%){ 7(9%) ﬁ‘?(‘“]
_ SOUTHBIDE usiun DIPTRICT ;
Brunswick Co. 5 $(100%) 0 3(60%)}1(20%)] 2(40%) 1(20” 0 0 0 0 12(40%)} 2(40% 0 é(‘O!) 2(402]3(60’)

(44
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Total Recosmended Services lnquireJ : .\vat'.;ﬁc Services Required - Kot Aveilable _ ____
Number {Nursing] ! Chore| Comp.| Home Home-~ Day ! Chore | Comp. Home | Hose- Dey
iScroened| Home | Non~Ni | Meals | Svcs.{ Svca.| Health] msker | Care | Other ! Meals | Svei. | Such. | Health] raker | Care [ Other
Halifax- . | 1 | -] :
South mul. 20 priess)isnsz) j30ssy o | oo, 0 ° 0 o | o |a4c205] 9(4sz) 1(ss) 185)] O |a(s5%)
Mecklenburg | 12 R2(1003) o0 |3(25%)f 1(83) [2(173);5(423)| o () 0 |2(173) 3(253] 4(333) o0 [3(25%) g(zsz) 8(67%)
BISTRICT TOFAL i
37 pa(923)] 3(8x) |9(243)] 2(5%) [4(11%): 6(16%)] © 0 : 0 f2(5%) [-9(242]15(40%) 1(3%)6(16%) |5(13%)P2(59%)
; i
ERSON HEALTM DIBTRICT | |
: i
“l!’.::%:l::-.mif 2(708)( 14(30%) [ 194413)5(113)6(135) [9(298){ 3(73))| O 17(153){4(9%) is(us) 14(303) 1(23) 7(153) 6(13%)13(28%
Fluvanma Coy 8 B(1003)) o0 | 1(135) O [esos)] o | o O 0 fa(zsz)i O [a(zes); O fi(13s)| 1(133) s(e3s
Greene Co. 4 (s0%) | 2(s0%) J1(25%)] o [1(25%)]|2(50%) ‘o (1] 0 J2(s0x); O j2(sox)! O (sox) | 1(25%) 1(25%
Loufsa Co. 9 (89%) | 1(11%) J1(113)] © J2(22%)]3¢333)j1(118)) O 0 S(SGS)L(“S) 7(788)s O (22%) | 3(33%) 1(11%]
Nelson Co. | 19 15(34:1 3(16%3) 0 o [3(16x)l2(10%){ 1(5%)| o o |7(3rs)ec213) |6(32%)} 1(5%) [4(21%) l6(325)h2(63%
DISTRICT TATAL ‘ ‘
86 B6(773]20(23%) R2(26%) 5(6%) 16(191P16(l9$?5(61) 0 |7(8%) po(233)13(15% 32(37?2('21) 16(19%117(20%) 32(37%)
1104 ISTRICT ’ ! | b i
Franklin Cif 4{333)3(25%),5(425){ 6(503); O0- : O 0 |8¢673)%7(58%) a(zsz)i z(nxju(sm 7(58:)1, z(m{
¢ : I i | ! i i !
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Recommended

-

{

Total Sorvi.ce; ;gquirec; - A\uﬁ,s-h_le Services Required - Kot _A\;diqb_l_a_ .
Number |Sursing Chore| Comp.| Home | 'Home- Day ! Chore | Comp. | Home | Hoze- lh;' D
:Scuund Home | Non-NH Heals Sves., SWI.! Health! maker Care ‘ Other , Mcals { Svcs. Sm.J llulth' raker Care | Other
| | 1 : R .
Isle of Wight’,24 21(87%) 3(13%) 4(171)‘ 1(42) 3(125):13(54!’ 2(81) 0 0 18( 752 17(712420(83%) 1(4%)19(795)15(62%)6(25%)
Portsmouth 05 36(80%) 9(20%) 0 1(2%) 1(2%2) 38(.181) 0 0 j2(4%) }9(20%)i33(73%)33(73%) O 3(733)11(24%) 4(9%)
Soutlulptpn Co. 24 |24(100%) O 1(43) | 2(8%) I5(215)36(25$) 2(8%) | 1(43) 0 P1(87%)]18(755121(87%) 3(12%)19( 795116(67%) 1(4%)
Suffolk 38 36(95%) 2(5%) j4(10%)] 2(5%) 15(392310(26$D 0 2(5!)‘2(51) J9(50%)17(45%)18(473)8(21% 14(37!113(348 2(32%)
DISTRICT TO _ i
143 13(99%)] 9(6%) |29(20%)43(30%)4(3%) | 3(2%){4(3%) VS(SZ’*Z(G‘S 95(66%) 14( 10 )96(67*)6&(43‘!)15(1‘#)
1cT ;
Vir;gin‘l. 8e 2(87%) 6(13%) |4(8%) | 1{2%) 0 5(10%) 0 '2(45) 1(2%) 11(2%) (| 1(2%) [18(37%D1(2%) | 2(4%)|1(25%) 20(42$P
STATE TOTAL | 2132 1694 '438 348 146 | 349 468 107| 83 137 $ 482 | 457 " | 670 . 93 430 | 364 836
(79%) (21%) | (16%) | (7%) (163)] (22%) (53} (43 (6%) |(23%) [(213) ](31%) (4%) ]| (20%) )c173) | (39%)

£
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NURSING HOME PRE-ADNISSION SCREERING
July 1, 1979 - June 30, 1980

PURPOSE

On May 15, 1977, the Virginia Medical Assistance Program implemented
the Nursing Home Pre-AMdmission Screening Program. fhe purpose of the program
wvas to delay or avoid unwanted and/or (nappropriate nursing home placements
through the use of the interdisciplinary team approach and the mobilisation of
commnity resources. A second purpose of the Pre-Admission Screening Program
wvas to identify services required in the community to meet the needs of elderly
and disadled persons.

The purpose of this report is to summarize the progrem’'s third year
(uly 2, 1979 - June 30, 1980) and to compare the program's third year and
the program's first two years.

PROGRAN RESULXS

During the third year of the pre-sdnission scresning program, 2,065 local
screenings occurred statevide, as compared to 2,062 during the first year, and
2,132 Quring the second year. Third year up:rung nﬂyctc that 365 individuals
have been maintained in the community (18%), as compared to 444 (22%) during the
firet year and 438 (218) during the second year. Statewide reporting continues
to indicate that the service most often "unavailable”(cnavailable is defined as
needed for the MVIM to remain in the cosmunity, but the service is not
available to the individual) ¢o maintain individuals in the community is com-
panion service. The “unavailability® of companion services was reported in 31%
of Mé cases during the program’s second and third year and 28% during the first

poar.
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The "unavailadility®of chore services was 21§ for both the first and second
year as compared to 18% for the third year. The "unavailability” of meals on wheels
or aoa;ugaeo meals vas 19% during the first year, 23% during the second year and
16% during the third year. ZHomemaker service "unavailability” remained the same
(20% of the cases) for both the second and third years, as compared to 218 in the
first year, Adult Day Care "unavailadility” has remained essentially the same
(188 during the first year, 17% during the second year and 18% during the third
year). Home Health services continue to be the service available in all areas of
the State and in sufficient gquantity to meet the need in most cases. (See
attached report dy Health System Agencies and locality)

Reporting continues to reflect several reasons that needed services are not
avajladle. One reason is that the individual does not meet the income eligidbility
requirements for the service. This is particularly true for individuals whose
incoms is in excess of the allowadle amount for Supplessental Security Income
eligidility and who are, therefore, ineligible for such services as chore service
and companion service under Title XX in Virginia. Another reason that “"needed”
sexvices are not available continues to de that the service is not offered a
sufficient number of hours to meet the need.

During the third year of the program, 208 patients in State Nental Health and
Nental Retardation facilities were screened. BZighteen percent were not approved
for nursing home care. This compares with 197 patients screened duxing the first
pear with 22% not approved for nursing home care and 181 patients screened during
the second pear vit}: 17% not approved for nursing home care. In those cases that

" not approved for nursing home care during both pears, it was felt that the most
epuropriate placemsant would de continued hospitalisation or movement into a
licensed home for adults or a foster home.
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CONCLUSION

In ccmparing _tho first two years of the Nursing Home Pre-Admission
Screening Program and the third year of the Program, there does not seem to be
a meaningful difference in terms of number of screenings and identification of
service needs. Third year reporting reflects a 3% decrease in non-nursing home
recommendations from the second year of the program. NWhile the “unavailability*®
of community services, particularly companion services, continues to suggest that
for some persons, nursing home placement seems the only alternative, there
is some indication that the pre-admission screening program has contributed to
greater coordination and use of commnity services. In addition, some
pre-admission screening coamittees report a difference in the persons being
evaluated during the third year. This difference has occurred decguse community
services are deing utilized more effectively prior to the point of Nursing
Home Pre-Admission Screening and some individuals who might otherwise enter
the formal Nursing Home Pre-Admission Screening prccess are deing diverted from
nursing home placement without entering the formal pre-admission screening
process. The program has continued to contribute in the specific identification
of sexrvices that are required in the cosmunity and to msasure the service
availadbility to meet the needs o{ virginia's elderly and disabled citizens.
Noreover, disadled and elderly persons are not being uprooted from their hooes
and communities. -Inappropriete and unwanted nursing home placements continue to
be delayed and/or avoided through the modilization of cosmunity resources. -
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July 22, 1980

Facility Number of Screenings Approved Rot Approved
Catavba 11 10 1
Central State 20 17 3
Eastern State 28 ’ 26 2
Lynchburg Trainfng

School & Hospital 14 10 4
Rorthern Virginia

Mental EHealth

Instititute 1 1
Pledmont 11 6 5
Southern Virginia

Mental Health

Institute 2 - 1 . 1

Southeastern Virginia
Training Center 4 3 1

Souths{de Virginia
Treining Center 0 [+] 0

Southwestern State
Bospital 18 18

Western State
Hospital 99 19 20

Total 208 170(82%) 38(18%)



fursing Nome Pre-Aduission Screening
July 1, 1979 - Jwie 30 1900

-
Recomamaded —__Services '%"1- ed - Availsble Services -
Bumber {Warsiag Chore] Cowp.] Kome | Bome- | Day Chore | Comp. | Mome | Nome- Dey
hlcn-d Noms | Won-NE { Meals Svca.| Svcs.| Realth| maker Care § Other { Neals | Svee. | Svce. | Nealth{ maker | Care | Other
ﬂg ms‘mtgr_ {
(70| 30300 2(207)] 6(60%) 2(2073 1(107) $750%) 3030} 3(30%
- - - - - L - - - - - - - - . -
1(100%)
A(100%)] 2(30% 2(50%| 1(252 1(257 1(257
4(10071 2(507) (257} 375~ 2(507] 2(50%) [ 2(50%) (7D
33(892)] 4(11%) 2(5T)] 3(STI1ISCA1L)J1470TV | (247 13(35~] 8(22%J10(270) ] 6(167) 8(22%] 11(307%} 4(112)

44(79%) | 12(21%) 6(11% 3(5T117(307) |21 (38%) | 14(257. 17(30T] 12(21P17(307]  7(1I%] 11020%] 14(257] 8(147)

'

6¥1




___Servicas Raquired - Available __Setvices Reguired - ad
Weate | tvenr| o] monten] momee carn | ocner | maate | svn: | oot | meorenl :::i cors | other
Predericksburg 6 A7) | 20330) i(sn 1(172) 1172) 2(33%) | 4(672) 2030 | 20337 1017y
Caroline Co. 7 6(06%) | 1(147) | 10167 1(142) | 3(43%) JA3N3(831) | 3¢a3x0) 22920 3ca3m)] 2(297))
Statford Co. ’ 9(100%) 1(117) 303 | 11 rasvfra1n) | 66y 4eean)| shen)| 10117)
Syoteylvanis Co. 3 2(672) | 103%) | 1(330) 2(670)] 1(33%) 1(332) l(m)H
King George Co. 3 2(67%) | 1(33%) 1(33%) 267 1033) 103 | 1030)
pusmaatr zora ' .
' 28 R3(822) | saex) | 6c21%) 4(147) | s(183) 15(347) 8(29%) uumh 2(72) J1039%) J100367)] 2(77)
RAPPARANNOCK/RAP cr
Fsuquier Co. 17 10¢597) 3q18%)} 3(180)| 7¢a17) 2(12%) 1(67) | sc2am)] 6035 4(240) | 4Q280)] 7¢81%)
Culpeper Co. ’ 1117} Jam) 303 5(56%) 44s7)} 6(677) 5(561 1} reree) | 7¢8n)
Oramge Co. ? 1167 1014%) 2(297) ] 18| scanf sasn] sy 10an]asmy | 3
Madteon Co. 2 1(50% 2(100%) 2(100% 1(507) 1(50%)] 1(507) 1(502) | 1(50%)
Reppahemmock Co. | 2 2¢1002)]  1¢507 '
D TOTAL !
37 I} 4112) | 164¢38%) S(247)] 8(22%)] 16(432) 3(81) 1(3%) ] 9(267) 141387) | 15(417) 2(57) 3 16437 f1s¢a12)] 7¢197)

091



Health Systeme Agency 1 - . |

Total Recommanded Services Required = Available Serv
Mmber {Mureing Chore] Comp.] Hows | Home— | Dey Chore |
IM Rome | Noo~ME Meals Svce. Svcs. | Bealth] maker Care § Octher { Meals | Svcs.
IHEAS JEFTERSON WPALTR BISTRICT S '
Albemarle- . .
Charlottesville 36 32(89%)| 4(11%) 12(3. 2(6%; 2¢62) 11(31%) 6(172Y 3(81) | 1(32) | 8(22%) 13(3&
Pluveans Co. s seon) 2000 | 1¢ mvi 260  4(80% :(mj ' ason 1
Greens Co. s 8(100% 2(28 5(63% 1w} se] 3¢
Loutss Co. 6 6(100% unj I3, o] X
l.llt;. Co. 18 16(89%)| 2(11%) 7(39%p 1(6%; S(281 1(6%) 5(2 ]
DISTRIEY TOTAL
I ! 63(891)] 8(11%) 22(3079 3(a2) C(H)J 29 (402 9(!21)' 3(4%) | 2(30%) ll(lGZ)J 25(347) 33(4S 23R 23(> 240 28
12(273 1R 63} 120 s |3l need 1207 2660 10 a3 (s
10 10109 2201 . scoor)] s(s0xp 3¢ 8207} 1(10K)
1e6x) a6y sasy 203y ] sam| 20 ml:# 2( zuI) an
1(5%; 20m | 2000 1651 usz)L uszl . us‘j
s 1amfizasy| 12 10w 7(67) mm)' vaed 'muT _s(s-d nasy m-Jp muzt
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Arlington

Peicfex County

Loudoun County

Prince William Co.

NURSING ROME PRE-ADMISSION SCREEWING

7-1-79 - 6-38-80

—_Services Required ~ Available __Services xod -
Chore] Comp.] Some | Nowe- Day Chore | Comp. | Nome | Bome- Day
Maale Sves.l Sves.| Health{ maker Care ¢ Other § Meals | Swcs, { Sves. | Nealth! maker Care | Other
[ i
. i |
6(162p 7¢21x) 9262 8(24%) | s(15T)f 82 206%) sqsn)| 260 30 | 108
a(ox)ﬂ 6 | 18an)pr(167) | 40 | s s san | 2emfsa2) 2(2%) '“;(7"’%
el 160 | sy sam) 1wl sam) | e 16v | 2nn] 201zh13r2n)) sar o3y 2013
1T
2350960 161 | (233 sa) sasfrzm) | sam) 2ee%) | 162) | ecsv] sesizfiocastyl 2¢ex) sasy sqsy) aqsy
CT
26(92%)] 2(87) § 100387 (123} 11627)13¢500)1 2¢(8%) | 2¢8%) | aasM) 1601 160 25(961,
‘ s
]

(448



¢
NURSING BOME PRE-ADMISSION SCREENING

REALTIL 5YS' 6 AGENCY 11X ' July 1, 1979 - June 30, 1980
___Services Required ~ Availsble il.-_ms_-.ﬁrwﬂ = : K
Chore] Comp.| Nome Nome- Day Chore | Comp. Nome | Wome- Day
Meals Sves.| Svce.| Naalth] maker Care § Other { Neals | Svce. | Svcs. | Bealth] maker Care | Other
Buchanea Co. 1(50%; 1(507)
Dickenson Co. 105y 1132 4son)) 10153 2(251 3(38) | 8(1000 5(633) [ 33sm) | 1(132)
Mussell Co. 1(25%) 1¢25%) 1(25%) | 1(25%) 1(252) | 1(25%)
Tesewell Co. 7(:m)L ACZXY 4270 13(T72)] 2(11%) 9(50%)] 12(677)] 11(61%) Byc2n) jecrsry | 1(61)
7223 36y s(162) u(ssz)L 3(9%) 13812 16 (30%)] 20¢63%) Hmsm 180562} 3(90)
b
Wythe Co. 141) | 2¢8%) | 17¢68%)] 7282 1(4%) 150607)] 14 (S62)] 14 (561) ho(sor) | 18(722) t(m.j g
Swyth Co. n 12(92% 182) | 43120 3(252) 2¢547)] 3(23%) 70AT)F S(IST) 6(A6%Y 1(8%) | 5(38%) | S(38%) 2(151)
*ashington Co, 27 19(70% 8(302) 1(43) 20 ] 160} 2(0 | 160 | 18%) | 3(112) 16 | 20| 14D
Grsyson Co. 1 12 1(100% mmrj 1(1 11 1(1002)} 1(1!
Carroll Co. I 18(862 3(162) 3(142y 6(292) 2(107% 16767 3(14TN 3(147] 1(52) | 9431 9(43TY 3(14%)
Galax (] 7(08%, 1(13%) 1(132) 2(257 2(25%) 2(251) 5(651) S(63%)
m&.x ] 9(100%. 3(39%) 7(78%) 1(112) S(361% 7(781 7(781%) 1(u~d 70080 5(363) 20273}
Slend 4 4(100% 3(33%) 6(!00'5 4Q1 41 ,‘(xooi ) & Q1
ese1x)| 20(19%] 1110} 8(7R) | 9(8T) { 40(ITTY 11 (207} 2(2W)| 2} | 16 35(322) 39(361] 3(3%) mxz;l 49(451] 17(161)
 meates syut o J . | . - | AU A AR A .. !




BEALTH SYSTEMS AGENCY III
'l

Moatgomery Co.
Giles Co.
#loyd Co.
Pulaski Co.

Les County
*3cott County
Wise County

* Scott County-Heelth Systems Agency VI

Services Required - Availsble Services =
Meals | Svcs.| Svcs.| Health] maker | Care | Other | Meals | Sves. | Svce. | Haalth| maker | Care | Other
3 2¢9%) [ 2¢9%) | 10(43LN 4(172) 11487 2(97) | 15(657) 1(4%) lG(WK(lG‘XJ ' 417
1(501.1 2(50% . 2(50%,
1(6%) | 2(13%) 1(62) 1(62) Az'(m.) 12(75%
1(8%) | 1(87) (8% | 1(8%) 1(8%)
1(20%)) 1(207)
3057) | 203%) | &%) | 15(257)] 4(TR) 1(2%) u(zsz)J 203%) f162my 200 | 1627 sran) 19372}
4 1(252) 2(30%
9 s(aLy 1(112) 1C01ZY 4 (843 8(09%,
15 12(80%2) 3(20%) 5(33%) " 2017 z(nﬂ 17| 2(132) 117
TOTAL
28 24(86%) 4(14%) 1(42) | 10(361) 2(72) 2(7) 1660] 2(7%) | 21(75%)

12



_Services Raguired - Availabls _
Giore| Cowp.| Soms [ Wome- | Day
Meals | sves.] Sves.| Besleh maker | care
. ‘ ;l
Roancke City 57 |src0m mzﬁ 2002y 2662 5(9%) 1(21)1 91600 10018%)] 200357 4 120219 u(zsl sz}
DISTRI
Alleghany-Covington] 14 sesn)| sesn) | 1y 321 7¢som] 10 2(1411 20142) 321m)f 2q143) um
Botetourt Co. 6 sew) 1am | 1am) 2(311 2(33%) 1am) 7)) 2000 1017%
Cratg Co. . 2¢s0%)] 2(s0%) 1(25%) 1(:51.)% 1253
Mosmoke Co. « womjuen | saml 2enf saodzeen| 201 sam)] 12 | s | 2050 sy | 70157 36075
Clifton Forge s | 26m) 10m) | 206m 1(»1 m:I 2(670) x(m‘ 1033%) 1050 16sm) 10
DISTR TOTAL

1rasy] 6] 15 uwsz) acv wa] sen Juasy mxm“ s | sazd aocssg
Amherst Co. 3 s 117 | acson) s(837) 3(50% 10172 mn&
Appamattox Co. 3 a7y 20 | s 2007 a1 30y 2(332) 2(33%) 1am] 2¢3%
Bedford Co. 15 wEs 100 | 76 10m] s 1ot 2033 1667 }10 (670} 10¢67% scssvy] 85 1(7w)
Campbell Co. 19 ey 6o | sum) 10w| ey send 16w 160 sam seanf 20m) saafoes] sen 2ar
ebberg | 29 (22060 7ae | eam) ¢ ST S(14x 169 | 20w | 16w | saoy 1om | 20w | 10w 20m)

» ssrTef 17(23%) | 2803m)]  7(9m)] 320437 33z} T3] 1any | 10w B con sz |2s oy ey [21c2mn)| 19c2sd) 6con

* - Boanoke City included in Alleghaby Health District '

f
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Franklin Co.

dartinsville

Matrick Co.

Pittsylvanis
Danville

HEALTH 3Y: ¥; AGENCY III s
'l‘_ot.u. Recommanded _.Services Regquired - Available Sexvices red «
Wamber [Wursing Chore| .} Bome | Some- [ Day Chore | Comp. | Home | Nome- Day
Screened] Home ,lou—ﬂ Meals Svcs.| Svcs.] Bealth] maker Care § Other { Meals | Svcs. | Svce. | Beslth] maker Care | Othar
F_
HENRY
14 $(362) | 3(217)- 5(6%}Y 3(217) | 1(72) B(SHL 4(29%) 4(29%) 2(142) 1(TX) ] 1(TV) 13(93%)
42 38(90%)] 4(10%) 1(22) 1(2%){ 1(23%) 2(5%) S(12xy 1(22) | s(r2z)y 2¢51) | 4102y S(12%) 6(161.)(
4 41 1(252) 6(100? 1(25) (2528 1(25%) 1(25%)
DI TOTAL .
60 S1(85TY 9(15%) | &4(7%) | 6(10%y 5(8%) 7(121)1 83D 10(17’ G(IM)L 7122y 3(57) 6(101)“ ‘6(!07.) 19 (321)
PITTSYLVANIA- ILLE TH DISERICT
21 19(90T)Y 2(102) | 3(14ZX 1(5Z) | 3(14%) 7(332)i 1(52) | 1(5%) ] 1(5%) 3(146 7(33!* 12(57%) 3(242) 4(19%)
52 &1(792) 11(212) | 19(372% 4(8%) | 6(122} 3(6%) 2(8%) | 3(6%) 3(61.1 3(6T) J13(25%) 1(2%) § 5Q10% 0(151)1
DISTR TOTAL
3 60(822) 13(132). 22(30%% S(7TX) | 9(12%) 10(24%)] 1A%) | 3(4X) | 4(8) 6(81)’ 10(142)] 25 (342% 1(11) 10(147)] 4(5%) O(III)H

2
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HEALTH SYSTEMS AGENCY IV

WORSING BOME PRE-ADMISSION SCREENING

July 1, 1979 - June 30, 1980

Total Recommended __Services Required - Availsble . Servicss =
Susber [Mursiag Chore] Comp.| Noms Home- Day Chore | Comp, fions | Nome- Day
E—d Home | Von-iit Neals § Bwes.| Svca.{ Bealth| maker Care ¥eals | Swvcs. | Svca. | Nealth] maker Care | Other
c_u.m[ MEALTH
Diowiddie Co. 7 3(43%) &4(572) 1(14%) 3(43‘# J(43T) 4(57X) 1(4TY 1(14%]
Greensville- '
Jeporis 5 5(100%) 3(601) 1(207) 1(20%) 2(40%)
Prince Ceorgs 1.
County 3 2(672) 1(33%) 3(100;)
Surry Co. 2 1(50%) 1(302) | 2(100% 1(50%)] 1(50%)
Suseex Co. ] 6(1002) 4(670% 3(507) 10172}
Hopewell 6 4(671) 2(332) l.(171.)x 4(67%) 20332 1(172)
Patersburg 11 9(82%) 2(182) 1(92) | 4(36%) 3(271) 2189 2(182) 4(362) 1(92) | 1(9%) | 4(3%1)
M%’E&
40 PO(75%) § 10(257) | S5(131) 3(8T) | 11(28%) 11(28%)] 5(13# 7(181)‘ 13(33%Y 203%) | 2(52) | 6(as)
9
[
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M“.

Wew Kent Co.

Belifax-
South Boston

Services_Raquired - Available Se -
Chore Boss Nome-~ Day Chore | Comp. | Noms | Nome- Day
Meals Svcs.[ Sves.| Bealth{ maker Care § Ocher { Meals § Swvce. | Sves. | Haslth] maker Care | Othsr
4 2¢500) | 1257y  2( )momJS 1(252) 2¢507) 2(50%) 2¢s0%) | 2¢507) | 1(25%)
2 ( 1(50) 1(50%) 1(50%)
22 fho(esn) | 2amm) | 3w ] 207  6s0%) sz 1(s%) 182 | 3czsxy z(m{ 3(2s2) | 1(8%) | 3(25%) ; &(33%) | 1(8%)
2 1602) | 1(30%) | 2(100%) 1 2(100K)1(502) 1(502) { 1(50%)
BASTRICT TOTAL
20 16(00z) 4¢207) [ 7¢357) | 3(157) 10(509H10(50x) 1(5%) 167) | 4202 630 6¢302) 105%) | 60300 | 7352y | 3cwsm)
{
s 5 20402y 1(2%) 1(204 1(m1
26 23(96%) l(fl) 1(4Y) 1(42) 5(17:1 1@n)12¢s0xX sy 2¢aom) faaamy | 7290)
12 10(832} 2(172) | 4(33%) 6(s0x) sazn)| 1oL 1ex) [1con)
DISTRICT TOTAL
41 38(9%y (7T2) 5(12%) 9(221ﬁ 6(151.)1 ‘(lo'l)r J(n)lu(m) 3(72) | 8(20%) {S(121) [ 7(17%)
[
. L] . . .- X . -
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BREALTH SYSTEMS AGEMCY 1V

Chesterfield Co.

Povhatan Co.

Colontial Neights
DISTRI

4

Fusber Chore] Comp. | red L ellsile v Comp. t::-: Nome-~ Dey
urs! Chore} .| Boms Home-~ Day Chove .
[screenet u:. moo-t | tasts | sveoi| Socu.| Besien| mekar | tors Other | Meals | Svca. | Svce. | meaieh] maker | Care | Other
pisTaict
6 6(100% 1) 20| 20%) 107 _ 1amy 20| 3c0m
1n s 3@ | 1o 100 | 109%] 2qa87} 10m) 208 sem)f e 3(27%)
6 3son)|  ysox)] 2(3s 20330) seon] 1am) sam)L ason] son) usoz)L 117
1 1(100% 1100} 1(100§) 1(100f) t(toozL 'x(umb
4 2(502))  2(507) 3(75%) 1(252)] 1(25%)] 1(25%) 1(257)] (25%)
28 w0l sem | sasn] 160 | 2] saa] s} 16 ' s} saem focen) s sesn) rasn| saen
25 1664n)] 9036%) | 2¢28%) s@on)] scox 163) | 2¢8%) | seon] samjoeony] sam) sasn) 7¢sn| som
? 7(100%) 1042] 1047 1(147) 2(29%)]
7 71007 2(29%) som| sorz] 10ax A} ssT1)] 2029) sasw] som™)] 1080
TOTAL i
3 ntsn)l 16(412) | 9(23%) 9230)| 1¢282] 2050 10% | 2653 | 10¢261] 70287) nzmz)l sy | rasm sy

v

691



__Services Raquired - Available =
Chore] Comp.| Bome [~ Day Chora | Coap. Boss | Nome- Day
Meals Sves.| Svcs.| Nealth| maker Care § Other { Masls § Svcs. { Swvce. { Nealth] meker Care | Other

35(819 3377 35(81P 13()01# 24(56 !0(2)*? 1(22) | (72) | 2(5%) b(ﬁ) 2(3%2) | 1(2%) 1(23) | 1(27)

32(26%) 46389 18(159 9(7TX) 150120 872N %™V | 90V l(ll; Q%) o) | 2(2%) 11%) | 2(2x) | 62(56%

091



_Setvices Raguired - Available Services =
Chore]  Comp.| Bome | Home- | Day Chore | Comp. | Wowe | Home- Pey
Meals | Svcs.| Swce.{ Health{ msker | Cars | Other | Meals | Svcs. | Svea. | Mealth] maker | Care | Other
Lancsster Co. 13 12(92%)| 1(8%) 7¢34%) 5(387) 4012 1(87) | 2(152) 1(8%) 6(452)
Northusberlend 10 6(60L)] &(s02) 1€10%) 1(10%) 3(30%) 1(10%) 1(207) | 1(207N 3(30%)] 6(60%) 1(102) 4(402) 3(301)
Richmond Co. 4 35| 1257y [ 2(50%) 4(100%6 (1002)] 1(252) 2(502 b(xoo-zl 2(S0%)0 3(751X 1(25%
Westmoreland Co. 3 3(1007) 10928 10332) 1(331)
DI TOTAL ‘
£ ) 24807y 6(207) | 3(10%) 2(72) | 12(40T) 12(40%) 1(301.), 1(302) 1(307) 7(231.* a(zn)H 9(301) (13T 7(23T) m(ar? '
MM#MEE
Accomack Co. 23 18(781) S(222) | 3(137) 9-::97.)| 13(s72)
Northampton Co. 13 12(80%Y 3(207) | 4(27%) 10¢67%Y 4(277) 1(77)
JUSTRIET TOTAL .
38 0] 8(211) | r108%) 100262} 13(3%%)) 1(3%) 13(342)
i

WVRSING HOME PRE-ADMISSION SCREENING

July 1, 1979 - June 30, 1980
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BEALTR SYS' S AGENCY V

Total . l Recommsnded __Servicas Required - Availsble
Wember |Norsing Ghore]  Comp. [ Noma [ 'Nome- [ Day
iScresned| Nome Ilan- Neals Sves.| Svce.| Raslth{ maker Care
MIBOLE | MEALTH [o1sTRICT
Essex Co. 7 4(57T%) | 3(432) .6(571 2(297) 3(433} 1Q16% 10742 1(40) | 2¢29%) 1(143)] 2(29%)
Gloocester Co. 12 1| 180 1(8%) 1(8%)]  3(25% 1w 1o | 3esn 3(25%)
King W11im Co. - - - - - - - - - - - - - - . - -
King & Queen Co. 4 4(100% 1(25%] 2(50%) 2(50%} 2(50% 3(753] 2¢S0%)| 2(507) 10253) | 41007} 1(252
Mathews Co. 8 semy| o | 102 2(251) 2(25%, 2(251) 1130y | 1(130)
Middlesex Co. :“ 1(100% l(M) 1(100%
DISTRIST TOTHL
32 25080 7¢227%) | 7(223] s(aéz] e(asx) 8(251) 1(3%) 4(131] 4Q137) jro(aizy sy hoony| 1(3%)
DISTRIET
Fraskiia City 19 191003, s(26z] 50| scsx] s - 70372] 8(42%) | 9(47X) sl sty 7(37x
Isle of Wight 10 10(100%| 1(10% 1(10x} 660z} 1€10%)f 1(100)| 1(107) | 6(60%] S(50%) | 7(70T) S(30%) | S(s0T)| (40
Portswcuth 69 csbsz)J- 462> | 2a0352] 2(37)] 17¢25%) 47(68x] 2¢31) | 2(3V) 21(302J60(872) /8(70%Y  6(9%) ss(m)hn(om 2(3%)
Southaspton 19 . 19000 8(s22] con] som hemn] 2013 sy 2cun} 2012
Suffolk 2 200e0m)] 3¢13%) 142)| san] s@en 209%) | 47} 626%) § 9392 2¢yn)f 1(4%) | 1(42) | 2¢97)
DISTRICT TOTAL f
1240 133¢5z) 7¢5%) | 30(25%] 4(30%] 27(2zz} 2a(s02] 3(22) | 3(2X) | 3(21) “oufsau) re(m.) 10(8%) |73(52%) rt(uz) 17128

a9l



Services Required - Availsble i Services g%m = Yot Available
Chors| cwfl Home Day Chore | Comp. | Home | Nome- ey | |
.| Bealth Sves

Bowe~
Meals { Swes.| Swes | mekar Care { Other | Meals | Svce.

'9(lﬁ 8112y S(7%) 3‘(‘8‘1); 231} 3(71) | 3(4) 25(35%)
ml;!&!&%mlﬂ
_Bewpott Newe ss 30| sem) | sy 2 26| 20eziaan] som |10l sam)| 6@ ey 1o 1]
Wi114amebury/
Jemes City Co. |12 @] 2am | son s@sv) arsu)f sz 2am)| sesnyfiocesn)| sero| 18ny | 2a7z] sy
York Co. 1 1(100%) 1(100f) 1(1008)1(1002) 1(100z] 1200
DISTRIET TOTAL

n ps (90%) 7(10%) | 36(512] 311442) 28(39%) 36(51%) 26(372} 14(20%) 7(10%)] 23(32x} 34(s8:] 36¢512}17(247)] 26(372 19(27%) 14(207]

Hempton 3% 2¢em)} 412y | 2¢62) | 2¢6%)| 10¢2m) 8(222] 2062 )] 103%) | 107)] 2¢67) ] 16(442 6172y 3(8%)] 2(61)
CT
Worfolk 147 96(652)1 51(357) | 22(152] 1(1%)' | 30(202] 12¢8%) | 15(102f1t¢7n) | 1(an) | 14100 6(41) | 44(302) 4(3%)| 35(262) 25(171 )36 (302
CT
Virgiais Beach 62 61(98%) | 1(21) 10(162] 2(32)| 3G 3¢5%) 2(3%) 7C112Y 35(561) . 4(62) | 1(23)] 13(21%)

80 407 378 589
(4%2) (202) § (18%) [(29%) - {
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Statement of the New Hampshire for Medical Care

Testimony on S. 2809
August 27, 1980

Mr. Coairman and members of this distinguieﬂed Committee,
my name is Constance Azzi and I am Executive Director of the
New Hampshire Foundation for Medical Care, the befeesional

-Standards Review Organization for New Hampsbire.“l,eppreciate
the opportunity to describe our experience in long texm care
pre-adnission review as 1t apnlies to S. 2809

m&*a" e

Although our exper;_w “Aln the 1nst1tutiona1 arena we

feel: that the snme concepte apply to ndn-inetitutiqng}wcare.

R

PN -

Our experience ia reepekbtully ottered as it may be applicable
to the pre-admission screening and assessment team (PAT) .
concept addressed in §.2809. . ‘

!
The New Hampshire Foundation for Medical Care has been

TR e

involved in conducting pre—admiesion screening and aesebsmenf
of persons prior to e¢ntering, nursing homes for two and one
half years. A tlow/chaft.oi the prefadmiseion review proc¢ss
is included (Appendi; h ) 1N9n biﬂziwg review began on| /

January 16, 1976 19 one ; reéion gr

ate of New ﬂeey hire,
Full and bindibg reviewiStgtewide wae\be on May 15 ’ 978

It took approkimstely six mohths to beéqi?\fgééy operationel
1
a !
!
=

Statewide. {‘1 '\ \K ‘
A EaRY
X,

LRy

[
A%,.-»J..‘m.. —— e s

- . NEW HAMPSHIRE FOUNDATION FOR MEDICAL CARE
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From May 15, 1978 through June, 1980 the New Hampshire
Foundation has conducted pre-admission review on:

4135 Medicare skilled level of care patients
186 Medicaid skilled level of care patients
4270 Medicaid intermediate level of care patients

From Nay 15, 1978 through June, 1930 the New Hampshire

Foundation has denied through 1ts pre-admission review
P'process =
‘ 411 Medicare skilled level of care patients

8 Medicaid skilled level of care patients

38 Medicaid intermediate level of care patients

You will note that Medicare reviews apply to the skilled
level of care and that Medicaid reviews are divided into two
levels of care: skilled and intermediate . In New Hampshire,
the level of care guidelines for skilled Medicaid are the
same as the level of care guidelines for skilled Medicare.
‘~.Tpis information 1§ offered against the backdrop of the
fpllowing demographic 1nrqrhation. There;ire in New Hampshire:
820 skilled nursing taciii;f beds and 5!324 intermediate care
taciiity bedg. The total of SNF plus Iér beds in New Hampshire
is 6,144, S

e

Although we are able to report the numbers of persons

rmae

whd did not enter a nureing home (under the Medicare/Medicaid

NEW HAMPSHIRE ROUNDATION FOR MEDICAL CARE
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guidelines) because of our pre-admission review process, we .
have not capturPd the information on the disposition of these
persons and therefore are unable to report it.

A special mention of the effect of pre-admission review
is in order. The pre-admission review process _has a validating
effect on the reliability of the awaifing ﬁiacement hospital
data. For example: the New Hampshire Foundation has identified
that for the period July 1, 1979 through March 31, 1980 there
were 8,473 days (used by 1038 patiqnts) in hospitals awaiting
skilled nursing facility beds and 8,658 days (used by 360
patients) in hospitals awaiting intermediate care facility
beds in New Hampshire. Using the same dollars that were used
for our 1979 Long Term Care Impact Statemenf we can therefore
calculate that if beds at the appropriate level of care had ’
been available $1,030,685 of unnecessary expense could have
been avoided (Appendix B.). This conclusion can be drawn
because the lodg term care pre~admission review piocess'is
used to validate the hospital information. Pre-admission
screening and assessment is the key to continuity of care.
A note of caution is in order. An accurate assessment of a

patient's needs, which 6ﬁf'éxpér1eﬁde.sbowé‘can be accomplished

NEW HAMPSHIRE FOUNDATION FOR MEDICAL CARE
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through pre-admission review, does not make the necessary
resources available. Our'experience has indicated that PSROs
conducting both .acute and long term care review are in ;
unique position to assume the role of the pre-admission
screening and assessment team (PAT) because PSROs have already
demonstrated capability to accomplish what is described in
8.2809.

If the New Hampshire Foundation's program of pre-admission
screening did not exist, some patients whose condition actually
did not meet the level of care guidelines would be admitted
to skilled nursing facilities and intermediate care facilities
under Titles XVIII and XIX. This would result in increased
program cost and possible subsequent denial of the patient's:
stay in the facility because the patient's condition did not-
meet the level of care guidelines. As an example: prior!to
the New Hampshire Foundation conducting PSRO pre-admissio§
review, facilities made decisions about whether to acceﬁt
patients. The patient would be admitted to the nursing home
and then Medicare/Medicaid would authorize-or|deny the level
-'ot care. The ramifications included unnecessﬁry movement of

the patient and unnecessary expenditures., In addition, as

NEW HAMPSHIRE FOUNDATION FOR MEDICAL CARE
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previously noted if the PSRO lohg term care pre-admission

review were not in place, the link to hospital data and

validation of -awaiting placement days would not occur.

The PSRO screens only Titles XVIII and XIX eligible

pa%iehts.

Howevey, if all prospective admissions to nursing

_ hOmee 1nclusive ot privnte pay patients were to undergo the

same comprehensive scréiﬁing and assessment that the New .

Bnmpshire tgqua;ioq applies to the yedicare and Medicaid

patients, we believe fhe tollowing effects would occur:

c.

d.j
iy
T

assurance that the person is aware
of alternatives to nursing home
placement, allowing the person to
live in a less restrictive and
less costly manner.

determpination whether all persons
regagdlegero: pay source actually
need the level of care provided in
the long term care ‘facility.
'avoidance of the preeent two-class
(by pay source)’ syete@

accrual of needed data for State
rhealth planning. " e
~uniform utilization control.

It is our experienoe ihet prfvate pay elderly persons

are often placed in nursing homes prematurely.

NEW HAMPSHIRE FOUNDATION FOR MEDICAL CARE
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"is requested to review persons ‘currently in a nursing hqme
because their personal funds are exhausted, and they are
requesting level of care certification under the MNedicaid
program. Some of the pre-admission denials noted for
Medicaid reflect persons who were referred for level of
care certification as their personal funds were becoming
expausted. It is the impresaign of the teams performing
review that many of the persons whom they visit in nursing
homes would have preferred to remain in their own homes if
community health resources had been available to permit
this.

The New Hampshire Foundation uses a multidisciplinary
review team. The team conducts a thorough evaluation of
each individual's health sfatus and functional capabilities.
Elements of this evaluation are detailed in Appendix C. The
New Hampshire Foundation review teams are comprised of
physicians, registered nurses, social workers, and consultants
such as registered physical therabiété, registered pharmacists,
and occupational therapists who can be hglggg-upon ad needed
lfof patie;t assessments and q;scussion~ot'b;ob1ems related
-to care provided. Thé&'cCotisultants are not employed full time

gsince to keep a full time complement of consultants would be

NEW HAMPSHIRE RFOUNDATION FOR MEDICAL CARE
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-—

unnecessarily expensive. In addition, the Foundation works
with the Medicare designated ombudsperson. The PSRO,
therefore, is using the full complement of.health care
professionals defined as the pre-admission scre;Blgg and
assesspent team (PAT) in 8.2809. . ... .. '""'i?é;af
Certainly the most é%ikﬁéiik barrier’Eysfxeékﬁiﬁbéhire
o :':._’. E‘n; ‘;tc'”p’i:{)‘g;nd/ls that of

» being the front ruiber. Th 5';§b§¥;5*€§;n6f'B!'iféiésa. ig

TRt e awer"

is inherent in the process. of-@effblishing a new authority B

. Foundation has faced in ¢

where it so intimately overlaps with existing authorit%es.

The PSRO relationship w%fh g}re;?y existing autboritie* for
Medicare and Medicaid géeded to tp clarified. One memdrable’
example was in the area otlﬁéilia ntiality. The definitionﬁ
for "within systemsﬁ:aﬁd,"bfxxeeé s!stems" took considérub o
‘\ care to work out. ,Anqp%eriﬁarrﬁe?'ﬂs establishing anyin:’
\pfogram is systﬁp;{gé;yﬁa féq téé&iﬁﬁnral human reaigt e
to change. For ajﬁsnoﬁit?5f0-¥§e

The reality 1? Fﬁat PSQOB (%e ibn-b {; organizat as lot
physiciang(;i29;porate&1£o%“hi‘purpoa ,&g,.

‘vafiety of role peficeptions.

ng quality
B of the anc?,'

SO R
(Appendix D. )it !hatever}phﬁ‘ll al deri
the -PSRO has a quasifiiﬁﬁiiigéyfisgﬁiiéh-th:tﬂinuthe-aJe of

NEW HAMPSHIRE FOUNDATION FOR MEDICAL CARE
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the beholder such as nursing homes is often viewed as a
solely cost containment function. For the New Hampshire
Foundation, the .early issues of overlapping authorities and
resistance to change have been satisfactorily resolved. We
believe the appropriate bulance between quality and coat is
addresud in our Long 'reu-’ono” impact Statement Part II

i3 ﬁﬁwaé‘ L .

"“!f g\state, city or couuty vere to 1mplement ;,program

which is 1nc1uded as App",

similar to ours it coul‘ sexpect- to tace the same kinds of
barriers. In the case where a pgogram of pre-admission is
already in place one wo#ld qxbeét that the barriers would
have already been surmognted.

Under the presegt'cysfén we do not calculate per unit
costs for each assesomegt visit., quh & unit cost is of
\ course dependent on- ;hq vartable mix'of elements which -
qomprise the asqpsagdht ind‘pny be di(ferent depending on
each patient's :spg;itic noeda md( eV B be di!terent getween
like programs Tﬁere afe ¢S?lgéable dels in econometrica

ther : iﬂglggr’understnnding

that there are vuriables\bdxzee progr ind variables

within individual applic i&ﬁs‘df*thb pre-admission review

that can’ behtpyiied but ‘on

process.

NEW HAMPSHIRE FOUNDATION FOR MEDICAL. CARE
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Our program is funded annually from the Department
of Health and Human Services, Health Care Financing .
Administration,.under the grant mechanism. No person seen
by our assessment team pays for the assessment. «

The Foundation, under the existing Medicare and Medicaid
guidelines, has ensured that persons are not placed unﬁecessarily
into nursing homes. Further than this however, the Foundation
has taken the‘initiative to develop standards of care. Forx
this reason we convened one year ago a Standards of Care
Task Force composed of the various agencies and»protessionalr
personnel involved in long term care. We have developed
standards of care in New Hampshire for restraint use and for
the treatment of decubitus ulcer, We are presently working
on a comprehensive annual assessment and have scheduled
development of other standards of care.

Thank you again fér the opportunity to provide
information about pre-a&mission assessment and screening to
the Committee. Mr. Chairman, f am happy to try to answer any

questions you may have.

i

Appendix D was put in our Committee files.

NEW HAMPSHIRE FOUNDATION FOR MEDICAL CARE
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PSRO nis

{  VOLUME 111, 1SSUE NO. 8 OCTOBER 1979 |

The New Hampshire Foundation for-Medical Care has been performing PSRO review in skilled nursing end inter-
mediate care facilities for Medicare end Medicaid patients since May 1978. The following report was presented to
the Board of Directors at the meeting held in Durham on October 17, 1979. The report was submitted for inclusion
in the record of the hearings of the U. S. Senate Subcommittee on Health of the Committee on Finance to revew
the administration and operation of the PSRO program.

- LONG TERM CARE REVIEW
IMPACT STATEMENT: PART Il

fhe Long Term Care Review Impact Statement for beds for both levels of care. Mang factors affect the
this past year of review is documented evidence that health care envizonment and theretore the availabilicy
the Foundation has been successful in achieving the of appropriste facilities and services for Medicare and
goals established for che long term care review pro- Medicaid patients. Pre-admission review data reveal
gnnm. The unique characteristics of long term care :ir\iﬁcun problems with placement in specific areas
review have indeed made a significant diffetence in of the State. The data highlight the problem areas
both the areas of utilization and quality of care for which health planning agencies need to review in
patients in skilled nursirg facilities and intermediate depth with the Foundation in order to make informed
care facilities under the Medicare and Medicaid pro- decisions concerning the need for health care facility -
grams. beds and health services throughout the State.

The Board of Directors apptoved the development of Involvement of heaith care practitioners other than
the impact statement at its meeting of March 6, 1979. physicians who act as consultants in staff education,
When the Long Term Care Committee approved the direct patient review consultation, and in medical care
den!o‘ymm and format of the statement at its meet- evaluation studies is effecting improvement in quality
ing of March 8, 1979, they noted the increase in of care. Only through motivated and knowle
dialogue between physicians concerning patient care staff and physicians sre we able to work effe for
since implementation of long term care review. Both the benetit of the long term care facility patients and
the Long Term Care Oommgtee and the Long Term residents.
Care Advisory Group at its joint meeting of April 12,
1979 noted that bedside review and team appr~ech The impact stateraent addresses the impact which we
ave been effective and well received by the long re- n have made because of the unique characteristics of
care facilities. our . Each aspect is addressed separately —
but u:ﬁ part is not effective alone. It is the review
The data compiled at both acute and long term care program as a whole — the people in it that made the
levels give a complete picture of the utilization of di?gunu.

NEW HAMPSHIRE FOUNDATION FOR MEDICAL CARE
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PHYSICIAN INVOLVEMENT
PEER REVIEW

Physicians are directly involved in long term care re-
view in several ways. When Regional Review Team
staff are unable to approve a level of care ordered for
s patient either before admission or during a contin-
ued stay review, 8 Review Physician is contacted. The
Review Physician, after discussion with the attending
physician, makes the level of care determination. Re-
view Physicians are contacted by Regional Review
Team staff for consultation in quality of care issues.
Review Physicians participate in Medical Review — on
site sample review of patients to review the quality of
patient care and to monitor the effectiveness of the
Regional Review Team activities. The process pro-
vides for intervention, by physicians, where defic-
iencies in care either due to the nundinmyddm or
other health care professionals are identi

Objectives:
s Review for level of care determination.
* Review for quality of care and services ordered.

* Increase attending physician involvement with
--Jong term care institutionalized patients.

