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PREFACE

Much attention has been given—in the months before and after the
1971 White House Conference on Aging—to the need for developing
“Alternatives to Institutionalization.”

Certainly, home health services—when well organized and related to
other components of an overall health delivery system—should rank
high as a satisfactory alternative.

Who, as a person 1n need of limited but essential services, would not
rather remain in his familiar living quarters if assured that such serv-
ices were available and attractive?

Who, as a public official appalled by mounting costs of institutional
care, would not welcome services that enable patients to remain at
home when it is appropriate for them to do so?

In terms of personal preference on the part of most patients and in
terms of public policy, therefore, the arguments for development of
home health care networks—providing a range of services to deal with
temporary or chronic illnesses causing varying degrees of disability—
seem irresistible.

And yet, as the report which follows makes all too clear:

—Despite lipservice to the need for home health services, Medicare
and Medicaid have actually fashioned serious roadblocks to the
development of such services.

—At a time when the “alternatives to institutionalization” psy-
chology is becoming more and more ingrained, the number of
home health service agencies is actually declining, and many more
seem to be in deepening financial jeopardy.

—Less than 1 percent of Medicare expenditures now go to home
health care, and even that small portion appears to be declining.

Surely, these facts point to a fundamental conflict between what is
said to be public policy and what actually exists in the health delivery
nonsystem.

But partially because of confusion and partially because of public
unconcern, home health services are vanishing amidst a flurry of
paradoxical Federal regulations, widespread pronouncements about
overreliance on institutional care, and a search for a miracle cure to
the ills of the health industry in the United States today.

This is hardly a promising trend at a time when