* Assure timely documentation of the patient's
status and health care needs.

« Inform physiclans of community resources avail-
able as alternatives to institutional care.

Examples:

*Regional Review Team staff found physician
documentation lacking in a large intermediate
care facility indicating that the attending physi-
clans did not visit their patients on at least &
quarterly basis. Facility lmtnbmdon and staff
identified this as an extremely difficult problem
to resolve. The Regional Review Team imple-
mented the following plan of action:

The Regional Review Team recommended
gl;‘ am?fdmg physicians be called by the fa-

saff,
Lev'eyl of care certifications were withheld.
A follow-up visit was scheduled for the follow-
ing month. .

A Review Physician was asked to speak with
the attending physicans concerning timely
physician visits,

The follow-up visit to check on physician docu-
mentation showed attending phyrlcan: had visi-
ed their patients and updated medical orders and

38 notes. Subsequent reviews showed min-
imal problems with physician documentation.

* In a skilled nursing facility the Regional Review
Team noted a patient under review appeared a-
cutely {ll. The facility staff had been unsuccess-
ful in contacting the attending physician and the
patient was transferred to an acute care hospital
to receive appropriste treatment.

¢ Review Physicians have talked with attending
physicians because medications were ordere
without proper laboratory studies t0 monitor t*
effects of the medication on electrolyte balance.
‘lh::e cases resulted in appropriate medical
orders.

+ The Long Term Care Committee identified the
importance of knowing the availability of rehab-
ilitation services in the community when dis-
cussing cases with attending physicians. A survey
of the svailability .of these services in home
health agencies and infermediate care facilities,
statewide, was performed. This information was
published in a booklet for use by physicians, dis-

planners, and the Regional Review Teams
in September 1979.

* Review Physician discussion with attending phys-
icians identified difficulty in
for patients with chronic obstructive
disease. The Foundation conducted a statewide
survey of skilled nursing facilities and intermed-
iate care facilities in June 1979 to determ’
condiguons under wb:}h these facilities would a.-
cept chronic obstructive pulmonary disease
tie%u. An educational meedn&on chronic g:
structive pulmonary disease was held for Region-
al Review Teams with a consultant respirato
therapist. Level of care and quality of care
teria are being developed in this area, resulting
from physician concern. -

(Continued Page 1)
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TEAM APPROACH

*Team Amch" refers to the multidisciplinary as-
pect of review. The Regional Review Teams are com-
sed of registered nurses and medical social workers.

w physicians serve as adjunct members of the
Teams. Other health care professionals are available
a3 consultants to the Teams ~ physcal therapists,
pharmacists and

:cc‘h:p:Qond therapists, dieticians,

Objectives:

Comprehensive review of the patient’s heakh
care needs (level of care and quality of care).

« ldentify problems rchdn’ to patient care to ap-
promae persons in the facility and recommend
a plan of action.

s involve facility staff in multidisciplinary care
planning, :::Zent assessment of e:clh patient’s
status, and discharge planning. )

* Involve other health care professionals (pharma-
cists, dieticians, therapists) as consultants to pro-
vide an objective assessment and suggestion as to
different approaches with problem cases.

s Involve physicians. -

¢ Address documentation problems from s med-
feal/social standpoint.

Exemples:

beequently admicted the patien hospi
subsequently admitted the patient to -
tal for a complete reassessment. The attending
ysician also visited and reassessed the drug re-
gimen of several other patients in this facility.

* Consultant pharmacists have been working with
Foundation se:ff on a drug utilization study at
the intermediate care facility level and have given
severa! educational unmiiom to the Re om}
Review Teams emphas mportant cts 0
drug therapy. Impact resulting from 3\? educa-
tional sessions with the consultant pharmacist
is emphasison careful review of the drug regimen

. ofdered and the medication administration re-

cord. In numerous facilities, recommendations
were made that the attending physician and staff
completely reassess the drug regimen of each
resident reviewed beciuse of inconsistencies be-
tween the medication orders and the medication
tecord. Recommendations were followed by all
facilities. Many drugs were discontinued as un-
necessary. Needed drugs were ordered in a more
realistic manner. Review_Teams monitor this
area d every review; therefore responsible
facility staff are becoming more conscious of the
need for careful review of the medication reg-
mt with the attending physician on a regular

» Regional Review Teams work closely with facil-
ity social service pertonnel in discharge planning.
One Intermediate level of care patient was de-
nied. An ?peal was reql;:;tneg.‘ ?ddidohn:]n;lr:e
was given for discharge p! or teaching the

tie‘rtt to administer her own medications. The

gional Review Teams work closely with fs-
cility staff to effect a smooth transition for
patients.

* Regional Review Teams have been asked to ad-
dress discharge planning and referral form doc-
umentation to facilitate ;E:'ropdue continuity
of care at acute care hospital inservice meetings
and medical staff mee Significant improve-
ment in -referral form mentation has oc-
curred in three hospitals where ms in this
ares—had been identified. V. healch care
assoclations have requested that long term care
review staff speak at association meetings on the
review process and their responsibilicies in re-
lation to documentation.

(Continued Page 1)
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BEDSIDE REVIEW

During on-site continued stay reviews Regional Re-
view Team focus on the patient — his or her
health and social needs, and how these needs are met.
The medical record is reviewed to ascertain the overall
plan of care established by the various disciplines, to
assure that fﬂhydciuu and others are documenting on
the record in a timely and proper manner, to deter-
" mine whether the patient continues to require the
certified level of care, and to review the di

plan. During bedside review Regional Review Team
staff also observe and communicate with the patient
to assess the patient’s condition, the quality of the
services tl\e“fnicm is receiving, and to compare the
stated objectives in the plan of care with the observed
outcome.

Objectives:

* Review documentation, or lack of documenta- _

tion, in the medical record concerning the pa-
tient health problems, needs, services ordered
and services provided.

s Compare and validate information on referral
forms and assessment forms with the medical re-
cord for level of care certification,

* Validate that services ordered are provided.

* Observe and communicate with the patient, eval-
uate quality of care provided, assess the patient
environment, and observe selationship between
staff and patient.

Examples:

¢In one facility Foundation staff discoversd
through conversations with a patient that phys-
ical enp] services were not provided as or-
dered. After discussion with key facility per-
sonnel, another physical therapist was employed
and services were provided.

* In one facility Foundation staff noticed mobility
of patients was restricted to one atea and no
stimulation was provided to these patients. After
discussion with key facility personnel and re-
lated correspondence, the Foundation staff ob-
served attitudinal ch of facility seaff result-
ing in increased group activities for pa-
tients throughout the facility. o

sIn several instances, patients informed Foun-
dation staff that a medication was not reacting
well.  Staff informed the axundlni physicians
and medication orders were change

oIn one facility Foundation staff observed that
retidents in wheelchairs and geri chairs were not .
arbulated at intervals. Documentation in the
medical record was nonspecific in this ares.” ~°
Documentation on follow-up reviews indicate
that residents were being ambulated more fre-
quently.

* A Medical Care Evaluation study on the use of
hysical restraints in long term care facilities has
en undertaken for three purposes: (1) co eval-
uate the current policies and procedures on re-
straints, (2) to assess the current usage of re-
-straints, and (3) to develop criteria for restraint
and explore alternatives. A task force es-
med by the Foundation with representation
from facilities and the State Survey and Cent
ification Agency has been meeting to discuss
these areas.

+In one facility Foundation staff discovered ser-
ious hﬁt;ms dv‘lid\ docum:dnuﬁon of services,
icu with nursing services. nurses
mmaud a lack of understanding of individ-
ual patient problems. Foundation staff discussed
the problem with key facility personnel, the
m.nfdtude of the problem was scknowledged,
and the nursing department was decentralized.
Charge nurses are aow involved with patient care
plans using Foundation assessment forms.

« In one fadility the Regional Review Team noted
that the functional level of some residents had
improved considerably in a one year period. The
medical records of these residents did not iden-
tify any specific plan of care designed o improve
functional level, nor did the record note a
in the functional level. The onal Revie
Team used this situation to teach the facility the
importance of documenting the care which they
do pmvklede which affected the well-being of these
residents.

(Continued Page 8)



PATIENT SPECIFIC
LENGTH OF STAY ASSIGNMENT

{nitial 1 of stay ass t is made after the
Ragtonad Kevien Yoo veSive.

w Team receives a completed referral
form and is based on the particular needs of the pa-
tient. During continued stay review the need for ex-
tension of the patient's stay is assessed and, if necess-
ary, an additional length of stay is assigned. Skillid
level of care Medicare patients are reviewed at a max-
imum incerval of 14 days. Skilled level of care Med-
fcaid patients are reviewed at s maximum interval of
30 days. Intermediate Jevel of care Mediul:irﬁenu
are reviewed within the first 30-45 d&la of admission
and then st a maximum interval of 180 days.

Objectives:

» Assure that patients receive the appropriate
h?hh care upr:'icu for the nppropril:glpmmgth
of time.

« Monitor complex cases closely, including cases
where quality of care is an issue.

« Control the cost of health care through approp-

riate utilization.
Examples: _
* A patient with chronic obstructive pulmonary
disease, advanced emphysema, pneumo-

thorax of left lung and left thoracatomy was ad-
miteed to an SNF for skilled observation of his
unstable conditi::;c Th;‘ padcmdn required vital
monito! e 2 , continuous o n
:ins:l‘ dinredemnslodiadoa. y'ﬂle Team cezg:d
zven days for monitoring this unstable con-
tion.

« A patient with terminal cancer was admitted for
ed observation of her rapidly deterlorating
condition and to prevent complications. In this

instance the Team only seven days be.
cause the attending physician had not visited the
patient for six we After consultation with

the attendi sician the Review Physician
certified ?.?m":ylen,m of stay to assure that

— W e

the attending physiclan would visit the patient
whose need for medical care was still evident.

* A diabetic patient with an unhealed pacemaker

- wound was certified for eight days for Betadine

soaks and sterile dressings three times & day. It
was anticipated that the wound would heal by

eight days.

* A patient who was status post Femoral Popliteal
‘?pm with a deaining surgical wound was cert-
ified for seven days. The wound drainage was
decreasing and it was anticipated that the sterile
dressings would decrease from twice a day to0
once a day. The patient’s vital signs were sta-
bilizing. The patient was to be taught to do her

own ednﬁ It was anticipated that these

goals could be accomplished in seven days.
o A patient with nephrosclerosis, cardiovascular

insufficiency, and anemia was referred for ICF
placement for medication administration and
supervision due to her disorientation. n the
initial on-site review no indication of disorien-
tation m‘;‘ So}md‘oc dfu\}mmh‘;he tient
was cert or 45 days for di ni
and for teaching admlnzunion of mediation‘:‘

«An alcoholic patient with Wilson's disease and
bronchial asthma was referred for ICF placement
for assistance with activities of iving and to
monitor functiona) status. Onsite reviéw. re-
vealed that the patient’s overall health status was
improving hot deterlorating. General strength

was increasing and with continued progress the

patient would need only supervision as available
in a group home. The patient was inidally cert-
ified for 45 days and given a 30 day ex-

tension with the gosl of promoting continual im-

provement in health statos encouraging self-care

and discharge planning.

(Continued Page 6)



either skilled or intermediate leve
admission.
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"PRE-ADMISSION REVIEW

Preadmission review is the process of assuring the need

for a patient’s admission to a long]te;m care ﬁf:dlity hl!
of care prior to the

Objectives:

*To assure that the patient meets the critesia for
the leve! of care ozdered by the physiclan, there-
fore -assuring the medical necessity of the ad-
mission.

*To estimate the length of stay required to ac-
complish the health care goals as determined by
the physician and other health professionals.

* To assure that sufficient pertinent information
concerning the patient’s health care needs is doc-
umented on the referral forms so that the pa-
tient's needs can be met adequately in the re-

celving facility-

* Identification of the need for redistribution of

acute and long term care beds.
Statistics:

January 1, 1979 ~ June 30, 1979

Hospital discharge data shows

‘5104 Muel:!iwe puiﬁm stayed i‘ilmu%uu care
ospitals awai cement to skilled n
fa:lstks. for ‘3‘?3591; days. o

145 Medicaid patients stayed in scute care
hospitals awaiting placement to intermediate
care facilities for 1,457 days.

Long term care discharge data shows

93 Medicald patients stayed inskilled care fac-
ilities awaiting placement to intermediate care
facilities for 6,953 days.

If appropriate level beds had been available there
have been an expense avoldance of:

3,395 x $45 = $152,775.00
1457 x $75 = 109,275.00

6,953 x $30 = 208,590.00
$470,640.00

Note: Discharge data does not include the large
numbers of patients still awaiting place-
ment. L
Expense avoidance dollars were based on
$100/day for hospitals, $55/day for
SNFs and $25/day for ICFs.

(Patient Specific Length of Stay Assignment Continued)

Statistics:
Average length of stay — skilled level Medicare:

7177 - 12/77 = 32.2 days (prior to PSRO review)
7178 - 12/78 = 30.6 days
1179 - 6/79 = 29.6 days

from 7178 - 6/79

total days certified = 52,074

total “medically necessary™ days = 49,253
total waiver days = 2,053

total grace days = 778

total arges = 1,728 N

The cost per patient, per day, for tkilled patients
varied from $31.00 to $96.02. 'This included
both free-standing and hospital based facilities.

A decrease of 2.6 days from the average length
of stay in skilled facilities represents 2,277 fewer
days in a six month f:ﬂoﬁ. 1979 than in a
corresponding period in 1977 - pror to PSRO
review,

-

The Foundstion does not claim sole respon-
sibility for the decrease, and cannot realistically
claim” an undisputable dollar amount savi
Nevertheless, days not used are days not direc
paid for and 2,277 days not accounts for
$125,000* expense avoidance. o

*This is based on an average per diem
charge of $55.



(Team Approach Continued)

*One patient in an ICF had fallen and sustained a
fracture of her hip. The patient had a mul
repalr in the hospital and was transférred to
the ICF without an order for physical therapy
or xay recheck. Six months after transfer,
when reviewed by the Reglonal Review Team,
the patient had not had any physical cherapy and
bad not been seen by her physiclan for four
months. Shortly after the review and problem
dentification, the patient’s hip was rechecked
and she was on ambulation.

* The Regional Review Team presence in the long

-+ term care facilities throughout the year has iden-
tified attitudinal and facility team coordination
blems which affect the care patterns in some

acilities. These have becomé evident as & resule

of medical record review and discussions with
facility staff. The lack %f ;gecdmdd‘ddif

- plinary care planning and follow ugh, the
gvenue of rcftninu, the lack of consideration

for srimulating activities, and for disc plan-

ning are 2 few of the areas where the ew
Temdi:adn‘hmkem:h fuiinlig' n:f'f‘;o :.k&‘fct

- attitu anges ity
" of care and cost uvinpdn%hm ::oblel:sme

(Physician Involvement ~ Peer Review Continued)
Statistics: '

From 1, 1978 through June 30, 1979 there
were 712"11’"‘«1:15 to Re:g:v Physicians:

640

p referrals for Medicare SNF coverage
182

approvals for Medicare SNF coverage
458 m for Medicare SNF coverage

72% denial rate

81  referrals for Medicaid SNF ot ICF
coverage

42  approvals for Medicaid SNF or ICF

38 denlals for Medicaid SNF or ICF
coverage .

%

There were Medical Reviews for:

100  patients, involvi
11 invo!
2 ties (SNFs and ICFs)

.
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addressed d exit interviews, in facility re-
ports, and at educational meetings. Attending
physician and facility staff atcention to these
arcas became evident at the time of subsequent
reviews both in discussion with facility staff and
in medical record documentation.

«The Foyndation's physical therapy consultant
was requested by the administrator of a long
term care facility to perform an on-site review
to assess the medical necessity and quality of
physical therapy services provided.

o Educational meetings with the phrk;l therapist
consultant ted the of physical ther-
apy which can be effective in the
home. As & result of this, the nal Review
Teams are working with facility staff to encour-

more timely disc to home with physical
‘lﬁnpy being continued through Home Health
x"m services. The Foundation also perform-

. adlul Care Evaluation study at the skilled
nursing facilicy level to determine whether phys-
fcal therapy certified at skilled leve] could have
been appropriately provided through alternative
community resources.

) ..
NEW HAMPSHIRE FOUNDATION
FOR MEDICAL CARE

James P. Pliod, M. D., President
Richard D. Beughman, M. D., Vice-President
Gault M. Parrell, M. D., Secretary-Cleck -

Constance Azsi, Director

PSRO news is published pursuant to » grast from
the Health Cars Financiag Administration, Unired
. States Department of Health, Education and Welfare.
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(Bedside Review Continued)

*Long term care facility administrators, nursing
directors, social workers and &h sicians have ex-
pressed appreciation for the J;idc review pro-
cess: ..

* “The one outstanding feature of the program so
far has been the fact that our patlents are con-
sidered in a humanistic fashion, not as so much
dats on a form.”

* “Visual judgement as well as documented infor-
mation makes for a more complete review.”

*“...one picture is worth a thousand words, To
see & patient is to understand the psychosocial
dats that would take reams of paper to ad-
equately describe.”

¢ "“Our patients have accepted the PSRO represen-
tatives as one mote person very concerned with
their care and welfare. The manner in which they
presént chemselves puts the patient at ease. By
their visiting the patient and viewing decubitus
uleers healing, incisions, and talking with and
observing CVA patients the representative has »
complete piceure.” '

¢ “We were impressed with the concern shown for

the patients and their problems, and appreciate

our respect for our assessment of those pro-
ems.”

« “...this could prove to be very beneficial io the
atient as well as another check and balance tool
or the facility.” )

« “This practice should continue as both yself
and our nurse coordinator feel it would be to
the advantage of the patient.”

» “On several residents a medical record revie
proved inadequate to meet ICF criteria whe
observation and interaction with the resident
justified ICP stay as well as the need for add.
tional documentation.”

* “Sometimes the patients themselves can give in-
formation which helps to complete the already
documented material..in the past Medicare re-
ik e puient tar pechap the patems would

th the patient that s the patients would
have received a longer em&‘ud say."

¢ *...our residents enjoyed the visit."”

Statistics:

From January 1979 through June 1979 the
:’lollou:!ing numbers of un-ite reviews were con-
ucted: .

Medicare skilled level patienes 2016
Medicaid skilled level petients 207
Medicaid skilled pending placement: 158
Medicaid intermediate care patients 2885
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Senator MATSUNAGA. Thank you very much.

Mr. Putman, to start the questioning period, what are the major
barriers in operatinf a comprehensive community based program
for noninstitutional long term care services?

Mr. PuTMAN. Senator, in my opinion it is the lack of facilities in
the community of a nonmedical model, and to a great extent that

lack of facilities is based on the funding structure.

In the next biennium in my agency I would like to expand my
community based care by $2.5 million. I can do so at a projected
reduction in nursing home beds also of $2.56 million. The problem is
that the $2.6 million in community based care is 100 percent with
State funds because of the way title XX is financed, but the nurs-
ing home care is 50-percent federally funded. So it costs me twice
as much in State dollars to provide the care in the community as it
does to provide it in the nursing home. : A

"That is a major barrier, the way the funding is set up, and the
effect that has on community placements. :

Senator MATSUNAGA. Thank you very much. B

Ms. Carnes, to what extent will the increase in public support for
in-home care services tend to supplant care presently being sup-
plied by family and friends? : o

Ms. Carnes. That is a very tricky question. I don't think that
public sn}p rt necessarily has to decrease the informal support
system of family, friends, and ‘neighbors. I think that at the same
time that we are perhaps redefining and beefing up the public
funding, we also at the same time need to be working with families
and friends, the informal suggogl_: system, to help them to under-
stand what services are available, to give them some relief, but not
certainly to take away that t‘amilygsl right to provide care and
service, and their responsibility. - :

I see it as a dovetail effect. The right hand working with the left
hand, rather than putting all the money in one pocket and taking

- everything away from the families in terms of their responsibil-

ities.

Senator MATSUNAGA. You mention in your written text that you
have not been ‘successful in preadmission screening for acute pa-
tients, but the program could effectively reduce the number of
patients in acute .

" Is home care really a viable option for truly acute care hospital
patients, or would home care more likely be a substitute for long
term care in nursing homes?

~""Ma, CARNES. Again, I think that it becomes an individual matter.

-and will do

- For some people, I think home care would become a substitute and
.. a stopping point before long term care in nv homes is realized.

- v

In 'some cases, I t the individual ‘moving from acute care to
home care can be stabilized, rehabilitated and maintained in the
community, T

. Senator MATSUNAGA. Ms. Azzi, it is asserted that the increased
availability of noninstitutional services will lead to cost savings
through ‘reduced institutionalization. Others argue that expanded,
noninstitutional services will merely add another level of benefits, _
ittle to reduce the cost of institutional services. What

‘does your experierice indicate?
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Ms. Azzi. Our experience has been in the application of the
medical}:{v necessary decision for the patient to his medicare or
medicaid.

Senator PAckwoobp. Would you speak a little louder. I am very
curious about this answer.

Ms. Azz1. Our data, both anecdotal and the hard data, that we
have collected do not yield substantive answers to the question
about how cost savings might be affected by making available the
noninstitutional services.

However, we can speculate from specific cases that we have seen
that patients frequently are not at the level of care mandated by
the existing medicare and medicaid guidelines for skilled and inter-
mediate, and therefore would benefit if the services were available.
These services need to address the severity of illness, the intensity
of services by each patient’s needs.

We have information to the effect that in particular the patients
find themselves in the institution because there are no services
available elsewhere in the State. We can, therefore, speculate that
a more humane and a more appropriate way to care for people’s
needs is to enhance their capability to maintain themselves in
noninstitutional settings.

Senator MATSUNAGA. Senator Packwood.

Senator PAckwoob. I want to follow up on that.

This committee got burned on the estimates we received years
ago on the projected cost of medicare and medicaid. The estimates
were by people by and large involved in the field and they turned
out to be woefully low. This was before the rapid inflation that hit
this country. j ‘

The committee and the Congress are going to be reluctant to
adopt this program that Senator Bradley and I have introduced, or
any other program if Congress thinks that it is going to cost
infinitely more than whatever we presently are paying, or if Con-
g:ess is not even sure. That is why the answer to the question that .

nator Matsunaga asked is so critical. -

The presumption is that services provided in a home ought to be
cheaper than institutionalized services. One of the statements here
has the GAO’s study from 1977, and the comparative costs, and
how much we could save. I have got to say that all three of your
statements are excellent. We could not have people who are better
involved in this subject than the three of you. But the answer to
that question: “Will it save money?”’ is a very critical answer. If we
:ore C‘r)xot sure, I can just see what happens when we try to sell this

ngress,
It is not a question, really. I know what is coming in these next 8
or 4 years, and I know with what a wary eye Congress has looked
at any new or expanded programs. )
" Ms. Azz1 Is it apprognate to offer a response?

Senator PACKwoOD. Yes.

Senator MATSUNAGA. That is the question. [General laughter.]

Ms. Azz1. It would seem that the good parts about the existing
bill are that there are demonstration projects accommodated in
here. If we have one humble experience to offer from being a
PSRO, we humbly offer the followigg: It is incumbent upon us,
perhaps the demonstration projects offer this opportunity, to decide
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what it is we want to measure at the beginning and attempt to
measure it. \

What is needed, therefore, to whatever degree it exists, are some
baseline data, perhaps from some studies of the GAO, or small
studies that may be State or region wide that we may not know
about but that do exist, and to use demonstration projects to do a
few discrete, achievable things, and to measure the results.

The PSRO program’s experience was that the nonprofit organiza-
tions of physicians were designed to assure quality, but 3 or 4 years
into the dprogram the emphasis changed to become cost contain-
ment and cost effectiveness. So that the existence of the systems
was not reason enough to be. _

I think the demonstration programs offer an opportunity to
decide what it is that wants to be accomplished, and to measure it
and to, therefore, establish when you know you have accomplished
what it is you set out to do. The demonstration programs would
offer a fine opportunity to provide the measurement device that
Congress might demand. '

Senator PAckwoob. Let me ask another question. |

As {ou look at the demographics and the increasing humber of
the elderly, another question that is going to be raised if we -

expand preadmission screening broadly: “Is this program going to
! become 80 large that it will simply bog down out of sheer numbers
and weight? You will not be able to screen people quickly because
{:u will have simply so many people that you cannot get to them.”
that a fear to be worried about? o
Mr. PutMaAN. The question is whether they will be dealt with
systematically, or dealt with unsystematically. There is going to be
an increasing percentage of our population that is elderly, and who
find themselves in this state. The question is how we deal with it,
and not whether we have to. - L
As to the cost, if I might interject in that, in the last 2 years in
Oregon, I am drastically overexpanding my community-based care
bud&et—that is these alternatives—but it is more than being offset
by the dramatic change in the many years of history of an increase
in my nursing home caseload. We have leveled it out. :

I am willing to gamble, for the next 2 years, that I can continue
to kee;;mthat nursing home trendline suppressed and offset what
would have been the nursing home cost in community-based care
at a drastically reduced cost in Federal money, and just a break-
even point in State dollars. ’ : -

Senator Packwoop. That is the kind of evidencé we need. As I
said, our past experience on many medical programs, and the
social service programs, when we started down the road, is that it
just: qxggnded geometrically beyond any projection that we ever
conceived. CoL o

Mr. PurmaN. If I might respond again, Mr. Chairman, what you
have just said to me is the essence of my corhment that the com-
'mittee should consider putting that entire continuum of care under
one umbrella, 80 that a single accountable source is there. Not here
for the medical and not there for the nonmedical, because the
simply will not meet. They will pass in the night, and you are bacl‘('
with what plagued this committee in 1969.
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Senator PAckwoob. I made a note of that, as a matter of fact,
when I went through your statement. This is one of the reasons
why the panelists that we have today are so valuable, because we
could not draw upon any group, other than the seven of you who
are going to testify, that can give us more practical information as
to how to sharpen and change, and hone this bill. We could not get
a better group any place in the Nation.

Ms. Azz1. There are models for decreasing 100 percent review of
anything, be it acute care hospital stay, or-the intermediate level of
care, called focused review. We have done that successfully in both
areas. The basic premise is that after developing screens, it is
possible to sort out those cases that need to be looked at more
intensively, and to put the resources and energy into those cases.

So there are available models of focused review. They generally
follow on the heels of the beginning 100 percent review, but it
would be possible to develop an experience in 100 percent review in
an abbreviated period of time, and then move to a focused review
system.

So there are models that are available.

Ms. CARNES. From a very practical standpoint, in Virginia some-
thing has happened that we thought might happen. Once we put a
system into place, we noticed that over the three-year period the
go;;tcentage of keeping people at home dropped from 22 percent the

year to 18 percent the third year.

I have spent a good Part of the summer with local committees
asking the questions: “What is going on? Why are we dropping
percentage points?”’ In many instances I have found that there is a
pre-prescreening going on. Those social workers and nurses, and
other agency people know that preadmission screening has to be
done, so in essence, they are doing a better job than they were 8
years ago. P
- So that there is a possibility, I think a real possibility, that your

question of how many more people are we going to be filtering in
through the system, how many more people will we have to put on
staff, and so forth, a part of that may not occur because any time
you tell somebody that they have got to do something, they will, in
essence, out a way how to not do it, and to really do their job
better on the front end. f

Senator Packwoob. Thank you.

Senator MATSUNAGA. Senator Bradley. ~

Senator BRADLEY. Thank you, Mr. Chairman.

I would like to ask Ms. Azzi a question. You say in your state-
ment that your PSRO prescreening program denied nursing home
Elaaeement to about 460 people out of 8,600. Do you know what

ned to those 460 people?
. . Azz1. No; we do not. Our task was to screen under the
existing medicare. and medicaid guidelines. I think that having
reported that, we are going to start to capture that information to
see where they go. ,

Senator BRADLEY. Do you think that the PSRO could basically
ﬁmd its x?mrsing home program to make the decision about home

care » :
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Ms. Azz1. Certainly, yes. The knowledge that we have because we
work with regional review teams of a particular region of our State

~ is really quite exhaustive about the available resources.

One of the parts that I did not get to address in the oral testimo-
%g, but is in the written testimony, is that of areas of authority.

e have been prevented by a limited area of authority from
making the natural next step to what it is we do now.

The area of authority now is to screen to make the medical
necessity decision, to make a level of care decision. The natural
next step to do would be to follow the patient, and see that the
E_atient went to the right place even though it might be an institu-

ion.

The point is that when there are overlapping authorities in
protocols and memoranda of agreement are established, we sort out
whose portion of the responsibility that is. Presently, in the sorting
of who has what authority in our State, the facilities still own the
authority for discharge planning and appropriate placement of the

. patient. -

Senator BRADLEY. So you think you could handle placement and
case management? -

Ms. Azz1. Yes. . 4

Senator BRADLEY. I see you shaking your head, Ms. Carnes.

Ms. CARNES. You are very observant.

- In Virginia, and I can only sBesak for Virginia, given the present
state of PSRO’s. We have five PSRO’s in the State of Virginia and
they all function somewhat differently. They are in the medical
model and I would be a little bit hesitant to turn the preadmission
screening role and function over to PSRO’s as they currently exist
in Virginia. : A : . o
Senator BRADLEY. Where would you like to see it?

Ms. CArNEs. For Virginia, I would rather it stayed just as it is,
locally based through th and welfare departments, because I
think health and welfare departments already are very much
aware of how to conduct an assessment as well as how to begin to
mobilize community services. I really believe that it becomes an
individual State matter because what works for Virginia will not
necessarily work for California. o

Senator BRADLEY. Let’s get to the question of cost in the specific
sense. There are a lot of professionals in the field who would like to
see case management and assessment for long-term care. Yet, they
frequently fear that this will require a very large expenditure, and
that less money will be available for providing tﬁ:ect services.

How do you come down on that? How would you measure the
cost of case management and assessment for long-term care? Do
you think that funds would be taken away from direct services?

elgd‘; Azz1. It might provide a more appropriate reallocation of
needs. N L .

Senator BRADLEY. So &gu fear that you are going to have a-whole
class of professionals that will be created at the expense of the
pegxle out there who need the direct care. ‘ '.

_Mr. PutMAN. At the point of being borinﬁ, if you combine into a
single agency the res&onnsibility for both the services and for the
institutional care, I think the problem you are addressing will be
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You asked, should it be with the PSRO, should it be; I think any
" entity can run it. It is going to vary by State as to who can do the
better job. But surely the whole continuum has to be under that
onl;e umbrella so that one does not get outweighed against the
other.

In our particular State most of the services we provide now are
already addressed at preventinfininstitutionalization, or preventing
or slowing down deteriorati ctioning. So we are already heav-
ily into that area, and I would not see a big change.

Other States that are providing services that go far beyond what
we are doing would still, I submit, have the same problem to deal
with if one administrator, one agency were accountable for the
continuum rather than try to snip segments out of human life and
deal with them in different pockets.

I am aware of the jurisdiction problems that the Congress has as
to what committees can do what, but that jurisdiction problem gets
translated into programs in States and causes the bifurcation that
you are talking about. :

Senator BRADLEY. Do either of the two of you have any com-
ments on that?

% response.]

at effect do you think locating this function, or all these

functions in one agency or one y would have on fraud and

abuse—which is another concern that we have—on the problem of
ple getting payment for home health care from three or four
erent sources? -

Locating all functions in one agency is the most frequent re-

gronse to counteracting fraud and abuse. Do you agree with that?

are there other ways you think we might provide in this bill to

prevent fraud and abuse? :

Mr. PutmaN. I had not considered that. I think that it would
have some helpful effect, but I would not see it as a major one. It
would have some. If you are auditing an entity for the full contin-
uum of_services, you would get away from such little niceties as
putting 100 percent of th2 same overhead in four different bills. I
meﬁ: (gazi;nslfox: reimburisex:lent. hI: won;lc% help. I

‘Ms. .dmagreedasnig,an dlsai;ee again. I am not
convinced putting it all under one roof accomplishes anything more
than the present legislation. In fact, I think the manner in which it
is addressed on page 13 allows one of four agencies within a State
to become the lead agency, and so to designate a PAT.

Although I represent a PSRO, not all PSRO’s are doing all
varieties of review. The legislation as presently drafted appears to
ladt!rﬁ. the need for variety, and I think that that enhances the

jon. :

e present delivery of health care is not as fragmented and
asystematic as people like to think. Housing functions and authori-
ties in different agencies and organizations frequently has two
effects. One, it provides a nice crosscheck and counter-balance
feature; and, two, it provides the most capable to do the appropri-
ate service. 7

Senator BrRADLEY. What do you think of the minimum profession-
al ret%uirements for those who are performing screening and assess-
men
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One of you mentioned:that you had M.A.’s and other ple
performing the screening and assessment functions. What do you
think of the requirements? - : e e e

Mr. Putman. I think that you do need some requirements. I hate -
to see them specified in the bill. The particular array that you
have here is not particularly obgectionable. The problem you have
in a State such as Oregon, which has large rural areas, you simply
cannot get that kind of team ugé The best professional you might
have in Coos Ba{l, Oreg., might be the public health nurse who has
been dealing with tkese problems for 17 years. :

Senator BRADLEY. So you would not say that a number of people
are required. Could it be one person? How large should the team be
that is going to be making this judgment as to who gets the
services. - » 4

Mr. PutMaN. I think that more than one person is important so
that yowt the expertise from more than one field. But you can
always for help. ‘g‘{ou need the help of-a physical therapist,
:zy tg get it. If you need the help of an occupational therapist, try

et it. - .
nator BRADLEY. Who is calling for help? .

Mr. PutMAN. The case mansgger and/or the team. -

Senator BRADLEY. That is my point: Who should be on this team?

Mr. PutrMaN. I would tend to put an RN and a medical social
worker on there, and then augment as need be. In a large area, I
:oulg) go with a more specialized team. In a small area, I would not

ry to. ‘ L |

Ms. CArNEs. I would tend to agree with Mr. Putman in terms of
the nurse and the social worker. But in Virginia we felt that the
medical input was also important. The physician is actually a
member of the committee, and we seek consultation from other
specialists on an as needed basis—wé meaning the committee itself.

The public health nurse and the social worker go into the home.
They do a home evaluation, a nursing assessment, and a social
evaluation. They will contact the private physician, if there is a
private physician, for his or her input. _ _

If it is a case, as an example, where they are dealing with an’
individual who has a behavior problem, they may well call the"
local mental health clinic and say, “This is the situation we have, -
can you g‘loq an evaluation of this person, ‘or do you have some
services from your area?”’ - S

I think that the committee, the team, whatever you want to call
it, for us anyway it has worked that the committee has that re-
sponsibility to seek other professional input where necessary.

In some areas of the State, from the State level, we have stood
on our heads, clapped, whistled and done everything else, if the
committees have engaged other community agencies as a part of
the functioning committee or in a consultation fashion, because we
strongly believe that when you are looking at an individual in
order to capture as much objective information about that individu-
al in the total sense, it really helps to have input from different
areas of expertise. ;. : - - R

In some areas, one committee, for instance, has a person from
the Ministerial ‘Association, a person from the Area.Agency on
Aging and a person from the mental health clinic. But again it

' 69-362.0 ~ 81 = 13
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becomes the prerogative, if you will, of that local committee as to
who they include, how they use other agencies because if you are
talking about a program that is based on the use of community
services, then you have got to be able to talk to whomever is sitting
in the next agency. .

I think that at a minimum we are talking about the nurse, the
social worker, and the physician input.

Senator BRADLEY. Thank you, Mr. Chairman.

Senator MATSUNAGA. Senator Dole, any questions?

Senator DoLe. Mr. Chairman, 1 just have a few questions.

I would first like to have this statement that 1 have prepared
placed in the record following the questions.

Ms. Carnes, are patients screened only once? :

Ms. CArNES. No, not necessarily. If an individual is screened
today, and we do not approve nursing home placement, the person
might be screened again 3 months down the road, 6 months down
the road. We have to remember that we are dealing with an at risk
population at best, when we are talking about elderly and disabled
individuals and their condition can certainly chanlg;, No. 1.

No. 2, the community service package that we have put in place
could certainly change and not work for whatever reason. So if the
circumstances change, a second screening and maybe even a third
screening can be done.

Senator DoLE. You do follow up to determine if the circum-
stances have changed, right? There is a followup in every case?

Ms. CARNES. We do not have a strong followug component. If the
decision is that that person should stay in the community, the
committee is responsible for connecting that individual with appro-
priate community services. That is the referral piece.

They are responsible for some followup. It is not a highly struc-
tured followup. We do not say, “You have to go back in 30 days and
check to see what has happened.” It has worked very informally.

Most of the services that are going to be community based are
going to come out of the health and welfare departments, title XX
services particularly. So the social worker on the committee really
takes that referral back in house, if you will, and many times that
social worker is the one that is following up on the case.

The committees instruct the individual and the family, or signifi-
cant other person who is involved with the individual that is being -
screened that if anything is going awry, if things change they
should get back in touch with us, and you can bet your bottom
dollar that 99 percent of the time if something has gone wrong that
committee is going to be recontacted. ‘.

We did a followup study about a year ago. We looked at 170
individuals statewide where the screening committee had said no
to nursing home placement. We literally Eicked them up at the
point of referral and tracked them through until the point When
we were doing the telephone survey. . : :

What struck me as almost incredible, out of 170 people.only 1

rson had not gotten connected to the gggropriate service, and

not received a service. Some people been screened twice
and had been approved from nursing home placement. on the
second go-round. I : C :
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The point is, services had been offered, and nursing home had
been delayed in all of the cases through community services, and
in most of the cases nursing home had been avoided.

Senator DoLE. You don’t screen private patients; is that right?

Ms. CARNES. Yes, we do in the sense that if a person is medicaid
eligible at the time of nursing home application, they have to be
screened and if the person is potentially medicaid eligible within 90
days after going into the nursing home, they are screened.

nator DoLe. What about medicare-only patients?

Ms. CARNES. In the stricter sense of the word, we don’t screen
medicare only, but most of the elderly people and disabled people
that are medicaid eligible or potentially medicaid eligible are also
medicare eligible.

Senator DoLE. You may have touched on this with Senator Brad-
ley, but who makes up the local screening committees; how are
they chosen?

Ms. CaArNEs. We, meaning the State medicaid program, and in
Virginia the State medicaid program is administered by the State
health department, we have a local health department in every
county and major city in the State. The local health department is
also administered by the State health department.

So the State health department—medicaid—if you can get that
concept—sought the support, cooperation and participation in this
program of local health departments. In essence, the lead agency in
the community at the local level is the health department. The
health director, who is a physician, has responsibility for organiz-
ing and getting that committee together.

From the State level, we say that at a minimum the committee
must be composed of the public health physician, the public health
nurse, and an adult social service worker from the local welfare
department. We encourage and support local committees in their
efforts to engage other community agencies, such as AAA agencies
and mental health clinics, in that committee effort, either as a
formal committee member, if you will, or in a very close consulta-
tion fashion.

In Virginia we believe that communication is really one of the
critical things you have to pay attention to.

Senator DoLE. What is the reaction from private physicians; are
they supportive? -

Ms. CArNEs. We have x%t had that much difficulty with private
physicians. They are kind of out here somewhere in left field.
[General laughter.] 3

No, I am really not being fair about that. We have found that
private physicians are not too much atuned to commaunity services.
They have not given us that much difficulty. :

Senator DoLE. They just have not given you anything. -~

Ms. Carnes. They have not given us too much of anything.

What I would like to do is engage in a real effort to help to
educate physicians in terms of community services. There are those
physicians that say, “I believe that the person should be in a
nursing home, period.” But the committee realiy has the control-
ling piece if there is going to be a medicaid payment.
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Senator DoLE. I agree with Senator Packwood that you are excel-
lent witnesses. We will certainly learn something from these hear-
ings. .

Senator MATsUNAGA. Thank you very much.

Ms. Azzi, I was very much impressed with appendix B attached
to your statement wherein you indicate a savings of $45 a day
between hospital and SNF cost and a $75-a-day difference between
hospital and ICF costs.

APPENDIX B

Estimated Costs .
o . S T e
" SNF - $55 per day. ., .., = ($45 per day diffeyence between
Hospital - $100 p{;MQay ;J hosyifal a#éf?ﬁP cosf.)
ICF - $26 per day %% ™% .($75 per dsuy difference between
. 7 'hospital and ICF gost) .

For the period July 1, 1979 through March 31, 1980: |
8,473 (days used awaiting SNF placement) : l
X $45 (cost difference between Hospital day andiSNF lay)

$381,285

'

i :
. 3
i

8,658 (days used awaiting ICF placement)

Y

o
X $75 (cost difference between hospital day and‘ICP!duy)
$649,350 3 ; j

i . : b "“
It appropriatellevel beds hall been available there oyéd
have been an éxpgnse.avoida?c “of...
ST ;gf,J : $ 381,285
1

LS 649,350

¢

Y B
o ! B
{ Voo m\g\\\§1l030|635/, |

Do you have a day care program in New Hampshire, and if you
do, have you any figures on the cost savings you have had from the
program? ,

Ms. Azzi. Not of any m%§nitude.

Senator MATSUNAGA. We do have a very successful day care
program in Hawaii where in working children take their elderly
parents to day care centers, just as working parents take their
infants to day care centers. In this way, the day care service seems
to keep the family unit together. In the evening when the children
come home from work, they share the experience and skills their
parents have learned at the day care center. -

I have seen the elderly patients, for want of a better word, before
and after going to a day care center over a period of 30 to 60 days.
The improvement in the self-esteem of the patients is so dramatic,
it is truly a program you should consider implementing. If you
want to have a good excuse to go to Hawaii, this is a program you
should go to study.

Ms. Azz1. Thank you. We will look into that matter.
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Senator MATSUNAGA. If there are no further questions of this
panel, I wish to thank you all. I join with Senator Packwood in
observing that with your testimony, and the amount of work that
has %one into the appendixes, you have really done this committee,
and I am sure this country, too, a great service.

Thank you very much. :

The next panel of witnesses consists of Ms. Betsy Benson, Wis-
consin Community Care Organization; Dr. Jerry Eggert, Monroe
County Long-Term Care Project, Inc.,, Rochester, N.Y.; Dennis
Kodner, director, Nursing Home Without Walls Program, Metro-

litan Jewish Geriatric Center, New York, and Joan L. Quinn,
X.N., M.S., executive director, Triage, Inc., Plainville, Conn.

Senator MATSUNAGA. If you will all come forward to the witness
desk, we would appreciate it.

I understand that Ms. Quinn has a plane to catch, so we will.
hear from you first.

Ms. Quinn, we will be happy to hear from you.

STATEMENT OF JOAN L. QUINN, R.N,, M.S., EXECUTIVE
DIRECTOR OF TRIAGE, INC., PLAINVILLE, CONN.

Ms. QUINN. In view of the time limit, I would like to submit my
{;tllllll testimony for inclusion in the record, but just speak to your

Senator MATSUNAGA. Your statement will appear in the record
as though delivered in full. If you will summarize, we would appre-

— -—ciate it.

Ms. QuINN. We feel that the strength of S. 2809 lies not just in
its consolidation of noninstitutional services under a single reim-
bursement system, but it lies in the establishment of interdisciplin-
ary preadmission screening and assessment teams.

PAT’s outlined in S. 2809 are designed to assess the comprehen-
sive health care needs of title XXI eligible persons to determine
appropriate types of care and to assist the individual in securing
care that is appropriate to his needs.

This concept contrasts sharply with the current system, which
reviews for appropriateness of care often in a post hoc fashion and
provides no assurance that care appropriate to individual needs is
actually received.

The PAT function, we feel, is a highly skilled, highly technical
task which requires knowledge of community and individual re-
- sources, a specific knowledge of the consumer’s medical and social

needs, and an understanding of that client’s value system. The
PAT must then directly and objectively formulate these elements
into a specific plan of care.

To be effective, each PAT must, we believe, perform a function
that goes beyond individual case management to systems manage-
ment and systems oversight. I think that when we are talking in
terms of long-term care, the current system is not constructed to
meet those needs. The current system is really biased, as you have
heard before, toward institutional care, and it is usually acute,

__.__intermittent, short-term crisis institutional care. .

Further, when this function is tied in closely with a reimburse-

ment claims review, the PAT can be an effective control for fraud
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and abuse. This role is one which Triage performs daily, and has
been an unanticipated benefit of the Triage single entry model.

The effectiveness of the PAT’s will obviously be enhanced or
limited by the t of assessment and reassessment instruments
which are used. It is imperative that such instruments have high
reliability and validity. They must be comprehensive enough at a
minimum to accurately evaluate the medical, functional, psycho-
social, environmental, and economic needs of the individual con-
sumer.

The increasing use of functional status to evaluate alternative
methods of treatment and models of service delivery indicate the
need for reexamination of several validity issues. There is a likeli-
hood of agreement between formal assessment devices and the
independent, professional judgment of health clinicians in the eval-
uation of basic mobility and self-help functions, such as transfer,
bathing, dressing, feeding, etc.

It is an individual’s performance of the more complex tasks that
is critical to the ability of that person to live independently in the
community. The use of interdisciplinary PAT’s in conjunction with
a reliable, valid assessment, tool will assure the ability of PAT’s to
accurately and objectively evaluate the individual’s health needs,
his/her resources, and his/her home environment. This is the key,
we feel, to the successful implementation of title XXI.

Within the scope of benefits offered under S. 2809, it must be
noted for-the record that services such as meals-on-wheels, trans-
portation, chore, and companion services are not covered. These
services frequently serve as less expensive substitutes for other
forms of care and should not be overlooked within the parameters
of this legislation.

I would also suggest that provision be made to include short-
term, goal-specific counseling services. Such services can be used to
facilitate an individual’s adjustment to the community if he has
been in an institution for a long time, and also mediate supporter
stress.

Often supporters are so stressed with caring for the elderly indi-
vidual that what, in essence, happens is that the elderly person is
very well taken care of, or the disabled person is very well taken
caré of, but the family or the support system is the one that needs
the assistance.

Respite care services should be expanded to include short-term
placement in a skilled nursing or intermediate care facility. There
are people cared for at home who would meet all of the criteria to
be placed in a skilled nursing facility; however, when respite care
is offered to their supporters, the institutionalization is not neces-
sary. For others, patient respite care is given in an institutional
setting, such as a nursing home, and is appropriate.

Such an option may prove necessary, again, when manpower
shortages prevent 24-hour live-in coverage, and often it is less
expensive than 24-hour home health aide coverage.

The data collection procedures associated with the assessments
and screenings of the PAT’s are an important function in develop-
ing a rational, controllable, noninstitutional long-term care service
program. I would recommend that functional status be included as
a data category. I also think it is imperative to integrate this data



195 h

base with sources of service payment and fiscal intermediary reim-
bursement activity.

The establishment of a statewide lead agency to coordinate the
designation of local PAT’s is important in beginning to define
clearly the roles of State and local governments in the provision of
long-term care to the elderly and disabled population.

I suggest that the legislation include wording to establish a
formal long-term care planning group to facilitate ongoing
statewide PAT activities, to define State agency roles, and to see
that a formal statewide long-term care plan is instituted in a
manner consonant with title XXI. Membership should permit indi-
viduals with a demonstrated long-term care expertise who are not
associated with State government to participate.

The composition of preadmission screening and assessment teams
that is contained in S. 2809 is important in assuring an interdisci-
‘plinary review function. To enhance the efficiency and effective-
ness of the roles of all the PAT members, I suggest that physicians’
responsibility specify only that he/she shall certify the “plan of
medical care.” Requiring physicians to certify the nonmedical plan
of care—for example, nursing or social services—is likely to prove
as cumbersome and inefficient as it has within the current medi-
care system.

Finally, it has been our experience at Triage that, whenever
possible, payment for home care services should be determined on
a per hour basis rather than a per visit basis. This provides a
greater ability to control for the cost of care and limits potential
abuse. It will also tie costs more accurabeéy to the data collection
procedures mentioned earlier permitting effective health care plan-
ning.

Mr. Chairman, I believe that the experience of Triage indicates
that the noninstitutional long-term care service delivery system is
feasible. The population served by Triage includes chronically dis-
abled elderly persons which this legislation addresses.

Interdisciplinary professional assessment teams, which can accu-
rately determine client needs and mobilize consumers and commu-
nity resources in the provision of care, are the correct way to go in
initiating health care reform.

These functions, as they have been performed by Triage, have
included a claims review and reimbursement process. The cost of
these functions compares favorably with the costs of the fiscal
intermediaries within the traditional system.

The Triage experience indicates that concepts embodied in title
XXI can, in fact, lead to a humane, consumer centered health care
delivery system that has the capacity to control costs in a rationale
fashion. We also believe it is the only moral thing to do. .

Legislation such as S. 2809 represents a bold attempt at reform-
ing the complicated long-term care system. The experience of
fTuliifge would indicate that the title XXchoncept can work success-

ank you.

Senator MATSUNAGA. Since Ms. Quinn will be leaving, do you
have any questions that you would like to ask her?

Senator BRADLEY. Yes, I would like to ask her just two questions.
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One is if she could elaborateha little bit more on how she thinks
that we could address the question of fraud and abuse. How do you
think we can protect against fraud and abuse in title XXI?

Ms. QuInN. I think that if you combine the assessment with a
claims review function—in our organization all claims for services
delivered to the clients that we serve come to our office and are
reviewed against the actual prescription of service—prevention of
fraud and abuse is possible.

If there is any digression or any dichotomy between the service
prescription, and the bill that is submitted, it is taken care of by
sending the bill to the assessment team, and eventually back to the
provider. For instance, if 4 hours of home health aide service was
ordered 5 days a week, and the provider provided 4 hours a day in
the morning and in the evening, there would be dichotomy between
the bill and the original prescription.

Senator BraApLEY. What do you think of the idea of the cap; is
that a problem? Do you think that if there is a cap, providers
might quickly reach the cap level and not go further?

Ms. QUINN. I don’t know. It depends on what the cap is, and how
realistic it is in terms of what types of services it would cover in
the home care arena versus the institution.

If it is an unrealistic cap, you are then stuck with the same
problem that we have currently, and that is that the third party
reimbursement and the parameters for reimbursement really dic-
tate the type of care that an individual gets. It is not necessarily
based on the individual’s needs.

Senator BRADLEY. Here we are dealing primarily with consolidat-
ing home health care. Do you think it makes sense to include
nursing home reimbursement in title XXI? ‘ ,

Ms. QUINN.  Absolutely; I believe in the continuum as Mr. "
Putman does. I think that you have to have at least some oversight
function on institutional care whether it be in a nursing home or a
hospital, as well as home care, and really look at the continuum of
gervices that are available and where the person appropriately fits
in that continuum.

Senator BRADLEY. What has been the community’s reaction to
your efforts—the nurses, the hospitals, the physicians?

Ms. QUINN. Varied, some positive and some negative. I think
that turf is something that everyone experiences. You can get into
the whole issue of turf, “We are doing that assessment already, and
you are duplicating our service.” This type of situation is very
common and I don’t"think unique to our project.

I think that provider relations is something that has to be
worked at. I think you have to respect the provider, and realize
that the provider has integrity also and use them in the care
planning. _

Senator BRADLEY. Thank you, Mr. Chairman.

Senator MATSUNAGA. Ms. Quinn, do you believe that the Con-
necticut-type program could be or should be carried out nationally?

Ms. QuINN. I think that with variation it could be. I think the
concept of a single entry model and an assessment capability and
reassessment capability, coordinating services for individuals, and
then evaluating the services as to both quality and quantity, is a
concept that can be transferred to other States. How it is physical-

~
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li sest up in other States depends on geographic variations within
the State.

Senator MATSUNAGA. Do you feel that we know enough about the
problems and the options to carry it out at a national level? .

Ms. QUINN. We know a lot more than national people think we
know. There have been demonstrations that have been around for
a long time. I know that Dr. Eggert’'s and Wisconsin’s have been,
and ours has been since 1974. We have gathered data, and I think
people should take a closer look.

Senator MATSUNAGA. Thank you very much. I hope you catch
};hat 1{)tlean]e, and if you are fortunate it may go to Hawaii. [General
aughter.

. QUINN. Thank you.

Senator MATSUNAGA. We will now hear from Ms. Betsy Benson,

Wisconsin Community Care Organization.

STATEMENT OF BETSY BENSON, WISCONSIN COMMUNITY CARE
ORGANIZATION

Ms. BENsoN. Thank yon, Senator.

Joan Quinn noted that we dressed alike this morning, I don’t
know whether that means that we think alike, but I assure you
that we did not coordinate our dressing efforts so it may be some
indication of something. -

I am, indeed, from Wisconsin. I have been the director of a long-
term care demonstration project funded jointly by the W. K. Kel-
logg Foundation, and a very important waiver of medical assist-
ance that was granted to the State in 1976 by the health care
financing administration. The project is called the community care
organization, and is both a research and demonstration project.

o .the extent that time allows, I will describe the program
briefly, but I will also give you some sense of what our outcomes
have been because we do bear, I hope, the blessing but also the
distinction of having had a research component onboard with us
from the day we began, which means that we did develop a whole
series of assessment and client methodologies which have yielded,
in fact, some outcomes which I think will be of interest to the
committee.

Each community care organization, and we have three in Wis-
consin, is a local entity. Wisconsin is basically a State with a strong
county system of services, State supervnseg' and locally adminis-
tered. I think you need to understand that because obviously each
State is somewhat different in its organization.

Our three projects—one in Milwaukee County, which is obviously
our largest community in Wisconsin, a community of over 1 million
people; the second one, which is in a medium-ize urban/rural
area, fLa Crosse County; and the third in a rural area called,
perhaps aplpropriately, on County. ‘

Nonetheless, we have had three very different experiences in
some ways, and yet very similar in other ways because they are all,
obviously, within the State of Wisconsin. ‘

Each of the projects is, as I think you may see in some of the
testimony of this particular panel, a single point of entry for cli-
ents to community based long-term care. Its central function is to
manage service for clients, and to purchase services for clients.
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It is not in any of the communities a direct service provider, but
rather it has the capacity to purchase services from existing pro-
viders which in the case of Milwaukee County is a purchase system
of approximately 43 different service providers that this organiza-
tion has under contract to it, approximately 19 in La Crosse and, of
course, a much smaller number, approximately nine, different con-
tracts in our rural county.

The organization is run basically through a very strong case
management model. We screen, assess, and identify services
through a comprehensive mechanism. We use prevalidated and
testeél assessment methodologies both for screening and for assess-
ment.

We do this partially because it seemed to be a good thing to do
for practice, but I would like to also say that we did it mainl
because we needed to do it for research %urposes in order to devel-
op what we hoped would be a valid data base on which to ultimate-
ly base judgments.

What we were trying to do in the project, ultimately, was to
determine whether individuals who reached the project could be
maintained in the community at a cost equal to or less than that
which would have been expended had they otherwise been in insti-
tutions. We found that it is a very easy thing to say, and it is
considerably more difficult to operationalize, but nonetheless in the
5 years of the project we, in fact, did it.

The organization, as I said, is a very strong case management
model. We do all the things that I think you have heard this
morning, which are really a part of good practice. The difference
being that our case managers follow the clients very closely.

en I get to some of the outcomes of the project, you will see
some of the potential effects, and why I believe and the project
believes that case management, rather than being an administra-
tive add-on service, is in fact a hard service to which I think some
strong outcome measures can be attributed.

As I mentioned, also, the CCO’s are not direct service providers.
They Eurchase services from existing agencies. They do this
through a contracting procedure which is in some ways not unlike
the way title XX operates with one major difference and that is
becau;e they are using medical assistance. They, in fact, certify
providers.

By virtue of our medicaid waiver, we were able to provide a
series of services that were not generally allowable under our
medicaid State plan. Consequentlgé you will see that we provided a
series of services which tend to be at the lower level of skill. We
provide a lot of transportation services, nutrition services, home
chore services, and personal care services.

Each service is purchased by unit. By virtue of the fact that we
contract with an gg%anization does not mean that we provide them
with $20,000, $30,000, or $40,000 to forward fund their program. We
do, in fact, unit purchase. Each case manager, then, if an individu-
al client requires this specific service, orders that specific service
for that individual.

It operates somewhat similarly to the system that you heard
described by my coll e Joan Quinn from Triage. The particular
provider has to, in order to get paid, bill the local CCO, and the
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local CCO compares the services that it authorized against those
that are billed. ‘

Initially, the State paid each organization on a fee for service
reimbursement system. As we gained experience, however, we did
develop what really, I think, can be termed a modified capitation
system based on current caseload projections, certain general eco-
nomic trends which are somewhat difficult to calculate as every-
body in this room knows, as well as various service costs.

In other words, we just went back and attempted to determine
from our experience what the average cost would be. Currently the
State reimburses each site on a per client, per day mechanism.

We reimburse Milwaukee County at a rate of $8.58 per client,
per day; La Crosse at $7.84 per client, per day; and our rural
county at $5.21 per client, per day. This translates for all clients
into approximately, for Milwaukee, $300 per month; for La Crosse,
approximately $235; and for Barron obviously somewhat less.

is does not mean that all clients receive services up to $235

r month. It means that many clients receive services at a lower
evel, other clients receive more. It is an average, annualized reim-
bursement mechanism that is used. ‘

I mentioned the project was evaluated. We did have a separate
evaluation component that was operated by Faye McBeath Insti-
tute, which is a part of the University of Wisconsin at Madison.
Our research needs required the project to define and to target its
client population, to assess and monitor consistently and accurate-
ly, to measure it over time, in other words, an experimental period,
and to establish and maintain equivalent experimental and control
groups. -

In our two smaller counties we did this through a comparison
county. In our Milwaukee project, we were able to achieve a
random assignment of clients, and I really have to say, achieve it.
It was not, needless to say, a very easy thing to do within the
population, but it did, I think, allow us within the best tradition of
research to have this kind of gompa.rison.

The data that I am going to refer to briefly here are reported for
Milwaukee, and are based on 223 experimental and 104 control
clients who were randomly assigned in that community.

The cost-effectiveness data were based exclusively on medical
assistance. They are not based on medicare, which is a weakness,
perhaps, but the data and the information do lend themselves to
comparative analysis, if we were able to get at that data base.
However, I think they are very encouraging, and they are certainly
very interesting. :

e found that over the 18-month period of time when we were
doing this test, the total monthly cost to the regular medical assist-
ance program—that is the nonwaivered services—was substantially
less for our clients than for control clients, the difference being
$197.87 to $325.42. :

I see that I am going to run out of time, and that is too bad.
However, let me just say briefly that we did find that when you
added the project costs back in that there was a difference of
approximately 15 cents per client, per day more for our clients.

want to say that the place we showed substantial differences
was in nursing home and hospital lengths of stay. We showed ‘a
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modest decrease in the number of days that our clients spent in
nursing homes over the controls.

I want to add here that we did not have a preadmission screen-
ing assessment, which I think is critical, and I think simply points
to the fact that we were able to forestall institutionalization with-
out it. I think that had we had it, it would have helped.

However, the most important and interesting data which we did
not anticipate is that we had a substantial decrease in the number
of hospital days of our clients over control clients. The difference
for our clients being an average of 2.95 days to our control clients

f about 14.26.
will only say one more sentence, and it is that it has potential
implications for medicare. Unfortunately, we do not have access to
medicare data. That might be of more interest, frankly, to the
Federal Government than it is to the State, since the State does
not pay medicare benefits.

Senator PAckwoop. Mr. Chairman, let me ask one question be-
cause that was the point I was most struck with in your testimony.
W%that incredible difference in hospital stays?

. BENSON. To be perfectly honest with you, I am not certain,
except that the only real difference in the intervention is that our
case manager—you have to, in a sense, go back at some of this
anecdotally—our case managers tell us that they maintain a much
closer relationship with the clients when they go in hospitals. I
should add that this did not decrease the number of admissions to
hospitals. It decreased the length of stay. '

Senator PAckwoob. The difference between 14 days and 3 days is
just such an incredible difference that it almost seems statistically
impossible. Although I will take your word for it, and I believe
your testimony.

Ms. BensoN. Fortunately, you see, I am not the person who did
the research, so I cannot even be claimed to have bias in this
particular case.

Senator PAckwoop. I am delighted with that testimony, and I
plan to use it frequently.

Ms. BENSON. Senator, frankly, as I indicated we did not initially
anticipate a decrease in hospitalization. I think that logic might
- suggest that there would be some. This is not only significant, but
it is obviously so statistically significant that it is almost frighten-

ing.

%ou might expect that our legislature is equally as curious as to
why that occurred, and one of our State senators suggested—fortu-
nately there were no press around—that we close all hospitals and
go to community care. But I assure you that he was kidding.

(General laughter.]

Ms. BENSON. At any rate, the data do lend themselves to further
analysis of the question that you ask. At this time we have the
data. I believe they are solid and based on a good data base.

Senator PAckwoop. Could you send me the data base?

Ms. BensoN. I could certainly send you a copy of the report. In
fact, Mr. Lewis of your staff and I have had some communication
on that as well.

Senator PAckwoob. Thank you.
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Senator MATSUNAGA. We will now hear from Dr. Gerry Eggert,
Monroe County Long Term Care Program, Rochester, N.Y.

STATEMENT OF GERALD M. EGGERT, PH. D, EXECUTIVE DI-
RECTOR, MONROE COUNTY LONG TERM CARE PROGRAM,

INC.

Mr. EGGERT. Good morning.

What I would like to do 18 to submit my full testimony for the
record, and briefly discuss some of the points that I have got in the
summary.

Senator MATSUNAGA. Without objection, your statement will
appear in the record, as though presented in full. You may summa-
rize your statement.

Mr. EcGerr. The Monroe County Long Term Care Program is
kind of a unique venture in this field in that it is a systems
intervention model. We, working with the local department of
social services and the various State t:igencies have responsibility
for administering the entire medicaid program within Monroe.
County that deals with long-term care.

Monroe County has approximately 720,000 people. The elderly
population is about 70,000 people. We are responsible for approvin
the medical necessity for both institutional and noninstitution
services, in addition to reviewing claims for noninstitutional serv-
ices. We approve payment for both noninstitutional and institution-
al services.

I think, in going through 31 months of operational experience in
terms of running the program, we have come across some interest-
ing findings. Certainly some of them are subject to various inter-
pretations, but at least we are beginning to develop the data base
that will allow us to make some better decisions in the future.

One of the interesting findings was that a grater proportion of
medicaid patients were able to return home from the hospitals
?rggtly than were private pay patients. This is an interesting

inding.

We %mve the ability to approve medical necessity and pa%nent
for medicaid patients on a somewhat quasi-mandatory basis. We do
not have the ability to approve payment or medical necessity for
private pay. That is a voluntary basis.

Yet, in the first 31 months, 49 percent of the medicaid patients
that we reviewed in hospitals, whose needs were at the skilled
level, returned home. Qnly 21 percent of the private pay patients
returned home. Conversely, 79 percent of the private pay patients
who were reviewed on a voluntary basis went directly to nursing
homes; and 51 percent of the medicaid patients went directly into
nursing homes.

We also provide assessments to a similar patient population in
the community. We review all persons who apply for medicaid, and
who need long-term care services, Of the community group that
was assessed at the skilled level, 92 percent of the medicaid people
were able to stay home; of the private pay group in the community,
84 percent were able to stay home.

The point is that a much higher proportion of nonmedicaid or
private pay people enter facilities than medicaid patients. There
are two major reasons. First, private pay patients are more attrac-
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tive to nursing homes because they charge them a higher rate. The
second reason is that private pay patients basically have no third
party reimbursement for noninstitutional services.

If they are not medicaid eligible, medicaid is not going to pay.
Medicare provisions are very restrictive. Medicare is not a viable
payment source. In all probrability they are above the limits of title
XJ{,m and that is not a payment source. So given the option of no
reimbursement for community services, we find a greater propor-
tion of private pay patients entering nursing homes.

I think that this is one of the attractive parts of title XXI. If
some type of copayment provision could be set up so these private
pay patients have some opportunity for some limited third-party
reimbursement, one may be able to reduce the rate at which they
enter nursing homes.

This gets into the second point. Why are we trying to reduce the
rate of private pay patients entering nursing homes?

We have a situation in Monroe County in which all the nursing
home beds are filled, and we still have people in acute hospitals
who cannot be placed in a nursing home in a timely manner. I
think that this is the opportunity that title XXI, if it can be
designed appropriately, has to reduce cost in long-term care.

The 200 patients in the hospital that we have—We have 2,400
hospital beds, and we have 200 people who should not be there, yet
medicare or medicaid is paying the full hospital rate. That repre-
sents an enormous opportunity to reduce the cost in the hospital,
and to trade off those costs for expanded community services.

The problem is that the 200 people in the hospitals in all likeli-
hood cannot go home. Their care needs are so heavy that a nursing
home is the most appropriate place. But nursing homes will not
admit them in a timely fashion because they have other opportuni-
ties for admissions, such as lower care private pay patients from
the community, or lower care private pay patients from the hospi-

So the point about title XXI that has some appeal is that if the
preadmission assessment for nursing home placement can be more
than voluntary for nonmedicaid patients, the opportunity exists to
reduce the rate at which they enter nursing homes, thus potential-
l)t';e fireeing up some beds for people who are in hospitals inappropri-
ately.

In New York, perhaps, we have been aware of the hospital
problem a little more than the rest of the country. It is my under-
standing that the statewide PSRO has made a press release to the
newspapers asserting that approximately $240 million per year
could be saved for the medicare/medicaid f:ro%rams if people in
acute hospitals could be placed in a timely fashion in nursing
homes. That is more money than the State spends in home care.

So the trick is to place people who cannot go home from the
hospital in an appropriate manner in nursing homes, and then
spend the money that you are basically going to save by not having
those hospital days on your expanded home care services, and you
also probably should be able to gay for your administrative costs
that you are going to incur with your patient assessment teams
and case management teams.
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I can say that in Monroe County we have had an independent
evaluation that is in its third year. The indications are that we
have not been able to substantially reduce the numbers of people
who are backed up in hospitals. I think that we have been able to
abate the increase, but we have not been able to reduce the abso-
lute numbers. Again, I attribute that to the fact that nursing
homes still have the ability to select private pay patients who have
low care needs as first priority to fill their beds.

So basically what is needed is a communitywide placement
system that offers nursing home beds to patients on the basis of
need first, and not payment. In that manner, I think heavy care
patients who are in hospitals will be able to be placed in the
nursing homes in a more timely manner.

There are other points that I think title XXI has the opportunity
to address. I think the fact that if one could consolidate the exist-
ing home care services that currently exist under titles XVIII, XIX,
and XX in a single agency that, certainly, to some extent would

~—reduce- a lot of hassle for consumers who have to go to at
least three different places or through three different eligibility
_processes.

I think that it would make it administratively a lot easier for
providers of service because there would be one source, one agency
that would work with them in terms of approvals, in terms of
service needs. It would be very good, I think, in terms of regulators
because there would be one agency that could be monitored as far
as claiming, as far as eligibility determinations and as far as man-
agement efficiency.

There may be some savings on an administrative basis in consoli-
dating those three programs into one single agency.

I think one of the other things that we found is that even though
gatients enter nursing homes—I am going back to the nursing

ome admission of private pay patients—as private pay patients,
they do not stay private pay very long. We also approve conver-
sions from private payment source to medicaid, and we have no-
ticed a trend. In the first couple of years—1978-79—at the skilled
level, of those who applied for medicaid, 40 percent had been in the
nursing home for less than 6 months, and in the last 6 months—
January to June 1980—that proportion has increased to 50 percent.

So even though people enter as private pay patients, given the
fairly high nursing home charges and the inflation associated with
that, and given the fact that older people are on a fixed income,
they are running out of money sooner.

A great pro%ortion of the private pay admissions are potentially
medicaid eligible, and that speaks to the Virginia preadmission
assessment program, but also, I think, adds some strength to the
argument that private 1pay patients should be subject to some type
of assessment, especially if you are not going to stay private pay
forever.

Thank you.

Senator MATSUNAGA. Thank &u very much, Dr. Eggert.

We will now hear from Mr. Dennis Kodner, director of planning
and community services, Metropolitan Jewish Geriatric Center in

. New York, speaking for the nursing home without walls program.
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STATEMENT OF DENNIS KODNER, DIRECTOR OF PLANNING
AND COMMUNITY SERVICES, METROPOLITAN JEWISH GERI-
ATRIC CENTER OF NEW YORK, ON BEHALF OF THE NURSING
HOME WITHOUT WALLS PROGRAM

Mr. KobNER. Good morning.

Metropolitan Geriatric Center, which is located in Brooklyn,
N.Y., is a large, multilevel, long-term care institution providing
services to well over 1,000 older people in a wide range of institu-
tional and community based settings in a number of urban neigh-
borhc1>ods comprising almost one-third of New York City’s elderly
population.

ur present continuum of care consists of a 915-bed skilled nurs-
ing and intermediate care facility, day hospital, hospice, senior
center, transportation services for the elderly and handicapped,
Institute for the Study of Aging and Long Term Care, and a nurs-
ing home without walls or long-term home health care program.

e nursing home without walls is one of our most recent out-
reach efforts. It is part of a larger State-sponsored initiative, called
the long-term home health care program, which has generated
considerable interest among our policymakers and planners be-
cause of its potential to rationalize health services for the elderly.

At this point, I think it is appropriate to emphasize that all
nursing homes are not alike. In fact, many of us are involved in
the development of the kinds of noninstitutional services and co-
ordinating structures that are proposed in S. 2809.

In our view, S. 2809, although it might require some rethinking
in certain areas, represents a well-thought-out approach to restruc-
turing the financing and provision of long-term care services. It
goes to the heart of the problem of long-term care in this country.

As expressed so succinctly bgv Senator Packwood in introducing
the bill, health care for the elderly is a hopeless maze of services,
facilities, and financing that fail to meet the needs of individuals
and their families, and encourages institutional care rather than
maintenance in the home and the community.

Nowhere in the health system is the maxim that form follows
financing more apparent than in the long-term care sector. Be-
cause all the services are funded by differing public money streams
and have widely ranging administrative arrangements, eligibility
requirements and benefits, services for older people are multiple,
parallel, overlapping, noncontinuous, and confusing to older per-
sons, their families, and professionals as well.

What is more, there are few entities at the local level which can
effectively pool the various entitlement and categorical program
benefits around the individual’s needs to insure that they will
receive the appropriate type and level of care in the least restric-
tive and most cost-effective settini.

This problem, obviously, is reaching crisis proportions, as the size
of the elderly population, the number of persons needing long-term
care services, and the national nursing home bill are growing.

Particularly noteworthy in S. 2809 is the bill's goal to combine,
expand and link the noninstitutional services presently covered
under medicare/medicaid in title XX into a new title .

While we most certainly continue to support current legislative
proposals to reform the medicaid system, which is the chief support



205

for nursing home care in this country, we favor in the long run the
removal of long-term care’s focus from medicaid with its welfare
standards, the elimination of fragmentation and proliferation of
programs in the long-term care field, and the integration and co-
ordination of social and health care at the community level
through the creation of a single funding mechanism as proposed in
the legislation. -

I would now like to describe New York State’s long-term home
- health care program, drawing on our center’s experience as one of
the most successful models in the State’s demonstration to date.
Since the prepared statement is already in your hands, I would like
to try not to cover exactly the same observations.

New York’s long-term home health care program is a single-
entry system into a comprehensive range of health and compensa-
tory services in the home and the community for medicaid clients
who qualify for placement in an SNF or ICF. These are for persons
who need long-term care, but can benefit from services offered in
the community as an alternative.

Referred to as “Nursing Home Without Walls”’ by its legislative
sponsor, Senator - Tarky Lombardi, Jr., who incidentally is the
chairman of the State senate’s health committee, the long-term
care program was signed into law in late 1977. It became effective
on April 1, 1978. §

The legislative program, which took 3 years to develop, contrasts
sharply with existing patterns of fragmented and highly restrictive
medicaid-financed home care in other States. In passing the law,
the State lﬁislature was very much concerned with five trends:

One, the alarming escalation in the costs of nursing home care in
New York State;

Two, the rapid growth in the elderly population;

Three, the high degree of inappropriate institutionalization;

Four, the blocking of expensive hospital beds by chronically im-
paired patients needing long-term institutional care; and finall

Five, the poor coordination in existing home care programs. Wit
regard to this last point, it is interesting to note that even with our
State’s rather well-developed and financed home care system,
which I understand represents roughly 80 percent of the medicaid
bill expended on home care in this country, we still have problems
ISr;a assuring adequate in-home support for our older adults in our

te.

The following services are provided by long-term home health
care programs: nursing; home health aides; personal care; home-
maker; housekeeper; physical and occupational therapy and s h
and hearing; social services; special counseling; meals; medical sup-
Klies and equipment; respiratory therapy; home maintenance and

ousing improvement; moving assistance; respite care; transporta-
tion; and social day care, as well as 24-hour professional coverage.

Many of these services are provided under an 1115 waiver from
the Health Care Financing Administration. This makes it ible
to custom-tailor a package of services for people with differing
patterns of need.

Unlike the other projects on this morning’s panel, new communi-
tﬂ entities were not formed to provide these services, or to perform
the required comprehensive assessment. Existing health care pro-

69-362 0 - 81 - 14
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viders are designated as long-term home health care programs
through the State’s very strong and existing certificate of needs
statute. -

"Their service areas and capacities are set by the Commissioner of
Health. Long-term home health care programs may be served by
home health agencies, public or voluntary, not-for-profit hospitals
or long-term care institutions. There are currently nine long-term
home health care programs in operation throughout our State with
a certified capacity of 800 persons. One additional program was
recently approved by the State and is expected to begin providing
services shortly. _

In addition to providing direct service delivery and/or arranging
for services, long-term home health care programs perform compre-
hensive assessments. It is important to understand that this assess-
ment is done in conjunction with representatives of the local social
gservice district, and the discharge planner if the client is currently
in the hospital or long-term care facility and is seeking care in the
community. It also develops a plan of care, coordinates the provi-
sion of services, and monitors the quality and appropriateness. At
the core of the program is a gatekeeping mechanism which advises
medicaid clients of the availability of these services before author-
izing placement in a nursing home.

In order to control costs, the individual’s service budget may not
exceed 75 percent of the average monthly institutional rate for the
appropriate level of care in the ICF or SNF. Case management is,
as in the other projects on this panel, crucial to the success of the
care plan, and the ability to keep costs under control.

At the State level, the responsibility for the program is shared by
the department of health and the de%nment of social services,
which is the State medicaid agency. The health department re-
views the certificate of need applications from individual providers,
develops regulations governing individual long-term home health
care programs, formulates reimbursement rates, surveys the pro-
viders for participation in medicare/medicaid programs as they
" -are, in fact, considered certified home health agencies, and oversees
the quality of care provided. The social services department estab-
lishes policies and procedures that local social service districts use
in relating to the individual long-term home health care programs
in the area. The local social service districts particiﬁate in the
reguired joint assessment and assure medicaid eligibility for the
individuals participating in the program.

Time is very, very short. I would merely like to say that we have
had a very limited experience with the program, and many prob-
lems, political, bureaucratic, and otherwise, which perhaps we will
address later.

The impression that we have thus far is that the program has
been able to provide services to people in the community who
would otherwise have been institutionalized in SNF’s and ICF’s for
about 50 to 60 percent of the cost of institutional care.

Thank you.

(The prepared statements of the preceding panel follow:]
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The Testimony of Joan L. Quinn, R.N., MS,,
Executive Director of Triage, Inc., Before

The Senate Finance Committee Relating to $-2809

Good morning. My name is Joan Quinn and I am the
Executive Director of Triage, Inc. It is an honor to
have the opportunity to speak before this committee
today on S-2809. The prospect of establishing a reim~
bursement system and a service procurement mechanism
that incorporates a comprehensive assessment/reassess-
ment process for the long term care population is not
only imminently logical - it is desperately needed for
many, many long term care elderly and disabled persons.
A8 you know, a good portion of this population gfouﬁ"
has the potentiai to be able to function 1ndepéndent1y
in their respective communities with the provision of
home support services. The impact that this indepen-
dent living option can have upon the morale, dignity
and self determination of this group of individuals
cannot be overstated. The direction toward which
S-2809 pointas is the moral imperative of personal
diqnity. and self-determination in the delivery of
health care for all Americans - in particular those
physically and emotionally fragile consumers and their
families - which those of us in the fields of health
care and public must address.

Throughout the past decade there has been a great
deal of concern about the spiralliné costs of health
care, particularly among the elderly. The current
health care system is predisposed toward the prﬁ;ision

of institutional care. Thug, effects to control the
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costs of care ﬁave been largely directed at the limita-
tion and controlling of institutional costs. There has
been an ongoing philosophy that 1nc¥easing the reim-
bursement eligible options in health care cannot begin
to occur until the present high service costs are
brouqht. under control. However, the experience of
Triage bears out the premise that the high costs for
service eligible -for reimbursement under the present
system cannot be effectively controlled without expand-
ing reimbursement to include less expensive non-insti-
tutional health care:  -options and a comprehensive
assessment and service coordln;;ion process to procure
appropriate care that at thq same time can control
overall health care costs.

"The experience of the Triage research and
demonstration projecg offers important information to
this committee in its consideration of 8§-2809. Since
Triage is a Medicare research project and, therefore,
contains no means test for eligibility for program
participatiop, I believe its "history ‘of development,
service utilization—and cost bears directly upon ghe
intent of $-2809 to secure health care services for the
non-medically indigbpt long term care population.

The first two years of the Triaée project, from
1974 to 1976, constituted the developmental phase of
the research and demonstration effort. Funding for
project operations during this period came from the

State of Connecticut. Services appropriat§ to
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individual Triage client needs were reimbursed through
the traditional.nedicare and Medicaid systems. Addi-
tional services not eligible for Medicare or Medicaiad
reimbursement were paid on a limited basis through
Older Americans Act Title III-A monies. These dollars,
allocated to Connecticut, were made available to Triage
by_the state.

"Throughout this start-up period, services
available to Triage clients were determined by the
individual's eligibility for Medicare and Medicaid or
by the extent to which setvicﬁs appropriate to the
client's needs met the reimbursement criteria of these
two programs. These barriers were lifted in August of
1975 when the Secretary of the DHEW granted broad and
comprehensive waivers to Triage on the use of Medicare
Trust Funds for Service Reimbursement. The waivers
permitted Triage to reimburse services not normally
eligible for Medicare coverage. This represented the

~gervice expansion element of the Triage waiver system.
Equally important was the technical waiver aspect.
Under this component, the coinsurance and deductible:
requirements of Medicare were waived as were 100 day
benefits limitations. Three day prior hospitalization
requirements for skilled nursing facility placement and
home health care, homebound requitenents for home care
services, and physician's plan of care requirements for

home care service eligibility were also waived.



210

"The techhical and service expansion elements of
the waivers granted to the project in 1975 permitted
the Triage project to authorize and reimburse services
based solely wupon appropriateness to client need
without the constraints imposed by third party payer
limitations. "

"When the waivers were granted to Triage, all com-.
ponents wera in place to form a true single entry -
health care delivery model. The two major purposes for .
whiéh the Triage project had originally been conceived
could thus be pursued using -a formal research amd eval- .
uation methodology.

"In April of 1976, the National Center for Health
Services Reiearch ({NCHSR) of the DHEW formally a;;rded
a ressarch and demonstration grant to the Connecticut
State Department on Aging to conduct a longitudinal
study of the health'care needs of the eldetiy in the
Central Connecticut Region and to study the cost and
effectiveness of the Triage single entry health care
delivery model. T;e Department .on Aging,. 1n:turn. con=-
tracted with Triagd, Irnc. for. operations and with the
University of Connecticut Health Center for research
evaluation. Connecticut oontinucé to pay for Triage
project operations costs tgrouqh monies appropriate
annually by the State's General Assembly. Grant noniel.
from NCHSR paid for research co}tn incurred by the.

Triage and the University of Connecticut during the
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three year research time period from April 1, 1976
through March 31, 1979,

Triage is based upon the assumption that assess-
ment of clieng need and the coordination and monitoring
of service quality and ongoing client need should be
separate from service delivery itself (Quinn, 1979,
1980). Further reimbursemeat oversight must be a func~
tion discrete. from the provision -of service. The .
concept of interdisciplinary expert professional teams
performing comprehensive assessment, coordination, and
monitoring functions is not new. What is new is the

direct connection of these functions to the control of

reimbursement -dollars.  Thus, the Triage staff includes .

nasi?:a .prepared nurse_ clinicians, social' service
coordinators, and claims and reimbursement personnel.
The nurse clinicians and social service coordina-
tors constitute "professional teams”. They assess the
comprehensive health care needs of the older adult and
utilize agency, community, and individual resources to
consistently meet these needs over time. Individual
clients and the agenciles providing services to those

clients are. monitored by ‘the nurse clinician/social

service coordinator teams. 'The need for' ' service “and -

amounts of a needed service are integrated with
individual and familial support systems to assure
effective, appropriate service delivery and maximum

levels of client functioning. This approach minimizes
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induced client d&ependence. It also maximizes appro-
priate individual family responsibility while providing '
necessary support. .
"Claims personnel review bills submitted by service
providers for conformity to those services authorized
by the nurse clinician/social services coordinator
teams and submit these claims for payment as approved
to the Office of Direct Reimbursement of the Health
Care Financing Administration. . This reimburcement
function can-.often be critical to the success of a sin-
gle entry assessnent,‘ coordination, and monitoring
model. The efficient, carefully controlled claims anad
reimbursement system that Triage has developed has con-. -
tributed greatly to 'the-success of :the project in both -
its research and service aspects. With its single fun- .
ding source and its single entry billing system, Triage
has been a dramatic deparxture from the fragmented
system of health care reimbursement of traditional
health care programs. Its uniform claims department
proceduresvhave made it simpler for providers to bill
for services and easier for clients t. understand their
bills. Undexr the Triage systen,:pro§1§ers‘mave-been'
made more accountable for the services*''they delivered--
than was previougly the case.’Because they have been
treated fairly by the claims and reimbursement system

and have been paid in a timely fashion, Triage's

relationship with its providers has been a good one
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that reflected the high quality of services that were
delivered to the elderly people that Triage served.

CLIENT CHARACTERISTICS

"To be eligible for Triage, a person must be 65 or -

over and enrolled in Medicare or 60 or over with a

Medicare disability and live in the seven town Central

Connecticut 'regiomn. ' +Clients gained access ¢to the ..

Triage system merely by calling Triage, Inc; or by
having someone else call. Prom the time that the first
Triage client was assessed in March of 1974 to the ter-
minus of the NCHSR grant on March 31, 1979, the progranm
professional staff assessed 2,128 older adults who be-

came active clients. -On March 30, 1979, the. Health

Care Financing Administration awarded Triage a new two .

year grant to continue the. research effort. from April

1, 1979 through March 31, 1981, -~ . ~."°.
“The number of persons who were active clients at
the close of the injitial NCHSR grant on March 31, 1979
was 1,404, The 724 who were terminated from the pro~
’
gram during this 61 month period constituted an attri-

tion rate of 34%.. . . From this group, 495 persons or

68.4% were terminated from the project due to death.

The overall profile of the population served by Triage

has beer a frail elderly group, predominantly widowed
females, who live alone with less than adequate finan-
cial resources and 1limited educational attainment.

Only 15.8%8 of the Triage population had incomes of over

]
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$§6000 per year. Those persons over 75 at initial
assessment constituted 57.6% of the Triage population
as compared to 27.5% of Connecticut's aging population
and 27.08 of the nation. At the end of the project's
first grant, those persons over 75 constituted 60.3% of ..
our program's active client population. These age
characteristics become important when one considers
that people over 75 years of age are five times as
likely to be institutionalized as those under 75.

"At the time of initial assessment, 72.4% of the
Triage group had heart and circulatory problems, 40%
had arthritic problems, and 22% had -problems of the:

digestive system.,' ~~Those persons 'who were unable to:

carry out those basic day -t day édctivities required’ -

ff%ﬁfﬁiﬁdéﬁehddﬁf :communi'ty living '(preparing meals, .

shopping, housework, handling finances, etc.)
constituted 66% of the Triage population. This
indicates that without the aas{stance of Triage, this
group could continue to 1live independently 4in the
community only with the greatest of difficulty.

"The ability to carry out basic personal care func-
tions such as bathing, feeding onesélf; .dressing, and-
monitoring con;ineneoJof'bowel andelider was intact
for 83.1% of tﬁe Triage group at initial assessment.
Cognitive functioning was intact for 808 of the popula-

tion. Among those Triage clients who survived through
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March 31, 1979, 728 had improved or maintained their
ability to perform basic personal care functions and
488 had improved or maintained thelir ability to carry
out the Dbasic community living activities notedh.
earlier.

SERVICE COSTS

"An analysis of the data collected on overall
service utilization and service costs for those indi-
viduals who became Triage clients during the three year
period April 1, 1976 through March 31, 1979 showed that
service utilization on a per client day basis decreased
s8lightly over time while costs increased at a modest
rate. These cost increases conpared favorably- -with the
sh;tper health éére'cost‘increaaes ‘experienced within
the region and the nation."™  + (Hodgson,Quinn, °~ 1980

"In the Fiscal Year 1978, the number of institu-
tional days saved, either through admissions that were
delayed (19,955) or prevented (61,320), was 8},275.
The net number of dollars diverted from institutional

care through these days saved, and therefore available

for community oriented care was $1,688,329. 1Tr1age was

--also able to use long term:caré institutions effective- -

ly for rehabilitative purposes. Although .78 of the
total Triage popilation could 'be expected to be placed
in a skilled nursing facility on amy given. day, at
least 41% of this group could be expected to return

hone. Those persons whose health 'status was so poor
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that they would expire in the nursing hong constituted
518 of the 7% group. \

Those Triage clients who required hospitalization
constituted 1l.7% of the tétal Triage population on any:
given day. 8Similarly, those persons residing in inter-
mediate care facilities of homes for the aged consti-
tuted less than 18 of the Triage active client group.

"Further analysis of services provided to the-1,747'
clients who made .up the active Triage population in
1978 showed _that average service cost per client for
the fiscal year was $11.31 per client 'day. .Tﬁil figure .
1qc1udes'-all"*lervicea"ineluding' institutional and-.
non-institutional care and waivered and non-wvaivered -
services. When services for this population were
broken down .according to typicéal usage profiles and
;osta were dropped for those very ill clients who re-
mained in the program for less than a year, the cost
per client day dropped significantly to $9.77. This
would indicate that the very ill group had much higher
per client day cost. The increased cost was due to the
high utilization ot-‘institutiomil' care “that® was ~xe+hal
quired to maintain them in the program.- -Institutional .-
costs, including -acute ‘hospital costs,,comprised . 57%.0f .
the total service dollar at any one time and.¥epre-
sented services used by 8.7% of the total population.
These higher'costs, ‘therefore, were .not due -to signifi-

cant or inappropriate increases in the use of home
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health care or waivefed services.

"The cost of the waivered services themselves were
not significant cost gene}atorsl they were consistently
208% of the total service costs. Utilization and costs
for éhese waivered services were well controlled over
time. The ability to effectively coordinate these ser-

vices resulted in a discernable and distinct pattern of

service utilization in which less expensive home care -

services were uwsed to substitute for the more expensive..

outpatient or ambulatory care Bervices. The interest-
ing facet to this pattern was that the assessment--
reassessment . process became ‘a -form 'of health care
intervention that, in‘and of itself, had the impact of

. reducing total service costs.

o OPERATION COQ'I‘S

4'Hhen the concept ‘of the Triage s8single entry

assessment, coordination, noﬁitoring, and reimbursement
nodelAwas initially discussed, there was concern that
the cost of such an operation - -would .be prohibitive and...
result in significantly higher total health care costs.
The costs of the Triage operation with its profeqsional

...teams, reimbursement~section,>-and -~research -component.:
was $.92 per client day for 1978 -and $.94 per client
day for 1977. ’ L

"These figurés. include costs of performing - initial-
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assessments, coordination and monitoring, reassessment,
claims and reimbursement, research and development.
For Fiscal Year 1978, assessment activities accounted
for 10.2% of the operation's costs of $.92 per client’
day. Coordination and monitoring constituted 44.1% o¥
this cost and reassessment comprised 5.9% of the opera-
tion's costs. The claims and reimbursement functions
wexe 27.9% of these costs, ‘while 11.9% of 'the ‘opera-:
tion's cost per client day was the result of research
and development activity. 7

"Generally, the cost of Triage operations has been
7.58% of the total project costs. | . L. -

"The percent of -the total cost spent ‘on administra-

- tive functions compares favorably to the percent of the
total health dollar spent ‘'on operation:  costs by
Medicare Part B carriers. According to the DHEW, the
operation costs of these carriers comprised between

. 9«7% and 12,4V r0farthe 2total>fhealth  expenditures. from':
1967 to i973.' (Hodgson, Quinn 1980, p369)

-Much enmphasis has been placed upon the costs of
innovative health:care options to the point that  cost-.:
has become the primary determinate of the feasibility ¢
and value of ‘these ‘alterndtive forms of .cares s -7 =vi.

While it is:'clear’.that -tho--qo-tl otu.carc.-a¥o,u
realistic and critical factors, I believe that this
enphasis has put the ‘cart::before the' horse. ‘The ‘cur=

rent health care system is a willy/nilly arrangement of
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fragmented services with only

limited coordination vit;\

one another. Energies to control the costs of these

services have been focused upon regulatory efforts at

federal and state levels.

While regulations have

limited the costs and quantity of care rendered, they .

have done so without imposing any rationality upon the

health care system itself.

The strength of 8-2809 1lies not Jjust in its con-

solidation of non-institutional services under a single

reimbursment system. It lies in the establishment of

interdisciplinary preadmission . screening and assessment .

teams. PAT's outlined .in 8-2809 are designed to assess --

-

. the comprehensive .health care

needs of Title XXI eligi-..

ble persons, to determine appropriate types of care,

and to assist the individual

~

in securing care that is

" appropriate to-individual need. - :This concept ‘contrasts i

sharply with the current system which reviews for

appropriateness of care in a post hoc fashion and pro-

vides no assurance ~that .care:appropriate to.individual._

need is actually received.

The PAT function is a

highly skilled, highly technical task, which tequifﬁs

knowledge of :.community . and:

specific knowledge- of the-

psycho-social need, and an

values.,’ The PAT must’ then

individual. resources, a ~-
,consumer's medical. and--
‘understanding of client:

directly and objectively

formulate th;ia elements into a specific plan of care.

To be effective, each PAT must, 'we bulieve, perform-a .
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function that goes beyond individual case managementafo
systems management and systems oversight. Further,
when this function is tied in closely with a reimburse-
ment claims review, the PAT can be an effecctive control
for fraud and abuse. This role is one which Triage
performs daily, and has been an unanticipated benefit
of the Triage single entry model.

The effuctiveness of the PAT's wil. obviously be
enhanced or 1limited by the type of assessment and
reassessment instruments which are used. It is impera-

tive-that such instruments have high reliability anad

: _éﬁ{}ﬁity::;mAgyfy..muay_~bey;gonpggpgps;yp\»qnough-matu a:.

.

minimum to iccurately evaluate the medical, functional,

psycho-social, environmental and economic needs of the

. individual consumer., Kraufert et - al .(1979;. p817) .
e SR DT -
note:

- "The increasing use of functional status to eval-

B

uate alternative methods. of treatment .and lodelp of .
service delivery iindicate the need:for -reexamination of -
several comparative validity issues." . Loe "

iTheir work indicates that there is 1likelihood of
agr;enent between formal assessment devices and the
independent, professional -~ judgement. of health clini-..
cians in the evaluation of basic mobility and self-help -
functions (e.g. transfer, dressing, bathlng,‘feeding).

The likelihood ‘of similar concordance on mobility fitems -
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and more complex activities such as use of public trans-
port, and ability to perform housework and shopping
tasks is not great. It is an individual's performance
of the more complex tasks that are critical to the
ability of that person to 1live independently in the
community. The use onf interdisciplinary PAT's in
conjunction with a reliable, valid assessment tool will
assure the ability of PAT's to accurately and
objectively evaluate the 1ndividua$:s health needs,
his/;;; resources and his/her home environment. This is
the key to the successful implementation of Title XXI.

Within the scope of benefits offered under S-2809,
it must b;~noted for the record that services such as
meals on wheels, transportation, chore and companion
services are not covered. These services frequently
serve as less expensive substitutes for other forms of
care and should not be overlooked within the parameters
of this legislation. I would also suggest that provi-
sion be made to include short term, \goal specific
counseling services. Such services can be used to
facilitate an individual's adjustment to the <ommunity
and médiate supporter stress to prevent supporte:r burn

~ -

out.

Respite care services should be expanded to in-

clude short term placement in &a skilled nursing or

intermediate care facility. Such an option may prove

-15=

69-362 0 - 81 - 15
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necessary whgp manpowe£ shortages prevent 24 hour 1live
in coverage. It is also often less expensive than 24
hour home l.2alth aide coverage.

The data collection procedures associated with the
asgsessments and screenings of the PAT's are an important
function in developing a rational, controllgble non-
institutional long term care service program. I would
recommend that funct;onal status be included as a data
category. I also think it imperative to integrate this
data base with sources of service payment and fiscal
intermediary reimbursement activity.

The establishment of a statement lead agency ¢to
coordinate the designation of local PAT's is important
in beginning to define clearly the roles of state and
local govetnménts in the provision of long term care to
the elderly and disabled population. I suggest that the
legislation include wording to establish a formal Long
Term Care Planning Group to facilitate ongoing statewide
PAT activities, to define state agency roles and to see
that a formal statewide long term care plan is insti-
tuted in a manner consonant with Title XXI. Membership
should permit individuals with a demonstrated 1long teri
care expertise who are not associated with state govern-
ment to participate.

The composition of preadmission ;creening and
assessment teams that is contained in 8-2809 is impor-
tant in assuring- an interdisclblinary review function.

To enhance the efficiency and effectiveness of the roles

of all the PAT members, 1 suggest that physician's
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responsibility specify only that he/she‘shall certify
the "plan of medical care". Requiring physicians to
certify the non-medical plan of care is likely to prove
as cumbersome and inefficient as it has within the cur-

rent Medicare system.

Finally, it has been our experience at Triage that
whenever possible, payment for home care benefits should
be determined on a per hour basis rather than a per
visit basis. This provides a greater ability to control
for the cost of care and limits potential abuse. It
will also tie costs more accurately to the data collec-
tion procedures mentioned earlier permitting effective
health care planning.

Mr. Chairman, I believe that the experience of
Triage indicates that the non~institutional 1long care
service delivery system described in §-2809 is feasible.
The population served by Triage, Inc. 1includes chron-
fically . disabled elderly persons which this legislation
addresses. Interdisciplinary professional assessment
teams which can accurately determine cli;ﬁt needs and-
mobilize consumers and community resources in the pro-
vision of care |is é;e correct way to go in initiating
health care reform. These functions, as they have been _
performed by Triage, Inc., have included a claims r;view
and reimbursement process. The cost of these functions

at Triage, Inc. compares favorably with the costs of the
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fiscal intermediaries within the traditional systenm.
The Triage experience indicates that concepts embodied "
in Title XXX can, in fact, lead to a humane, consumer
centered health care delivery system that has the capac-
ity to control costs in a rationale fashion. We also
believe it is the moral thing to do.

My experience as a nurse, my experience as
Executive Director of Triage confirms daily that there
_are too many people wasting away in institutions, and
too many families and individuals enduring unnecessary
suffering in the community because they cannot receive
services appropriate to their needs. For us to delay in
bringing about changes in health care delivery will
result in the exacerbation of this problem and a con-
tinued lack of effective control over health costs.

Legislation such as S-2809 represents a bold
attempt at reforming the complicated long term care sys-
tem. The experience of Triage would indicate that the

Title XXI concept can work successfully. Thank you.
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Elizabeth Benson
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Mr. Chairman. ! app;eciate the opportunity to appear before you today to discuss
the development of comprehensive community-based long term care systems

in this country, and in particular, the enactment of S. 2809, TitleXXI of the
Social Security Act.

During the last five years the State of Wisconsin, in an effort to create a

system of community based long term care developed and ran a research and
demonstration program- called the Wisconsin Community Care Organization.

The CCO project was a demonstration of the concept that long term care for

the elderly and disabled in their own homes, or in another community setting,

can be an effective alternative to otherwise unnecessary institutional care.

The CCO's objective was to test and demonstrate whether eligible clients could

be maintained in the community through CCO intervention with greater satisfaction,
and at a cost equal to or below the cost of institutional care which might

'

otherwise be required.

Managed through the Wisconsin Department of Health and Social Services and
supported by grant funds from the W.K. Kellogg Foundation and a Title XIX
waiver from the U.S. Departmeent of Health and Human Services, the CCO
operated in three locally administered demonstration sites, the largest of which
was Milwaukee County. The CCO project recognized the importance of having
an adequate supply of in-home services tailored to the functionally disabled,
and by virtue of its Medicaid waiver could assure it. It recognized equally
the importance of targeting those services toward appropriate individuals, and
of organizing, delivering, managing and monitoring them over time.
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Although organized somewhat differently in each county, all three CCO sites
established formal organizational links with the myriad of local groups making

up the spectrum of home care: groups including health and social services providers,
area agencies on aging, elected officials, health systems agencies, hospitals,

nursing homes, physicians, advocacy groups, etc.

Bach CCO is a local system providing a single point of entry for its clients

to communit& based long term care. Its central function is to organize and
manage all services and resources eligible clients require to function in the
community. The CCOs take responsibility for developing and implementing individualized
service plans which address their clients' daily living problems. CCO service
coordinators assess client needs, plan service, purchase or otherwise arrange

for the services, monitor their delivery and regularly reassess clients' progress
__and needs. Each CCO retains and/or enlists family, community, volunteer and
professional assistance when establishing an individual's plan of care. Except
where they are unable to participate, CCO clients work with service coordinators
to help develop their own case plans, and to choose service providers.

CCOs are not direct service providers; rather they purchase needed services

from varjous public and private organizations. CCO purchase contracts specify
service standards and Allowable unit prices with each provider. Services are

then purchased by the CCO by unit as they are needed by individual clients.

Each CCO services as the Medicaid fiscal intermediary for the State of Wisconsin
for project services. It orders specific services, processes the bills for those
services and makes payments to individual providers. Initially funded by the

State on a cost reimbursement, fee for service basis, each site is now reimbursed
on & per client per day rate based on actual operating experience and on projected
changed in caseload, service range and national economic trends. This "modified
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capitation” method pays Milwaukee County $8.58 per client per day; LaCrosse
County (the CCO's medium sized site) at $7.84 per client per day, and Barron
County (the CCO's rural site) at $5.21 per client per day.

The CCO weas evaluated by the Faye McBeath Institute on Aging and Adult
Life of the University of Wisconsin-Madison. Research needs required the
project to define and target its client population, to assess and monitor clients
consistently and accurately, to measure them over time acchrding to externally
validated norms, and to establish and maintain equivalent experimental and

control groups.

Experimental research outcomes focus principally on comparisons of cost and
lengths of institutional stay between experimental and control groups. Of the
Data we believe those for Milwaukee to be the most reliable because of the
large size of the sample and because potential clients were randomly assigned

to experimental and control groups at point of intake and then tracked over

an 18 month period. Data reported for Milwaukee are based on 223 experimental

and 104 control subjects.

With this as a backdrop, the project's cost-effectiveness data are very encouraging.
Total monthly cost to the regular (unwaivered) Medical Assistance program was
substantially less forCCO clients than for control clients — $197.87 to $325.42.
Further analysis reveals that CCO clients showed specific savings in out-patient
medical services, hospital costs, nursing home costs, home health care and drug

costs when compared to control clients.

To obtain the total Medicaid expenditure piccture, CCO direct service, coordination
and administration costs need to be added to the regular program costs. When
this is done the total Medicaid bill for the CCO is $4.62 per client per month
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(or 15 cents per client per day) more for the CCO than without it. (it should
be noted, however, that even this figure is slightly overestimated since the Faye
McBeath Institute tells us that research costs have not been backed out of the

CCO total.)

Analysis of the cost difference between experimental and control clients indicates
that cost savings are largely due to lower numbers of days of nursing home

or hospital utilizetion among the CCO client group. During the experimental
period, CCO clients spent a mean number of 28.19 days in nursing homes, compared
to 37.83 days for control subjects. It is interesting to note that while the CCO
did not prevent nursing home care, it clearly forestalled it, and assured a shorter
length of stey once a person had been admitted. Considering that the CCO

had no mandatory preadmission screening mechanism and thus no authority to
intervene in decisions which sent potmatial community cere clients to nursing
homes, it is significant {hat it nonethelesss reported a systematic decrease in

the length of nursing home stays. Had the project had a prescreening mechanism

we anticipate it would have shown much more impressive figures in this outcome

category.

In terms of hospital days there is & very important diff.erence. CCO clients
received an average of 2,95 days of hospitaliLation, compared with 14.26 days
for randomly assigned contro! subjects. At the cost of hospitalization this is
not an insignificant difference. Important questions remain regarding the total
public cost of the program. Analysis of Medicare (Title XVII) data for the
same experimental and control clients would likely yield important information
showing that CCO clients spent fewer total public dollars than control subjects,
this in view of the substantial decrease in hospital lengths of stay leading to
corresponding decreases in Medicare expenditures.
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Other project outcomes briefly noted include:

- Adequate preplanning and start up periods are necessary to deal
with organizational, administrative and political complexities at
the local level. (It took the CCO's first site almost a year from
selection before it was able to accept its first client.)

- A single, flexible source of funding for home care services is able
to substantially reduce the complexities introduced by fragmentation
of current programs. The CCO's Title XIX waiver represented
the pioject's chief means of assuring local cooperation. Had it
been combined with a mechanism for controlling access to nursing
home care (preadmission screening) the CCO would have been
even more effective.

~ Establishing a strong and consistent definition of the targeted population
based on functional disability rather than exclusively on age, diagnostic
and financial criteria, will go a long way toward assuring a more
equitable distribution of long term care services to those who need
them.

- Direct services most frequently utilized by CCO clients were transportation,
nutrition, home maintenance and personal care. In addition to these
and other direct services, all CCO clients were a part of a coordinated
system of care, which greatly simplifyed their access to required
services. It is this coordinated system of care which Is associated
most directly with the project's positive experimental outcomes.

In view of our experience in Wisconsin with the Community Care Organization,
as well as of outcomes from similar efforts, we strongly support the efforts
beimg made to establish a comprehensive system of non-institutional long term
care services through the enactment of Title XXI. Title XXI's importance lies
partially in its recognition of the need to assure an adequate supply of in-home
services for chronically impaired individuals. Its equally critical contribution

is its proposed preadmission screening assessment team which recognizes that
largeting clients and managing community based long term care are as important

to its success as is providing more services.

More spécifically, we are pleased to see that Title XXI attempts to minimize

the maddening fragmentation which currently exists by combining certain services
into one Title. We support the development and use of a statewide uniform
preadmission assessment mechanism, pariicularly one which focuses attention

on functioning levels, rather than exclusively on age, or acute diagnostic information.

As a companion to this we are also pleased to see that Title XXI legitimizes
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non-medical services such as personel and lousehold care, and specifically adds
adult day services and respite care to the constellation of potential resources.
Our experience in Wisconsin, and indeed that of other states, has demonstrated
that greater independence for the chronically disabled can often be achieved
through accessibility to a rather simple set of services and supports both for
the disabled person and for his or her family.

Although we in Wisconsin are as concerned as members of the Senate and other
citizens about the cost implications of any new entitlement program, we are
nevertheless pleased to see that Title XXI attempts to develop a system which
recognizes that long term care needs are not measured in any accurate fashion
by financial eligibility. Date from the CCO's LaCrosse site, the only one to
serve & private paying clientele, showed them to be older than the rest of the
caseload on the average and similarly severely disabled. While little further
analysis hasbeen done on this population, at the very least they show themselves
to be equally in need of accessible, quality community long term care services

as those who cannot pay.

While 1 may be in the minority of those testifying before you today, let me
enthusiastically support the development of a national long term care data base.
Anyone who has attempted to do research in long term care is only too well
acquainted with the frustration associated with trying to answer the simple question,
"how much does it cost?”. Long term care is not a field that will diminish

in size due to growth in the older population. As this nation reaches it demographic
day of reckoning it will be of the utmost important for us to be able to grasp

its dimensions by having equivalent units of analysis for planning and budgeting

purposes.

A number of critical {ssues appear less clearly accounted for in Title XXI than
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those which I have just mentioned. -

1 remain concerned that presumptive eligibility for those over 65 could develop
into an edministrative and managerial nightmare. Preadmission screening and
assessment, which will be required for each individual, will assure that some
measure of targeting the population will take place. Nevertheless, as one who
has had to be concerned about the validity and reliability of assessment methodology
and execution in the past, I would caution that targeting must mean something
more than a subjective deseription of & potential client if we are to have a
better national record of avoiding inappropriate institutionalization. Fortunately,
there are a number of research efforts which address assessment methodology
and outcomes. [ would urge the Committee to be sensitive to these and to
support what is likely to be more sophisticated and effective future work aimed
at more correctly identifying those who need help the most.

Copayments are attractive both practically and politically. Clearly they encourage
an Individual to remain literally invested in his or her care. Let me also at

least mention that enacting such a system will require that it be administered,
which will in turn require that public employees will need to be hired to administer
it. In further analysis I would think the Committee would wish to see projected
cost-benefit data which reflect the projected income from the copayment system
compared to the cost of running it. Further, I would urge the Committee to
consider an equal copayment system for institutional long term care. 1 would

not like to see a fiscal disincentive built into an individual's pursuit of community

care when he compared it to institutional services.

Similarly we would support the use of a tax credit.for care of a dependent.
We believe, however, that it ought to apply to all those covered by the program,
not just those over 65 years of age. Further, we would urge that it be on
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par with tax credits for child care which are currently a part of the Internal
Revenue Code.

As everyone here knows fiscal incentives usually create the most effective means
for modified behavior. Accordingly 1 would urge a careful review of Title XXI's
proposed funding mechanism. Particularly with respect to Medicaid I see no
su:ong incentive for states to alter current behavior (extensive use of hospital

or long term care beds) when doing so will not reward them in any tangible
(which is to say monetary) way. If Title XXI is to be funded through a Trust
Fund, and therefore c;ipped. and Title XIX is still to pay for institutional long =~ -
term care according to its traditional sum sufficient system, | see problems

in changing behavior substantially. The proposed funding mechanism of HR 6194,
the Pepper-Waxman bill, because it increases the federal match for community
based services over institutional services, demonstrates a more direct and 1 suspect

more effective incentive for changing behavior.

My final concern relates to the case management/ service coordination link

which the CCQ project has shown to be critical in assuring decbeasing time

in hospitals and nursing homes. Title XXI must strengthen this link over that
presently proposed. While supplying individuals with a list of qualified service
providers or referring them directly may prove adequate in some cases, the

more disabled the individual the more assistance he or she wll need. I would

urge reconsideration of the case management link, especially in view of information
pointing to its importance in the system of care.

The CCO project has demonstrated that we can do a much better job in this
country to provide comfortable, safe and normal environments for people with
chronic disabilities, and that we can do it in a cost-effective way. But in order
to address community based long term care systematically there is a need to

signiflcantiy restructure current programs, a restructuring that can only take
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place ultimately through the political system — through the enactment of legislation
like Title XXL '

Those of us In Wisconsin who have been so deeply involved in the development

of community long term care systems in the past five years look fofwa;d to

the future of Title XXI, and remain eager to assist the Committee and its staff

as you address the many issues yet to be resolved in assuring its enactment.

e
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Monroe County long Term Care
Program, Inc.
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Rochester, New York 14608
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SUMMARY

ACCESS, tbe operational component of the Monroe County Long Term Care
Program, Inc., has been providing assessment and case management services
to Monroe County residents at risk of institutional placement since
December 15, 1977. 1In that period, 8,862 patients were assessed; 41%
were Medicaid eligible and 59% were not eligible for Medicaid. Of the
total assessed group, 65% were discharged to or remained in a community
setting while the remaining 35% were admitted to a long term care facility.
According to the federal evaluator, the ACCESS program has been associated
with a redyced rate of growth of long term care expenditures .ln Monroe
County compared to 6 other counties in New York State.

Long term care is a system with 3 interdependent components; hospital,

nursing home, and home care., Attempts to intervene in the long term

care system requires a consideration of the impact on all three components.
&

As suggested under Title XXI, a single entry point for a unified home

care program will reduce existing Jfragmentation between and duplication

among the home care provisions of Titles XVIII, XIX, and XX. This -

will benefit consumers, providers and regulators alike.

To the extent the co-payment provisions of Title XXI provide third party
reimbursement for previously uncovered groups of patients who could
appropriately remain at home, their use of nursing home beds could.

be reduced. To the extent that these previously uncovered groups of
patients chose to remain at home with Title XXI reimbursed services -

and avoid institutional placement, backed-up hospital patients may be
transfered to appropriate long term care settings in a more timely
manner, thus reducing government expenditures in the most expensive long
term care setting, the acute hospital.
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INTRODUCTION

The purpose of this testimony is to provide the écnato Piriancc
Committes with the benefit of the experience of the Monroe County long
Term Care Program, Inc. Title XXI lupporti the development of non-institutional
long term ca-re services for tj\c elderly and diBabled; a field in which
the lbnroo ‘t.':bmty Long Term cnr; Program, Inc. has been active since
1975, We hope that our comments will be helpful to the Committes in its
review of the proposed legislation.

The format of this paper is as follows:

I. OVERVIEW OP THE ACCESS PROGRAM

II. A.  UTILIZATION
B.  OPERATIONAL N
C. ©OST ISSUES ‘

IIX. GENERAL CONMENTS ABOUT TITEE XXI.

I. OVERVIEW OF THE ACCESS PROGRAM.. -

A, Funding Sources '

Monroe County Long 'pn Care Proqn-, xnc. u a not-!or-prout. com=
munity based organization govctnod by a Board of Diroet.ou wvhose -bou
are equally representative of eonluuu, providers And public offcials.
ACCESS is funded under Sections 1115 and 222 of the‘Socill Sscurity Act
and operates through contracts nnd memorandums of undor-undinq with
New York State and Houzoe County Sochl. Service lnd Health Departments.
Additional funding is provided by the Administration on Aging.

B. Patient Assessment and Case Management ont;oll

MCESS ip a patient assessment and case management service provided

to all Monroe County residents, 18 years of age or older who are at -
risk of long term institutional placement. Assessments are completed
by_profoulonn evaluators who represent the fields of medicine, nursing,

social service, financial counseling and occupational therapy. The
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patient assessment information is reviewed by the ACCESS calc>nanaqet,
who then as;guts in the development of an individualized El:o plan for
each ;lionéi‘ﬂllple-entation o!‘tho care plan will require either assistance
in seeking ddmission to a long term care facility or assistance in coordinating
services needed to r;nnln at home. Case managers provide‘ongotng assiatance
by lon}toting care plans on a continuous basis. Asseasment services
u;; pxovlde? without charge to all potential long term care clients.
Reimbursement for ongoing services, either at home or in an institution,
is bised on the client's medical/financial eligibility. If the person
is eligible for Medicaid then ACCESS has the authority to éertify the
medical ncceility and to approve payment for long term care ler!}c-l.
If the client is not Hcdlcald-cllqibze, ACCESS will coordinate and monitor
the care plan,- but payment for ongoing services will be depeandent upon
the client's personal resocurces and/or insurance coverage.
Cs Objectives
The ACCESS assessment and case management system is designed to
oporttlopnli;o the goal of making long term care services most appropriate,
cost effective, and acceptable to the clients.
The objectives are:
t. To encourage persons needing long term care to choose home care
in preference to institutionalization when it is an appropriate
alternative and is less costly. '
2. To provide coordination and continuity of case management for

long term care clients.

69-362 0 - Bl - 16 7 o,
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3., To improve long term care assessment and review procedures.

4. To collect data about the needs, lervlc.e utilization, and appro~
px‘in'l:.eneus of placement of persons requiring long term care to
facilitate planning and evaluation.

S. To minimize inappropriate utilization of long term care resources.

6. To reduce the rumber of Monroe County residents who are in acute

) hospital beds beyond medical 'neceulty awaiting long term care
pluc.amnt.

7. To reduce Monroe County residents' occupancy of long term care
institutions by appropriate use of non-institutional alternatives.

8, To reduce the per person rate of increase of Hedlea.id expenditures
for individuals needing long $erm care {including both expenditures
for long term care and for alternate care days in acute hospitals
awaiting long term care) below the rate that would have occurred
had Monroe County Long Term Care Program, Inc. not existed.

IX. A. UTILIZATION '

One of the major objectives of the ACCESS program is to encourage
the use of services in the home as an alternative to institutional placement
when appropriate and less costly. In 'erder to evaluate the effect of
this px;ogza.-. the New York State Department of Social Services, th-;
Monroe County Department of Social Services, and the Monroe County Long
Term Care Program, Inc., have been monitoring changes in utilization patterns
of ACCESS clients in the three major long term care settings: the acute

hospital, the nursing home, and at home.



1. The Acute Hospital

A major problem in Monroe County and many other communities is
the buck-up_‘ot long term care patients in hospital. These patients
no lo;gor n.o'od acute care but r.-un in the acute hospital because -
nursing homes will not accept them and home care .{'o not a viable alternative.
In lhv. Yark City,. for example, 2,000 elderly patients are “"backed-up"
in acute hospitals at a cost of $50 million a year to the Medicaid and
Medicare pr?qrm.'

Preliminary findings in Monroe County indicate that the back-up
of hospital clients has continued to increass. However, since the
onset of the ACCESS program, the 1ncreau’1n the non-Medicaid group
exceeds the increase in the Medicaid eligible group (25% to 178).
"Because ACCESS has greater control ;ver the placement 9! Medicaiad ionq
term care clients, this is a positive finding for the program, particularly
since some of ACCESS' success in this area is most likely offset by the
reluctance of nursing homes to accept Medicaid patients due to low reimbursement
“rates."? |

The ACCESS program's influence may also be seen by comparing the
percentage of skilled nursing level clients discharged home with those
admitted to a skilled nursing facility. ACCESS data indicate that 79%
of the non-Medicaid group and only 518 of the Medicaid group are admitted
to & nursing home upon discharge from the hospital. Conversely, only 218
of the non-Medicaid group returns home while 49% of the Medicaid eligible

group returns home. 3

.

1 = Vladeck, Bruce C., "Caring for the 0ld". New York Times, May 19, 1980.
2 = MACRO Systems, "Second Year Evaluation Report on MCLTCP, Inc., p. IV-58.

3 = Covering the period 12/15/77 to 7/31/80, for skilled nursing level groups.
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The reasons why the Medicaid group has a higher rate of clients
entering into home care from the acute hospitals are:

a. m Medicaid client has third party reimbursement for a wide
) r;;!go of home care ut.vicu while the non-Medicaid client’
has limited, if any, outside support for home services.
b. Most nursing homes have admission policies that favor non-Medicaid
, patients who will pay rates in excess of established Medicaid levels.
An oncoianl::q note is that vhen 1978, 1979, and 1980 figures are compared, the
percent of ACCESS clients choosing home care has steadily increased for
both Kedicaid and non-Medicaid groups.
2. The Nursing Home

A reduction in the number of residents in long term care facilities
is an objective of the ACCESS progru.. After nearly J years of experience
it seems fairly certain that reducing the mmber of residents in nursing
homes is not an attainable objective. Emphasis should be focused instead
towvard more appropriate u,tfuutkm of existing beds, namely prioritizing
adnission on the basis of need rather than payment.

while ACCESS is able to prioritize nursing home beds for the Medicaid
group on the basis of need, the non-Medicaid group is able to bypass
the ACCESS pre-admission needs assessment process and receive first
choice of the available bod supply because they will pay a higher
rate. This has become a severe problem since many of the non-
Medicaid patients enter the nursing home without pro-;d-iu.lon assessment
and then shortly atter deplete their resources and become Medicaid eligible.

These non-Medicaid admissions have effectively circumvented the community-

wide placement systeam which prioritizes admission on the basis of need.
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A major step to address this situation would be to include, on
an equal basis, the non-Medicaid group as well as the Medicaid group
in the same Mity wide pre-admission assessment and placement system.
3. At Kose,
lltdicau_l expenditures for services in the home have risen dramatically
(87%) in Monroe County since the ACCESS program beqan-‘ Not only are
more people returning home from the hospital, but more people who ‘are
assessed at home are also choosing to remain at home. From December 15, 1977
to July 3%, Y980, 84% of non-Medicaid skilled nursing level clients and
920 of the Medicaid eligible skilled nursing level clients vho wero
assessed at home remained at home. Conversely, 168 of the non-Medicaid group
and only 8% of the Medicaid group entered a skilled mtln§ facility.
Once again, the non-Medicaid group igPadmitted to nursing homes at
a higher rate than the Medicaid eligible group. The pattern can be
partially attributed to the preferential treatment given to non-Medicaid
p;tlcntn by nursing homes and to the fact that the non-Medicaid patient
has no viable third party' payer for home care services.
B. OPERATIONAL ISSUES
The planning phase for the program took 30 months. After the atart-up
date (Dgcuber 15, 1977) it took another year to fully implement the
ACCESS model in Monroe County. Many barriers have existed since the
inception of the program. Some of the major ones are listed below.
1. LEGISLATIVE/REGULATORY N
& Medicaid spend down requirements create a disincentive to stay
in the coamunity. The living allowance is small compared to
. institutional allowances and expenses. This also reduces the
effectiveness of discharge planning in nursing homes.
be There is no incentive (from a Federal Financial Participation
angle) to spend Title XIX dollars in home care as opposed
to nursing home care. What would be helpful would be
a higher level of FFP (i.e. 75%) for home care reimbursement

for Medicaid clients who had needs that would qualify thea <
for nursing home admission.

4 - 1bid. p. IV-23.
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* €o There is no recognized method to prioritize, on the basis of

need alone, Madicaid and non-Medicaid patients waiting for
institutional admission. .

d. WHile hospitals are covered for non-reimbursable Medicaid
related days, nursing homes must absorb these costs. Therefore,
nursing homes will not accept clients with an uncertain Medicaid
eligibility status and the clients remain in the acute hospital
until eligibility for Medicaid is approved.

e. Prior approval by ACCESS for admission to long term care facilitles

+ is not required for all seeking placement. Thias allows nursing

homes to selectively admit low care, private pay patients from
the comrunity and pass over hospital based Medicaid clients.

2. BUREAUCRATIC/ADMINISTRATIVE

a. Overcoming the systematic resistance to change by more established
community health care groups takes an inordinate amount of time
and effort. '

b. Lower Medicaid rates of paygent for nursing home and home
nursing services create a disincentive to serve Medicaid clients.
Medicaid patients represent heavy care, and more paperwork.

Ca There is an undersupply of suitable housing arrangements
for persons who could be discharged from a hospital or nursing

home as well as for persons from the community who otherwise
would enter a nursing home.

3. COST ISSUES '

a. Overall Program Impact

One of the major objectives of the ACCESS program is to address
the problem of epiraling long term care expenditures under the Medicaid
program. The program attempts to accomplish this objective by minimizing
unnecessary hospital day.; reducing Medicaid nursing home use, and substituting
the use of appropriate but less costly services in the home.

The Medicaid expenditures for Monroe County over a 10 month pre and
10 month post ACCESS period were compared with 6 other counties in New
York State. The preliminary findings indicated that Monros County experienced
the lowest percent increase in cvotagé Medicaid expenditures per eligible
recipient. There was a 6\ increase in Monroe County compared to an

average 18% increase in the comparison counties.
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. TABLE 1

Percent Changes in Average Monthly Medicaid
. Expenditure and Beneficiaries?

Total Cost Per
Beneficiaries Expenditures Beneficiary
County 3 L) 3
Erie 0o +27 +26
Broome . -1 +16 +17
Onondaga +5 +24 +18
Suffolk +3 +21 +17
Albany +8 +23 +14
Westchester +8 +23 +14
Average +4 +22 +18
(Post ACCESS
Averages) (10,218) ($4,314,661) ($433)
Monroe +9 hd +15 +6
{Post ACCESS
Totals) (10,005) ($4,030,497) ($401)

aEggert, Gerald M., Bowlyow, Joyce E., Nichols, Carol W., “Gaining

Control of the Long Term Care System:

First Returns Prom the ACCESS

Experiment®, The Guontologiat,. Volume 20, No. 3, June, 1980.

Barbara Blum, Commissioner of the New York State Department of Social"

Services indicated to Governor Carey and the New York State Legislature

that:

"It can be said vith confidence, according to the federally funded

evaluator, that the p:ogu'- has been associated with positive changes

in long term care, such as curtailed rates of increase in Medicalid

expenditures in Monroe County.”
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_ be Pre-admission and Ongoing Assessment Costs
L]

Pré;ldniillon assessments take place in both hospital and community se*tings.

Assessments -that occur as a part of the duchaige planning procedures
in acute hospitals are reimdursed at a flat rate of $35.00 per assessment.
This rate includes all nursing, social service, and medical coaponents.
To dau 4,766 assessments have been completed in the 8 hospitals in Monroe
County. n;c:-cntn for persons residing in the community are completed
by-coanunity health nurses, physicians and other professionals as
required. Each assessment component is reimbursed according to a fee
schedule established by the New York State Health Department. The
average cost of 4,096 assessments co:pleted on the community
group has been $43.41 per client.

Periodic reassessments are available every 120 days
to all ACCESS clients who remain in independent living settings. The
reassessment procedure involves a recertification of the medical necessity
for services in addition to an update of the care plan. §ince the re-
assessment service was initiated in June, 1979 a total of 1,200 have been
ec-plytod at an average of $32,00 per reassessment.

Table 2 provides a detailed breakdown of the types of services

available, their unit costs, and the total amount expended through

July 31, 1980. .
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TABLE 2

Assessment Costs

Number Unit Cost Total Cost
1. Pre-adaission Assessment Services
a. Clients assessed in the Hospital® 4,766 $35.00 $166,810.00
b. Clients assessed in the Co—unityb
1. WNursing review 4,036 27.00 < 110,592.00
2. Alternate Care Plan Preparation 1,000 25.00 : 25,000.00
3. Financial Consult 730 31.25 22,813.00
4. Social Worker Consult .146 17.00 2,482.00
S. Home Bnvironment Consult 18 17.00 . 306.00
6. Comprehensive Medical Work-up 6 40.00 240.00
7. Routine Physician Raview 1,365 12.00 : 16,383.00
Total Cost Per Community Assessment -- $43.41° $177,816.00
2. Reassessment Services (Offered c
every 120 days to home care clients) 1,200 $32.00 $38,400.00
TOTAL COST $383,026,00

.Hospital assessment rate of $35.00 includes nurse, social worker and physician
passessment and home-care plan. '

All community clients receive a mandatory nursing review., Additional assessment
services are ordered as needed.

®periodic reassessments are available every 120 days to all home clients.
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ce Case Management Costs
Prom 12/15/77 through 7/31/80, a total of $1,201,920 has been
c\:pond__ed for case management activities on an assessed population base
of 8,862 cue.r.\u. Assuming an active patient census of 2,100 clients
per month at 'ho-e. the annual case management cost per client is estimated
to be $222.
d.. Adainistrative Costs
Administrative costs include planning and development and the costs
of the evaluator under contract to the New York State Department of Social Services.
The oaipendituren for 60 months of planning and development are estimated
to be $1,100,000 while the evaluation costs for 36 months hdve totaled
an agditional $265,000 .
e, Total On-going Administrative Costs
Excluding start up costs of approximately $550,000 the total ongoing
administrative costs have equalled $2,374,000 for a 31 month operational period.

This total cost figure includes four components:

t.  Assessment Services $383,000 16. 1%
2, Case Management Services $1,200,000 50.5%
3. Planning and Development $526,000 22. 2%
4. Evaluation Activities $265,000 11.28

f. Medicaid Home Care Costs

From 12/15/77 through 7/31/80 1,050 Medicaid eligible clients who
were assessed at the skilled nursing level of care returned to the community
or resained at home. Care plans were developed for this group at an
average daily cost of $28.10 which is 62% of the equivalent skilled
nursing facility cost of $45.00 per day. The average daily cost may

be broken dowm as follows: .
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1. Mursing Services $1.01/day . 3.6%

2. Ppetsonal Care and

Home Health Aide 23, 18/day 82,54
3. Durable medical

equipment and

" disposable supplies «76/day 2.7

4., All other institutional
services including day
care, 1115 waivered
services, drugs, and
physician/clinic visits 3.15/day 11,28

$28.10/day . 1008

IIX. GENERAL COMMENTS ABOUT TITLE XXI

On the basis of experience with .thc ACCESS -odo; there are several
issues that the proposed Title XXI addresses.
A Uniform eligibility and need determination conducted by a single
agency should reduce the .!nqunuuon that currantly exists between
Titles XVIII, XIX and XX. By combining these three components, clients
will benefit by being able to turn to one source for all long term care
services; providers will benefit by a single source of service authorization,
regulations and claims processing: regulatory agencies will enforce a
single set of eligibility criteria, a single set of standards, and common
reimbursement and auditin.q procedures.
B. To the extent that the Title XXI assessment procddure becomes a
prerequisite for admission to a nursing ho;e for both Medicaid and
non-ua.dicaid patients, and placement decisions are made on the basis
of need, the excessive demand placed on nursing home beds by non-Medicaid
patients may be abated.
Ce. The co-payment provisions have the potential to provide third party
reimbursement to a large number of patients who could stay home but for

whom no source of third party reimbursement currently exists.
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Those:indivl'guals comprise the group of non-sodi.c:i.d patients who enter
nursing ho-e.s from either hospitals or the community. The difference

in proportions entering nursing 1‘““' i.e. the greater proportion of
non-Medicaid clients, is the potential group of individuals upon whom
Title XXI could impact to reduce nursing home utilization.

D If all potential nursing home patients can be subject to
pre-admission assessment, and if some financial mechanism can be developed
to enable current non-Medicaid clients to receive reimbursement for
services at home (as suggested in B and C above), then the botcntillly
open nursing home beds could be used ¢o provide a place into which back.od-up

hospital patients could be appropriately moved. These moves could reduce

the numbers of patients inappropriately using the most exp ive comp 11

of the long term care system; the acute hospital.

aem
8/80
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SUMMARY STATEMENT
Dennis L. Kodner
August 27, 1980

New York's Long Term Home Health Care Program (LTHHCP) is a single entry system
into a comprehensive range of health and compensatory services in the home and the
community for Medicaid clients who qualify for placement in an SNF or ICF. The
goal of the program is to provide aged and disabled persons who need long term
care with an alternative to institutional care. The services provided by the pro-
gram include: nursing, home health aide, personal care, homemaker, housekeeper,
physical and occupational therapy, speech and hearing, social services, nutrition-
al counseling and meals, respiratory therapy, medical supplies and equipment, Tome
maintenance and housing improvement, moving assistance, respite care, transporta-
tion and social day care, as well as 24-hour coverage. The law became effective
April 1, 1980 and operates with a section 1115 waiver from the Health Care Financ-
ing Administration on a demonstration basis. a

Existing health providers are designated as LTHHCP's through the State's Certifi-
cate of Need program. Their service areas and capacities are set by the Department
of Health. LTHHCP's may be certified home health agencies or public or voluntary,
non-profit hospitals or long term care facilities. There are nine (9) LTHHCP's
in operation throughout the state. Individual programs perform comprehensive
assessments (with a representative of the local Social Service District and discharge
planner if the client is currently in the hospital or long term care facility), de-
velops a plan of care, directly delivers and/or arranges services, coordinates care,
and monitors their quality and appropriateness. At the core of the program is a
""gatekeeping' mechanism which advises Medicaid recipients of the availability of LTHHC
before authorizing placement in a nursing home. In order to control costs, careful
case management is instituted and the individual's service budget may not exceed
75% of the average monthly institutional rate for the appropriate level of care.

Although the program is too new to draw any final conclusions, certain tentative
observations can be made. First, LTHHCP services appear less costly for most
people than institutional care. Second, it is believed that the backlog of hospital
patients will not be much affected Yy the program. This is because the LTHHCP does
not presently cover private pay and Medicare patients applying to SNF's and ICF's.
It is generally known that long term care facilities prefer these patients because
of existing Medicaid reimbursement.

The LTHHCP experienced considerable difficulty in the start-up phase. The imple-
mentation of the program has pointed up the very real difficulties in organizing
and providing comprehensive, community-based long term care services. Cumbersome

"turf" problems, interagency pressures, inadequate client housing, and the need
for "seed" funds were some of the problems encountered.

Because existing long term care services are funded by differing funding streanms
and have widely ranging administrative arrangements, eligibility requirements
and benefits, services for older people are multiple, parallel, overlapping, non-
continuous and confusing. More often than not, it is easier to be institutional-
ized than to arrange for an appropriate package of services in the community.
$.2809 speaks directly to these problems. It would eliminate much of the existing
fragmentation, preven unwarranted institutional placement, expand the availability
of community services and control costs. The bill, which incorporates many of
the elements of the LTHHCP and other long term care demonstration projects, rep-
resents a creative, far-reaching approach to one of our society's most trying
problems.
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Dennis L. Kodner
Director, Planning & Community Services
Metropolitan Jewish Gerjatric Center -
Brooklyn, New York
) on behalf of

Metropolitan Jewish Geriatric Center

Mr. Chairman and members of the Committee, my name is Oennis
L. Kodner. I am Director of Planning and Community Services of
Metropolitan Jewish Geriatric Center (MJGC), 8rooklyn, New York.
The Center is one of the largest multi-level long term care
institutions in the ration, providing services to over 1,000
older people in a wide range of institutional and community-based
settings in a number of urban neighborhoods comprising-almost
one-third of New York City's elderly population. Our present
continuum of care consists of skilled nursing and intermediate
care facilities, day hospital, hospice, senior center,
transportation for the elderly and handicapped, Institute for the
Study of Aging and Long Term Care and "Nursing Home Without
Walls." The "Nursing Home Without Walls" -- one of our most
recent outreach efforts -- is part of a lérget State-sponsored
initiative, called the Long Term Home Health Care Program
(LTHHCP), which has generated considerable interest among
policy-makers and planners because of its potential to

rationalize health services for the elderly

It is a great pleasure and privilege for me to testify before
you today on S.2809. In doing so, I speak on behalf of an
organization which -- as you know -- not only provides long term
institutional care, but has also ploneered in the planning,
development and delivery of the kind of naon-institutional
services and coordinating structures proposed in your
legislaton. Therefore, we believe we have a unique perspective

on the legislation before this Committee.
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In our view, S.2809 represents a well thought-out approach to
restructuring the financing and provision of long term care
services -- one which addresses most, i{f not all, of the major
shortcomings in our present deliyery system. We believe that the
legislation sets forth a sound framework for change -- a national
health policy for the elderly -- which will be the impetus for
many discussions to come on thls most improtant social and health

issue.

Needless to say, S.23809 goes to the heart of t;e problem of
long term care in this country. As expressed so sbccinctly by
Senator Packwood on the floor of the Senate, health care for the
elderly iIs a hopeless maze of services, facilities and
requlations that fail to meet the needs of indiviguals and their
families and encourages institutional care rather than
maintenance in the home and the community. Nowhere in the health
system is the maxim that form follows financing more apparent
than in the long term care sector. B8ecause all the services are
funded by di!ferlngvpublic money streams and have widely ranging
administrative arrangements, eligibility requirements and
benefits, servicas for older people are multiple, parallel,
overlapping, non-continuous, and confusing to older perscns and
professionals alike. what is more, there are few entities on the
local level which can effectively pool the various entitlement
and categorical program benefits around the individual's needs to
ensure that they will receive the appropriate type and level of
care {n the least restrictive and most cost-effective setting.

This problem is reaching crisis proportionéy as the size of the
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elderly population, the number of people needing long term care
services and the national nursing home bill are growing
explosively. S5.2809, we believe, directly speaks to each of
these problems in the way we presently pay for and deliver long
term health care services. Particularly noteworthy is the bill's
goal to combine and expand the non-institutional services covered
under Titles XVIII, XIX and XX into a new Title XXI. While we
continue to support legislative measures to reform the Medicaic
system -- the present chief support for nurssing home care -- we
favor, in the long run, the removal of long term care's focus
from Medicaid (with its welfare standards), the elimination of
fragmentation and proliferation of programs in the long term care
field, and tne integration and coordination of social and health
care at the community level through the creation of a single

funding mechanism as prcposed in the legislation.

Before making more detailed commments and suggestions on the
bill, I would like to first describe New York State's Long Term
Home Health Care Program, drawing from our Center's experience as
one of the most”successful of the State's nine demonstration
sites. We believe quite strongly that this innovative program,
,1ike other long term care ressarch and demonstration projlects
atouéd'the country,. can mage a significant contribution to
improving the quality of healtﬁ care for our natlon's aging
population andd effactively controlling the costs of that care at

the same time.

New York State's Long Term Home Health Care Program (LTHHCP),

69-362 0 - 81 - 17
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referred to as "Nursing Home wWithout Walls™ by its legislative
sponsor, Senator Tarky tLombardi, Jr., was signed into law in late

1977 and became effective April 1, 1978, The program is aimed at

broviding Medicaid clients who are eligible for institutional

placement with the option of receiving nursing-home-type services
in their place of residence. The legislative program, which took
three years to develop, contrasts sharply with existing patterns
of fragmented and highly restrictive Medicaid-financed nome care
in other states. In passing the law, the Legislature was very

much concerned with the following state trends:

-=- The alarming escalation in the costs of nursing hdme

care. -
-= The rapid grewth in the elcerly population.
-« The high degree of i{nappropriate institutionalization.

-- The "blocking" of expensive hospital beds by
chronically impaired patients needing long term

institytional care.

-- The non-coordination in existing home care programs.
(With regardd to this point, it should be noted that
even with New York's well-developed home health system

- the nation's largest user of Medicaid home health
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funds - there are problems in assuring adequate

in-home support for the elderly).

At the state level, the responsibility for the program is
shareﬁ by the Cepartment of Health and the Department of Social
Services. The Health Department reviews Certificate of Need
applications from the individual providers, developes regulations
governing individual program operations, formulates reimbursement
rates, surveys the providers for participation in both the
Medicare and Medicaid programs and oversee§ the quality of care
péovided. The Social Services Oepartment --the Medicald Agency
-- establishes policies and procedures which lccal Social Service

Districts follow once programs are operational on the local level.

At the present time, there are nine demonstration projects
participating in the "Nursing Home Wwithout wWalls"™ program. These
sites, called Long Term Home Health Care Progfams, may be
certified home health agencies, public or voluntary, -
not-for-profit long term care facilitles, or hospitals.
Prospective providers must receive approval to operate the
program from ths Department of Health uynder the State's
Certificate of Need law. 1In considering requests to approve
applications to participate in the program, the Health ODepartment
considers the demographic characteristics and long term care
needs of the proposed servics area and the adequacy of staffing,

service arrangements, policies and procadures, quality assurance

mechanisms, and emergency coverage.
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A Long Term Home Health Care Program must offer, either
directly or through formal arrangements with other community
agencies and private vendors, the following services: nursing,
home healih aide, personal care and homemaker services, physical
and occupational therapies, speech and hearing services, soclal
work, nutritional services, anag medical supplies and equipment.

A waiver obtained from the Health Care Financing Administration
(HCFA) under Section 1115 of the Social Security Act enables the
program to deliver these and other services not normally covered
under the State's Medical Assistance Plan, including home
maintenance tasks, moving assistance, housing improvements, meals
and nutritional counselipg. respiratory thezapy, respite care,
day care, and social services. Needless to say, the availability
of such wide-ranging services permits a "custom tailoring” of

service packages for clients with ciffering patterns of need.

The scope of Long Term Home Health Care Programs go far
beyond the scope of traditional home care providers. They assist
in the assessment and subsequent res-assessments, develop the plan
of care, deliver and/or arrange services, coordinate care, and
monitor the quality and appropriateness of services. Wwhen all of
these functions are taken together, these organizations represent
a new type of community-wide system for providing the aged and
disabled with an integrated package of services. Case managsment

is at the core of the LTHHCP model.
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In order to intervene in the nursing home admissions process
and prevent unwanted and inappropriate institutionalization,
local Social Service Districts are required to dY?er the LTHHCP
option to all Medicaidoeligible clients considering SNF or ICF
placement who live in an area served by the LTHHCP, Thus, the
"Nursing Home wWithout Walls" program represents a single entry
point for the Medicaia population into a comprehensive range of
health and related services in the community. Referred to as the
"gatekeeping® function, this mechanism is used to screen out
those persons applying for admission to a long term care facility

who would benefit most from community care.

The need for institutional cace is first determined by using
the State's existing screening cevice, the OMS-1 form. (Acdmission
to the program is only open to persons who would otherwise
qualify for institutional placement). Once this is done anag the
client decides that in-home care {s preferable to institutional
placement, a comprehensive assessment is performed jointly by the
LTHHCP and the local Social Service Oistrict to determine the
person's needs, suitability of home environment, and overall
potential to remain in the community. The whole range of
individual needs and resources are considered in this process --
health status, functional ability, psycho-social factors,
financial situtation, and living arrangements. If the person is
hospitalized or already in an extended care facility and wishes
to return to the community, the facility Oischarge Planner is

also involved. The patient's personal physician is consulted In
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either case. This assessment is conducted every 120 days to
ensure that there is a continued need for Fhe program and- that
the care plan is up-dated to meet the person's changing needs.
The individual assessment is translated into a list of required
services, inclﬁding the frequency of delivery. A bﬁdget is then
drawn up to reflect the monthly cost of care. The monthly cost
of care {s not supposed to be more than the State-mandated
ceiling for Long Term Home Healih Care as approved in that Social
Service Oistrict. 1If it does, the patient cannot participate or
continue in the orogram and institutional care is considered more
appropriate. As a result of recent amendments to the law, the
patient's budget is now annualized to increase access to the
LTHHCP and to provide growth in the program statewide. In the
past, the strict application of this bucdget cap on a monthly
basis was responsible for a significant percentage of patients
being rejected by the program because of the cost of meeting

their immediate service needs.

¥hen the "Nursing Home Without Walls" Program was being
developed, the policy-makers were aware of the cost implications
associated with the potential "add on" demand for
non-institutional care. In order to safequard against
inappropriate use of LTHHCP services and to ensure that costs do
not exceed care in an institutional setting, the following

elements were built into the program:

-= A Financial Cap: Ths cost of a patient's LTHHCP

service package cannot exceed 75X of the average
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adjusted Medicaid reimbursement rate for the

equivalent level of institutional care in the area in

which the program operates. Howeaver, in certain

instances, this ceiling can be increased by 10X where

here are minor fluctuations in need. Moreover, if_the .
monthly budget is not entirely used, a credit {s

issued to the patient's "account” which can be spent

at a latsr dq}e, if necessary. In the case of large,
one-time expenses (e.g., arcitectural modifications,

major medical equipment purchases, etc.), the cost can

be pro-rated uver several months.

-« System of Plianning, Provigding. Coordinating, and

Monitoring Services: As pointed out earlier, the case

management system, which is one of the hallmarks of
the LTHHCP, means that the incividual programs alway§
have an eye on the patient. Working closely with
local Social Service Districts, they develop and
up-date assessments, supervise the delivery of direct
services and services provided by vendor
organizations, monitor the appropriateness and quality
of care, and act as advocate and "broker" for the
patisnt and his family.
In summary, the "Nursing Home Without Walls" model {s a
single entry system of comprehensive health and compensatory

services in the home and the community for Medicaid clients who
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qualify for placement in an SNF or ICF. It functions as part of
a larger "gatekeeping” mechanism for persons seeking facility
admission and incorporatss dblti-disciplinaty assessment, case

management and cost control elements.

Please allov me to summarize the utilization of the "Nursing
Home Without Walls" Program for the 12 month period ending
November, 1979. This and other project information are founo in
the report to the Governor and Legislature dated February 1,
1980. I am enclosing a copy oé the report with this testimony.
A more detailed evaluation is being prepared by an gutside
organization and will be made available in September, 1982. We
also wish to present an overview of our institution's experience
with the program, having been the most successful demonstration

site to date.
PROGRAM CHARACTERISTICS

Program Cansus: As of November 30, 1979, there were nire
operational LTHHCP's. A total of 220 patients wers ssrved during
the first year of operation, which represented only 20.7 percent
of the séntevldc program's total capacity. Metropolitan Jewish
Geriatric Center's LTHKCP, operational ohly seven months during
the study period, had obtained an unduplicated count of 94
patisents or 94X of the program's approved capacity.
Metropolitan's LTHHCP patients constituted alamost half of the

persons served on the statewide program during this period.
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It should be noted that there does not appear to be a direct
correlation between the census and the length of program
operation. Moreover, it should be evident that programs
throughout the state have had varied experiences and successes in
attracting patients. It would appear that éhe enthusiasm and
cooperation of other community agencies have varied from area to
area and have, in some way, contributed to differences in growth

patterns.

visits: During the firs*t year, 13,863 service visits were

made to LTHHCP opatients. Services were distributed as follows:
nursing (97x);.home health aide (57%); Physical Therapy (21%);
Occupational Therapy (12X); Respiratory Therapy (7%); Speech
Pathology {(7%); Medical Social Work (14%); and Personal Care
(3%). None of the major expanded services -;'home mainterance,
moving assistance, housing improvement, nutritional counseling,
social day care, congregate meals, etc. -- were provided, as the

reimbursement mechanism for these services was not in place.

Patient "Admissions: Of the 223 patients referred during the

period April 1, 1979 through November 30, 1979, 206 or 92X were
not admitted to the LTHHCP. ResaPns for fallure of these patients
to enter the LTHHCP are as follows: too much care needed (37%X);
cost exceeds 75% cap (15%X); family wants other placement (9%);
not Medicaid eligible (8%); family unable to provide care (8%X);
uncuitable home setting (6X%); patient not interssted in LTHHCP
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(6X%); patisnt does qualify for SNF/ICF care (2%); moved out of
catchment area (2X); and, othsr reasons (5%). Of interest is
that about one-quarter of all reasons for rejections relate to

family or home setting difficulties.

PATIENT CHARACTERISTICS

Age: The mean age for all patients in the program during the
first year was 75 and ages ranged from 34 - 104, Eignty-three

(83) percent of the patients served were over 65 years cf age.

ex: Three times as many females as males were served by the

program. Females represented about 74% of the entire osatient

population.

Diagnosis: In terms of primary diagnosis, diseases of the
circulatory sygkem (44%); musculoskeletal system and connective
tissue (18%); repiratory system (8%); malignant neoplasms (7%);
diseases of the nervous
system (7%); and, diabetes (6X) were the most prevalent

conditions.

Eiylng,Aftangyments: Oata indicate that 45X lived alone; 51X

lived with a spouse or other relative; and, 4X lived with other
responsible adults. It is interesting to note that 52X of the
New York City patients lived alone as compared to 39X of the

Upstats patients.
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Source of Referral:‘slx of all patients were referred from
"Hospitals; 45% were referred from 6bmmun1ty sources, including

family, friends. physicians or other community agencies; and, 4%
came from SNF's and ICF's.

Level of Care: Patients with OMS-1 scores of 60 - 179 are
technically eligbile for ICF placement. Persons with scores of
180 and over are eligible for SNF care. OMS-1 scores ranged from
61 to 753. Thirty-seven (37) percent of the patients were
eligible for ICF placement; si;ty-three (63) percent, for SNF

placement.

Change in Patient Status: Although patient experience in the

LTHHCP was somewhat limited curing the orogram's first year of
operation, available cata indicates that the OMS-1 scores in 46%
of the cases decreased between the initial assessment and the
first 120-0ay re-assessment. GOverall, improvement in patient

status was translated into decreased monthly budgets.

Patient Oischarge: Ouring the first year of the program, 37%
of admitted cases were cischarged. Reasons for discharge
included: admitted to hospital (53%); died(12X); improved (9%);

no longer eligivle (5%); and, request to leave orogram (7%).

FINANCIAL AND OTHER CHARACTERISTICS

Based upon actual monthly service costs for LTHHCP patients

during the program's first year, the projected cast to the
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government for Medicaid eligible patiants in the community --
even with supplemental assistance -- appears toc be lsss, on the
average, than the total cost of care for such patients within an

institutional setting.

The following are two examples from the State report which
illustrate the potential impact of government subsidies on the

total cost of care for a typical patient with a monthly budget

of service costs at the averaqe cost for all patients in the

program statewide. The amount of government subsidies provided
in each example i{s then compared to the amount which would be

required to maintain that individual in an Institution.

Examples:

Cattaraugus County (Upstate)

Example 1 - A LTTHCP patient requiring SNF lavel care, who

lives alone and Is an SSI reciplent.

LTHHC? Costs:
Average monthly LTHHCP Service Budget $ 630.00

for SNF Level Patient

+ Average Monthly SSI Benefit . 181.00
+ Average Monthly value of Food Stamps + 60.00

Government Cost $ 871.00
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Institutional Costs:

.

Average Monthly SNF Cost

- Amount of SNF Cost Reduced
by Patient's Contribution Tcwards Care

Govermnment Cost

$ 1,368.00

61.50

$ 1,306.50

New York City

Example 2 - A LTHHCP patlent reguireing ICF level

lives alone and is an SSI rescipient.

LTHHCP Costs:

Avarage Monthly LTHHCP Service 3udget

for an ICF Level Patient

+ Average monthly ICF Cost
+ Average monthly Public Assistance Supplement
+ Average monthly value of Food Stamps

Government Cost

Institutional Costs:

Averaqge monthly ICF Costs:

—~

- Amount of ICF Cost Reduced by Patient's

Regquired Contribution Towards Care

care, who

]

329.G60

181.00
17.00

60.00

787.00

$1,116.00

§1.50

Government Cost $ _1,054.50
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A summary of these costs are as follows:

LTHHCP Institutional Oifference
Cost/Mo. Cost/Mo. (Savings)
Example 1 $ 871.c0 $ 1,306.50 $ 435.00
Example 2 $ 787.00 $ 1,054.50 $ 267.00

Agministrative tools at the State and local levels are now
peing refined to accurately track all expenditures to allow for
more vallid data and conclusions. In th; case of vetrocalitan
Jewisn Geriatric Center, for exampla, {t {s known that 320G cays
of care ware provided during the project's first year at a total
cost of $95,000. we sstimate that, through our orogram, we have
saved the public about $72,000 in health care costs. It would
have cost roughly double to provide a comparable level of

{institutional care to our patients.

with regard to the impact of "Nursing Home without #alls" on
the clients receiving community-based servicss, it is not known
at the present time whether there i{s a significant difference
between LTHHCP patients and persons In institutions. Measures of
patient satisfaction and outcome as well as morbidity and

mortality will have to determine these differences, if any.
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However, based upon our direct involvement in both nursing home
and in-home care, it is our impression that LTHHCP patients are
generally more positive about their lives, have a better morale
and feel more independent than patients placed in nursing

home-type facilities.

In terms of the program's overall impact on reducing the
number of older oersans who are waiting in hospital beds when
acute cacte Is no longer necessary, ~e cannot pe sure that it has
any sicgnificant result at the present time. Since the Long Term
Home Health Care Program does not cover private pay individuals
applving to nursing homes and long term care facllities prefer
Medicare and orivate pay patients because of existing Medlcaicd
reimbursement policlies, we dc not believe that the packlog of
nospital oatients raquiring alternate level of cace placement
#iil be much affected by "Nursing Home Without #alls." It {s
interesting to notea that this is also the case for ACCESS,
another long term care demonstratian project in Monroe County,

New York.

As indicated earlier, all of the Long Term Home Health Care
Program sites have experienced difficulty in the implementation
and start-up of ths project. We were surprised that this process
took so long. The reasons for this problem may be of interest to

the Committee on Finance in considering the impact of $.2809 on
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local communities, the long term care system and the existing

government

structure:

The “Nursing Home wfkhout walls®" Program, by design,
was overly bureaucratic. B8ecause of the various
layers of monitoring and control, it used to take
several weeks for a person to progress from initial
assessment to final approval to participatiqn, and
even longer if the indivicdual was Medicaid-eligible,
but did not have the appropriate documentation.
Because of this time lag, a number of clients were
either placed in long term care facilities or received
care in more costly and less appropriate home care
settlﬁbs. However, as a result of recent lesgislative
changes, this process will be greatly simplified and

shortened.

Oischarge planners and families choose the "path of
least resistance"” in developing an appropriate plan of
care for persons in the hospital who require long term
care. Because of the variocus pressures to discharge,
the lack of information regarding the possibilities
and availability of homs care, and the bewildering

array of in-home programs in New York, patients are
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frequently institutionalized or placed in more
expensive and less desirable home care programs when
care in an LTHMCP may be more appropriate and

cost-affective.

8ecause of the new thrust of the Long Term Home Health
Care Programs in the communities served, relationships
at the local level among agencies in most pilot areas
of the state have been complicated and subject to
pressure. Moreover, political agendas on the part of
individuals and agencies on the State anc local levels
and the cesire to protect "turf" was responsible, in
large part, for the project's slower than anticipateo

growth.

For the elderly, more than any other group, housing is
essential to other aspects of living such as ths
maintenance of health and i{ndependence.

Unfortunltelg, one of the principal barriers to entry
of cliehts into the LTHHCP has been the lack of
appropriate living arrangements. People have been
forced to enter a long term care facility or remain in
a hospital bed because they did not have a suitable

place to live, even though they could have been

69-362 0 - 81 ~ 18

-
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supported in the community by "Nursing Home Without
Walls." One of the recommendations of the State
report on the LTHHCP is to examine the feasibility of

combining the provision of a housing component with

the delivery of in-home services.

-- It was assumed from the beginning that the reimburse-
ment system waould provide the funds needed for
designated Long Term Home Health Care Programs, either
existing entities or new ones, to perform the mandated
functions and achieve approved capacity. Wwhat we have
learned is that significant start-up costs are
associated with the program for which reimbursement is
not avallable (e.g., early engagemsnt of staff,
marketing, outreach, etc.). The demonstration sites
that were the most successful in gearing up for the
program and providing services to patients were the
very same organizations that employed their own funds

for developmental activities.

8efore [ comment more specifically on $.2809, I wouid like %o
summarize those factors -- based upon our Center's exoerience --

that we bellsve contribute to a successful community-based long

term care program:
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1. The early identification of persons in the community who
may nesd our services and their prompt referral for assessment
and service delivery is a critical aspect of our model.
Therefore, strong, workables links must bes developed with agencies
and institutions serving the elderly. A major focus of these
efforts should be the hospital. It should be the job of
community-based long term care programs to work closely with
hospital discharge planners so that they no longer view
aischarges from the acute care setting as "separations" from the

hospital, but rather as "intakes" into the community.

2. The community should te involved in the planning process
and continue to participate, at least in an advisory capaclity, in
the on-going operation of the program. Community advisory bcarCs-

>or similar mechanisms -- consisting of both consumer and provider
representatives -- are valuable in educating the service area
population about the services providsd and help to solidify
inter-agency relationships so vital to the functioning of the

program.

3. As pointed out earlier, "seed"” money is required to
initiate the program and hire key staff during the developmental

phase.



272

4. The program must be marketed to increase the entire
community's awareness of the available services. This means
designing and launching a full-scale publicity campaign,
including brochures, posters, radio spot announcements, media
coverage, and training for professional personnel of referring
agencies. Much of these costs are not now covered under existing

Medicare and Medicald reimbursement for home health services.

5. An outreach program should be-implemented. This is
important, since many elderly people in need of long te:rm care
are isolated and are not knowledgable erough about the syséem to

seek services on their own.

6. A capable, hard-working professional and supoort staff
must be assembled. They must be self-starters with considerable
"hands on" experience In working with the slderly. Moreover,
they must be skilled in assessment, case management, and
advocacy. Critical s the ability to withstand the conf;slon,
ambiguity and strain of functioning in an extremely difficult
professional and interpersonal environment. A

while we strongly support S.2809, we would like to make a few

detailed observations and suggestions:
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FIRST, we would like to raise some questions about the scope
of benefits in section 2102. We feel that the definitions for
"adult day services" -and "respite care services" must be
modified. while we are generally pleased with the definition of
adult day services, the existing language does not permjit skilled
nursing'facilltles to provide this type of care. You are, of
course, aware that'such servites are already provided in SNF's {n
many states, including New York. we hooe that this is an
bversight and that the cdefinition will bé corrected. The term
"respite care services,” as presently defined, does not include
temporary relief in an {nstitutional satting. Thera is no reason
why this mocel should not be includec. We aiso feel that
additional services should be added, including home maintenance
tasks, housing improvement and moving assistance, nutritional
counseling, congregate meals, transportatlon and other support
provided in recognized congregate dwellings. The availability of
these services will help communities to meet the complex and

—multl-faceted needs of the frail elderly pooulation. Frankly, we
do not believe that this will put the program in fiscal peril, as
the Preadmission Assessment and Screening Team's broad assessment
and case management functions and the bill's cost-sharing

provisions will help prevent inappropriate utilization of these

supports.
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SECOND, the assessment and screening {n section 2104 shoulg
not be limited to an evaluation of the individual's heaith and
functional status. Wwe already know that the traditional medical
focus can lead to inaccurate placement decisions. This factor
alone cannaot provide us with sufficlent {nformation to cetecmine
3 person's potential tc remain i{n the community «ith an
appropriate mix of services. Therefore, in orcer tc cetermine
the types 3nd fraquency of services, tne multi{-gisciplinary
assessment should be expanded to Incluce a rceviaw cf s3oclal,

psychological, familial, economic and enviranmental factors.

THIRD, the frequency af re-assessments should be uniform and
rot be le®t to the indivigual Preacmission and Assassment
Screening Veams (PAT's), aspecially since the enrtire projranm «ili

be evaluates during the legislation's demonstration phase.

FOURTH, {f an individual {s presently in a hospital when the
facility makes a referral to the PAT, the discharge planner
should be {nvolved as part of the team in the assessment and the
development of the plan of care. This {s a provision in the law
establishing New York Stats's Long Term Home Health Care
Program. This direct link toc acute hospitals -- thougn difficul:
to establish and maintain -- is in cur view critical because of

the major barrier these institutions present to current and future
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system integration and coordinatior. Since a large part of our
nation's hospital population 1s suffering from chronic conditions
which often require long term health care, we must re-examine the
entire concept of discharge planning. It is our feeling that
assessment and screening should be oerformecd hand-in-hand witnh
discharge planning in the hosoital, and that the discharge

plannezr can play an important role in this process.

FIFTH, we are concerned about the crovisions which prohisit
home health agencies, except in rural areas, from being
designated as a PAT. As a result of this secticn of the Hill, we
see immediate problems with the implementation of the rrogram in
many commurunities throughout the country. This woula, for
example, offectively remove all o7 New York's Lorc Term Home
health Care Frograms from consideration, All of.-us are aware y
that there are simply too few providers who would be able to
carry out the assessment, screening, plan development and case
management functions cescribed In the bill. Home health agencies
are among the small number of organizations nationwide with the
capacity to perform these responsibilities. while local
communities should be given the aption as to which entities
should be designated as a PAT, we should not be moving -
exclusively in the direction of creating new bureagucracies. This

would be costly, further fragmant the long term care system, and
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add to the heavy load of federal regulations. Wwith regard to the
other agencies and institutions which may qualify for PAT
designation, we are opposed to the use of Professional Standards
Review Organizations (PSRO's), Area Agencies on Aging (AAA's),
hospitals and local Departments of Heaith. In the case of
PSRO's, they are responsible for determining the medical’/
necessity, appropriateness and quality of nursing home servlcegl
As mecical/fiscal control agencies, PSRO's would be put in the
position of being asked to make determirnations on the suitability
of community care using medical criteria, when social need and
other interrelated factors may be more overwhelming
“considerations. AAA's, on the other hand, are the planning and
coorcinating bodies established by the Older American's Act to
sarve as cataliysts and facilitators in the development of
comprehensive aging services on the local level. Their policy,
leadership and advocacy toles would be diluted by the assumption
of PAT responsibilities. And, finally, the focus of hospitals"
and local Oepartments of Health woulq be medical ang acute in
nature, thus making it cifficult -- if not impossible -- to
expand the scope of community-based long term care to include

important social and environmental concerns.

SIXTH, the case management system as envisioned in $.,2809

requires strengthening. In this regard, we must question
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sections 2104 (b)(1)(D) and (E). wWhile it makes sense for older
adults and their families to be involved in the development of
the care plan and to be consulted about available options, it is
unreasonable to expect them to act as their own "brokers,"
particularly when they are frail, vulnerable and under stress.
Moreover, we do not believe that physicians know enough about
long ter@ care and opportunities for community-based services *o
make appropriate recommendations to their patients. In short,
the PAT should perform the entire case management function,
inclucing the referral for service. This is far easier to manage
and monitor than the approach described in the lsgislation.

Indeed, it is better for the client and the family.

SEVENTH, the icdea of cost sharing, as presentea in the
legisiation, i{s particularly appealing, especially becausk of the
fears of the excessive costs of a comprehensive long term care
system and the concarn to ration non-institutional services with
a sensitivity to informal family supports. Therefore, we must
make sure that the approach outlined in section 2105 is an

effective compromise between the need to foster access by

— -

removing financial burdens, on the one hand, and the desire to

—— promote an appropriate balance between institutional,

non-institutional and family care.
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EIGHTH, we must congratulate the authors on tneir recognition
of the role of families in caring for their dependent aged
members by providing for a tax credit. As you know, one of the
greatest myths in American soclety is that children do not -
provide help to their older parents when the need arises.  Public
policy has shown relatively little interest in supporting and
st:engthening the family's natural caring functions. Indications
are that many oloer people can avoid f{nstitutional placement if
they have relatives to care for them with adecuate financial
resources. However, we do feel that consideraticn shculd be

¢iven to increasing the amount of the tax crecit.

NINTH, 1t shculd be clearly recognized that we will never be
aople to legislate-away nursing homes. There «ill always te a
need for long term care institutions for those older persons wno
are too impaired to be maintained safely, comfortably and
effectively in the community. We must never lose slght‘of this
and must, therefore, continue to work together in developing
policies which encourage the best quality of life possible in
these facilities.

{
As final recommendations, we would urge you to consider the

following:
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A National Council on Non-Institutional Long Term Care
Services should be established to advise, consult with
and make recommendations to the Secretary of Health
and Human Services with respect to the development of
national long term care policy; the implementation and
administration of Title XXI; and, the evaluation of
non-institutional care for the organization, delivery

and distribution of long term care services.

A high-level Division of Non-Institutional Long Term
Care Services should be createa in the Department of
Health and Human Services to coordinate, support and
provice techrical assistance for the celivary of

non-institutional services.

Each PAT should be required to organize an Advisory
Committee with represantatives from consumers and
service providers in the area served as well as the
AAA, PSRO and Health Systems Agency. This would
provide a measure of local accountability and
encourage more effective integration“pf the PAT's work
with the community and its existing institutions and

agencies.
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-- Some consideration should be given to whether limits
should be set on the size of an area a PAT could

realistically serve.

In conclusion, we think that $.2809 is a creative,
far-reaching approach to one of our society's most trying
proolems. While some parts of the bill require re-thinking, it
still stands as a'significant accomplishment.

Clearly, we must move in the direction the legislation
proposes now. The longer we delay, the more difficult it will be
to reverse the financial and human consequences of our present
long term care system. Can we really afford to wait?

Metropolitan Jewish Ceriatric Center appreciates the
opportunity to offer our views on these very important i{ssues and
#8 look forward to working with you toward passage of this

legislation.

I would be delighted to answer any questioné thé Committee

may have at this time. Thank you.

we
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Senator MATSUNAGA. Thank you very much, Mr. Kodner.

Are there any questions?

Senator PAckwoob. I have one of Ms. Benson.

On page 1 you made reference to a medicare waiver. What kind
of a waiver did you get?

Ms. BENsON. Excuse me, Senator, but it was a medicaid waiver.
It may be a typo. -

Senator PAckwoop. What was it you got?

Ms. BensoN. It was called an 1115 waiver under the authority of
the, then Secretary of HEW, now HHS, to create a waiver. We had
a very broad waiver, partially, I think, because it was one of the
first that the Department granted, and it was granted to us in
December of 1974.

Specifically, it waived what generally is waived in programs like
this, the statewideness provision, which meant that we could ex-
periment within various sections of our State. Then it waived the
whole services section of our State plan.

Wisconsin, like New York and I suspect Oregon, has a very
generous medicaid program. We participate now in all mandatory,
obviously, and all voluntary portions of medicaid.

In adgition, we wanted to have the flexibility, basically, to use
medical assistance as a counterpoint to institutional care. So the
actual language is the sectiori"that controls the amount of services,
their duration, and scope.

Chiefly, we use the money for case management, and for a whole
series of direct services that I briefly mentioned, such as transpor-
tation, nutrition, and some skilled services. In the skilled level,
they were mainly adjuncts to existing services available through
medicare and medicaid.

Senator Packwoon. I was curious because I noticed that Mr.
Putman could not get a waiver for children under 21, who were
handicapped, for medicaid ﬁayments because they were living at
home, and they had to be hospitalized. Obviously, your waiver is
unrelated to that altogether. N

Ms. BensoN. Yes. I guess, perhaps appreciating the efforts that
Mr. Putman put in, it was not a simple process, nor was it a simple

rocess for those colleagues who are at ihe table with me, who also
ave medicaid and medicare waivers. It is somewhat lengthy.

As I said, our waiver was extremely broad. It did not explicitly
describe the services that we would provide. It said that we could
provide services as we needed. o

Senator PAckwoop. Mr. Chairman, I have no other questions. I
will say once more that these seven witnesses have given us more
information than we could have obtained in days and days of

eading or other hearm%s. This gives us the base that we need to
go. I could not be more pleased. _ : i

Senator MATSUNAGA. I concur fully with your assessment of the
quality of the testimony received today, Senator Packwood.

Senator Bradley. o , ~

Senator BraDLEY. Yes, Mr. Chairman, I would like to ask Ms.
Benson a question. ' :

You said that you purchase services from providers in the com-
munit% Is that right? ’

Ms. BENsON. Yes.



282

Senator BRADLEY. That assumes certain market forces at work.
The problem with home care is that the people receiving the serv-
ices—the purchasers—don’t always have the money to purchase.
What we are proposing is to assist them with some of the money
required to pay for these services.

What I am curious about is whether there were enough providers
in the community already, or did the number of providers increase
in response to the increased demand—and the increased funding—
your program brought forth? .

Ms. BEnsoN. Obviously, in a community the size of Milwaukee,
not only are there many, many providers, but the potential for
providers is extremely great. I suspect that that is true in most
large metropolitan areas in the country.

We did have some increase of services in a couple of places,
ironically enough, in our medium size county, in LaCrosse County,
some actual creation of new services. But in that particular in-
stance they were expansions of existing entities.

One thing that we did with medicaid, too, that is not allowable
under the traditional medicaid program, we did allow and encour-
age certain individual family members to care for other members
of the family, which currently is only allowable under title XX.

In general, we found that we expanded services. We did not
create a new class of services.

Senator BrADLEY. The reason that I asked the question was to
learn whether there were pecple in the community who are pres-
ently providing services who simply jumped onto this_revenue
stream, or did the existence of the revenue stream and your will-
ingness to purchase from providers generate new providers?

Ms. BensoN. Probably a little bit of both. Needless to say one of
the most attractive features of tth)roject for the local level is that
it represented potentially unbridled use of medical assistance. They
vcrerl()aI thrilled. They thought, oh, this is going to resolve all of our
problems.

It became considerably more complicated than that because we
had all these research requirements that required us to target the
program to certain populations, and go through a series of things.
In other words, we created a system.

The way in which we control the program through a unit pricing
purchase system, I would say, was the most difficult thing initially
to sell to the community. Ultimately, we at the State level simply
made it a given service. We did not give them an option to have it
angoother way. ' ~

nsequently, what we were not doing, as I indicated briefly, was
ma.km%vavaila le $50,000 to create a new homemaker service. We
said, “We will pay you,” as an example, “$4.25 per unit.” They
said, “You cannot do it. We cannot hire people. We need to have ;
more capital.” We said, “*Well, we think you can,” and they could.
We even found that to be the case in our rural county.

I should add that, again, you cannot exactly replicate a lot of
these things. You can’t pick them up and put them in a number of
other States.

Even though we demonstrated it in a rural county, our State, in
comparison to many others, is very service rich, so there might be
more of a base in which to operate there.
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Senator BrADLEY. I have a question which goes, I think, to the
core of the cost issue: There is a group of people out there todaK
who are not in institutions, and do not have access to home healt
care but are getting along, for better or worse. Along comes a
ﬁrogram which says, “We are going to facilitate the use of home

ealth care.”

One of the determinations we have to make about cost is, does
this mean an explosion of demand for home care because funding
has been made available?

I think Ms. Benson’s answer was instructive. But I am interested
in what you two gentlemen have to say.

Mr. KopNEr. It is my impression, if we can believe some of the
estimates that upward of 30 percent of all people in long-term care
institutions don’t need to be there, and could be more adequately
cared for in the community——

Senator BRADLEY. Is this your own finding?

Mr. KopNER. No. This is my reflections on several of the studies
that have been done.

Senator BRADLEY. Who did the studies?

Mr. KopNER. I cannot recall all the researchers’ names. But the
Congressional Budget Office has done a study. Hill, Shanas, Brody
and others have also prepared various estimates.

Senator BRADLEY. Speak from your personal experience on that.

Mr. KobNER. In terms of our ifistitution, it is hard to generalize.
We are in a part of New York City which has a severe shortage of
nursing home beds and as a result, we never have any problem
with occupancy. -

The people in our institution are there because they could not
get services in other facilities in the community, since many dis-
criminate against clients who are on medicaid.

As a result, we have become the institution in our area, in
additien to other very large nonprofit providers of last resort be-
cause the other facilities will not take them. So I cannot say that
lt)l;ettlf is a large number of people in institutions that don’t need to

ere.

I would say, however, based on our experience im looking at
institutions in general, that there is a percentage of people that
can do quite well in the community. About 5 percent of all the
people in our long-term home health care program, for example,
come from our own facility. We have discharged them.

Luckily enough, they had families who were able to get them an
apartment, or we worked very hard to find them living arrange-
ments in the community and get them the income subsidization for
that housing, which is an extremely important factor.

However, it is also our feeling that there is a large number of
people in the communities we serve that might be equal to the
number who don’t need to be in institutions and are there now.
These people might, in fact, be placed in institutions to fill beds if
we emptied them out. That is the difficulty of making estimates for
the need and demand for long-term care institutions. That is the
dilemma.

Senator BRADLEY. We are not dealing with long-term care in.
institutions. We are dealing with long-term care at home.
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Mr. KobNER. But overall, when we talk about a long-term care
system, we have to see it as a continuum of care. We have to look
at the noninstitutional services and how they are linked to the
institution, to the nursing home, to the ICF, and to the hospital.

When we talk about cost savings, we have to look at the entire
system, and how money is saved. If we are going to be emptying
out people from nursing homes, there might very well be, even
with gatekeeping mechanisms, people coming into those institu-
tions to fill those beds, and there might not be very significant cost
savings there.

Senator BRADLEY. But the population that I am talking about is
the population that is not now in nursing homes, not now institu-
tionalized, but at home making out one way or another, making do
with what they have. i :

My question is, once title XXI home care becomes available to
supplement their own personal resources, will that then lead to an
explosion in demand, and knock the cost estimates of this program
much higher than we expected? What can you %ve us from your
experience as guidelines to determine whether this is likely or to
determine ways to keep those costs down?

Mr. EGGERT. Senator, I would like to make a couple of comments.

I think that if the nursing home situation stays the way it is,
basically fully occupied, and if the people stay in the hospitals, and
nothing is done to attempt to reduce those two populations, then
'openingoup or expanding the home care situation, as title XXI-
would do, would increase costs. S .

I don’t know that there is anyone who could say how much it
would increase, or how what proportion of the people in the com-
munity would then become eligible, or would seek services. But it
clearly would increase the numbers of people in the community
who would be receiving government supported services, and in that
manner it would increase costs.

I think the point that both of us are trying to make is that there
are instances where there is overutilization in other parts of the
system, such as acute hospitals. The trick of the thing is to try to
reduce costs there, and to trade off those cost savings to pay for
your expanded services.

Unless you are able to do that in one fell swoop, title XXI is
going to increase costs because there will be more people receiving
services. That is in the short run.

In the long run, in the next 5 to 10 years, one has to figure, if
you did not put more money into home services, how many more
nurs‘m%ohome beds would you have to build. That is the other
issue. Conversely, if ]you don’t build nursing home beds, you are
going to end up building hospital beds, and that is much more
expensive,

nator BRADLEY. Because of the demographics.

Mr. EcGeRrT. Because of the demographics. In the long run, in-
. creasing home care and holding the line on the numbers of beds in
hospi and nursing homes may be the least expensive thin% to
do, provided that home care services can be programed at less
expense than nursing home services, which I think can be done.

n the near term, one has to reduce the excessive utilization of
hospitals by people who should not be there, and trade off those
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cost savings for your expanded home care services. Otherwise, you
are going to increase costs.

Ms. BENSON. I think that this gets to something that concerns me
in the bill, and that is the presumptive eligibility of certain classes,
particularly people over the age of 65. I have a great deal of
concern about that. .

I think that, in fact, demographically and in every other way,
yes, if you put title XXI in as it is now—and I realize that there is
going to be a lot more work on the bill-—clearly there will be an
increase in cost for all the reasons that were stated here in the
short run. :

I think there are a number of longer range strategies that could
be employed. However, relating to the program itself specifically, it
seems to me that the preadmission screening, or whatever mecha-
nism is ultimately used, can take advantage of assessment method-
ology and research that has been done to attempt to target the
population more specifically than simply age related. In other
. words, %et away to a certain extent from the total categorical
approach. :

nator BRADLEY. Do you believe that private paying patients
should be eligible for it?

Ms. BensoN. Do I believe they should be?

Senator BRADLEY. Yes. S B A
.~ Ms. Benson. I like that feature, Senator. I happen to believe that

there is a great deal of need, although I think there has been a
", great deal less solid research to really identify that need.

Senator BrADLEY. Do you agree that it will lessen the use of
nursing home and acute care? : ‘

Ms. BensoNn. I have opinions and biases just like everybody else. 1
know the state-of-the-art as far as the research goes. I think you
are seeing the state-of-the-art here at your table in terms of things
that have actually_been done. There are, obviously, some other
examples. , ’

The point I wanted to make is that there are things that exist.
There is research that has been done. There are ways to target
populations, and one way that has shown some validltiy and reli-
ability over time is looking at people according to their functioning
level. This does not exclude other assessments.

I don’t want to get into any argument with any of my colleagues
back here about looking at familial and environmental resources.
But the nice thing about a functional level is that it also allows
Yiou to look at people who are under the age of 65. It is how they

ve. It is not a diagnostic category, although you don’t exclude
osis.
e point simply is that there are things that do exist in the
gfld to target people effectively. Many professionals are aware of
em.

I would be concerned about a bill that, in fact, would give the
message that all people over the age of 65 are presumptively eligi-
ble. I think it will create an administrative nightmare for the
Department of Health and Human Services. I think that it could
potentially create a fiscal nightmare for Members of Congress.

Senator BRADLEY. Let me just ask one more question of each of
you, and it goes to the screening panels. _

69-362 0 - 81 - 19 —



286

What do you think their qualifications should be; how lm‘g:
should the team be; and do you feel that paraprofessionals could
involved in this process? ' : .

Mr. EGGERT. I would like to answer first. ,

Our assessments are done from two sources. When they are done
in the hospital as part of the discharge planning, we have the
opportunity to use nurses, social workers, and the attending physi-
cian as an important part of the team since they have the responsi-
bility for discgzrge planning. s o

en an assessment is done in the community, we use a certi-
fied public health nurse as the lead person. We also use the per-
son's private physician to review the assessment and to give us his
or her recommendations. :

In the community, as an add-on type of assessment on a need
basis, we have available a financial consultant. Many older people
have no idea what benefits they are eligible for and have really no
idea of what to do with their resources. :

We have an occupational therapist who does an in-home archi-
tectural review to make sure that if a person is going to return
home, if we are providing equipment they can use it in the home,
such as a wheelchair. - SRR

We also have social work consultants who work with the family
and the individual on a short-term basis. .= = - ‘

Senator BRADLEY. Can g'ou.think of any provision that we could
put in this bill that would prevent the title XXI eligibility determi-
nation from being a replay of the disability question, where the .
people deciding whether a person is disabled get down to the deci-
sion and they say, “He is disabled, so we will give it to him.”
Couldn’t it easily me, ‘“‘He needs some help at home, so we will

ive him the home health care.” Professional responsibility could
severely tested by the charitable instinct combined with Govern-
ment funding. - A

Mr. EcGerT. The fact of the matter is that people are assessing
other people who have obvious needs. These people do have needs.

Senator BRADLEY. Is it your experience that your people can say

no. Qo : .
Mr. EGGERT. Our people say no-when they feel it necessary.
What we do is tailor the service package to the needs. If the client
or the family w;:an’ﬁl an excestgive }fnmount of services,h we don't
approve payment. There is a:fair hearing procedure that we go
through. gglere are legal safeguards built into medicare and medic-
aid to take care of that. But, we say no.

I guess the other issue is the review process. We review all the
assessments that are done internally by our supervisors. On the
basis of what the assessed need is, we then compare what we have
prescribed as far as the service package. '

Where we think that the service package is more than is merit-
ed, then we renegotiate, and we either don’t pay for it or we work
out the situation with the client, the family and the assessor so
they receive fewer services. ) /

It is a manageable situation, it just involves the degree to which
you are going to review it.

Mr. KobNER. In our program, where there is a 75-percent cap on
the cost of care in the community versus the comparable institu-
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tional care, and where the local social service district is part of the
joint assessment team, I think that we have a significant number
of people screened out either because their service needs, when
translated into a working budget on a monthly basis exceeded the
T75-percent cap, or we have found that in 24 percent of the cases of
people who were screened, they were not admitted into the pro-
gram because they did not have adequate housing. So we have self-
screened out that. .

With these controls——

] Sg:ator BRADLEY. You said that you use 80 percent of all the
unds.

Mr. KopNER. In New York State we use, I think, 80 percent of all
the national medicaid dollars for home care. I think that that is it.

Senator BrRADLEY. You attribute that to your tough screening?

Mr. KopbNEeR. No. )

You have to understand that in New York State there are three
home care programs now financed under medicaid, and that is part
of the problem. We have the certified home health care agencies,
which we call the conditional home health care agencies. We have
the home attendance program. Then we have this new thing called,
long-term home health care.

I think that it is the State’s policy intention to find a way to
amalgamate everything and bring them under control. This is the
only form of home care in the State where there is a cap on the
program, and where the local social service district is involved in
the assessment.

It is not an open-ended system. I think that that is why we have
it in New York State. We are trying to see the light at the end of
the tunnel.

Ms. BENsoN. I believe that it is called, maximizing the Federal
dollar. [General laughter.]

Senator BRADLEY. Or something.

Ms. BENsoN. The initial question is, what sort of makeup should
be on the assessment team? In our urban area, I would say that we
are very similar to what both of these gentlemen who are from
more urbanized areas would say. We have a more professional
team, as much as anything, because I think they need to be com-
petitive with the crazy world out there in their area. -

We do have, in general, a nurse or social worker, although we
rely very heavily, as I indicated before, on pretested assessment
methodology both to target our population and to eliminate people
who do not require service. -

Again, some of these things are special due to the fact that this
was a demonstration project, and we were attempting to set up a
research data base. Those things are not generally applicable in
existing service systems. Perhaps they ought to be more so.

Senator BRADLEY. Do you think that this team should make
decisions on nursing homes as well as home health care?

Ms. BENsoN. I am and always have been very intrigued with that
factor in the access program. I think that it is a very solid ap-
proach, and also the triage program. I think making decisions is
one thing.

_ The key point to me, and I know that it is shared by other
individusals on this panel, is that if you don’t have any way of
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controlling access to nursing homes, then you may accomplish
some things, and I think that our data show that we have accom-
plished some things, but I think they probably show that we accom-
plished them in the face of great odds with very little authority to
intervene in the system.

It is very clear to me that many people continue to go on their
way to nursing homes regardless of anything that we may have
done. So I feel very, very strongly about that. Whether you add on
the whole payment component and a series of other responsibil-
ities, I think, will depend very much on the relative sophistication
of the State and what its particular problem is, frankly.

The point that I wanted to make, though, is that in our more
rural areas, we have used paraprofessionals, and we have found
them to be, when they are trained and using good assessment
methodology and under supervision, to be very adequate.

I think that it is unrealistic to suggest that you can, as I believe
was in some of the testimony earlier, find not only a high powered,
but I should add high priced assessment.

I think that one of the things that is interesting about our -
assessment experience, and I believe that it is paralleled by the
access project, is that contrary to things that I hear of assessments
costing $500 or $600, ours have been quite a bit lower.

I believe yours have been as well, have they not, per unit cost?

Again, these data are hard to report accurately out of context,
but we have found that in some cases an initial assessment will
cost between $25 and $80, which is certainly different than $500 or
$600 that we hear in other places. :

Senator BRADLEY. Thank you, Mr. Chairman. I have found this
very helpful, too. These individuals have a wealth of experience out
in the community working on the delivery of home care services,
and I am sure that we will be calling on them for more assistance.

I hope you will be willing to give us the benefit of your experi-
ence as we have further questions.

Senator MATSUNAGA. Me. Benson, under your program, once a
person is placed on in-home services, is there a mechanism to
evaluate the continued need and frequency for these services?

Ms. BENSON. Yes, there is, Senator. It is part of the case manage- -
ment system. People are reviewed initially every 30 days, but then
as they are in the system, we really don’t review them systemati-
(1:%138 that is to say, a whole thorough assessment any more than

ays.

I don't mean to indicate that assessments are not available, or
that they are not involved with them. It becomes a situation that is ~-
partially, I think, common sense, but also built into good practice.

The point is that a person coming out of a hospital generally
needs more assistance, more care, more help in putting together a

vs:argl&mcnge and monitoring it. Over time, many individuals
8 . : L

The fact remains, as you know in this population, particularly

the older. population, people experience acute episodes within
.chronic disabilities, so consequently people go in and out of various
locations of care. B



289

Senator MATSUNAGA. You all seem to have such wonderful pro-
grams. What specific provisions of S. 2809 will improve your pro-
grams, other than of course additional Federal dollars?

Mr. Ecaerr. If this bill will give more control over admissions
into nursing homes—the irony about this is that it took about 4
years to understand what kind of a situation we are in. The issue is
not who goes home. The issue is who goes to nursing homes. That
is the issue. . ’

We have restricted the number of nursing home beds that we
build by certificate of need, and we have restricted the number of
beds to a number that is clearly less than the potential need or the
actual need. There have been estimates made that for every person
ina nursing home, there are two to three people in the community
who meet the same medical necessity requirements.

With unfettered admissions, it is in the nursing homes’ best
interest, and one cannot fault them for ac:% that way, to try to
admit people who have the lowest care needs, yet who meet the
minimum standards because, basically, they expend less staff .
resources.

So they continue to do that in the face of the fact that people
who are very severely disabled are in acute hospitals for excessive
periods of time. That is the issue. :

If this bill can provide a little more systematic and, let us say,
uniform admission policies and procedures into nursing homes, I
think you can reduce the number of admissions from the non-
medicaid };;opulation, and those beds potentially could be used for
" people in hospitals. That is your potential cost reduction.

early you are going to expand home services by having more
people at home. '

e secondary approach is that if you can reduce the fragmenta-
tion and the duplication among titles XVIII, XIX, and XX, and the
different eligibility requirements, you are going to reduce the ad-
ministrative costs. Consumers are going to understand a little
better how they can get services.

Potentially, providers are lsoing to be better off because there is
going to be a uniform rate. Now there are threce different rates for
the same service from three different types of agencies. It will
make it a lot cleaner from that perspective.

Those are the advantages that I see.

Senator MATSUNAGA. Mr. Kodner.

Mr. KobNeR. I think that Gerry said it very clear(liy.

Senator MATSUNAGA. Do you have anything to add, Ms. Benson?

Ms. BensoN. I agree. The only thing that I would like to add,
which I may be the only person who says it for today, I am thrilled
that it includes the development of a long-term care data base. I
think that that will be very nice.

Those of us here have st led to try to create some sort of
uniformity among any kind of cost or units, the different eligibil-
ities, the different standards, the different this and that. It is
frustrating, to put it gently.

Obviously, as the demographic day of reckoning approaches, I
think we need to have much greater capacity to project and to
budget. The development of a data base will in fact allow us to get
a much better handle on that.
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Senator MATSUNAGA. Thank you again. I wish to join my col-
leagues in _expressing the deep appreciation of the committee for
your contributions tod {m

‘1 wish to announce that the record will remain open until Sep-
tember 12, 1980, for written statements. If you have additional
written statements or if an{‘ in the audience here would like to
submit written statements the committee will accept any wntten
statements for the record up untll September 12.

Thank you very much.

ChThe subcommittee stands in recess subject to the call of-the
air

[Whereupon, at 11:35 a.m., the subcommittee recessed, subject to
the call of the Chair.)

[By direction of the chairman the followmg commumcatlons were
made a part of the hearing record:) ,
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STATEMENT OF SENATOR HENRY BELLMON
PREPARED FOR SUBMISSION TO THE HEALTH SUBCOMMITTEE
OF THE SENATE FINANCE COMMITTEE

MR, CHAIRMAN, | WISH TO COMMEND SENATORS PACKWOOD, BRADLEY AND
THEIR STAFFS FOR THEIR EFFORTS TO REMOVE THE INSTITUTIONAL BIAS FROM
OUR SYSTEM FOR FINANCING LONG-TERM CARE. I AM SURE S. 2809 WILL BE
THE SUBJECT OF MANY COMMENTS DURING THIS AND SUBSEQUENT HEARINGS.

Tuis BILL IS A CREATIVE FIRST STEP IN THE DEVELOPMENT OF A MORE RA-
TIONAL SYSTEM FOR THE DELIVERY OF SERVICES TO THE ELDERLY, DISABLED
AND HANDICAPPED, '

My COMMENTS MAY BE VIEWED BY SOME AS PAROCHIAL BECAUSE I WILL
DESCRIBE A PROGRAM WHICH 1S UNIQUE TO MY HOME STATE, OkLAHOMA, |
BELIEVE OKLAHOMA'S PROGRAM CAN AND SHOULD SERVE AS A MODEL FOR BOTH
THE DELIVERY OF NON-INSTITUTIONAL SERVICES AND THEIR INTEGRATION WITH
INSTITUTIONAL SERVICES: | DO NOT KNOW WHETHER OTHER STATES COULD
REPLICATE OR WOULD WISH TO REPLICATE OKLAHOMA’S NoN-TECHNICAL MEDICAL
Care (NTMC) PROGRAM FULLY. | DO KNOW THAT THIS PROGRAM HAS WELL SERVED
THE PEOPLE OF OKLAHOMA, ALLOWING MANY OF OUR AGED, DISABLED AND HANDI-
CAPPED TO REMAIN IN THE FAMILIAR SURROUNDINGS OF THEIR OWN HOMES AT
MINIMAL COST TO THE FEDERAL AND STATE TREASURIES. I WILL FIRST DES-
criBe THE NTMC PRoGRAM AND THEN OUTLINE FOR YOU WHAT | CONSIDER TO BE_
THOSE PROGRAM ELEMENTS WHICH ARE ESSENTIAL FOR ITS SUCCESS.

SINCE THE 1950’S, THE STATE OF OKLAHOMA HAS OPERATED A PROGRAM IN
WHICH INDIVIDUALS ARE PROVIDED PERSONAL CARE SERVICES IN THEIR OWN HOMES.
THIS PROGRAM WAS KNOWN ORIGINALLY AS NuRsING CARE IN THE RECIPIENTS Own
HoME. THE PASSAGE OF MEDICAID IN 1965 OFFERED OKLAHOMA AN OPPORTUNITY



292

TO OBTAIN FEDERAL FUNDS FOR ITS PRE-EXISTING PROGRAM, Bur HEW REFusED
TO SHARE IN THE COSTS OF THE OKLAHOMA PROGRAM AND DEVISED REGULATIONS
THAT WOULD COVER A STATE'S PERSONAL CARE SERVICES ONLY IF THE STATE
ARRANGED FOR NURSING SUPERVISION OF SERVICES DELIVERED, OKLAHOMA ALTERED
ITS PROGRAM TO COMPLY WITH THE REGULATION. IN ADDITION, A TRAINING
PROGRAM FOR PROVIDERS WAS DEVELOPED., THE NAME OF THE NEW PROGRAM WAS
cHANGED TO NoN-TEcHNICAL MepicaL CARe (NTMC). IT WAS IMPLEMENTED IN
1970 AND DECLARED ELIGIBLE FOR FEDERAL MEDICAID FUNDS AT THAT TIME.
SiNCE 1970, NTMC HAS GROWN INTO OKLAHOMA’S PRINCIPAL IN-HOME
SERVICES PROGRAM. EXPENDITUPES HAVE RISEN FROM UNDER THREE MILLION
DOLLARS WITH 5,400 RECIPIENTS IN 1971 TO ALMOST FOURTEEN MILLION DOLLARS
WiTH 8,000 RECIPIENTS IN 1979, THE GROWTH OF THE NTMC HAS CONFIRMED
- THE BASIC PREMISE OF THE PROGRAM ~- THAT PERSONAL CARE, RATHER THAN
" SKILLED CARE, IS THE APPROPRIATE LEVEL OF IN-HOME SERVICE AND THAT
PERSONAL CARE CAN BE PROVIDED TO MORE PEOPLE BY RELYING ON INDIVIDUALS
RATHER THAN AGENCIES TO DELIVER SERVICES, » o
NTMC's PRIMARY OBJECTIVE 1S TO HELP PEOPLE FUNCTION IN THEIR OWN
HOMES. THE PROGRAM REFLECTS THE BELIEF THAT "AN INDIVIDUAL WITH FAILING
HEALTH AND MENTAL ABILITY ch REMAIN IN HIS OWN FAMILIAR ENVIRONMENT IF
THERE CAN BE MADE AVAILABLE A QUALIFIED PERSON TRAINED TO MEET THE .
INDIVIDUAL'S ESSENTIAL DAILY NEEDS.”
NTMC 1S DEFINED AS A LEVEL os'guaslue CARE BELOW THAT PROVIDED IN
“ NURSING HOMES. SERVICES INCLUDE DIET MONITORING, PERSONAL CARE, LIGHT
HOUSEKEEPING, AND REHABILITATIVE-REMOTIVATION ACTIVITIES. SKILLED CARE
SUCH As PHYSICAL THERAPY AND SKILLED NURSING IS NOT PART OF THE NTMC

SERVICE,
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CARE IS PROVIDED BY INDIVIDUALS WHO ARE EMPLOYED BY NTMC ReciPIENTS.
OFTEN A PROVIDER IS A FRIEND OR NEIGHBOR OF THE RECIPIENT., NEARLY 50
PERCENT OF ALL PROVIDERS ARE 46 TO 65 YEARS OF AGE. GENERALLY THEY ARE
FEMALE WITH LIMITED EDUCATIONAL BACKGROUNDS AND OCCUPATIONAL TRAINING,

THE STATE OFFERS A 20-HOUR TRAINING PROGRAM FOR NTMC PROVIDERS.
THE PROGRAM OF INSTRUCTION INCLUDES 12 HOURS ON BASIC NURSING CARE
PROCEDURES, 2 HOURS:ON NUTRITION AND MEAL PREPARATION, 2 HOURS ON RE-
HABILITATIVE SKILLS, 2 HOURS ON DIVERSIONAL ACTIVITIES AND 2 HOURS ON
HOMEMAKING CHORES. NURSES TEACH THE COURSE IN TEN WEEKLY SESSIONS OF
TWO HOURS EACH, A TEACHING MANUAL DEVELOPED BY THE NURSING STAFF SERVES
BOTH AS A TEACHING TOOL AND REFERENCE SOURCE FOR THE PROVIDERS.

REGISTERED NURSES EMPLOYED BY THE OKLAHOMA DEPARTMENT OF HuMAN

“SERVICES ARE RESPONSIBLE FOR MANAGING PATIENT CARE PLANS AND ENSURING
THE QUALITY AND APPROPRIATENESS OF CARE. ONCE AN INDIVIDUAL HAS BEEN
APPROVED FOR NTMC, THE CASEWORKER AND NURSE ASSIST THE RECIPIENT IN
LOCATING A PROVIDER, LISTS OF NTMC PROVIDERS ARE MAINTAINED AT THE
COUNTY SOCIAL SERVICE OFFICES, TO BE USED IF A RECIPIENT CANNOT LOCATE
A FRIEND GR NEIGHBOR TO PROVIDE CARE. FOLLOWING REVIEW OF THE CASE BY
A SOCIAL WORKER AND A PHYSICIAN, THE NURSE VISITS THE RECIPIENT IN HIS
OR HER HOME AND DRAWS UP A PLAN OF CARE, INCORPORATING THE PHYSICIAN'S
_ORDERS AND HER OWN ASSESSMENT. IF POSSIBLE, THE NURSE ?evxews THE
"CARE PLAN WITH THE PROVIDER AND THE RECIPIENT SIMULTANEOUSLY.

' THE NURSE MAKES A MINIMUM OF TWO VISITS PER MONTH TO EVALUATE AND
AsSIST THE NTMC PROVIDER AND TO ASSESS THE eArleﬁr‘s HEALTH STATUS. IF
THE RECIPIENT'S CONDITION CHANGES ENOUGH TO AFFECT THE APPROPRIATENESS
oF NTMC SeErVICES, THE NURSE (EITHER ON HER OWN OR IN RESPONSE TO OBSER-

I3 " ]
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. “
VATIONS OF THE SOCIAL WORKER, PHYSICIAN, OR PROVIDER) REPORTS THE CHANGE

TO THE MeDICAID PROGRAM WITH A RECOMMENDATION, ‘A FORMAL EVALUATION OF
EACH RECIPIENT'S CONDITION 1S PERFORMED ANNUALLY, CONSISTENT WITH
FEDERAL REQUIREMENTS.
EACH NURSE SUPERVISES AN AVERAGE OF 80 T0 100 PATIENTS, NURSES ARE
ON CALL FOR EMERGENCIES AND HAVE RESPONSIBILITY FOR ORGANIZING PROPER
TRAINING OF PROVIDERS., NURSES OFFER IN-SERVICE PROGRAMS ON VARIOUS
ILLNESSES AS A SUPPLEMENT TO THE BASIC_TRAINING PROGRAM, IF A PROVIDER
CHOOSES NOT TO ATTEND THE FORMAL TRAINING SESSIONS, THE NURSE WILL
INSTRUCT THE PROVIDER IN THE RECIPIENT'S HOME,
IN GENERAL, PROVIDERS ARE TAUGHT TO OBSERVE PHYSICAL AND BEHAVIOR-

AL CHANGES IN THE RECIPIENTS AND TO CONTACT THE NURSE SHOULD THE: NEED
ARISE. IF A PATIENT NEEDS SKILLED CARE, THE SERVICES CAN BE PROVIDED
"BY A PUBLIC HEALTH NURSE OR HOME HEALTH AGENCY. THE AVAILABILITY OF
SERVICES FROM THESE PROVIDERS, HOWEVER, IS EXTREMELY LIMITED IN OKLAHOMA,
IN CERTAIN SITUATIONS THE NURSE AND ATTENDING PHYSICIAN INSTRUCT THE
NTMC PROVIDER ON THE DELIVERY OF LOW-LEVEL SKILLED CARE (E.G., GIVING
INJECTIONS OR BASIC THERAPY). UNDER UNUSUAL CIRCUMSTANCES, SUPERVISING
NURSES WILL PROVIDE LIMITED SKILLED SERVICES. IN GENERAL, HOWEVER, .
SKILLED CARE IS NOT DELIVERED IN THE HOME, AND A PATIENT NEEDING THAT
CARE IS ENCOURAGED TO-ENTER A NURSING HOME.
- IF A PATIENT UNDER NTMC 1S DISSATISFIED WITH HIS PROVIDER AND NO.
SOLUTION CAN BE FOUND TO THE PROBLEM, THE PATIENT CAN DISMISS HIS PRO- -
VIDER. THE SUPERVISORY NURSES MEDIATE WHEN SUCH PROBLEMS ARISE. SOME-
TIMES THEY ARE SUCCESSFUL IN RESOLVING MISUNDERSTANDINGS AND AT OTHER
TIMES THEY ARE NOT, SHOULD A PATIENT FIRE HIS PROVIDER AND LACK- A
SUITABLE REPLACEMENT, THE NURSE WILL PROVIDE THE PATIENT WITH A LIST OF
POTENTIAL AIDES KEPT AT THE COUNTY OFFICE FROM WHICH A NEW PROVIDER CAN

BE CHOSEN.
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THE OkLAHOMA HuMaN SERVICES COMMISSION WHICH SETS THE RATES FOR
ALL PROVIDERS OF DHS SERVICES IN 1971 SET A FLAT PER DIEM FOR NTMC
PROVIDERS OF $3,00 PER VISIT FOR ONE PERSON PLUS $1.50 FOR AN ADDITIONAL
PERSON UNDER THE SAME ROOF, THE FLAT FEE HAS BEEN REVISED UPWARD
PERIODICALLY TO THE PRESENT $10,65 PER VISIT FOR ONE PERSON PLUS $5,33
FOR AN ADDITIONAL PERSON UNDER THE SAME ROOF, PAYMENT IS LIMITED TO
ONE VISIT PER DAY PER RECIPIENT AND PROVIDERS CARE FOR A MAXIMUM OF TWO
INDIVIDUALS SIMULTANEOUSLY, PAYMENT IS ON A PER-VISIT BASIS, CONSE-
QUENTLY, NO FORMAL RELATIONSHIP EXISTS BETWEEN THE FLAT FEE AND THE
ACTUAL NUMBER OF HOURS WORKED, ALTHOUGH 4 HOURS PER VISIT ARE RECOMMENDED
BY THE NTMC sTaFF,

OFFICIALS PREFER USING THE FLAT STIPEND TO RATES PER SERVICE OR

} PER HOUR, BECAUSE THE STIPEND IS LESS COSTLY AND REQUIRES LESS MONI-

" TORING, RATES ARE SET AT THE LEVEL NECESSARY TO ATTRACT AN ADEQUATE
SUPPLY OF PROVIDERS AND ARE RAISED IN RESPONSE TO COMPLAINTS FROM PRO-
VIDERS AND NURSE SUPERVISORS. RATES ALSO REFLECT DHS'S PERCEPTION THAT
NTMC 1S BASICALLY A VOLUNTEER PROGRAM. THE MAJORITY OF PROVIDERS ARE
FRIENDS AND NEIGHBORS WHO, OFFICIALS FIND, OFTEN NEED LITTLE INDUCEMENT
10 BECOME NTMC PROVIDERS.

THE AVERAGE MONTHLY PER CAPITA COST OF THIS PROGRAM IS A LITTLE
LESS THAN $275. THIS INCLUDES THE COSTS OF RECRUITING, TRAINING, AND

~MONITORING PROVIDERS AS WELL AS PAYING FOR THEIR SERVICES. THIS PER

CAPITA COST 1S 41% OF THE TOTAL MONTHLY NURSING HOME PER DIEM.

. I BELIEVE OKLAHOMA HAS PUT TOGETHER A SYSTEM OF HOME CARE THAT
MEETS'THE NEEDS OF ITS CITIZENS WITHOUT PLACING A GREAT FINANCIAL
BURDEN ON THE PUBLIC., THIS SYSTEM IS CHARACTERIZED BY THE FOLLOWING

ELEMENTS:



1,

"2,
3

4,

5
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7,
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SINGLE INTAKE AND EVALUATION POINT FOR ALL PEOPLE REQUIRING
LONG-TERM CARE SERVICES WHETHER THOSE SERVICES BE
INSTITUTIONAL OR NOTJ '

RELATIVELY FEW, SIMPLE REGULATIONS;

COMPREHENSIVE ASSESSMENT OF PATIENTS' NEEDS WHICH LEADS BOTH
TO THE DEVELOPMENT OF A PLAN OF CARE AND TO A DECISION ON
THE MOST APPROPRIATE SITE FOR THE DELIVERY OF THAT CARE;
IDENTICAL CRITERIA FOR ADMISSION TO BOTH INSTITUTIONAL AND
NON-INSTITUTIONAL CARE)

CAPACITY TO IDENTIFY, TRAIN, REIMBURSE, AND MONITOR LOCAL
COMMUNI TY-BASED PROVIDERS OF IN-HOME CARE;

COoST CONTROL MECHANISMS WHICH KEEP THE TOTAL PER CAPITA
SERVICE_AND ADMINISTRATIVE COSTS WELL BELOW 50X OF NURSING
HOME PER DIEM COSTS -- EVEN IN OKLAHOMA WHICH HAS NURSING
HOME RATES WELL BELOW THE NATIONAL AVERAGE; AND

RELIANCE AT ALL POINTS IN THIS SYSTEM ON PERSONNEL HAVING

"LIMITED PROFESSIONAL EDUCATION OR TRAINING, EXPERIENCE

HAS PROVEN, HOWEVER, THAT THESE PEOPLE ARE HOhE THAN ABLE TO
PERFORM THEIR ASSIGNED DUTIES.,

I BELIEVE EVERY LONG-TERM CARE SYSTEM SHOULD BE CHARACTERIZED BY
THESE SEVEN ELEMENYS IF THAT SYSTEM IS TO SERVE THOSE IN NEED BOTH
EFFICIENTLY AND EFFECTIVELY. ‘

MR, CHAIRMAN, 1| URGE THE COMMITTEE TO LOOK CAREFULLY AT THE

OKLAHOMA EXPERIENCE AS IT SEEKS TO IMPROVE POL!CIES FOR HOME CARE OF

ELDERLY AND DISABLED PEOPLE.

o
®



 State of New Jeraey

DEPARTMENT OF HUMAN SERVICES .
P. ©. BOX 1237 TRENTON. N. J. OB82S |

September 15, 1980

N

Mr., Jeff Lewis
legislative Assutant
1321 Dirksen SQnate office Building :

' Washin J 20510 ;
. -~ -
ME is: AN , M )

I regret that a representative from the Department of Human

- Services, State of New Jersey, was unable to testify before
the U.8. Senate Subcommittee on Health, Committee on Finance,

on August 27, 1980, reégarding 8. 2809. .

However, because of our interest in community-based home

" health services, we have enclosed some comments expressing <
our views on the bill, We request that our comments be
consiZered and included f{n the Committee Report of the public
hearing on S. 2809.

Thank you.
Sincerely, .
j ald péilly
Deputy Commissioner
GRiMW:b
Attachment b .
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Statemont on §. 2809, Comprehensive Community Based Noninstitutional
Long-Term Care Sexvices for the Elderly and Disabled

The State of New Jersey is committed to the implementation of a needs
oriented long-term care delivory system, We envision a systom that
addresses the needs of the elderly, dlsabled, nentauy retarded, handicappcd
and the mentally il1l. The systenm wln make availablc to those groups the
services that will allow them to continue functioning in the least
xestrictive appropriate environment. The system wust provide a continuum
of care ranging from a skilled nursing facility at one ‘end to independent
community living at the othex. We wholeheartedly support the long-term
care concept erbodied in 8. 2809 as a significant step designed to make
such a system a reality, '
Although unintentional, the current health care system is biased i:x favor
of institutional rather than community-based care. In FY 1979, there were
about 25,000 elderly (65 +) résidlng in nuni‘ng ‘homes in Rew Jersey. Among
those residents, about 22,000 were in intermedfate care facilities, 16,600
were level A patients and 5,400 were level B. 1n 1977 a study conducted
by the Urban Health Institute for the New Jersey Medicaid program . found
that 35 percent of level B intermediate care residents could have rcceived
appropriate care in .tho community if adequbte social and medical urv;cel
had been available. . In FY 1979, about 5,400 aged residents in intermediate
<are facilities were level IV(B) patients. If 1,900 (35 percent) of those
patients had been treated in the community, the critical shortage of
nursing home beds m New Jersey could have been reduced by S0 percent,

} v
We comnd the leadeznhlp role the mewbers of the Sub-Committee on Health
have displayed in de“volopiﬁq this proposed Federal long-term care legislation. -
8. 2809 is one of uq‘,ro comprehensive approaches toward the development of
an effective long-tom care policy we have seen at the Pederal level. This
bill is the first major effort that attempts to eonblne the myriad of
existing programs for the elderly and dissbled under a single title. If
t!le bill becomes law, {t will help to eliminate service fragmentation,
eligibility disparity and the provision o; inappropriate services that is
8o prevalent under existing programs. Under the provisions of this bill,~



299

individuals applying or referred for sexvices will be cvaluated on the
basis of their health needs rather than on the basis of program needs.

We are pleased to note that 8. 2809 cqualizes eligibility standards,
enabling persons in need of long-term care to receive it in the appropriate

gsetting,

The return of the community and the family as the focal point for the
provision of health and social services is a philosophy that we in health
and social care fields can appreciate and support. Public hearings and
surveys show that when confronted with the need for long-term health care
and social services, individuals, to an overwhelming degree, preferred to
remain at home, or in the community, instead of entering an institttion.

Currént research shows that although elderly persons live apart from their
children, family ties are usually maintained. Contrary to the conventional
belief that the caring function of the extended family has shifted to social
welfare institutions of the larger society, an extended family helping -
netwc;zk‘still exist. . With complete Federal funding of an S. 2809 doncept
of commnity services, the relative-helping networks will ba supported

" ‘rather than replaced by costly and inappropriate institutional care.

The concept of care contained in S. 2809 is an excellent ‘beginning toward a
needed modification of the disunctly medical model of long-term care. The
system prosoted by this bnl vould sllow indi.vidnals to receive sorvice at .
an earlier dtage of need, for instance, "uhen they are unable to be left
aloné during day time hours,; but do"not require institutionalization.® ..
S. 2809 incorporates some of the c{_):xe functions nece‘ssazy“for the efficient
and effective administration of a long-term care system.  These f;mctlon.
includes * .

a. A comrchcnuve needs assessment to identify the cnent needs and

provider resources so that a comprehensive solution can be planned.

b Tase management to plan for care, arrange for services, monitor the -
administration of care and conduct reas ts.
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¢. The provision of a wide corge of home health services under a

single funding source.

Probably the most important aspect of the bill is the requirement that no
individual may receive long-term care benefits under titles XVIII, XIX
or XX unless that individual has been screened and assesscd and a plan of
care established.

Wa recognize 8. 2809 as an important breakthrough for the development of a
needs-oriented Federal long-term care policy. It is our belief that this
bill contains some excellent concepts and ideas that wil) prove to be the
nucleus for establishing a nevw model for long-term care.

As the concepts embodied in S, 2809 are further developed, we have certain
concerns and questions that if resolved, we think, would strengthen the bill.

First, it is difficult to project the number of individuals that will require

services under S. 2809.
In New Jersey during FY 1979, about 40,500 individuals received home health
care, skilled nureing care and intermediate care services under the Medicaid

program, During CY 1979, Medicare costs for New Jersey residents were about
$38 million for home health and skilled nursing care. We recognize that once
benefits becomes available, more people will come forward to use the services.
8ince we cannot pxq'jact what that number -Sy be, we cannot project what it would
cost to implement §. 2809 in New Jersey.

4

Second, S. 2809 would reduce states' FY 1980 title XX funds,

Title XX provido: that the state and its citizens may decide on the services

to be supported unqct the title and the amount of funds to be allocated for each
sarvice. Also, ue'u XX permits states to make changes as necessary to achieve
the goals adopted under tt;n plan, 1If a states' title XX grant is reduced by the
amount spent on s.A 2809 covered services during FY 1980, it may be V:ry difficult
for states to mint;ln the flexibility of title XX.

A reduction of FY 1980 title XX funds could penalize states t.‘r.mt. allocated a
larger portion of these funds for S, 2809 services. When considered in light
of the fact that title XX allocations have not kept up with inflati.n, it is
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easy to recognize such a reduction could result in further reductions in
very vital sexvices to children and families. To preclude further cuts
in those vital services, title XX allocations should not be reduced.

Third, S. 2809 does not include some services critical to the maintenance

of the elderly and disabled in the community setting.

Although 8. 2809 provides many comunity-basﬁ home health services, coverage‘
of other services are needed. Some of those critfcal services are: (a)

transportation; (b) legal; (c) meals-on-wheels; and (d) recreation and

socialization,

Fourth, 8. 2809 should provide a oontinuum of care sexvlc.es ranging from
independent community living to institutionalization. '

Benefits under S. 280% would terminate if an eligible recipient is admitted,

as an inpatient, to a medical facility.

The preadmission screening and assessment concept has been demonstrated as
an effective and efficient approach to long-term care in demonstration
projects in New York State (Monroe County Long-Term Care Program) and
Connecticut (Triage Project). Critical functions contributing to the
success of the programs are the establishment of a plan of care and case

management.
4

8§, 2809 should pm\;rid- the means to carry out complete case management
functions. _The bill does not provide benefits for recipients in acute care
hospitals or long-term care facilities. In effect,-the case manager would.
lose control and influence when an individual becomes am inpatient in a
hospital or nuuiné home. When an individual is pnpaxi:_;'q to leave a hospital
or nursing home, a_plan of care should be prepared. Under S. 2809, it appears
that the plan would be prepared by appropriate pcxsanL in the medical
tueiuty. When the individual returns to the community that phn of care would
be ad-lniq;axod by case managers in-the community hihq had no input in preparing
the plan. In order to maintain continuity in case planning and management,

it is recommended that a cosplete continuum of care benefits be authorized

under §. 2809. -

69-362 0 - 81 - 20’

- .

‘ —



Pifth, 8. 2809 should require that before any individuai cnters a long-
term care facility, he/she must be assesscd and have a plan of care
established, .

In its present form, 8. 2009 would require that no individual could receive
long-term care benefits under titles XViII, XIX, XX or XXI unless that
individual has been assessed and & plan of care established, A large
percentage of patients in New Jersey enter nursing homes as private pay
patients. Private pay patients are not required to undergo any kind of
preadmission assessment.

Experionce has shown that, when entering LTCPs, private pay patients are
generally less ill than public pay patients. It seems to follow that it

costs less to care for less ill patients. Also the rates paid by private

pay patients may not be restricted by public rate setting agencies. Therefcre,
it seems that operators of nursing homes have an incentive to fill empty

beds with private pay patients.

In order to help alleviate the shortage of long-term care beds and insure
that available beds are used for the most needy, S. 2809 should req-uire that
everyone entering a nursing home must be u"seued and have a plan of care
established.

Sixth, some aspects of 8. 2809 requirements pertaining to preadmission
screening and assessment teams should be modified:

_ 8. The physician member of the team should ,not provide general supervision
but should be a consultant instead, As Senator Packwood stated, "Title
XXI places nn'h\?tuud erphasis on social services which would work to
provide a viable:alternative to the institutional acute care design of
the Medicare and §mdlcud system.” The continued emphasis upon "supervision®
by the physician member of the team is contrary to this philosophy and
could add grutl# to the cost of thc program. '

b. Including a physical therapist as a member of each team appecars unwarranted.
This specialist can be consulted, when necessary, as with the occupational

therapist.

-
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€. The inclusion of a voluntcer advocate is most desirable but could be
very impractical and unrealistic. Volunteers are understandably
inconsistent in their availability and commitment. Unfortunately,
in our society, individuals must bo paid to perform such ongoing
responsibilities. However, welcoming an advocate's input would be
acceptable. N

d. The community service thrust of this legislation would tend to suppo;t
the social sexvices member of the team as the case manager and coordinator,
who would assure its passage through the system to service delivery.
It i{s this person who is most knowledgeable about the community services
network and family system., The designation "social services" person
should be more clearly defined to include required training and expertise.
We recommend that, as a minimum, a social services person should have a
Bachelor of Arts in social work and one year of experience as a social

worker.

The need to demonstrate t:he many innovative idcas in S. 2809 is obvious,

We support the delayed effactive date for the program pending conclusions re )
rendered on the experiences of the ten demonstrations. New Jersey is most
interested in being considered a demonstration state. . We could enilywadapt.
our Medicaid medical evaluation teams to the preadmission screening and
assessment teams described in the legislation.

The 160 pro!oul_onn!. staff of physicians, ::urut, and social workers based in
the sixteen Local Medicaid offices through the state could be the nucleus for
demonstrating a PAT Wtructure. With a larger population to assess and link up
with services, staff; of course, would have to-be increased. However, the
current rohtionshlp:; in the local cosmunity developed over the ten‘ years

of the Medicaid progras would enable the-staff to quickly adjust to the
community services concept.

The udS;al evaluation teams are already involved in home health and medical
day care services authorizations of individuals who choose to remain in the
community. This experience could be translated into the new approaches to long-
term care defined in §. 2809. .
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August 19, 1980

The Hanorable Spark M. Matsunaga .
United States Senete

362 Russell Bldg.

Washington, D.C. 20510

Dear Senator,

Thank you very much for the information on Senate Bill 2809 dealing
with Noninstitutional Long-Term Care Services for the Elderly and
Disabled introduced by Senator Bob Packwood on June 10, 1980.

I 9~2¢rstand the hearing for this Bill has been scheduled for August
27, 1980, nNue to the shartness in time, I will not attenpt to give a
series of argyusents for the Bill except to .onticn vne really strung
arzument. Most of the people that I have been fnvolved with, in my 20
years in the movement of securing and improving services for the men-
tally retarded (and now the developmentally disabled) have been strong
advocates for the philoscphy of a single "locus of responsibility.”" 1
have been an avid advccate of this philosophy. A single "lorus of re-
sponsibility” is cost effective and prevents people from “falling be-
tween the cracks,”" that always occurs in a system of fragmented ser-
vices and authority.

In my estimation, Scnate Bill 2809 provides for the "single locus of
respeasibiliey" that we have been advocating for. 1 ree it 25 a glant
step forward in the improving of current services, securing of new ser-
vices, and vnabling cost effective measures on current services.

1 support the Serate Bill 2809 and hope that you are successful in having
it become law.

Aloha,

i

Lambert K. Wai
LKW/yl Chairman
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August 22, 1980

The Honcrable Spark M. Matsunaga

United States Senator

362 Russell Building -
¥ashington, D.C. 20510

Dear Sparky,

RE: S. 2809 Noninstitutional Long-Term Care Services,
for the Elderly and Disabled.

I read with great interest and excitement the materials which you recently
forwarded to me on S, %2809, You have tuken a very Lold step in co-spounsoring
the introcduction of this progrvssive bill,und without any further dcelay, 1 want
to assure you of cur full support. The need for mujor reformm is clearly
evident and we will do all we can locally to assist your efforts at the
Congressional level. h

My interest and enthusiasn for S. 78092 criginates from a variety of sources --
1) the long involvement I have had in Hawaii's aging prcozrams, more recently
the discussions with numerous admninistrators and service providers regarding
the mounting difficulties feced by individuals with long term care needs , and
participation at various task force meetings on long temm care issues; 2)recent
participation in the White House Conference on Families in which fragmented
programs/funding/piecameal legislation, as well as the institutional bias of
current legislation,. were cited as major issues which nced to be resolved
before we can deliver the needed services in a more systematic rauner; 3)
current development of issues for the Governor's 1980 Conference on Aging,
Hawail's culminating event in preparation for the 1981 WHOOA Conference wherein
alternatives to long term instituionalization will be a major issue area for
discussion; and 4) perhaps most inmportant of all, the numercus contacts I have
had with families who are grarnling with ways to provide care for their aging
parents in their homes or in settings which avoid the trau-atic effects of futl
institutionalization. -

AN EUAL OF PORTUNITY EMPLOYER
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In trief, you have 1rzslly struck the cure of owr major concerns by addressing
these issues in a camprehensive manner, This legislation gives us hope and
will set the pace for initiating vitally needed support services to enable the
elderly to maintain a maximum level of independence. As an amendnent to the
Social Sercurity Act, it will be a mujor milestone in the history of providing
humane and relevant services to our elderly and disavled.

with respect to spacific items in the bill, T huve the following conments:

Section 2102 (4). Consideration should also be given to provide respite
services to unrelated individuals who live together. In particular, these
would be the single and isolated elderly who have agreed to live together
for piuporese of canbining resnurces and providing rutual support. In
Hewaii, six group hones for adults with limitations in daily activities
have been initiated by Catholic Social Scivices. There are undoubtedly
numerous other such arrangements of shared living among unrelated older
persons.

. Section 2103. Individuals eligible for services should also include those
elderly whose family members consists of children or other relatives who
have also reached age 65. W¥e are witnessing today more of these families
where both children and parents are in the upper age brackets. Often both
gencrations are faced with chronic impaimments and thus limited in their
ability to care for thenselves. and for each other.

Section 2104. The preadrission screening and assessnent should also include
an sv=esqrent of the natwal stpports available to the individual such as
funi 1y mambers/friends who function us care givers, local efforts which
have identified miltidisciplinary asscessment and care plans as key elaments
to detennining appropriate corvminity-based services are: the Health and
Conranity Services Counci's Long Tzim Care Task Force Report; the Long-
Temn Care Channelling Daonstration Proposal submitted to HCFA by the
Deparunent of Social Services & Housing (funding for this proposal which
includes satellite projects at Kuakini Medical Center and Queens Bospital

is pending); the recently established Gerontology Program of the Honolulu
Vedical Group's Recearch and Evaluation Foundation which uses trained Senior
Citizens to conduct the assessment of clients; and H.B. 2142, Relating to
Care, introduced by Representative Bvron Baker in the past session of the
Rawaii Legislature and currently being re-drafted for introduction in the
1981 Session. S.2809's screening and nssessment mechinism will [further
provide needed direction in this area.,

As a ‘inal note for now, I suprest, if it has not yet been “cne, that Infaamation
on €, 78090 be transmitted to Mr. Jerome Waldie. Faecutrive Direcror, VWhite House
Conference on Aging us soon as po-zible. It is irportart thet inforration on
this bill be dissaninated and incovporated in reports and t=chnical papers on

ne- jor issues which are in the nrocess of being propured for the 1981 WHQOA.

Amin, it is uost re-nssiring to know that you have co-s:xmsared this measure.

Th2 canplexitics invelved in securing its passage are undoubtedly great. However,
i'lorse be assured that we will make every effort on this end to pr.uote and su;port
th2 passage of this imantont legislation for 1982,

Sincerely yours,
~ -
N ¢
PN
Shireji Konazawa
Vabzr, Policy Advisory Board for Flderly Affairs &
State Coondinator, 1981 White House Confersnce on Aging



Honolulu, Hawaii
August 26, 1980

“Dear Sparky:

Sorry to be so informal, but lacking a secretary and not being one
nyself, you might know how it is for me.

I rave reviewad S, 2E09 carefully and will refer to page nurbers
and line nurbers for ny comments as follows:

P. 3 L. ¢ & 5 and further throughout A provides the home health
agency with the total authority for the individual's care, under
the "plan”. . i ]

P, 3 L. 10 & 11 wWill a "care home” or "boarding home" or "“group
home for the elderly or the elderly handicappad " be considered
the individual's reeidence?

P. 3 L. 13 "under the supervision of" needs a specific definition.

P. 4 L, 17 thru 19 Transportation is crucial in many instances and
also may be too expensive for the individual.

P. 6 L. 19 thru 22 In Hawaii, the Rehabilitation Hospital of the
Pacific, Queen's Medicial Center, the Straub Clinic and Hospital,
Kuakini Hospital and no doubt others are primarily for care on a
24-hr. basis, but each has out-patient services for services listed
in (D) (i) of same page.

P. 8 L. 19 thru 22 care again under the supervision of a registered
nurse is required. This supervision may be the major cost of much
of the program. There does not seem to be any differentiation between
which type of nurse is to be used for supervision., Practical, asso-
ciate degree and full degree as well as advanced degree nurses are
all registered.

P. 10 L. 23 thru 25 and P. 11 L, 1 There is need for a definition
of “"consulted”. The physician who knows the individual and may
well have cared for him/her fof¥ many years is limited in this bill
to refer (P. 3 L. 3), be consulted with and kept informed and again
consulted before the plan is implemented. In addition, the phy-
sician may recommend a qualified service provider. Perhaps the
fhysician, if he/she wishes, might serve on the PAT and be fully
nvolved.
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P, 12 (D) Individual may contact a provider from the list provided
by PAT, but this seems to be the only right the individual has
about his/her future care. I believe they should be fully informed
about the plan, if capable of understanding it, and should be asked
for their approval.

P. 13 L. 7 thru 25 and P, 14 L, 1 & 2 As this is a medical-social
services program I reccmmend that the lead agency be the agency
which has been responsible for the medicare and medicaid services,
with a close cooperative relationship with the other agencies
related to the care of the individual. Few, if any states have a
departrnent on aging and the state agency on aging is usually not
directly providing health and social services. This agency should
be involved and be kept fully informed on data relating to the
program and serve in an advocacy position. Neither the state nor
the area agencies on aging have staff equipped to serve as the PAT.

P. 14 L. 4 & 5 If the qualifications of the professionals on the
PAT team, except for the physician, are equivalent the plan of

care should be written by the person most responsible for the type
of care the individuval needs and certification of the plan of care
should be done as a team effort. Provision should be made for
including other health care workers when needed, such as physiatrist,
speech therapist and possibly at times a rehabilitation engyneer.
The individual's personal physician should be encouraged to serve
on the PAT. PMore physician interest and involvement is needed for
the elderly and such experiences will provide more serious interest
and understanding of gerentology.

In addition, home health and social services care should be based
on a holistic approach of caring for the individual's body, mind
and spirit. It would be advantageous to request a clergyman or
layman of the person's faith (if he/she has one) to share in
discussing the plan. .

P, 14 L. 6 (A) I would recommend that when possible the nurse
should be a clinical nurse specialist who, with a Master's degree,
would be on an equal basis as the majority of others of the PAT team.

P. 15 Copayments--Individuals receiving Medicaid have always been
provided with everything. For those receiving only Medicare and some
with other insurance, find it-very difficult to pay for the many
extras when they are old and not well and wish to remain in their
own home or in the home of a relative. I hope that in the
demonstration programs an attempt will be made to detexrmine just
how much expense there is which is not covered.



P. 17 Payments of Benefits

If you refer to Pages 7 and 8 recarding the services which should
be provided the individval, it is easy to see that the provigder
should be a full time worker in many instances. Thare are times
when retired nurses, nurses' aides, personal care workers and
household workers who wish to work part time might be employed

on an individual contract basis which would meet the need of the
individual needing the care and also the worker at far less cost
than a full time employee.

Our experience in Hawaii has been that most federal grant programs
for health care have averaged 21-25% employee besnefits plus the
agencies' indirect cost for administration. I have been able to
get some cost figures for you which may be helpful.

Dept. of Social Services and Housing

Homemaker Services
$840 per month plus 20% fringe benefit ($168.00)
This is beginning salary and emplcyces are trained
by the Dept. In addition there is 18.8% -indirect
charge, They pay minimum wages for chore services.

Dept. of Health

Family Health Services Public Health Ngggfg ’
21.4% fringe benefits 21.4% fringe benefits
Indirect Services .
1979 6.5% 7.5%
1980 5.8% 9.3%
St. Francis Hospital Home Health Services
Registered Nurse $41.50 per visit
Physicial Therapist 45,00 * .
Occupational Therapist 48.00 * ‘
Speech Therapist 49,00 ¢ &
Medical Social Worker 54,00 * n
Home Health Aide \ 33,00 ¢ "
Up John Health Care Services
Registered Nurse 12,70 per hr.
" Nurse's Aide : 7.10 per hr.
Corpanion 5.90 per hr.

(Does light housekeeping, shopping, & gets me;ls)

Amcunt Caring Staff Actually Receives
Nurse about $7,00 per hr.

' .Nurse's Aide about $4.00 per hr.

& i about imum obably. .
.g§3§aggggcy was gégymretygggé g u% g!vxng me infcrmation,
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This program will increase the staff in every state who no doubt
will be union mzmbers, or if not they will be soon after the program
is started which will result in regular wage and benefit increases.
p .
P. 20 L. 8 This indicates that PAT must be contacted and re-
assessment done every time there is a need for any change in
services--a costly procedure. The plans should always be flexible
for the elderly and elderly disabled, for many are not in a stable
condition.

P, 28 L. 1 Example: An individual returns home following surgery
for broken hip. The physician prescribes physical therapy. Does
this person have to go through the inconvenience of the PAT? If
so, this seems like costly, wasted effort. In the past medicare
has provided this service and the individual through payment of
taxes has been entitled to medicare, Perhaps there is room for
some cases to be waived on the physician's request.

P. 30 L. 9 thru 12 The same as above, except for the next to
last sentence.

P. 33 L. 15 thru 18 I believe credit for the care of an elderly
depencdent should be at least the same as for that of a minor child.
If the dependent is declared to be infirm or frail by the PAT it
might well be even higher.

One final recorvendation is that some of the demonstration programs
should staff their workers from a government employment pool of
full and part-time personnel and the others use private agencies
and hospital based services, with a careful evaluation mechanism to
determine the cost/benefits of each.

Thank you for asking me to share my thoughts with you on this

very important legislation. It is an excellent approach, I am
working with individuals in a 28 bed care home, in private homes

and other long term facilities on a volunteer basis, The experience
over the past 6 years has shown me the desirability of maintaining
the elderly out of institutions as long as possible. However,

it raises some question as to whether it will be a saving from a
financial standpoint. I feel certain it will extend the lives of
thousands. If this is of help to you, please feel free to-use

it in any way you wish.

X Aloha nui,
Dorot Devereux

2721 Huapala Street
Honolulu, Hi 96822
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. postpone or delay institutionalization.

August 26, 1980

The Honorable Spark Matsunaga

United States Senator

362 Rugsell Senate Office Bldg.

Washington, D. C. 20510 N

. Dear Senator Matsunaga:

As you know, Hale Pulama Mau and our proposed Pulama Mau
Project to the Health Care Financing Administration (HCFA)
emphasizes family and community involvement so that the elder'ly
can live in their environment as long as physically and econo-~
mically possible. We are aware and experiencing the problem .
of i{nstituticnalization bacause of the rapidly increasing .
number of those over 75 years of age. We know that many families
have coped and are coping with the care of their elderly parents
and relatives with little or no home health services, homemaker,
adult day care and respite services. Title XXI will be filling
a great gap in services to families so that they can prevent,

The amendnent 1s indeed
timely and I strongly support the concept of preadmission screen-
ing and assessment team.

The emphasis on health and social services for the frail and
vulnerable elderly in their homes, be in their natural or surro-
gate family settings, is the recognition that institutionalization
is not only costly but also dehumanizing. Payment for services as
proposed in Title XXI will be a significant improvement and will
definitely encourage health and social care in the elderly's
natural envirorment.

It is my hope that the serious problem of fragmentation of
services to the elderly will be resolved organizationally as -
proposed under Title XXI because caretakers who are either children
or relatives are referred to one agency to another -- indeed, a
very discouraging daily experience for those who seek and need help.
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I believe that the cost of providing health and socfal services
under Title XXI will be higher than most of us in gerfatric care
would want to accept because of the anticipated increase in numbers
of frail and vulnerable elderly., If we are going to be committed
to quality of care and life for our elderly, there is no doubt that
the cost will be high. '

I am very pleased and encouraged with your timely support of
S. 2809 and hope that you will be successful in enacting the amend-
ments to the Social Security Act.

Thank you very much for the opportunity to conwrent on the
proposed amendment,
Sincerely yours,

; .,
Hirca L IS N
Masaichi Tasaka
President
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TESTiHONY RECARDING S 2809
NININSTITUTIONAL LONG-TERM CARE SERVICES FOR

ELDERLY AND DISABLED ACT
10: U.S. Senate Cormittee On Finance

FROM: Kathi Kreinik, Executive Divector
National Assaciation of Sucial Workers, Inc., Hawaii Chapter

DATE: September 3, 1980

We strongly support the passage of S. 2809 to establish a new title XXI
under the Sociel Security Act which would establish a system of noninstitutional
long-lerm cvare secvices,

Our society lucks a comprehensive, coordinated system of health and social
services for the elderly and chronically ill and currently there are very few
viable alternatives to institutional placement. It is clear that the current .-
lledicaid program is biased towards institutional care and many families cannot
afford to pay for alternatives. We need an approach that will encourage independence
and self-reliance for our seniors and disabled citizens,

The first White House Conference on Families passed many recommendations
to advance the quality of family life, several of which focused on home care
support alternatives to institutionalization. Further, the cost of institutionalized
care keeps increasing dramatically; expansion of home health services should
prove to be much more cost-effective as well as provide persons with alternative
care that ray be more appropriate to meeting their needs.

We are pleused with the corcept of a multidisciplinary team of health
professionals and social service workers (PAT) to provide comprehensive medical
and social assessuents, but we are greatly concerned with the qualifications of
the "social services worker" (p. 14, line 7). We recommend thst the bill be
amended to read, "a qualified professional social worker" and that the qualifications
for this worker require a minimum of an M.S.W, (Masters of Socisl lorkers) degree
from a school accredited by the Council On Social Work Education. Medical social
services should include assessment at time of application for services, case
management throughout the delivery of services, counseling the patient and family,
and discharge planning.
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Frofessional social work education includes case management techniques,
interviewing, counseling skills, planning and developrent and a knowledge base of
the psychosocial component of human behavior-as well as familiarity with resources.
Social workers slso have a tradition of going out to people's homes to provide
services, There is no equivalent training or esperience that prepares a person to
understand the multiple needs of patients and their families, or that provides the
rerson v ith Lnowledge of the ccplenities of humsn services systems and the
thecret:ca) concepts underlying them as well as trains the person in assessment,
counseling and plenning skills.

The key to the success of the entire proposed program lies with the PAT \team
in the accuracy of their assessment and use of sppropriste cowmunity resources.
It is therefore essential that all meshers be highly qualified to perform these
tasks.

ke would also recommend that the bill include 8 specific section regarding
mental health services of seniors and disabled persons and their families.
Frequently it is the psychosocial component of a person's illness that, if not properly
treated, prevents the successful outcome of otier treatments.

In Hawaii, & special long-term care tssk force was formed by the Heslth &
Community Services Council of Hawaii to study the needs of the elderly and disabled
population. A series of meetings were held between june, 1978 and July, 1979 and
the lop priority that emerged was for the need to estsblish a well financed system
of home based services to prevent unnecessary institutionalization. Specifically,
the service yaps identified were for congregrate and sheltered housing, respite
services, foster care services, counseling for families with long-term care family
members, Red Cross nursing courses, outreach assistence and the developinent of
curriculum and recruitment of trainees to expand the utility of outreach services.
The study slso called for imgrovement in transportation services, tax rebates or
financial incentives to fanilies and the development of a patients' rights code.

In closing, we would recommend that the state of Hawaii be given serious
consideration as one of the ten states selected for the three-year demonstration
project for two major reasons: 1) a network of agencies and professionals has
already been established by the long-term task force and their study clearly
identifies community needs, current resources, and the target population, and
2) seversl innovative programs have already been recently esteblished, such as
indepenrent group homes, sheltered housing, foster homes, senior companion programs,
home health care, transportation services, etc., but need funding to be able to
continue to provide these services.

Respectfully submttted by,
?\'W < ?&W

Kabhi Kreidik
Executive Director
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The =¢noreble Spark M. Matsunaga
U. S. Senator

United States Senate

362 Russel) Senate Office Bldg.
washington, D.C. 20510

Dear Senator Matsunaga:
Subject: S. 2809, Amending the Social Security Act

“henk you for the informaticn on S. 2809, avending the Social Security Act
to provide fur & program of conpretensive conunity-based non-institutional
long-term care services for the elderly and disabled.

The impact of such a program which encourages less depzndence.on hospitali-
zation and nursing home care, vould indeed be significant. Aside from funds
orovided through the Clder Americans Act, past financial allocations in health
care have reflected a predominant thrust towards institutionalization. Enclosed
for your information is a copy of my testimony to-the joint committee-on Health,
Housing, and Youth and Elderly Affairs, Hawaii State Legislature, regarding the
rieed to fund programs which serve as alternatives to institutional care.

According to the Director of the Hilo Hospita) Home Kezlth Service, "The current
Hedicare progrem favors institutionalization of the aged and disabled. For
era~ple, its narrow definition of “nursing” prohibits ccmprehensive care. The
proposed S. 2809 will meet some of the needs to maintain people in their
comrunities and be provided the long-term compretensive care services that are
necessary.” -

Thank you agatn for the inforzaticn on S. 2309. ‘e strongly support its passage.

T S{ncerely yours, T <

[ Ny
éﬁi‘/i’ﬁr’r’ &

“illiem Takaba
E-ecutive ¢n Aging

RT:yy
Encl. -
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TESTIMONY BY WILLIAM TAKABA
EXELIUTIVE OF AGING
OFFiCE OF AGING
COUKTY OF HAWAII
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tative Herkert A. Secawa
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irmen, Cp":zttee on ve<alth

Fzores
Cheirnm

Representative Mitsuo Shito
Chairman, Corrmittee on Eousing

Representative Jzmes Aki
Crairman, Committee on Youth and Elderly Affairs

I am William Takaba, Director of the Hawaii County Office
of Acing. 1 certainly appreciate having this opportunity to present
testirony on the need§ and concerns of senior citizens of ¥awaii |
County. Since the high cost of interisland travel limits. our
personal &ppeerances at the Stat; Legislature, your being here
is very irporténtio us.

This morning, my testimony focuses on a g;owing national
as well as local concern, especielly ainong ;ur older people: the

need to increzce efferts in cevelcping progrems wh'zh prevent

urpecersary irstitvticnalization, and progiams vhich serve as alter-
natives tc instituvticnal care. Such pregrams wouvld be Adult Day Care
Centers, Ecerding Homes, Care Fomes, Congregate and Group Homes,

znd services such as Health Screening, Chore, and-Tran;portation.

According to Robert C. Benedict, Commissioner of'the Federal

Administration on *ging, "Every study of 1nst)tut10nal care concludes
thet uvp to 1/3 of the e)derly in instituticnal settings might be

able to live in the cowrunity if alternative supports were eveilable.

Fespital ccoets continue to rise at lezst in part recavse of extended

stafs L:e:sht ~leit by the lack of adwguste juotected living arrengerents.”
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Althcuzh rany people have vsed §1,600 per ronth as the canorel
cost for institutiona) care, ocur studies incdicete that it is clcser
to $2,000 per month.

The Yewaii Compreherngive M:ster Plan for the

rssocletes, Decerber 1974) forither seveals 1hat
in health care reflect a predcrirzpt throst tewzréds institutic-zlizeticn
for the elderly rather than preventive and surportive health care
procrzms cesicned to keep the elderly in inderencent living errernce-
rments.” On this islend, we are particularly concerned with the
districts of Xona &nd Xohala where Qhere are no care homes, bcarding
homes, 6: Gay care centers available for the elderly. Because of
this, older residents are often displaced to another community when
the need for such a service arises. In research coordinated by the -
Office of »oing, we fonnd that local ordinances, state reculeticrns,
ané inadeguate financial incentives often diécourage potential care
or boaréing home opereto}s from offering their rerviccs. The tourist
and agricultural industries hav; lured these peoble away. Furthermore,
funds to seve]op cay care centers outside of Hilo have simply not
teer available.

ve are pleczsed to see that various bills hLave been introduced

this year that address some of these problems: House Bill No. 2916-80

cstablishes the adult family boarding home revolving loan fund to
make aveilable, financing to owners of resident units desiring to
upgrade their units to satisfy the requirements for licensing as

adult family boarcing homes; House Bill No. 304¢-80 provices $500,000

for surpleirental payments to the residents of adult fanmily LOEVding
and care homes vho 8o not come within the lev2ls of care I, II, or

11I; Fouse Bill No. 2479-80 raises the rates of paysent to derdciliary ce:e.

69-362 0 - 81 - 21
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Trese are important bills nct cnly lLeczuse of the direct benefits

&

they rrovife cceretcdrs rut zlso beczuse they indicate a crowing

recccniticn of the vaite of such facilities by cur laws

Ho-es eppreech to housing elderly persons.

“hen it Ytszcoties irprectical for senior citizens to live alcone, but

their rhysical and rental ccndition coes not warrant institutionalization,

€rall Group Eomes provide a needed alternative. It is far less

expersive and more beneficial to the older person. Senate Bill No.
2172-80 is equally important in that it amends Chapter 346 in order
to facilitate the receipt of federal housing supplements under the,
Secticn 8 Xousing Rssisience Tayrnenis program by the elderly, handi-
capped, or diszbled individuals who live in an “independent group
The ri1cvision o0f adegueate supportive soci;l services (o the
elderly is also necessary in our efforts to reduce the need for
iemaiure instituiicnalization. Health Screening, Chore, Transportation,
end Escert ere 211 v2ry essential services which support the elderly
who cen &nd chocse to remzin at heme. e are concerned that the o
State hes not funced & staiewide rcalth scivening procrom for the
“Telderly ané that transnomtetion and chore ser;iées through Title XX
and the State hes not been funded at &n a«deguate level of m:=intenance.
Finally, althouch we rotice once acain that thrcuch Kovse Bill No.
2252-80 and Scrate 'Bill No. 2603-§0 funés will be zppropriated for

hendicepped, and éisadventaced

v
~
o
-
N
o
.
™
4
o
(o]
[
-

trensportation to the elé



319

incluiing greschool chiléren. An assessrmznt must be mzée, however
cn the arounts zciunelly released, and how much wae usef for the elderly.

“he tzsk of Cevelcoring a comprehen§ive alternative care system
€ 2f ccurse, ro sirple ratter. Acézguate incentives and zcsistznce
rz cffered to these interested in furnisking these services,
ard existing regulations nust be eesed where zrpropriste. As we
cintinue cur efforts to obtain a new Hilo hospital, we rust remenber
het eny hLespital can only be beneficial to the extent that pecple
who reed the services can receive as well as afford it, and those
that don't belong in heospitals can depend on less costly alternative
arrancements within their communities.

Thank you once acgain for the opportunity to present testimony

cn hehelf of the Hewaii Ccunty Office of Aging.
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. The Senate
The Tenth Legislature.

of the
State of Hatraii

HONOLULU, HAWAII

September 2, 1980

The Honorable Russell Long
Chairman, Finance Committee
United States Senate
Washington, D.C. 20510

Dear Mr. Chairman and Honorable Members of the
Finance Committee:

I am Senator Dante K. Carpenter, Chairman of
the Hawaii State Senate Health Committee. It is
with great pleasure that I submit this testimony
in support of S. 2809, "To amend the Social Security
Act to provide for a program of comprehensive
community-based noninstitutional long-term care
services for the elderly and the disabled.”

As Chairman of the Hawaii State Senate Health
Committee, I am familiar with the need by persons,
who are elderly and disabled, for alternative
medical and social services. 1In the past, Haw;ii
has sought to find alternatives that would be
1) more cost-effective than institutionalization,

and 2) to enable a person to live an independent

and nearly as normal life. I have heard testimonies



821

requesting that services be provided to assist
patients who can function at home, if these services
are provided, and to prevent institutionalization.
In Hawaii, like other states, we have patients in
institutions who do not need such services, but thew
are there because no alternatives are available.

We are currently in the process of looking at alter-
natives to long-term care, where medical and social
services are available to the elderly and disabled
in a home or day hospital setting. Presently, Hawaii
does provide nursing services, homemaker chore
services, and senior companion services to those
elderly in a low-income bracket. These services are
limited to a few, usually on Medicaid. I would like
to see more home health services aﬁd day hospital
services established, so more of our elder}y and
disabled may remain at home, whenever medically
feasible. T am also in favor of this hill hecause
it will enable more people to receive such services
who are on a fixed income, but who do not qualify
for low-income services. This will prevent this
group of people from becoming totally dependent

upon the federal and state governments in later

years, and it will also prevent incomes from being
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totally eroded by unnecessary institutionalization.

It will take time and money to establish more
services and convert or establish facilities to
serve this group of people. In conjunction with
this thought, may I suggest that S, 2809 include
an appropriation amount to assist those states in
need of establishing such faciliéies and services
outlined in this bill,

I would also like to recommend that S. 2809
include a provision to serve eligible recipients
under emergency situations. As an example, under
this bill all recipients will undergo a PAT. This
PAT will assess each recipient under normal
conditions., A recipient may be assessed to need
only personal care services or adult day services
and not respite care. But, what would happen to
the recipient if normal conditions were to be altered
suddenly? What would happen if the recipient's
family member who normally cared for him/her were to
be hospitalized? Then the recipient would need
respite care. ‘Is there any provision in this‘bill
that would be able to attend immediately to the
recipient's em r needs? Immediately is defined

to be within ur hour period on a 24-hour



823

basis.

I sincerely believe that avoiding institution-
alization is a step in cugbing the high cost of
medical bills, as well as humanely enabling people
to remain with their loved ones, as long as possible.

I also believe this bhill will encourage
deinstitutionalization rather than the reverse, which
is the prevailing concept. Unlike most bills, that
add new services and a new accounting system, this
bill diverts the money that would have gone to
institutionalization and double accounting is averted.

Thank you for this opportunity to testify before
your committee and I urge quick and speedy passage

of S. 2809.

Chairmqg '
Hawaii Btate Senate Health
Committee

DKC:sb
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HANNIBAL TAVARES ’

Mayor
TELEIPHONE 244-7058

OFFICE OF THE MAYOR
COUNTY OF MAUI
WAILUKU, MAUI, KAWALI §6793

September 8, 1980

Honorable Spark M. Matsunaga
United States Senator

. 362 Russell Building
Washington, D. C. 20510

Dear Senator Matsunaga:

Thank you for forwarding us a copy of Bill S.2808
of the 96th Congress, 2nd Session, relative to Non-
institutional Long-Term Care Services for the Elderly
and the Disabled.

We have reviewed the subject Bill, and find the
provisos of said Bill to be highly beneficial for its
intended target populations, the elderly and the dis-
abled.

The County of Maul endorses the concept of Bill
S.2809, and thanks you in advance for your concern and
efforts in behalf of the elderly and disabled of Maul
County and the State of Hawaii.

Sincerely, , /77

HANNIBAL TAVARES
HT:Im Mayor, County of Maui
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September 10, 1980

The Honorable Spark M. Matsunaga
United States Senate

362 Russell Bldg.

Washington, D. C. 20510

Deét Senator Matsunaga:

The Executive Office-on Aging was pleased Yo have an
opportunity to review S. 2809 which we received from your
office. As you know, the development of noninstitutional
long term care services in Hawaii has long been an interest
of mine.

The bill represents an extraordinarily comprehensive
approach to community based care for the elderly and disabled
and would be eagerly received in our State. The need for
homemaker services and day care is a constant topic of dis-
cussion among those of us who are planning and coordianzing
programs for the elderly. Only yesterday we received & request
from Molokai requesting assistance in setting up a Day Care
program.. As always, there is no payment source other than
Title XX for those unable to pay privately although most of
the prospective participants are eligible for Title XIX.

The Executive Office on Aging commends your efforts to
advocate in behalf of the elderly. 1In discussing the merits
of the bill with interested members of our community and
Dr. Satoru Izutsu of our Policy Advisory Board, several points
were raised:

1. Regarding the PAT, there is some concern as to whether the
physician should be the team "leader” rather than just a
member of the assessment. Two immediate deterrents would
be the high cost of maintaining a physician in this super-
visory capacity and the difficulty recruiting for such a
person. Particularly since geriatricians are in short
supply everywhere. .-

2. The tax credit eligibility discussed on page 33, Sec. 44D (a),
should conform to allowable expenses for child care which
permits the deduction of a percentage of total expenses with
an upper limit on the amount that can be deducted.

Thank you for the opportunity to comment on this much needed
legislation. Please let us know if we can be of further assistance.

Sincerely,
RenjiVGoto
Director

ET:rs
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819 SIXTEENTH STREET. N.W.
WASHINGTON, O.C. 20008

(202) 837-3000

August 18, 1980

Honorable Herman £. Talmadge, Chairman
Subcommittee on Health

Committee on Finance

United States Senate

Washington, D, C.

Dear Mr. Chairman:

The AFL-CIO strongly supports S. 2809, the Comprshensive Based
Noninstitutional Long-Term Care for the Elderly and Disabled Act.

Home health services have great promise to change present reliance
on institutionalization of eged and disabled patients end thereby reduce
the overall cost of health care. More than that, they could build a
community oriented system of service to individuals in their own homes.
They could become a major element in an overall strategy of preventive
health care. .

To date, however, home care progrems have many problems, The
most serious is that they are underfunded and the financing of home care
is fragmented between Medicare, Medicaid and Title XX social services.
Other problems are that there are few organized systems to effect patient
entry to home care. There is a lack of coordination with other health
and social service programs. Different and often conflicting eligibility
criteria make it almost impossible to piece together a total home care
package to suit the needs of the individual patient. There is little
program monitoring, a lack of emphasis on the preventive aspects of home
care, an absence of profeseional standards and a vague and undefined role
for family members. ,

Enactment of S. 2809 would go a long way in resolving these problems.
We, therefore, urge enactment of the bill at the earliest feasible time.

erely yourse,

Ray ison, Director
Department of Legislation

ccs  Micheel Stern
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1156 15m STREET - N.W. WASHINGTON, D.C. 20005 - TEL. 202 466-2070

AMERICAN

PHYSICAL THERAPY

ASSOCIATION

STATEMENT OF THE AMERICAN PHYSICAL
THERAPY ASSOCIATION

S. 2809

The APTA commends Senator Packwood and his cosponsors for their
efforts to confront the serious problem of the failure of our
health care delivery system to offer adequate non-institutional
long-term care services to the elderly and disabled. S. 2809
contains several good ideas, notably the preadmission screening
and assessment, but needs substantial reworking.

S. 2809 would create a new title under the Social Security Act
to provide services to the elderly and disabled that are not
covered under Title XVIII. One of the difficulties with deal-
ing with Title XVIII at present is the overlapping between Part
A and Part B. Rather than create a separate overlapping title,
it seems more practical to expand Part B of Title XVIII.

S. 2809 requires that a beneficiary undergo a preadmission screen-
ing and assessment before home health services (Title XVIII) are
reimbursable. It is unclear from the present state of S. 2809
what, if any, effect it would have on the reimbursable services
provided by independently practicing practitioners under Title
XVIII.

The APTA reads the proposed Section 2106 Payment of Benefits with
much trepidation. Aside from our belief that fee schedules are
inappropriate for professional services, we are convinced that

the Health Care Financing Administration has been incapable of
fairly and competently administering such a system. Independently
practicing physical therapists who provide services to Medicare
beneficiaries under arrangement with providers are covered by a
reimbursement procedure commonly called salary equivalency. This
procedure reimburses these providers for physical therapy services
under guidelines that are supposed to equate the costs of the
services to the cost of the same services if provided by the pro-
vider using salaried personnel. Presently the reimbursement guide-
lines are based on 1975 data updated in October 1978 using an
inflation factor derived in April 1978, Thus, providers are being
reimbursed in August 1980 based on economic conditions which existed
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2)s years ago. Indicators from sther branches of government show
that inflation has caused the costs of most services to increase
in the last 2% years. In fact, it would be difficult to peiat
to any other group of workers who have not had any compensation
increase in 2 years.

If the reimburcement structure of S. 2809 is implemented, it must
be amended to ‘nstruct HCFA to annually update the fee schedules.
If the schedules are not updated annually, then services provided
should be reimbursed on a usual, customary, and reasonable basis

until sucn a time as the fee schedules are updated.

It is unclear from Section 2104(d) (1) whether reimbursement for the
Preadmission Assessment Team shall be governed by the fee schedules
or by a separately negotiated rate. In any case, developing a
system of negotiation but giving one of the parties authority to
make the final decision if negotiations stall is unreasonable. Only
one party would have any incentive to negotiate in good faith.

The APTA looks forward to working with the subcommittee in the future
to solve the problems addressed by S. 2809, 1If we can be of any
assistance, please call on us. Thank you for the opportunity to com=
ment on this legislation. Co
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Testimony of -~
Barbara ’B. Blum
Commissioner
New-York State Department of Social Services

Development of a long term care system capable of appropriately and
adequately serving the needs of the growing numbers of elderly and disabled
during a period of increasing fiscal constraint is a challenge which must
be met during the next decade. Hébe of meeting this challenge rests, to
a-large extent, upon our ability to expand home care and community-based
service options thereby restéring balance to the present institutionally
focused system., It is critical, if this goal is to be achieved, that the
utmost attention be paid to the ability of proposals to serve the needs
of the long term care population most effectively.

To meet these needs atteqtion must be focused on the total context
of the individual, the.family unit and the community. The ability to
maintain people in the community must bring together a broad mix of services
“including financial assistance, adequate housing, health care and support
services to the family unit. These services must be provided with appropriate
assessments and plans of care and an adequate system of financing. In all
of these areas, the basic goal must be to reinforce the strength of the
family unit and to use most effectively existing resources in the community.

It is important therefore, that concerted efforts be made to insure
inclusion in any proposal of features such as requi}ed comprehensive
assessments, formalized plans of care, case management, incentives and
support for families caring for relatives at-home and generatl énrichment
of non-medical support services. It fs equally important that a maximum
degree of program flexibility and state administrative authority be
preserved 1f community-based care is to be responsive to diverse regional

needs.
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Examination of proposals designed to improve the long term care
system must be built upon a foundation of clear definition of the
population to be served and understanding of the needs of that population.
Addressing these needs in the most efficient and economi¢al way must
remain central to analyses of legislative alternatives. Finally, thought
must be given to the most effective means of reinforcing weakened
traditional networks of support.

The developmeiit of $.2809 is an important step toward focusing public
discussion on these important issues. It is important, however, that
enthusiasm for the basic intent underlying development of the new title
not allow a less than thorough examination of the proposal's ability ;6
ensure that the long term care needs of the elderly and disabled are
adequately provided for in the years to_come.

Any discussion of the future of the loﬁg term care system must begin
with an acknowledgement of an expanding service popuiation. Both the
number and proportion of elderly people in our society are growing rapidly.
The number of Americans 65 and older increased from 4 million in 1900 to
24 million in 1979. By the year 2030, it 1s projected that tnere will be
55 million elderly, more than twice as many as today.

The effect of these shifts in the populatior. upon the long term care
system will be accentuated by changes in the characteristics of the elderly
population. Among the elderly, 38 percent are 75 and over and more than
nine percent are 85 and over. By the year 2000, {5 percent of the elderly
will be in the 75 and over category. Thus; there are rising numbers of
older and frail elderly and striking increases in the number of clder persons

1iving along.
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This older more dependent elderly populatfon can rely less readily
on the support traditionally offered by family, friends and community. -
Increased mobility and changes in family relationships aggravated by the
high cost of caring for relatives at home, have created an elderly
population with few support resources. .

The costs of institutional long term care have also reflected‘the
increasing demands of this growing population. The total costs of
providing care in a Skilled Nursing Facility (SNF) or an Intermediate
Care Facility (ICF) have nearly doubled in New York over the last five
years, In 1975, SNF expenditures totaled $865 million. By 1979, this
figure had risen to over $1 billion. ICF expenditures over the same period
rose from $116 million to $246 million. New York must now face the need
for from 8,000 - 12,000 additional lang term care beds by 1990 at an
estimated cost of up to $280 million. These costs become even more
staggering when consideration is given to the cost of maintaining a growing
number of people in acute care hospital beds due to the increased scarcity
of suitable long termm care placements. '

Recent efforts to reduce unnecessary institutional placement and
' resulting high health care costs have created additional complex problems.
As a result, many elderly and non elderly disabled have been returned to
the community without adequate prior planning for their ongoing needs.

This has created a greatly increased burden upon a limited-connunity-based
service system.

While the costs of providing care for the expanding long term care
population in institutions alreaqg strains the capacity of health care
programs, few attempts have been made to 1imit such expenditures through
expansion of community-based care. Such efforts are, in fact, constrained

by current federal program and funding structures.
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There are a total of four federal titles which provide reimbursement
for long term care services for the elderly and disabled. Title XVII
(Medicare), Title XIX (Medicaid) and Title XX of the Socfal Security Act
and Title III of the Older Americans Act. Title XIX and especially
Title XVIII are limited programmatically to the provision of medically
necessary services and are more readily accessible for the funding of
institutional care. Title III, though a potential source of funding for
community-based support services, is not targeted at low income elderly
and disabled with long term care needs. Title XX,an extremely flexible
source of non-medical support services, is also a very limited one, and,
therefore, is most often used for other purposes. B

The tmpact of these funding constraints is intensified by policies
which prohibit reimbursement for families caring for elderly and disabled
relatives at home and the lack of such support services as transportation,
homemaker/housekeeper or occasional day care. Many families, willing to
care for relatives at home, are forced by the absence of such support
services to seek institutional placements.

Creation of a Title XXI has several apparent advantages. A new title
woul& draw attentfon to the frequently ignored needs of the adult long term
care population. It would also provide a vehicle for consolidation and
expansion of reimbursable services and might allﬁw for an integrated
program of medical and non-medical support services currently difficult to
arrange. A new title coﬁld also expand eligibility beyond the 1imitations
of the Title XIX population. -

Along with these advantages, however, there are potential disadvantages
to the creation of a new title uhich'mdst be acknowledged. Establishment of
a new title, with its own peculiar requirements, standards and definitions

would be a continuation of the trend toward categorical funding. a trend
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which could ultimately lead to reduced flexibility and corresponding
reductiops in program responsiveness. A new title, given the current
economic climate, would also be vulnerable to expenditure caps and might,
in the final analysis, result in less federal funding available to states
for provision of long term care. An additional consequence of a new title -
might be to increase competition among service groups for limited available
resources. All of these considerations deserve serious consideration
before a new title is created.

" In addition to this basic issue, a number of concerns, germaine to

any proposal designed to expand non-institutional care,must be addressed.

In terms of the scope of benefits, the expansion of reimbursable
services and the inclusion of such services as homemaker/home health aide,
respite care and adult day care in a service package is a positive statement.
The proposal does not, however, include case management among reimbursable
services. In light of the fragmented 'system' of adult care services in
the community, failure to provide for case management must be considered
a major deficiency. Transportation, a service vital to the frail elderly -
and others receiving care at home, is also too narrowly defined in the
proposal.

Concern must also be expressed about o§/er1y restrictive definitions of
adult day services and respite services. Specification of the number of
permissable days of respite care, for example, s a matter more appropriateiy
dealt with in state regulation than in statute. More flexible definition
of these services is needed. -

Another area 1n which $.2809 moves in the direction of a more complete
system of long term care services is program eligibflity. Though these
sections require clarification, they appear to expand eligibility beyond
“the Title XIX eligible population. The proposal, however, fails to address

" 69-362 0 - BL - 22
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the issue raised by different eligibility criteria and policies for client
financial participation for Title III benefits. In addition, continued
eligibility for benefits under Title III, Title XIX and Title XX is unclear.
The relationship of all titles must be examined carefully and a rational,
coordinated approach developed.

$.2809 contains detailed discussion of assessment procedures required
under Title XXI and other titles. Required comprehensive assessments and
development of a formal plan of care, both vital to a community-based
system, are specifically discussed. The important principle of reimbursement
for the costs of assessment is also clearly provided although rééional
rather than statewide rates might prove a more effective means of
ensuring a responsive program. .

‘ Examination of the proposed preadmission screening and assessment
teams (PATs), however, reveals a number of serious difficulties. The
organization of PATs, required supeé;is19n by a physician, mandatory
inclusion of a registered nurse or nurse practioner, and a physical
therapist,and the exclusion of home health care workers,implies a
continuation of the present medical provider orientation of long term care
services. Such an approach may be neither necessary nor cost effective.

A more flexible approach along with appropfiéte yt1lization review should
be encouraged.

Despite thi§ medical orientation there is no discussion of the
relationship between PATs and the recipient's own physician which is of
particular importance over time. Nor is there discussion of the ongoing
role of PATs in insuring appropriate service provision. The proposal
also fails to establish links with either social service égencies or the
mental health system.. Faflure to include a mental health component is a

serfous deficiency of the proposal. Appropriate 1inkages to the mental
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health system are essential for many elderly in need of psychiatric
services and emotional support in addition to provision for their physical
needs.

Pe}haps most importantly, the assessment procedure defined in S.2809
is dependent upon the existence of a home care delivery system which simply
does not exist. Without case management there is little chance that people
in need of care will be able to negotiate a service package in keeping
with the plan designed by the PAT. Rather than assemblying a tgam of
professionals with expertise in areas which may or may not relate to an
individual recipient's needs, a single case manager could be assigned who
would arrange for a comprehensive assessment by appropriate professionals,
dgﬁermine family resources and needs, secure required services and review
the progress of the recipient. In general, the preferable approach would
be to require that states develop and submit for approval, statewide
assessment plans responsive to their problems and needs.

Several financing issues implicit in Title XXI must also be addressed.
It is impertant to emphasize that an appropriate financing structure must
assure increased federal participation in the financing of non medical,
non instifutional care. This will not be reali;ed through a simple shifting
of resources‘from one title to another. In addition, it is essential that

“such funding not result in inequitable redistribution of resources among stafes.

Requiring that fecipients and their families contribute to the cost
of care may, in some 1nsiances. be an appropriate part of efforts to tap
traditional supports. The system of copayments sgggested'in S.;BOQ,Ais,
hpwever, too narrow a tréatment of this issue. Such mechanisms as gxpanded

‘tax incentives must be used to encourage families to take an active and
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supportive role in the maintenance of the elderly and qisabled at home.
Though S.2809 beéins to move away from the current disincentives to
family care, a more complete exploration of ways to maximize family
involvement must be undertaken, New York i)ould welcome the opportunity
to pa.rticipate in a national effort to explore this 1s§ue.

Another concern related to the structure of financing in Title XXI
is rate setting. Existing practice and relationships between the states
and the federal government in this area should be maintained.

The last section of the bill discusses the structure of Title XXI
demonstration projects. The provision that non-demonstration project
states adhere to Title XVIII standards for provision of long term care is a
potential source of difficulties. Care must be exercised to assure that
standards no stricter than existing standards are app‘lied.

In conclusion, the New York State Department of Socjal Services strongly
_supports the goal of expanded comuhity based services implicit is $.2809.
Such features of the proposal as the requirement of comprehensive needs
assessment, mandatory deVelopment of individualized plans of care _and
enrichment of available non-medical supports are all essential to the
development of a non-institutional care system. Of special importance
is th; focus on supportive services for families caring for e'ldér'ly and
disabled persons at home. | »

There are, however, a numbér of issues which must be addressed. Failure
to provide reimbursement for case managerhent ser“vices~and to incorporate |

- case management into the assess:ﬁent procedures is a major concern as is the
financing of the title 1tself. Issues of state authority and poter;tial loss

of program flexibility must also be examined.
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Finally, it must be acknowledge that a well developed system of
community based services does not yet exist. The development of this
system and of appropriate mechanisms to link the indfvidual to needed
services remains an important challenge and will be accomplished only
through maximum coordination of all health and socfal service programs.
Meeting this challenge will require commitment of resources, careful
experimentation and ful) examination of proposals for change. Discussion

of S.2809 is an important part of this process.
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HOME AIDE SERVICE
FAMILY SERVICE OF BUTLER COUNTY
Sprmea—— 111 Buckeye Street (] Hamilton Ohio 45011 L] Phone 868-9222
?’“m ‘

Those of us in the field of long-term community based care heartily

IRMA SANDAGE, ACSW
Exacutive Director

COMMENTS ON TITLE XXI - SOCIAL SECURITY ACT
PAT MOLONEY
Project Director

applaud the efforts toward development of a comprehensive system of noninsti-

tutional chronic care for the elderly. Such a system 1s long overdue.

S.

2809 is a good beginning. There are several areas about which we would

1ike to comment:

A. Assessment

1)

2)

The pre-admission screening assessment team is to determine need for
services, taking into consideration health, social and environmental
factors, but those who may be designated as PATs come only from the
health field. Our experience indicates that those designated as poten-
tial PATs have very limited experience, knowledge or education in as-

sessing social and environmental needs.

The Professional Assessment Teams might provide a valuable entry into
the system by determining the level of care needed and referring to

the proper service provider. As the bill now stands, all professional
responsibility 1ies in their hands, thus creating an entire new level

of bureaucracy and stripping provider agencies all of decision and_
control. VERY FEW AGENCIES WOULD CONTINUE TO PROVIDE SERVICES WITHOUT
THIS ELEMENT. THOSE WHO DID CONTINUE TO PROVIDE SERVICES WOULD BE LITTLE
MORE THAN EMPLOYMENT AGENCIES LEADING INEVITABLY TO LOWER QUALITY AND
LESS SERVICE.

Supported By United Way of Hamiiton, Fairfleld & Vicinity & of Oxford, Also
Supported by A Title XV Contract With the Butler County Department of Weifare
And Al for independent Living Money Fiom The Ohio Commission On Aging.
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3) It is specified that assessments shall be made by "trained" personnel.
The word "trained can mean anything from a highly skilled professional to
someone who has had a one day workshop, unless it is further defined.

We would 11ke to suggest substitution of the word "professional for

"trained" with some indication of the fields the professional should

represent, such as nursing, rehabilitation, home economics, psycho-

logy, or soctal work.

B. Standards
1) Standards are left up to the individual states. In theory this may
sound 1ike self-determination, state rights etc. In reaH_ti. very few

states have adequately enforced standards in the field of home care

up to now.
2) The field of home care allows for a great deal more opportunity for

abuse and'fraud than we see in the area of institutfonal care. It is

essential that standards be a part of the system from the very begin-

ning wfth monitoring and evaluation an fntegrai‘ part of the delivery

system. This is absolutely essential for the protection of the client
as well as the taxpayer.

C. Family
No place is there any ment'ion of the role of family in the long-term

care of their elderly members. It would be a tremendous mistake for

agencies to take over *he role entirely of either assessment of need

or provision of services. "Many families are quite willing and capable

of providing both if they have some financial and ‘moral support to know
that they'are doing‘the “right thing".
Prepared By: Pat Moloney, Project Director

Gy
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NATIONAL HOV.ECARING COUNSH,
FORMERLY)

NATIONAL COUNCIL

' 4 tor Homemaker-Home Health Aide Services, Inc.
4 A non-profit national standard-setting organization

- 2467 irving Place, New York, N.Y. 10003 (212) 6744590
| ;

September 10, 1980

—_ Mr. Michael Stern, Staff Director
Senate Committee on Finance

Room 2227 Dirksen Senate Office Building
Washington, DC 20510 .

Dear Mr. Stern:

The National HomeCaring Council, formerly the National Council for

Homemaker-Home Health Atde Services, Inc., hereby submits comments

to you on $.2809, the “Noninstitutional Long-Term Care Services for
the Elderly and Disabled Act.®

Menbership

The National Council {is comprised of 610 dues-paying members and
assocfates, of which 255 are agencies providing homemaker-home
health afde services in 45 states and in several Canadian provinces;
48 are organfzations; and 307 are individuals {1979 year-end figures).
Programs from all auspices - voluntar{ nonprofit, public, and pro-
prietary - are included in the Council's membership. Written and
visual materials, conferences, and other services are available to
and used by many organizatfons, {ncluding nonmember agencies pro-
adigg homemaker-home health afde services in the United States and
nada.

General Comments

The National Council would 1ike to congratulate the sponsors of this

<eamem= —--- ‘landmark legislation: Senators Packwood, Bradley, Nelson, Heinz,
Matsunaga, Cohen, Cochran, Javitz, and Williams. If enacted, 5.280%
would take giant strides toward expanding home care options for per-
sons with tong-term needs whil eliminating administrative fragmenta-
tion and duplfcation at the federal level.

The Counci) has long maintained that such a comprehensive, coordinated

system must be forged to weld the disparate funding sources for in-
home care. As early as 1975, the Council has gone on record to

~

OFFICERS ' . .
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advocate legislation which would provide comprehensive homemaker-home health

afde services to meet both immediate crises and long-term needs fur all in-
dividuals and families who require such care, including the very young and —
very old. (See Appendix A.) $.2809 proposes a model which is broader than

the Council's envisioned model in some areas, but narrower {n others. The
following are some concerns which the Council has fdentified in 5.2809.

Section 2102 - Scope of Benefits

The legislation authorizes comprehensively-defined homemaker-home health aide
services as one of four designated in-home services. The National Council
would like to support use of this comprehensive definition, which recognizes

the need for both personal care and environmental assistance in maintaining
elderly and disabled persons adequately in a home setting.

However, unlike the “home health® services agency, which must be "certified
or licensed by the state,” the homemaker-home health aide service provider
would be left free to operate in a buyer beware market. The National Council
urges that delivery of homemaker-home health aide services be authorized sole-
ly by agencies meeting basic national standards for these services, such as
those set by the Natfonat HomeCaring Counctl. (See Appendix B.)

It 1s critical that consumers of howmemaker-home health aide services be pro-
tected by such safeguards as professfonal supervision of the paraprofessional

__homegaker-home health aide, professional case assessment to ascertain what
services are needed, plan of care determination, and ongoing case reassessment
as changing client needs dictate. The Council believes all of these functions
to be the appropriate responsibility of the provider agency and urges that
standards be mandated to insure their adherence, -

Equally important to fnsure good quality homemaker-home health aide service de-
1ivery are standards of tnaining or the paraprofessional homemaker-home health
alde. The Department of Health and Human Services should require all aides to
complete an apzroved program of training in a variety of areas, including per-
sonal care tasks, environmental assistance, nutrition and diet, and the like.
We strongly urge thi Dzﬁartment to endorse for this purpose a comprehensive
training curriculuml/ which was developed recently by the National HomeCaring
Council, 1n cooperation with the American Red Cross, the American Home Economics
Assocfation, the National League for Nursing and other national agencies, vol-
untary and governmental, under.a grant from HHS' Public Health Service. This
HHS curriculum should be recognized not only under Title XXI law but also under
a}l other Titles of Federal law which authorize the deTivery of home care ser-
vices. : :

As a necessary corollary to sound standards, an effective monitoring system must

1/ PubTic Health Service, D/HEN. A Model Curriculum and Teaching Guide for the
Instruction of the Homemaker-Home Health Alde.
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be required. The Department should mandate states to develop monitoring units
which are responsible for determining not only an agency's adherence to standards
of good practice, but also its fiscal integrity. The home care field has al-
ready been the object of fraud and abuse by unscrupulous entreprenegrs. phe-
nomena which have been well documented by Congressional committees.Z/

One appalling finding of the Senate Special Committee on Aging was that certain
fraudulent providers were fnvolved in home care contracts under Titles XVIII,
XIX, and XX simultaneously, using the different loopholes in each program to
their personal aggrandizement. Suspension of a provider from one program pro-
vided no insurance that he would not resurface in another program or in another
state, The National HomeCaring Council hopes that, at the very least, the ad-
ministrative coordination inherent in Title XX1 - coupled with a strong stan-
dards and monitoring component - will prevent the kind of fraud and abuse the
field has witnessed in the past.

Section 2103 - Eligibility for Benefits

The Natfonal Council realizes that this legislation is specifically targeted to
elderly and disabled individuals who require noninstitutional long-term care.
However, we believe it contrary to the comprehensive focus of the bill to ex-
clude families with children in cases where they, too, require long-term care.
Protective services situations - for example, cases wherein real or potential
abuse has been identified - exfst among both elderly populations and among
families with young children. To reimburse one group through Title XXI and the
other through Title XX is to perpetuate the fragmentation and administrative
chaos which characterize our home care system today.

Moreover, aging groups are increasingly calling for age-integrated policies and
programs, and this bill should not fall into a categorical mold which places a
stigma on the service recipient. Similarly, Title XXI should be open to persons
of all economic strata, with fee structures determined accordingly, so that pri-
vate-pay clients do not find themselves in a separate "buyer beware" market when
they seek §n-home care.

Section 2104 - Preadmission Screening and Assessment

(b)(1): The bi1l currently authorizes PAT services for all eligible individuals

27 U5, Senate/Special Committee on Aging (in cooperation with U.S. House of
Representatives Ways and Means Committee, Subcommittee on Health and Over-
sight). Medicare and Medicaid Frauds, Parts 8 and 9. Washington, DC: U.S.
Government Printing ce, .

NG
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who are referred by a physician or by a social or health organization. The Council
recommends that self-referrals also be permitted. For indfviduals who do not have a
private physician to refer them, the self-referral option will eliminate unnecessary
-and costfy bureaucratic_overhead. -

b)(1)ABC: Although the Council believes that "an fnitial screening to determine the
need for and appropriateness of any long-term care" is an appropriate responsibility
of the PAT, preparation of a plan of care and ongoing case assessment are viewed as
inappropriate PAT responsibilities. In the first place, a good home care provider
offers a comprehensive team service which includes as part of its professional pack-
age case assessment to ascertain the specific services required, plan of care deter-
mination, and case reassessment. Were it not to provide such holistic care, the pro-
vider agency would function merely as a "registry,” supplying workers on demand with
no contro! over the parameters of the job. Secondly, assuming that the provider
agency were liable for the paraprofessfonal homemaker-home health aides, there are __
major legal as well as professional problems inherent fn supervising a worker whose
tasks have been determined by an outside unit.

Finally, the Natfonal Council does not believe that a centralized PAT structure could
be responsive to changing client needs {the reassessment component) in the same way
that a provider agency could. Elderly and disabled persons often require dramatic
changes in the plan of care over a perfod of time, and the Council does not see the
need for the time-consuming bureaucratic intervention of a PAT in this process.

Eb“l)(b,i%: The PAT is authorized to supply "a list of all providers of services in
e area who are qualified to provide services under this Title...* Because the term
"qualified" fs not defined, the PAT is essentially given the latitude to refer vulner-
able consumers to agencies which may or may not provide adequate care. The Council
advises that PATs refer only to homemaker-home health aide agencies which have demon-
strated conformity (i.e., approved or accredited status) with recognized standards of
national organizations such as the National HomeCaring Council.

General Comments: It {s unclear who {s to perform eli?ibﬂity determinations for
e clients. If PATs are to assume that responsibility, which appears to be a
logical role for them, it should be so stated in this sectfon.

{c)(1): The state-level agencies who are named to designate statewide PATs do not in-
clude a department of social services. This seems incomprehensible in 1ight of the
comprehensive, social and health focus of $.2809, Similarly, the list of organiza-
tions which may be designated as PATs reflects a strong health bias. At the very
least, social services units should be 1isted as potential PATs.

The Council {s extremely concerned about this component of the bil) because it implies
continued reliance upon a medical model to deal with comprehensive, long-term care
problems. Without social service involvement, the use of health professionals will
perpetuate an acute care system which is not consonant with the long-term, chronic
care needs of the eligible consumer population. The Council would be pleased to offer
guidance in shifting the focus to one which is truly comprehensive in scope.
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Section 2112 - Administrative Provisions

This bill does not clarify how acute care cases will fit into this new system,
if at all. 1t is not clear whether the more fmmediate needs of such persons
could be met through the process set forth in $.2809, grimrily because the
bureaucratic intervention of the PAT probably would delay service initfation.

Conclusion

In closing, the National HomeCaring Council would 1ike to thank the Senate Fi-
nance Committee for its attention to these comments on $.2809. We feel strong-
1y that the time has never been more crucial for a coordinated, comprehensive
home care program in this nation to meet the long-term care needs of the elder-
1y, disabled and families with children. We hope that you will call upon us

to work with you as you continue to forge strong and effective legislation to
accomplish this goal.

Sincerely,

Pt Iasin

. (Mrs.) Florence Moore
Executive Director

FH:?
enclosures
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Revised Draf:
1/31/15

A BILL
To provide for Lomemakex-home health aide services to all individuals
and famtiies In naed of such care

Be it enacted by the Sencte and House of Representatives of the Unlted States of
Amerlca in Congress assembled, That this Act may be clted as the "Comprehensive
Homemsker-Home Health Atda Services Act of 1975, "

Sec, 1 Title X1 of tha Soclal Security Act is amended by addicg the following nev:
. sectlons:

FINDINGS AND PURPOSE
Sec, 1140. (2) Tha Corgress flods that--

(1) Maay individuals and families In the United States need bomemaker-horae
bealth atde sexvices at some time In their lives for a temporary or extended period when
their home life is disrupted by illness, disability or social disadvantage, or when tic family
{or individusls within the family or individuals living aloae) are in danger of physical, social
or emotional breakdown because of disorganization or stress with which they are unablo to
cope cffectively, or when a fam!ly or Individusl needs help to gain or maintaln self-sufficie.. -

oy;

. (2) bomemaker-home health aide services meet both immediate crises and
lorg-term nceds and belp to prevent family breakdown and to maintain {ndividuals and fami-
lies in thelr own homes. They are an adjunct to other preventive, rehabilitative, and treat~
ment services and prevert or reduce inappropriate tastitutional care;

(3) mott persons, including the very young and the very old, prefer and
should have the right to choose to remaln In their own bomes when suffering from f{liness or
disabllity or to be enabled to return to their own homes as quickly as possible ofter special-
ized out-of-home treatment;

(4) Care in the home, thrcugh the services of s well-tralned and corapetently-
~Aupezyised homemaker-home hoslla aida, is usually more economical, and more beneficial
to the person than maintaining that person in a foster bome, an institution or a hospital;

(5) such care in the bome should be available to all individuals and families
who need it, through: both public and private insurance programs ard health matoicnance
organizations; programs to aid the financially needy; and paymeat by those who are able to
pay part or all of the cost of such care;

#48 1/75
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(6) many individuals ard familics can be Lulped to improve their level of func-
tioning ard self-sufficliency through the teachbing prograins of homemaker-tome bealth aide
services; _

(7) all individuals and families who need homemaker-iome health aide services

should have such services available piomptly and of assured guality in the cornmunity where
thoy live;

{8) employnient as homemaker-home health aides offers satisfying employment
acd caroer opportunities to persons who might otherwlise need or continue to need public sup- -
port.

(o) It {s the purpose of the Act to--

{1) provida for the development of homemaker-home heaith aide prdg‘rams
adequate to serve all wio need such care;

(2) provide for bormemaker-home health aide services in sufficient quantity on
a State-wide basis on 21l political subdivisions;

(3) vprevent unnecegsary care of individuals in foster homes, institutions or
hospitals;

(4) provide for besic stendards essential to quality care and the enforcement
thercof; - .

(5) provide training {n the home which will make it possible for individuals
aod families to rematn in their own bomes ard to become as self-sufficient as their capa-
bilities permit.

DEFINITIONS
Sec, 1141, For purposes ol this Act—

{(a) Tha terin "homemaker-bome health alde sexvice' mears the care and
services providad in the home to an individual or family whose home life {s disrupted by ill-
ness, disability, soclal disadvantage or othor problems or when a family or individual needs
belp to gain or msintain lndﬂpendent functionlng 2nd self-sufficlency, Individual services to
be performed include, among others: care for children during tha abseace or incapacity of
the rarent; periormlnz or helping to perform essential bouselold duties; {nauringz proper ou-~
trition; maintaining & clean and hygienic environment; providing personal care es prescribed
by heslth professionals to persons who are 111, aged, blind or disabled; teaching indapendent
self-care through demonstration and practical csuggestions; teaching how to care for chjldren,
‘he value of and how to prepare nut=itlous meals, how to budget, how to market aud how to
orgaaize a honsclold; providing emotional support and unilerstanding; observing individual
and family furctioning 8o as to assist the professional memhers of the team to make an ade~
Quate plan of care,
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(b) Tho term "boiwn. ngker-hon..s bl alth 8ld" meaus u trained, supervised
person who works as a member of a tcain 2o uposed of professional and allfed workers pro-
viding bealth and socicl services,

(c) The term ''supervision" refurs to the periodic assessment of an individ-
ual's or family's needs to determine the appropriate kinds of service and to the direction
given to the bomemaker-bome health atde by a home economist, nurse, soclal worker or
other member of the profussional team responsible for determining aad carrying out the plan
of service,

(d) The term "provider of the service” means a homemaker-home health
alde service agency, or the homemaker-home health aide program of a famlly or child wel-
fare service, oxganization serving the aged, local public social services department, visit-
ing nurse assoclation, local public health department, or similar organizations, or by a pro-
prietary agency.

(e} The term "certified" means that the provider of the service has been
certified as meeting basic standards set by a responsible national voluntary non-profit
agency, such as the National Councll for Homemaker-Home Health Aide Services, Inc.

() The term "Secrciary" means the Secretary of Health, Education, and
Welfare, -

SCCPE OF BENEFITS

Sec, 1142, (a) The benefits provided to an individual or family under this Act shall
include full or part-time care and services whether rendered on a daytime, nightiime, week-
end, emergency, or full 24-hour-care basis,

(b) Porsons who have been found to be In financial need under regulations
prescribed by the Secretary of Health, Education, and Welfare shall receive the benefits of
the service without cost to them., The basis of payment to the agency providing services
shall be the full reasonsblc cost of the care and services in accordance with regulations pre-
soribed by tbe Secretary,

(c) Payment for o by persons not meeting the criteria in (b) above shall be
made on a sliding fee schedule In terns of full reasonable cost.

{d) The homemaker-home health aide services for which payment-must be '
made In full or in part from public funds shall be provided through a public agency providing
other health and/or welfare services, The service may be provided directly by such agency

or through purchase of service, Any agency whether public, non-profit voluntary, or propri- _

etary must be certified as meeting the basic standards set by a responsible national voluatary
pon-profit agency, such as the National Council for Homemaker-Home Health Alde Sexvices,
Inc,

{e) Payment for nceded homemaker-home health alde services, as defined
ahove, shall not be conditional upon the individual's or family's recelipt of any other health
or welfare service.
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Cec, 1143, Tha Secretary shail submit annually to the President and to the Cezgress
2 full report ca the pregram under this Act, including recommendations for eny impre.omexst
thereln,

EFFECTIVE DATZ

Sec, 1144, This Act shall apply with respect to care and services furnished on or
after October 1, 1975,

1/31/75 -
National Council for Homemzker~
Home Eealth Alde Services, Inc. -



NATIONAL COUNCIL.
for Homemaket-tHoeme Hiaith Aide Services Ing,
A non-profit national standard-setting organizat

.5 67 Irving Place, New York, N.Y. 10003 (212) 6744990

FOLICY STATEMENT
by
: The Board of Directors of the
National Council fcr Homemaker-Home Health Aide Services

on
Safeguards for Dolivery of Lomexsker-Hooe Health Aide Services

Homemaker-home health aide ecrvices should be efficient, effective and given with
safeguards to protect the pcople servad. Therefore, any agency -- governmental,
voluntary noan-profit or proprietary -- which provides homemaker-home heslth aide
services should meet basic standcrds, established by a national voluntary mot-for-
profit standard-setting bcdy. Tk stcndsrd-sctting body determines through objective
reviev vhether an sgency Dnets dberic stunderds.

Adherence to basic standarde rcquires that homenaker-home health aide services,
under vhatever auspices,

1.  be providad by a team coupos:] of both professionals and homemaker-
home healih afdes. Tihe homeraker-hcae health aides are to be
coployed and paid by the cgzucy; the azency must provide training,
and professional supervirion;

2. be soundly adainistcreé, inclu.iizg maintenance of sound statisticsl
and cost data;

3. insure that appropriatc sarvices nre given as needed, but only for
the perfod required, as d«tcermined by professional evaluation and
continuing reacsessm:nt of thc individval's or family's needs; -

4. be described ccevratily and adcquateliy to the public. Information
as to the availe®{lity an! quclity of service shall de readily
accescible to those te L forvad.

The above principles or3 e,u:li ... ui.ol vict thy rorvicec are delivered directly
to an individual or family an? whez t'e narvices ave purchased on their behalf from
another agency.

Communities provide hom~tizkar -head health aide gervices in various ways. Whatever
the system, the intoruet of thuse 8.::v2C murt be protectad. Government, voluntary
non-profit and preprictesy vgercics ail k vy vesporsibility to work actively toward
comprehensive, quility hooc miker-iome “.oitn aiie service in each ecommunity.

69-362 0 - 81 - 23 _
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BASIC NATIONAL STANDARDS

for

Homemaker-Home Heslth Aide Services -

The Agency Shali Have Legal Authorization to
Operate.

There Shalt Be An Appropriate Duly Consti-
tuted Authority In Which Ultimate Respon-
sibility and Accountability are Lodged.

There Shall Be No Discriminatory Practices
Based On Race, Color Or National Origin: And
The Agency Either Must Have Or Be Working
Toward An Integrated Board, Advisory Com-
mittee, Homemaker-Home Health Aide Services
Staff, And Clientele.

There Shall Be Designated Responsibility For
The Planning And Provision Of Financial Sup-
port To At Least Maintain The Current Level of
Service On A Continuing Basis.

The Service Shall Have Written Parsonnel Pol-
icies; A Wage Scale Shall Be Established For
Each Job Category.

There Shall Be A Written Job Description For
Each Job Category For All Statf And Volunteer
Positions Which Are Part Of The Service.

Every Individual And/Or Family Served Shall

Be Provided With These Two Essential Compo-

nents Of the Service:

A. Service Of A Homemaker-Home Health Aide
And Supervisor

B. Service Of A Professional Person Respon-
sible For Assessment And Implementation
Of A Plan Of Care.

Write:

VIIL

Xl.

Xl

XL,

X1V,

There Shall Be An Appropriate Process Utilized
In The Selection Of Homemaker-Home Heaith
Aides.

There Shall Be: A} Initial Generic Training For
Homemaker-Home Health Aides Such As Out-
lined In the National Council For Homemaker
Services’ Training Manual; B) An On-Going In-
Service Training Program For Homemaker-
Home Health Aides.

There Shalli 8e A Written Statement Of Eligibil-
ity Criteria For The Service.

The Service, As An Integral Part Of The Com-
munity’s Health And Welfare Delivery System,
Shall Work Toward Assuming An Active Role In
An On-Going Assessment Of Community Needs
And In Planning To Meet These Needs Including
Making Appropriate Adaptations In The
Service,

There Shall Be An On-Going Agency Program
Of Interpreting The Service To The Public, Both
Lay and Professional.

The Governing Authority Shall Evaluate
Through Regular Systematic Review All Aspects
Of l1s Organization And Activities In Relation
To The Service’s Purpose(s} And To The Com-
munity Needs.

Reports Shall Be Made To The Community,
And To The National Council for Homemaker-
Home Health Aide Services, As Requested.

National Council for Homemaker-Home Health Aide Services, Inc.
67 Irving Place - 6th Floor - New York, N.Y. 10003 (212) 674-4990
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Saumy K. GrIPnN, Presidens
Cuanres W. Huw, o, Menaging Director

THE NATIONAL FEDERATION
OF LICENSED PRACTICAL NURSES, INC.

888 SEVENTH AVENUE, 18tH FLOOR
NEW YORK, NEW YORK 10019 (212) C1 66629

September 2, 1980

Senator Herman Talmadge
Senate Finance Committee
U. 8. Senate

Washington, D. C. 20510

Dear Senator Talmadge:

The National Federation of Licensed Practical Nurses
shares with the Senate Finance Committee a great interest in
improving the quality and kind of health care delivery in the
United States.

There are more than 600,000 LPNs in the U. S. who
work in various settings and situations. The new and expanding
role of nurses -- especially LPNs -- is finding more and more
participation in noninstitutional settings. While it remains
true that most LPNs work in hospitals and nursing homes, a great
many are now expanding into areas within the community. As the
second largest group of health providers, we have a keen interest
not only in delivering health care, but in helping the community
formulate policy and law.

We hope that when hearings continue on S$.2809, you
will consider testimony of LPNs in making what we believe are
some important changes in the present proposal.

We look forward to working with you in the months to
come and we stand by ready to assist in any way we can.

Sincerely,

Sammy K. Griffin
President

SKG:cdd

NFLPN: The Professional Organization for Licensed Practical/ Vocational Nurses in the United States
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NATIONAL  AMERICAN
REVIRED  ASSOCIAL.ON
TEACHERS Of RENNED
ASSOCIATION PERSONS

STATEMENT

of the

NATIONAL RETIRED TEACHERS ASSOCIATION
and the

AMERICAN ASSOCIATION OF RETIRED PERSONS

before the
COMMITTEE ON FINANCE
U.S. SENATE

on
S. 2809
THE NONINSTITUTIONAL LONG-TERM CARE SERVICES
FOR THE ELDERLY AND DISABLED ACT

August 27, 1980

Midred Mocre Olof ) Kocso Cyrd ¥ Buchfels
Presdent. NATA Presideny, AARP Exeautive Cireaor

Nononoi Headquarters: 1909 K Sreet. N.W.. Woshington D C. 20049 (202) 872.4700
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Our Associations would like to offer the following brief
comments on the bill, S. 2809. We have long been involved’
in legislative and public policy efforts to provide for a
program of comprehensive, community based noninstitutional
long-term services for the elderly. The comments offered
herein are therefore a reflection of our priority concern
that home health care services and community-based long-term
care become an equally viable option to institutional care -
quite an inadequate response to the long~term care needs

of o%?er Americans.

There is- at present a strong statutory bias in the long-term
care area toward institutional or nursing home care (most
clearly reflected in the massive Medicaid program). At the
same time there is-no real continuum of long-term care
services being provided to our elderly citizens. More-

. over, the coordination of home- and community-based alter-
natives to institntional care has been at the very best
disappointing. This situation has been exacerbated by the
tendency to assess (and subsequently provide) medical
services separately from other needed social services.

S. 2809 would provide the elderly with a much needed
continuum of in-home health and social services as an
alternative to costly institutional care. This is an
area which has been largely forgotten in all major national
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health insurance proposals, whether comprehensive and uni-
versal in nature or merely catastrophic in the protection
they purport to offer. Our Associations are firmly con-
vinced of the immediate need to address legislatively

this nation's long-term care dilemma. S. 2809 is in
close concert with this goal.

Section-by-Section Comments

The scope of entitled benefits (Section 2102) seems to us
too limited. While we strongly support the priority use
of limited resources to provide home health, homemaker-
home health aide, adult day care and respite care services
to the aged and disabled, the absence of nonmedical social
services could seriously compromise the effectiveness of
S. 2809. A full continuum of medical and social services
is clearly needed. It seems to us inadvisable to provide
reimbursement for more costly home health services when
nonmedical aid and assistance would more than suffice. -
This point reflects a larger concern of ours - the need
for an oversight function incorporating both institutional
and noninstitutional services within a single program (or
Social Security title)}. Still, we strongly support the
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requirement that the hame health agency be licensed in those States
requiring such a procedure. We “oppose the .dismantling of those
minimal quality of care standards that have been painstak-
ingly egtablished in the area of home health care, and
contrary to the recommendation cf the Committee on Finance

in its bill HR 934 (Medicare-Medicaid Amendments of 1980),

we believe that all home health agencies should be licensed

by the State(s) in which they operate. There is some question,
though, as to the specific licensing, cerification and/or
inspection of care requirements for providers of homemaker-
home¢ health aide services, adult day services or respite care
services contained within S. 2809. Concerning the

delivery of respite care services in particular,

we would note that many individuals may not require medical ~
care and that a neighbor or nearby family friend may be in

the best position to offer such services. As presently
constructed, this legislation seems to preclude this

from happening.

Section 2103 details eligibility criteria for the Title
XXI program. We are especially pleased to see that cer-
tification of eligibility is to be made by the Secretary of

Health & Human Services (HHS).

As we have stated, it is particularly significant that the Pread-
mission Assessment and Screening Team (PAT) be given

“"gatekeeping" authority over the payment of benefits and
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the provision of (long-term care) services. We contend,

that while the physician should certify and generally super-
vise the medical plan of care, this authority should not necessarily
gxtend to the total pl;n of care. At the same time we are
encouraged by the fact that a'"social or health organizatiod

may also refer eligible individuals to PAT screening and that
periodic reassessments are to be undertaken (albéit, at the

discretion of the PAT).

After the designation by the Governor of each State of the
lead agency for Title XXI, we are told that the lead agency
is to designate at least one PAT for each unit of general
purpose locgl government in the State (e.g., local PSRO's,
HMO's, department of health or rural health clinic). We
wonder, though, whether the siqe or even the composition

of the PAT, should not vary according to the size of the
local area or its population. Regarding the composition

of the PAT we are curious as to the rationale for decid-
ing on these three mandatory and three optional components.
Clearly, the PAT must be "under the general supervision

of a physician" charged with certifyingvthe medical "plan of care.”
But, in addition to a registered nurse (or ﬁurse practi-~
tioner) and social services worker, why has the partici¥
pation of a physical therapist been mandated? Moreover,
who determines whether the participation of a mental health
-professional, a rehabilitation specialist, a senior advo-
cate or an occupational therapist is "necessary"? The

designated "lead agency"? And how is a "senior citizen
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advocate" defined? What specific role would such an

individual play on the PAT?

Section 2105 deals with applicable copayments by Title XXI
eligibles. For all but respite care services a 10 percent
(of the reimbursable amount) copayment would be required
for visits in excess of 50 per calendar year. It is un-
clear, however, whether any reimbursement, even with_aub-
stantial copayments, is to be allowed for respite care
services beyond the minimal entitlement of 14 days of such
care per year. We would also question whether the scope
of benefits would be altered to reflect home health bene-
fit expansions such as those contained in the bill HR 934
(e.g., elimination of the 100 visit limit under Parts A
and B of Medicare for home health services), should this
legiglation be enacted by the Congress. On bal-

ance we support the stepwise approach this legislation
represents and in particular the setting of ceilings on
copayment liability in accordance to the "available"
income of the individual., It should provide access of the
non-poor elderly to community based long-term care services

. ==
- and avoid a significant degree of needless institutionalization.

:
" The amount payable for these services is to be determined

on the basis of a schedule of fees negotiated in each State
(or area of a State) by the Secretary in cooperation with the
appropriate State agencies. One question regarding these
jointly developed fee schedules is how this payment system
interfaces with the recently promulgated (Section 223) home

health agency cost limits. This remains unclear.
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The use of carriers for the purpose of administering bene-
fits is also of concern to us. We would hope that in light
of the experience with Medicare Part B carriers this
Committee and the Congress would seriously consider the
development and use of special regional Title 21 carriers
who may develop expertise in this area and achieve signi-
ficant economies of scale in claims processing. The least
acceptable approach to us would be the "piggy-backing" of
this new function on top of what is already in many in-
stances an unmanzgeable caseload for many (Part B) Medicare

carriers.

Section 2111 indicates that the Secretary will 1s§ue regu-'
lations which will facilitate the coordination of all

Title XVIII, XIX and"xx regulations. Yet, despite the

role of the PAT team, we believe that insufficient atten-
tion.has been paid to the need for effective case manage-
ment. Merely providing an elderly individual a list of
;ervice providers is quite frequently inadequate. More
attention needs to be paid to the estab;ishment of effec-

tive and on-going case management.

Section 7 of S, 2809 would amend the Intoernal Revenue Code
(section 44) to allow a new tax credit of $§100 for each
taxable year for the care of an elderly dependent. Our
Associations have long supported provisions such as this
as a means of providing the family thé support needed to

avoid costly institutionalization. However, we believe
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that a $100 tax credit is an insufficient incentive. It

is a mafglnal improvement over the present situation which
finds favorable tax treatment (deductibility) available
only when an elderly person is institutionalized. We would
recommend increasing such a credit to at least $250 per
calendar year and scaling it to the maqnitude of individual
documented expenses. Furthermore, when cost estimates from
the Congressional Budget Office (CBO) are available, we
would be most interested in knowing the relative estimated
revenue losses of a $100 tax credit versus a $250 or $500
credit. We would also like some clarification as to
whether this Section (7) would become effective independent:
of the three-year noninstitutional long-term care services

demonstration program.
Conclusion

These abbreviated remarks are merely the broad outlines of
our Associations' intitial thoughts on S. 2809, the "Noninsti-
tutional Long-Term Care Services for the Elderly and Dis-
abled Act." Like many other groups calling the attention of the
Congress to this problem, we believe the level of inappro-
priate institutionalization -~ especially among private pay
patients - can best be addressed in the near term through
and expanded range of community~based LTC alternatives.

In fact, to the extent that private pay patients with rela-
tively low care needs can be served through an expanded

and coordinated array of community based health and social

services significant cost savings to the States and Federal
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Government can be realized by moving the many Medicaid
patients presently in acute care hospitals to a more appro-

priate level of care, i.e. previously unavailble nursing

home beds. Our Associations support S. 2809 as an effec-

tive first step in addressing this problem,
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September 10, 1980

Mr. Michael Stern, Staff Director
Committee on Finance

Room 2227, Dirksen Senate Office Building
Washington, D.C. 20510

Dear Mr. Stern:

The North Central Florids Health Planning Council and its Long-

Term Care Subcommittee are pleased to present the enclosed testimony
and related information for your consideration. This material is
based on work the Council recently completed in the area of long-
term care. We believe it will be useful to the Subcommittee on
Health as it considers Comprehensive Community Based Noninstitutionasl
Long-Term Care for the Elderly and Disabled (S. 2809).

Enclosed are:

1. Written testimony summarizing the major problem areas identified
by the Council;

2. An assessment of lcng-term care needs in one of the counties in
our health service area; and,Qy

3. A copy of the draft section on long-term care which yjll be
included in the Council's 1981 Health Systems Plan.y

I hope you find this material useful. Should you have any questions
or comments, please do not hesitate to contact Carol Brady, Director
of Health Plan Development, at the number below.

Sincerely,

J.B. White, Ph.D.

Chairman

Long-Term Care Subcommittee

JBW:mam o

Enclosures

B s vl s ppi of HHos offis st felloo
%,&w ‘ 4

NORTH CENTRAL FLORIDA
HEALTH PLANNING COUNCIL, INC.

2002 NW. 13%h St Gainesville, Flonda 32601  Suite 103
(904) 377-4404 Phikip J Hughey, Exacutive Director

Equal Opportunity Employer M/F
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North Central Florida Health Planning Council, Inc.
Testimony on Long Term Care
Presented To
United States Senate
Committee on Finance
Subcommittee on Health

September 9, 1980

In January, 1980, the North Central Florida Health Planning Council,
Inc. a health systems agency serving 16 counties, established a
special subcoamittee to investigate lonz term care and the needs

of the elderly in north central Florida. This subcommittee included
health care providers, consumers, nursing home administrators and
representatives of senior citizens organizations. The subcommittee
was charged with determining the needs for services and identifying

problems which could be addressed by the Council in its Health

Systems Plan.

As part of its study, the subcommittee heard presentations from

a variety of persons involved with long term care. These included
nursing home operators, licensure officials, representatives from
CommuUnity care programs, members of the Professioqal Standards
Review Organization (PSRO) and Nursing Home Umbudsman Committce,

and the chairman of a statewide planning committee.

Based on these presentations and subsequent investigation, the

subcommittce identificd four major problem areas:
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1. The lack of a continuum of long term care services;

2. The inadequacy of Medicaid reimbursement and government
funding for community-based alternatives;

3. The availability of fbng term care services; and,

4. Quality of care.

The first two problem areas are particularly pertinent to the
Senate's consideration of S.2809, Comprehensive Community Based

Noninstitutional Long Term Care for the Elderly and Disabled.

The elderly 1equire a comprehensive range of services from resi-
dential facilities to health care and community support services.
Ideally, elderly persons should be able to move with ease between
different levels of services based on their needs. Currently,
however, when this range of services is available in an area, it
is offered by a variety of separate public and private agencies.
These agencies usually have different eligibility requirements
and sources of reimbursement. Coordination between programs is
generally informal. Because of this, the elderly have difficulty
finding and receiving services most appropriate to their needs.

Specific problems identified by the subcommittee include:
1. The institutional bias of Medicaid.
Although the development of community support services is receiving

increased attention, this emphasis is not rcflected in major

government support programs. For example, a person living in a
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congregate living facility receives about $250 per month in State
support, while the same person placed as an Intermediate II patient
in @8 nursing home receives more than $600 monthly under Medicaid.
Recent legislation has increased monthly state payments to‘SSSO.
however, a substantial discrepancy remains. Additionally, income
eligibility under the Medicaid program is substantially higher

for institutional patients. A Medicaid client living in the
community has an income limit of $228 per month, while the cap

for nursing home residents is $556 per month.

Finally, Florida provides major support for nursing home care.
In 1978, $109 million dollars, 38 percent of ;he total Medicaid
budget, was spent on nursing home care. In contrast, $3.4
million dollars was alloted by the State for community support

services.
2. Gaps in services.

A comprehensive range of services is available in few areas. Many
times it is difficult to find sponsoring organizations or to raise
local funds which are required as match for many federal and state
progranms. Additionally, current programs may not appropriately
meet the needs of residents. A major gap identified in the Marion
County Study conducted by the subcommittee is a lack of services
between congregate living and nursing home care. Elderly residents
who are indepcndent but require supervision and limited medical

care have difficulty receiving services. Congregate living
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facilities cannot provide medical care and few nursing homes

except Intermediate patients because of low reimbursement.
3. Lack of coordination between programs.

Since services for the elderly are offered by a variety of independent
agencies, coordination between groups is an important component

in developing a continuum of care. In general, however, there is

8 lack of coordination and awareness of the services offered by
various agencies. There is no organization which channels the

elderly into services. Florida does not have a pre-admission
screening program for nursing home patients. Referrals between

agencies are frequently limited to problem clients.
4. Provider referral patterns.

Since many community support programs have developed only
recently, there is still a tendency on the part of physicians,
hospitals and community agencies to think of nursing homes as the
primary placement for long term care. More information and educa-
tion ibout community services is needed to insure all alternatives

are considered for patients.

Additionally, community support services are seldom offered as
an alternative before a situation becomes critical. The majority
of elderly residents in north central Florida are living with

families in the community. Yet, services such as respite care
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and adult day care are only offered when families have exhausted
their resources and see insitutional placement{ as the only
alternative. Again, Florida has no pre-admission screening pro-

gram for nursing home patients.

S. Separation of medical and social support programs.

Long term care services have been artificially separated into
medical and social programs. Few elderly are free from medical/
physical problems, yet studies have shown placement in a medical
facility, such as a nursing home, is often due to social problems
and the availability of government support rather than medical
condition. Separation of funding for social and medical progranms,
with their inherent differences and eligibility requirements,

creates an obstacle to the development of a continuum of care.

In an effort to address these problems and to contribute to the
development of a continuum of long term care services, the sub-

committee recommends the following:

1. The establishment of pre-admission screening programs

for nursing home patients.

A mechanism must be developed which will channcl the
elderly into the services most appropriate to their needs.
To be effective, a pre-admission screening »rogram must

include both private pay and government funded patients.
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2. The development of an slternatives budget to finance

community programs.

Florida and other states should eliminate low levels of
nursing home care (for example, Intermediate II) and use
these funds to finance community based alternatives. This
will contribute to long-range cost savings by reducing
inappropriate institutional placements, freeing up nursing
home beds for patients who requiire this level of care,
It is important to recognize that a continuum of care will never
materislize as long as we allow persons with the same level of
activity limitation to be served in the comamunity lnd‘in nursing
homes. The state and federal governments hold the purse strings
effecting long term care. These financing mechanisms have a pro-
found impact on the shape of long term care services. A continuum
of care will only be developed if a comprehensive, coordinated

approach is used in the funding of these important services.
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September 2, 1980

Mr, Michael Stern, Staff Director

Senate Committee on Finance

Room 2227, Dirksen Senate Office Building
¥Washington, D.C. 20510

Dear Mr. Stern:

The Ohfo Council of Homemaker-Home Health Aide Services, Inc,, with a
membership of over 300 persons from public, private, large, small, urban and
rural homemaker-aide agenclies across Ohio, appreciates the opportunity to comment
on $. 2809, the new Title XXI bill,

We support the plan as an effort to broaden and expand much needed In-home
services for the feeble elderly and for the disabled of all ages. We know from
experience that many can be and would prefer to be cared for in their own homes
rather than in institutions,

However, we are concerned about the following provisions, First, the pro-
posed bill will create a new buresucracy, Preadmission Assessment Teams (PATs),
which will be costly, undermine or duplicate the professional functions of existing
services, and could not possibly be responsive to the daily crises of the (11 and
disabled. We belleve that the PATs should confine themselves to estadblishing the
person's need for care and the level of care appropriate to those needs. The person
should then be referred to a home care agency which, by certification, approval or
accreditation by a state or national body, Is known to have adequate standards of
service., The service agency should have the responsibility for developing an
individualized plan for care after consultation with the individual in need, fomily
members, and the physiclan, The plan should be reassessed at regular Intervals and

at any point a change {n the indlvidual's condition requires attention.
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The role of the staff on the reassessment teams would be limited to
establishing the need for care and to monitoring the appropriateness of
the service given. Unless adequate standards for care are required In the
federal legislation and a system for monitoring by state officlals outllined,
we belleve that this home care program will be marred by serious fraud and
abuse. Not only Is there a great potential in home care for agenclies and
individuals to misrepresent what care Iis belng provided, there [s also the
potentlal for actual abuse and neglect of the individual in need by untrained
and/or unprincipled persons, Standards and the enforcement of standards are
asbsotutely essential to any home care system, The states have falled In this
role so far so we believe the federal government must take some responsibliliity
In this area. The least expensive way would be to recognize accreditation
or approval by selected national agencles, and certification by state health
departments and give the state the optlon to set or recognize other standards.

An additional problem is that many states like Ohio have excellent written
standards in its Welfare Department for homemaker-aide service but don't have
the staff to monitor them and award contracts without regard to the standards.
Unless an active, effective monitoring system is required in each state, standards
will remain a farce,

We believe that an effective monitoring system should look at the client
rather than merely at written records and impose heavy penalities on agencles
or persons violating conditions of safe or appropriate care., Every attempt
should be made to eliminate recording requirements which now result in one
hour of paper work for each hour visit. This increases the cost of home care
and leaves less time for meeting the needs of the client. The rellance on the

written word has certalnly not even slowed fraud and abuse, We believe that
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insisting that agencies and services meet standards before they are eligible

to participate In the home care program and then monitoring care by home visits
to a random sample of clients with clearly defined and enforced penalities .
for violations would be more effective and less expensive,

Our State Council supports the provislons In the bill which include social
and environmental factaors, as well as health in the pre~adm|ssioé‘review. Ve
know from experlence how important the social and environmental factors are to
the Individual's mental and physical health. We are concerned, however, that
the designated PATs are traditional! health agencies which have not always had a
pattern of considering the broad needs of individuals. We see no requirement
that social workers be involved nor do we see social work or counseling as one
of the services offered, We understand that it can be included under Hedicare
but the limitations are so great as to make it Insignificant, (f the bill is
to achieve Its broad goals, we believe that soclial services will have to have
a larger and mandated role, Otherwise we will be continuing our narrow and
inadequate home health care program,

The Counci! supports the addition of adult day care and respite care to
services covered and would hope that the same concern for ‘standards prevai!

In these areas. -

We also support limited tax credits for families caring for dependent
elderly but bellieve this should s)so be extended to familles of the developmentally
disabled. We have witnessed the flnanclial burden lasting many years created by
care for developmentally disabled at home and know this is a major factor in
considering Institutionallzation.

Ve also support the system of payments based on income after a specifled
number of free vl;its. ¥We would hope that this would help dbring some degree of
reality to the overwheiming problem of health funding. Perhaps it could be

extended to other areas of health care.
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In summary, we belleve that this bil) Is a commendable and pioneering
approach to the care of the chronically i11 or disabled and feeble aged
fn our country, However, unless It requires adequate standards of service
and separates the eligibility determination and monitoring roles of the PATs
from actual case management or sérvlce provision, we are concerned that it
wlll only add more Inadequate and dangerous service to an already troubled .
field.
Sincerely,
= Dewe s Ml
Ann Mootz o
Legislative Chairman

Ohio Council of Homemaker-
Home Health Aide Services
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INTRODUCTION

The ten organizations teprouonfad by this statement were
hopeful when we learmed about the introduction of S§. 2809, a bill we
believed would finally recognize and begin to deal with the long-term
care crisis currently facing our country, especially as it relates to
the specific needs of the non-elderly, disabled pbpulution. Barlier
this year, our organizations were invited to present informal prelimi-
nary comments on the bill to the staff of individual Senators. We
appreciated and took advantage of that opportunity and are pleased
that several of our suggestions were incorporated into S. 2809 as it
was introduced. However, we are still not satisfied with the overall
tone of the bill and have problems with many of its provisions.

§. 2809 is primarily designed to serve the élderly- through a
medically oriented, acute care system. This is not to say that there
are not major imptovemé;ts embodied ifi 8. 2809, there are. However,
unless we can truly and finally shake the health oriented system of
services and recognize the uniqueness of the non-elderly disabled pop-
ulation with social/developmental needs, then we question the need for
a new Title XXI and corresponding bureaucracy. Why not modify our
existing medical programs, Medicaid and Medicare?

Partly because there has never besn a national policy on disabil-
ity, benefits for this population have evolved and continue to evolve

in a questionable manner, i.e. as add-ons, afterthoughts or tagged

694362 0 - 81 ~ 24
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inappropriately with benefits for some other population in need.

With thie haphazard mushrooming of programs or pieces of programs for
disabled people comes an equal number of inappropriate definitions,
limitations and restrictions. Such is the case with 8. 2809, a bill
primarily for the elderly with medical needs.

It is also important to realize that the blossoming, in recent-—-
years, of budget, appropriations and authorizing committees, subcom-
mittees and special committees has made it impossible for organiza-
tions concerned with disability issues to reach, interact and help
educate all of the significant members and staff of Congress. Thus,
the development of programs for disabled individuals continues to .
suffer due to lack of in-depth knowledge of their specific needs and
trends in the field of disabilities.

Our statement is intended to reflect certain of these needs and
trends idvan effort to continue a process which will result in 8. 2809,
in its final form, being truly responsive to the unique needs of chron-
ically disabled people of all ages. Our comments on §. 2809 are pre-
sented in the order in which the various provisions appear in the

legislation.

PURPOSE OF TITLE

The purpose statement in 8; 2809 omits two references that are
critical if many of the less articulate elderly as well as the non-
elderly disabled are to be recognized as equally eligible recipients

under this Title:
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1. There is no mention of developmental or psychological serv-
ices; and
2, There is no recognition that for many persons with disabil-
ities now institutionalized, a major thrust should be to re-
turn these individuals to the community and terminate their
current institutional status. -
Our organizations strongly suggest that the wording of the pur-
pose statement be changed to read "...noninstitutional medical, social,
paychological and developmental services..." and "...to ensure that
such individuals are assisted in remaining or becoming functionally
independent in their own communities, and therefore avoid or termi-

nate unnecessary placements of such individuals in institutional

facilities.*

S§COPE _OP BENEPITS
Our organizations believe there should be no set limits on the

amount, duration or scope of the services available under this Title
for individuals determined to be eligible for and in specifi: need of
such services. It is generally recognized that such arbitrary limi-
_tations are self-defeating and create notches and gaps in services

that act as barriers to the development of an individual's indepen-
dence. One needs only to study the history of programs such as the
Supplemental Security Income program (Title XVI of the SOGiaIISacur-
ity Act) with its arbitrary Substantial Gainful Activity (SGA) level

{now modified by P.L. 96-265) and the Early and Periodic Screening,
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Diagnosis and Treatment (EPSDT) program (under Title XIX of the Soci-
al Security Act) which allows the states to set multiple limitations
on amount, duration and scope of qorvicel to predict the outcome of
similar limits proposed undeﬁ.s. 2809.

It makes sense that benefits should be phased out smoothly as
the need for such benefits subsides, and that individuals should not
be-penalized at some arbitrarily established moment as they progress
toward functional independence.

Such limitations bear no relationship to an individual's devel-
opment or need for services. Rather, they are based on immediate
economic concerns and suspicions of fraud and abuse. They are short-
sighted and do not recognize the rea’ pay-off or savings which can
occur if individuals are allowed to progress as far as possible to-
ward an 1ndependen€‘£unctional level. 1Indeed, they reflect a sur-
prising lack of concern about individual recipients.

Our organizations recommend the removal of all limits on the
" amount, duration and scope of benefits provided under Title XXI .in
exchange for a gradual reduction in services based on the needs of
individual recipients. This would require the elimination of the
14 day or 336 hour limitation on respite care (Section 2102(a)(4)) and
of the 50 visit limit on home health, honeuakeé-hone health aide and
adult day services after which copayments are charged (Section 2105
(a)(1), (2), and (3)). (We support copayments which are based on

level of income as described on page 13 of this statenent.);
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Our specific suggestions relative to particular services are

the following:

1. Under Section 2102(b) (1) (A) (iv) add the words *jincluding
thoge drugs and biologicals necessary to control an impair-
Rent." immediately after "medical supplies.” The words
® (other than drugs and biologicals)" should be omitted.

Precedent for this change has been established in P.L. 96-265.

Both the hearing record and committee reports explain the need for
such coverage. As a prerequisite to the development of functional
competencies, indiwiduals with certain disabilities such as epilepsy
must establish seizure control through the use of drugs and biologi-
cals. -

2. Under Section 2102(b)(3) the words "intermediate care
facility, hospital® should be omitted. Hospitals aid ICP's
are institutions. Services provided in these.facilities
are or should be part of the package for which authorization
already exists under Title XIX. All references to hospitals,
Skilled Nursing Pacilities and ICP's as providers should be
onitted..

Residents or inpatients of such institutions ;ﬁould be eligible

only for '1nfoach'{aorv1ces by community agencies as part of the pro-

cess of easing and hastening the individual's transition to non-
(

* This does not, of course, refer to outpatient and clinic services
which are housed in a hospital or medical center. It may be advisable
to amend Title XIX to assure eligibility of persons defined in Section
2103 for such outpatient services.
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institutional status. Community-based services should be provided
to individuals residing in normal community Adwellings, i.e. single
family homes, apartments, condominiums, and so forth. Specifically,
nnreiated disabled individuals who are living together in a small
group living arrangement in the community should be eligible for
Title XXI services.

While it is appropriate for multipurpose senior centers, rehabil-
itation centers, centers or agencies for the handicapped or other such
non-residential facilities licensed by the state to¢ ha recognized as
providers of adult day services, it is inappropriate to encourage
the incorporation of such services in institutional environments.

3. Under Section 2102(4), the words "...because of the absence

of..." should be deleted and replaced with the words "to

provide relief to."

"Respite care services"® rep;;sent one component of a family/
taregiver support system that provides temporar; relief for primary
caregivers.- To be appropriate and meaningful, respite care services
under S. 2809 should not be tied to the absence of a caregiver but
rather to the need of the caregiver for time away from the dependent
individual. It is clear that a critical factor in the continued sup-
port and care of a handicapped individual within a home environment
is the availability of respite services which allows the primary care-
giver time away from the constant responaiﬁilitien of caring for the
handicapped person. }

The medical bias of S. 2809 again emerges in the requirement

that respite care services be provided under the supervision of a

registered nurse who is employed by a certified home health agency, -
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homemaker-home health aide agency or local public health department.
Such a requirement is not only unnecessary bu® completely inappro-
priate when respite care services are provided for elderly and dis-
abled individuals with little or no need of medical services. This
requirement, if enacted, would promote the idea that all disabled
people are sick and in need of medical services. It would waste a
great dggl of money by requiring the services of a professionally
trained registered nurse where none were needed.

Jur organizations vehemently oppose the categorical across-the-
board mandate or authority for use of any medical personnel, in either
a supervisory or direct care role, oxr as a referral source. Such
models inflate costs and can result in less than optimal use of re-
sources. Such personnel should be required only where it is medical-
ly necessary.

4. In our opinion, case management services should be included _
under Section 2102 of 8. 2809. While we recognize that there
will be an understandable tendency to emphasize "hard,” hands-
on services, we believe that it is absolutely critical that
availability of case management services be required as a
condition of participation under Title XXI. Otherwise, it
willlbo nearly impossible to exertise reasonable control over
the cost, appropriateness and quality of services rendered to
elderly and non-elderly disabled persons in the community.

The accessing and orchestration of such services on behalf
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of this population -- many of whom will require a changing
array of services over time -~ will be an essential determi-
nant of the success or failure of the proposed program.

The term "case management services,” as defined by the Federal
government in P.L. 95-602, means such services as will assist eli-
gible individuals in gaining access to needed social, ?;dical. educa-
tional, and other services; and such term includes:

{(a) follow-along services which ensure, through a continuing
relationship, lifelong if necessary, between an agency or
provider and a person with a disability and the person's
immediate relatives or guardians, that the changing needs _
of the person and the family are recognized and appropri-
ately met; and

(b) coordination services which provide to persons with frafl-
ties or disabilities support, assistance in obtaining access
to (and coordination of) other services, information on pro-
grams and services, and monitoring of the person's pr9gresl.

During the August 27, 1980, hearing on 8. 2809, the Subcommittee
heard from the State of virginia about the need for strong follow-up
services and frodﬁtho State of Now Hampshire about the 400 people
who, through the use of interdisciplinary, preadmission screening and
assessment teams, were approprtatoly denied long-term care institu-
tional placements and then lost, i.e. their whereabouts is unknown

to the teams and the agencies responsible for screening and assessment.
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Once again we want to stress the need for a national policy on
long-term care and a system of services organized in a continuum
through which individuals can move as their level of care needs change.
We want to stop the government from, as one witness put it, ®...snip-
ping segments out of human lives."™ Governwent must deal not with
pio;en of an individual but with the whole individual. Case manage-
ment embodies these concepts.

5. To provide a basic core of services in the community-based

service continuum, 8. 2809 should include under Section
2102 one additional service, i.e. ~social e
and supervision.

This term includes social supervision and assistance for indi-
viduals of limited mental capacity who require such supervision and
assistance to maintain residence in the community. Por instance, a
mentally retarded adult might require intermittent but systematically
provided "judgement® of another adult to facilitate daily living.

Por many disabled individuals, the appropriate consumption of
medications is the primary factor in whether or not they are allowed
to remain in or return to the community. Such individuals may re-
quire supervision from a responsible adult to ensure that medication

is taken on éina and in the proper dosage,

The term "psycho-social counseling and supervision® also in-

cludes counseling with a professionally trained service provider on

a one-on-one or small group basis around a specific individual problem.
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Such counseling is designed to assist the individual in alleviating
psychological symptoms or in strengthening his/her ability to cope
with external and/or internal stress, or merely to cope with what

appears to non-disabled persons as ordinary demands of adult living.

1B R_BENE

Our organizations are extremely pleased with the dettnltion of
eligible individuals especially as it relates to persons no longer
eligible for benefits under Title II, XVI, XVIII or XIX of the Social
Becurity Act but for whom the loss of benefits under S. 2809 would
seriously jeopardize the individual's abiiityrto continue to live in

a noninstitutional community residence.

P D SION S§C ING AND A

Our organizations support the use of an interdisciplinary team
to screen, assess and formulate plans of care for eligible individuals.
We suggest that such a team be comprised, at a minimum, of a physi-
cian, a psychologist and a social worker. 1In this way the health,
mental health and social care needs of each individual will be ad-
dressed. EBach team must a}so have the capacity for retaining addi-
tional specialists on an as-needed basis. Por example, where the
history of an individual indicates the possibility of nﬁntal retarda~
tion, a qualified mental retardation professional (QMRP) ahouid be a
required member of the team. If an individual appears éo be suffer-
ing from a mental illness, a professional from the mental health field

should be required.
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One of the unique characteristics of persons with substantial,
chronic health-related conditions is that they require a wide spec-
trum of health, habilitation, rehabilitation and social services.

As a consequence, there is a growing recognition that the task of
pinpointing a client's needs and developing aAbalanced array of serv-
1cgl to address them requires the involvement of pcraopnel from sev-
exal disciplines, working together as a tean. .

Our organizations feel it is not necessary or appropriate to
place primary responsibility for the team and approval of the plan
of care on the physician. A physician should never make final deci-
sions for non-medical components of a plan of care. The entire team
should certify the final plan of care which may or may not include
provisions of a medical nature.

We strongly support the idea of a lead agency working in cooper-
ation with other agencies for purposes of this Title. We suggest
th;t an agency of major import has been ommitted -~ the states' de-
partment on mental health.

It is clear that §. 2809 as written omits mental health services.
Our organizations find this omission deplorable. A large proportion
of persons currently institutionalized orlin dangey of inst%tutional-
ization becaﬁlo of the lack of appropriate community-based services
are mentally ill or senile or suffer from emotional disturbaﬂ;;}.
Many elderly, physically disabl!ed and mentally retarded persons, as

well as those with a primary diagnosis of mental illness, require
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mental health services. To deny these vital services automatically
creates a barrier to the effectiveness of any long-term care program.

There are three areas under Section 2104 which, in our opinion,
need to be clarified. Pirst, in Section 2104(c) (1) it is stated that
the lead agency and the cooperating agencies shall work to coordinate
" the designation of at least one preadmission screening and assessment
team to serve each unit of general purpose local government. Our or-
ganizations assumed that this does not mean that a Professional Screen-
ing and Asseasment Team (PAT) is required to be located in every unit
of general purpose local government but rather that a PAT must be as-
signed and available to each unit. Clarifying language on this matter
would be helpful.

Second, the same Section further states that such a PAT mﬁy be
a Professional Standards Review Organization, an area p;fice on aging,
a center for the handicapped and so forth. Obviously, none of these
agencies is in and of itself a PAT but must designate or sponsor a
Professional Screening and Assessment Team. Perhaps these agencies
should be referred to as Professional Screening and Assessment Spon-
sors (PAS's). We also suggest that community mental health centers
be listed as among eligible PAS's. »

Thira, éection 2104 (c) (3) calls for a statewide uniform assess-
ment instrument. We hope this does not mean there will be an attempt
to mandate a particular agsessment instrument for use nationwide.

63: organizations recognize the tremendous need for basic data and
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support the development of guidelines for a basic data set designed
to help both the states and the Pederal government in their planning
and cost accounting efforts. We believe this to be the intent of
Section 2104 (c) (3) but feel further clarification is required. Data
gathering should be a planned by-product of assessment, not vice
versa. .

In our opinion the estaklishment of any screening, assessment
and referral mechanism must address three fundamental concerns, i.e.
the accessibility and ease of intake for the client, the incorpora-
tion of appropriate client involvement in the screening, assessment
and referral processes, and the avoidance of conflict of interest
situations for the professionals conducting the assessments and mak-
ing the referrals. We ask the Committee to provide additional lan-
guage in 8. 2809 clarifying its intent relative to each of these

concerns. {

COPAYMENTS BY ELIGIBLE INDIVIDUALS

In recent years, our organizations have often testified for and
otherwise supported the concept of copaynments for benefits. Such co-
payments, however, would be required only after an individual's count-
able income has reached a certain level. We feel it is unrealistic
and'uhfair, if not ridiculous, to begin charging copayments for serv-
ices-when an individual's income is zero or even $200 a month.

Since the purpose of S. 2809 is to provide community-based serv-
ices in a manner which avoids unnecessary institutional placement

and since aﬁ individual who is in the community must have sufficient
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income protected to cover basic living costs, we recommend that no
deductible or copayment be required of persons whose cash income
{including government benefits) is less that 133 1/3X of the SSI level.
Mg;e specifically, we would require that the state plan provide that
no person having less than 133 1/3% of the federal level (about $317
at present) would be subject to such charges. In addition, states
should be permitted to omit such charges for persons having less than
133 1/3% of the state's own supplemented level for an individual liv-
ing alone. It should be noted that under present Title XIX rules a
person who is not 8SI eligible (or no£ medically indigent in a state
having such a program) but who has an income less than three times
the federal SSI benefit (i.e. less than $§714 as of late 1980) may
become eligible for Medicaid coverage by entering a nursing ﬁbme and
that such coverage will include all basic living costs (board and’
lodging) as well as nursing, medications etc.

. Por maximum effectiveness, S. 2809 must also contain individual
financial incentives aimed at getting people out of nu:;ing homes
and other institutional environments. Therefore, S. 2809 should not
only protect a level of income which is sufficient to allow an eli-
gible individual t6 pay his/her other expenses, incurred when living
in the community, i.e. expenses not covered by Title XXI, but also
Title -XIX should be amended to prohibit states from using resource
tests more stringeng than S§8I.

By requiring copayments of individuals with low levels of income
{ . .
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and limiting free visits to 50 visits a year, S. 2809 penalizes

those most in need. The severely handicapped may require two "visits*
a day, in the morning and again at night. Thus, these individuals
would be served through Title XXI for 25 days before copayments were
required. These individuals are also those most likely to have little
or no income. Thus, a double penalty is imposed.

Those eligible individuals with the most money and fewest serv-
ice needs would be well served by 8. 2809. More severely handicapped
people would not. Currently, several Federal and state programs bene-
fiting disabled people do not place limitations on the number of
visits; they do not count as income otherAPedetal benefits which are
based on low income; they do not require copayments. Many of these
programs may have reached tﬁéir ceilings or have restrictions on cov- '
ered services and are hence substantially inaccessible to many mem-
bers of the target population for S. 2809. However, we still ques-
tion the incentive for chronically disabled individuals in the pro-

gram proposed in 8. 2809, who require ongoing services over many years.

In closing, our organizations must state our grave éoncerns about
about the Horkabilitf of the financing provisions in S. 2809. Attempt-
ing to remove dollars from gther previously established programs for
certain comp;rable benefits Qbuld be a nightmaré; Similar services
provided under Title XX Social Services, for example, may be labeled
differently in the various states wbile services with the same label

may be vastly different. Pulling dollars from programs already at
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thoir ceilings without some real incentives to the states creates a
sense of doom rather than excitement.
The fact that Titie.XXI would begin on a project basis makes
"the workability of the financing mechanism even mo;e questionable.
Why establish such a complex new bureaucratic structure with éucﬁ a
cdmplicated financing mechanism unless it is coupled with a firm,
permanent committment to coritinuation?
In a similar bill introduced on December 19, 1979, in the House

;f ReptesentatiQes. H.R. 6194, the financial incentives are clear -
the primary incentive for the states being a higher federal match gor
community-based services.

| Our organizations would be glad to work Qith the Subcommittee on
anonf the points mentioned in our statement. The recognition of the
need for new approaches to long-term care is indeed heartening, and
we are concerned that any new initiatives in this area be based on a
- thorough knowledge of the figld of disahilities and the specific needs
of éhis population, including the disabled populatioﬁ of all ages.
Por this reason, we are most interested in reviewing the second is-
sue paper to be submitted by Senator Packwood which will examine the
problems faced by persons with disabilities and how they are frequent-
ly forced to reside in institutions rather than homes. May we offer
our data and expertise on these matters especially on the problem of
inappropriate placements of these persons in SNP's and ICF's due to
an emphasis on deinstitutionalization qi£hout adequate community-

based reaidences or services.
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The STAMFORD HOSPITAL

A VOLUNTARY NON-PROFIT
COMMUNITY HOSPITAL

N
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OF NEW YORK MEDICAL COLLEGE

“AN EQUAL OPPORTUNITY EMPLOYER™ _

August 26, 1980

Michael Stern

staff Director

Committee on Finance

Room 2227 Dirksen Senate Office Bldg.
Washington, D.C. 20510

Dear Sir,

1 should like to submit the following statement
regarding Community-based Non-institutional long-term
care for the Elderly and Disabled:

As a professional Social Worker, I support the
concept of a community-based non-institutional support
system which would provide to elderly citizens the means
by which they may, 1f they so choose, remain in their
homes rather than be forced to entexr a nursing home.

* 1 strongly urge that these services should be
available both to Medicaid recipients and to those who
are not Title 19 eligible. Providers should be assured
of payment for the full cost of providing out-patient
sexvices to Medicaid beneficiaries. All elderly persons
would thereby be able to make a choice of remaining at
home or being cared for in an extended care facility. Some
would undoubtedly choose to enter a nursing facility, but
there is no doubt that there are ECF beds being occupied
at this time by persons who would be more appropriately
and happily situated in their homes in the community.

Thank you for your attention..
Very truly youzl,‘

M & seAee

Carol C. Greéenberg,
M. 8§.W., A.C.8.%W,
' CCG:BD Director of Social Work

~

SHELBURNE ROAD & WEST BROAD STREET, STAMFORD, CONNECTICUT 00002 o TELEPNONE (203) 327-1234
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BY
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INTRODUCTION v \,

The Vieiting Nurse Association of Broward County, Inc. charted in 1952

and serving this community under various fundings, including Medicare, Mediceid

and Title XX, would like to comment on the proposed Title XXI, 5.2809.

After desling with trying to meet the health needs of this community
regardless of race, creed, sex, sge or inability to psy, we congratulate
the Senate in their attempt to address these basic needs in & coordinsted

manner.

We, however, see ;any problems which need to be addressed before any

finalization should be done.

“
We will delineate them, as we see them, as follows:

A. Eligibility
1. Medicare eligibility is fairly well set at the present time

according to age (65 years) or 24 months after becoming eligible for
disability under Social Security.

2, Medicaid ellgibiuty is set at the State level without regard
to regional differences. The State of Florida is not. unique in having
rural areas and highly metropolitan areas where thé cost of living varies
very greatly.

3. Title XX eligibility is set at the State level where the eligidi-
14ty 1imit have not changed for over 7 years regardless of the inflation
rate. Our agency has a Title XX Homemaker Program where 27 clients lost
their service because of the Social éecurlty increase in July 1980, Ome
was $3.50 a month over this eligibility level. Thankfully, we found

another source of funding to care for them.
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Questions we wolild like to see answered:

1.

2.

3.

What percentage of those persons over the age of 65 cannot afford
private care? The large number of proprietary ‘agenelu in Broward
County who seem to be very busy not only during the tourist season,
but year-round, seem to belie the fact that all over the age of 65
are medically indigent. Why set Medicare eligibility only on age
and not on a reasonsble income level which could be set on &
sliding scale?

How does a person under 65 years receive care for the 24-month waiting
period before Medicare eligibility? At present he receives care in
the VNA uynder private pay on a sliding scale based on his need for
care and the cost of the visit supplemented by charitable monies
under Unfited Way. He may apply for Medicaid but that takes around
4 to 6 months for processing.

Do you plan on taking away State's rights on Titles gux and XX

for setting eligibility?

What is the definition of the paragraph (4)(B) Section 2103, as -
regards "income 1e not sufficient to allow him to provide for
himself a reasonsble equivalent of the services? We are having

enough problems at present with definitions of reasonable costs.

Caps at present are set on visit costs and the great tendency
seems to be in this area to rise to the top of the cost

allowable.

Preadmission Screening end Assessment
1. Make-up of the PAT. The generalizations of the team frighten me.

HOME HEALTH CARE IS A SPECIALYY.
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a’ Physlcian: This can be any physician from & genersl family
practitionar to a radiologist. Could not s Masters Degree in
Public Health requirement be put on this Physician so that he
pight have an-idea of what a low income home looks 1like?

b. Registered nurse: Could not the basic requirement be a
B.S. in Nureing with at least 2 years in home health care?
Can you expect a 2-year graduate with no experience to know
anything sbout Community Health?

¢. Social Services Worker: Not even a Masters in Social
Work? No experience except in counseling in a nice air-
conditioned office? 1In the six years I have been in
Broward County, how many discharge planners in the social
service departments of the Hospitals have had to be taught
vhat constitutes safe and adequate home care by our
Bducationel Coordinator? At least two dozens.

d. A certified licensed physical and occupational therapist:
They are specialists and should be able to adapt to home
care for their specialty.

e. A Qolunteer: A senior citizen who sees himself as a very
potential occupant of a nursing home and who would never

.. put someone into an institution no matter the cost or
Fecircumstances?
i)é"ﬂii“torrectly quaiified persons would be costly to obtain,
but without correct qualifications their decisions could most

1likely be very inappropriate and increase costs unnecessarily.
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4.

894

b) How many PAT's would be needed in an arza such as Broward
County with close to 30% of its total population of 1,000,000
to do all the referrals and case nnagenenc'ncceuarﬂ

¢) Who controls the quality of decisions made by the PAT?
How many persons are going to be needed to assume correct
regulation of the individual PAT, who are they? and how

such will this cost? Who pays this cost?

Pover and possibility of sbuse

a8) There is already a struggle for power and control
between two groups in Broward and so far with political
clout the tail is oﬁcceeding in wagging the dog over a
matter of case management,

b) With the power and control in one group, the possibil-
ity of abuse is very great.

I have become cynical in watching abuse which has occurred
with the proliferation of howe health agencies and the fight
waged in every quarter to obtain the Federal dollar. Senator
Chiles’ hearings have certainly uncovered much of this abuse
and so far I do not feel that the approach as presented by

8 PAT would relieve the situation.

Assesspent and re-assessment

a) Bow soon after referral can an initiasl assessment be
made? We can assess the total needs, financial, social

and physicial within 24 hours after referral following
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good Community Health concepts with referral to the appro- °
priate community ressources for assistsnce and continuipng
teaching toward independence if possible.

b) With a case load as heavy as this area would demand is

it feasible to do a complete reassessment in 30 days?

Provider
a) Does the provider of services answer to the PAT not only for service
given, but the quality of that service and the cost of the sarvice?

b) What is the provider's relationship to the patient's physician?

- What happens if the patient's physician and PAT dissgree?

c) Does the provider have any rights as far as length of service,

kind of service or do they merely furnish warm bodies?

d) If in the judgement of the provider, service needs to be changed,
either lengthened, shortened or lnappropriatg. vho has th‘ final decision?
To whom does the provider appeal for the decision?

Physician

a) What happens to the privileged and pr!yuu relationship between

the patient and his physicisn when tpe PAT determines the pla;s of care?

b) Does the private physician lose his rights to practice and treat

his patient as he deems fit?

c¢) 1Is he going to be inundated with more papers to sign?

Patient

This may be the last phase of my comments, but to sll in the VNA, this is our
reason for existence. Without the needs of the patient to be considered, we
have no reason for being and yet in only a few places in $.2809 do I see

any mention of the patient’'s right to determine his own care.
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He 1s catdgorizéd as a Senfor Citizen over 65 years or eligible according
to disability and financial status. He is referred by a physician, social

or health organiistion not self referral. .

Bow much consideration will be given to his desire for either home or
institutional care?

W11l he be refused any care if his decision, no matter how inappropriate,
is for home care instead of institutional care? The VNA serves patients,
who for various reasons refuse institutional care even though they need a
sheltered situation for their own safety and vali being. The patient does
have the right to determine his own 1ife style unless declared legally

\

incompetent.

These are only a few of the questfons we would like to have considered for

clarffication on the Bill 5.2809 before any implementation.

RARKKRRRARRRKAARRARRRARRRARKAKARARARRARARA



JESTIMNY SUBMITTED FOR THE RECORD
COMMITTEE ON FINANCE
SUBCOMITIEE oN HEALTH

RE: $-2809 - "CoMPREMENSIVE CovMUNITY-BASED NoNINSTITUTIONAL Lon-TERM CARE FOR
THE ELDerLy aND DisABLED”

FIRSTLY, A COMMENT MUST BE MADE TO THE HONORABLE Herman £, TAUMADGE'S COMMENT
(Press ReLease -2, Juy 28, 1980.)

"HE MUST CAREFULLY EXAMINE THE BARRIERS WHICH EXIST
IN THE MEDICARE AND !EDICAID PROGRAM WHICH CAN
RESULT IN PLACING PEOPLE WHO CAN LIVE AT HOME INTO
NURSING HOMES.”

IN THE EARLY YEARS OF MEDICARE, 60's AND 70’S, 1T WAS RELATIVELY EASY TO ADMIT
PATIENTS TO NURSING HOMES. [N SOME CASES, PATIENTS WHO REALLY DID NOT BELONG IN
NURSING HOMES WERE ADMITTED TO THEM. HITH THE ADVENT OF COST CONTAINMENT AND NEW
MEDICARE REGULATIONS, IN THE 80’S, IT IS DIFFICULT TO PLACE PATIENTS IN NURSING
HOMES AND GET ANY, OR EVEN A PART OF THE STAY COVERED By MEDICARE, A NUMBER OF
MURSING HOMES WILL NOT TAKE MEDICARE PATIENTS AT ALL, OR WILL TAKE ONLY A LIMITED
MUMBER, AND MAINLY RELY ON PRIVATE PAY PATIENTS. PATIENTS MUST MEET A MUCH MORE
COMPLEX SET OF RULES AND REGULATIONS, BE ACUTE OR INTERMEDIATE LEVEL OF CARE, AND
SUBJECT TO REVIEW BY THE PROFESSIONAL STANDARDS REVIEW ORGANIZATION (PSRD). This
1S A MAJOR REASON FOR A SIGNIFICANT DROP IN MEDICARE NURSING HOME PATIENTS FROM
1963 uNTIL TODAY, ‘ '

THE DIRECT RESULT OF THE ABOVE IS THAT PATIENTS ARE POSSIBLY HELD IN ACUTE CARE
HOSPITALS DUE TO LACKOF FUNDS OR RESOURCES TO PLACE THEM IN A NURSING HOME; THE
PATIENT GOES HOME WITH INADEQUATE HOME CARE; OR THE PATIENT GOES TO LIVE WITH A
RELATIVE OR FRIEND. [T IS THEREFORE SUGGESTED THAT THE PROBLEM IS NOT NECES-
SARILY PLACING PATIENTS IN NURSING HOMES INECESAR!LY,ABUT INSTEAD HAYING PATIENTS
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AT HOME OR SIMILAR ENVIRONS WITH INAPPROPRIATE OR INADEQUATE CARE AND SERVICES,
WITH LITTLE, IF ANY, RESOURCES TO DO OTHERWISE.

"DRING 1979, CONNECTICUT'S THIRTY-SIX GENERAL HOSPITALS COMPLETED A SURVEY OF
EXTENDED HOSPITAL STAYS DUE TO PROBLEMS OF PLACING PATIENTS IN SKILLED NURSING
FACILITIES. FROM JuNe TO DECEMBER, THE EXTRA DAYS OF HOSPITALIZATION ROSE FROM
4,035 7o 6,034 pavs, THE PLACEMENT PROBLEMS WERE MOST PRONOUNCED IN NORTHWESTERN
AND SOUTHWESTERN CONNECTICUT, ALTHOUGH MOST OF THE STATE EXHIBITED SOME DEGREE OF
PLACEMENT PROBLEMS, THE EXTENDED STAYS REPRESENTED A YEARLY COST OF $3,7 MILLION
FOR INPATIENT STAYS, THESE COSTS INVOLVE PATIENTS, MOSTLY ELDERLY, WHO MEDICALLY
NO LONGER REQUIRE HOSPITAL CARE, BUT WHO NEVERTHELESS REMAIN IN THE HOSPITAL BE-
CAUSE THERE ARE NO NURSING HOME BEDS AVAILABLE TO WHICH THEY COULD BE TRANSFERRED,
OR BECAUSE THEY HAVE NOT YET BEEN CERTIFIED BY THE STATE AS ELIGIBLE FOR MEDICAID
ASSISTANCE FOR NURSING HOME CARE. IF THE SHORTAGE COULD BE ELIMINATED, AND THE
CERTIFICATION PROCESS EXPEDITED, AS MUCH AS 72.4% oR $6.3 MILLION oF THE 53,7
MILLION COULD LIKELY BE SAVED, THIS SAVINGS REPRESENTS THE DIFFERENCES BETWEEN
HOSPITAL RATES COMPARED TO MNURSING HOME RATES.” **

Comments FrROM:  Mariene CosTiwLA, Recion V Representative, N.A.Q.A.P.
BoarD oF DIRECTORS

See Arracent #1

Comvents FroM:  EL1ZABETH STEWART, SecreTARY, H.A.Q.A.P.
See ATTacMeENT 12

-* Lyned, JoN T., MP.H., “Exvenvep HosPiTAL STAvs: A GRowinG PropLEM”
Coeecriout MeDICE, JuLy, 1980 - Vou. 1, to7 -
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A COMPREHENSIVE COMMUNITY BASED CARE PROGRAM FOR THE ELDERLY, PROVIDING NONINSTI-
TUTIONAL, LONG-TERM CARE MUST PROVIDE FOR THE MOVEMENT OF PATIENTS IN ACUTE CARE
FACILITIES) NEEDING LOWER LEVEL OF CARE, TO SUCH ALTERNATIVES. IN CASES OF LACK
OF FUNDS FOR NURSING HOME CARE, HOME CARE MUST BE THE ALTERNATIVE, THE NEED FOR
THIS TYPE OF PROGRAM CAN BE ATTESTED TO BY MANY AGENCIES, ORGANIZATIONS, AND THE

ELDERLY THEMSELVES.

THE DEGREE OF NEED VARIES WITH COMMUNITY TO COMMUNITY, BASED UPON NUMBERS OF
ELDERLY, INCOME, PRESENT FACILITIES, AND OTHER TANGENT FACTORS. IT 1S FEARED BY
MANY THAT FEDERAL INTERVENTION WITH FUNDING, PROGRAMS, ETC, WOULD BE FILLED WITH
RED TAPE AND BUREAUCRATIC REGULATIONS AND WOULD RESULT IN SIMILAR DEFICIENCIES AS
NOW NOW ARE FOUND IN MEDICARE AND MEDICAID, How THIS CAN BE ALLEVIATED 1S A COLOS-
SAL QUESTION, BUT THE NEED FOR SUCH CARE IS PRESENT, IMPERATIVE, AND FAST  BECOMING
A DISGRACE IN MEETING THE REQUIREMENTS OF OUR ELDERLY IN THE UNITED STATES.

RESPECTFULLY SUBMITTED,

M‘I Ll HMR, Rn"u; cJ’LP.A-; MIBIAl
Presipent, N.A.Q.AP,

ATTACHHENTS

Pace 3



»

400

ALTERATES 7O LONTERN INSTITUTIOMAL CARE

The Medicare plan has not besn designed to cover the cost of long-teram care

for the elderly and chronically 111 patient. It is my understanding that

Medicare is the primary source of payment for only about 1% of ths nursing home
residents who have been institutionslized for more than 30 days. In some instances,
state-operated, but partly federslly financed, programs of Medicaid and public
assistance have been used to fund longters carse. 1In most cases, the patient and
his family are the prinary source of financing longters care.

o

There is an absence of consistenc; among different states' policies and services
which are eligible for reimbursemeni by Medicaid. Many elderly persons are not
eligible for any type of sid dues to recources which they have sccumulated over
the years. These resources are soon exhsusted when the patient is required to
pay sll of his own expenses. Han) slderiy persons are institutionalized who
could function in their own home with min‘mal assistance. If not in thefr own
home, at least in a setting perfersble to 1 Nursing Home.

- —————My_suggestion for an alternate to longterm ii.stitutional care is derived from
my own experience with wy aged mother over th) past eight months. My eighty
year old mother fractured her hip in January of 1980. She was hospitalized
as an in-patient in an acute care facility for nineteen days, then transferred
to a Skilled Nursing Facility. When her level of care was no longer classified
as skilled, she was transferred to the Nursing Home Section of the facility.

I should specify that the determining factor as to vhether she still required
skilled nursing appeared to be that she was no longer eligible for reimbursement
by Medicare guidelines. From my psrsonsl observation, there appeared to be no
difference in the level of nursing care rendered other than it took longer to
have her call light sanswered dues to limited staffing of personnsl on the Nursing
Home side. At this time, all expenses were to be absorbed by the patient and
family wvith no Medicare reimbursement other than for treatments by the physical
therapist which were partially covered. The charges were in access of $800.00
per month plus medications. She shared a small bedroom with another lady, a
retired disabled schoolteacher, who also paid over $750.00 per month. For the
next three or four months, this level of care was necessary, however in later
months, we started to seek alternate means of receiving the care or assistance
she required. From my observation, many of the patients in the Nureing Home
appeared to be capable of residing in their own home or apartment with minimal
supervision or assistance. After checking around, we found that, elderly persons
must be able to ambulate independently before they would be considered for recri-
dence in a Senior Gitizen Housing Development or private Retirement Village.
There appears to be no readily available housing or assistance for elderly persons
who do not qualify for Medicaid assistance and are limited in their ambulatory
status. Many residents of Nursing Homes are mentally alert, minimally disabled,
and able to care for mapy of their own needs. Some require assistance with house-
work, food preparation, bathing, administering medications, shopping and travel.
We were fortunate in that we have been able to hire a housekeeper for less than
the monthly Nursing Home charge thereby enabling my mother to reside in her own
home in familiar surroundings, near her friends and business ties. Many are not
this fortunate. .

From my own observation, my suggestion for an alternate to Nursing Home care
would be a roommate type of system whereby persons of like disabilities, mental
status and personalities were grouped together in one house with seperate bedrooms
and a central living and dining room. Government regulations should not be as
stringent on this type of ‘living arrangement however there should be some reim~
bursement . for home health services necessary to the patient's well being.
Routine household expenses, food, utilities, insurance etc., could be shared

~
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by the residents on a pro rata basis. One manager or coordinator could be responsible
for administering the financial arraggements, pursonnel staffing, etc., for several
"homes". In ordinary circumstances, one nurse could assist with the medical veeds

of several homes. Each residence or home could be staffed with a housekeeper-cook

on a full~time basis, live in status, with part time personnel available for week

end coverage. There should be a central recreational area whereby the elderly

persons could be transported by van, to play bingo, dominos, quilt, knit or just

vistt several afternoons a week. Transportation could be arranged for shopping,

doctor visits etc. -

A system such as this, probably would not cost the individual patient or resident

as much as the charge rendered by a Nursing Home and should afford the elderly a

means whereby they may reside in a private home without being subjected to the

daily viewing of other elderly persons who are mentally incompacitated, incontinent

or terminal. The residents would be encouraged to assume as much of the responsibility
for their own activities of daily living as possible and perhaps even assist their
"roommates" in areas of self care.

Services of a qualified Social Worker should be available on a regular or routinely
scheduled basis for assessing the social and emotional adjustment to the home situation.
Transfers could be arranged to another setting as appropriate after discussion with -
the resident, coordinator and Social Worker.

The coordinator should be aware of which services are reimbursed through governmental
agencies such as equipment rental, services of the VNA and other home health agenéies.

The quality of services rendered could be assessed by an individual delegated that
responsibility or by a representative of the State Health Department. If private
owned homes were not available, homes could be leased or constructed to meet the
needs of the residents. All "homes" should be one level with doore which will
accomadate wheelchairs, stool extensions and showers.

Oftentimes after acute care hospitalization, the patient could be released to his
own "home" instead of a MNursing Eome or Skilled Nursing Facility, since in mapy
instances, only minimal assistance is required. //

Marlene Costilla, Quaﬁiy Assurance Coordinator
Bone and Joint Hospital
. 1111 Borth Dewey
Oklahoma City, Oklahoma 73103
1-405-272-9671, extension 499
Region V Representative NAQAP




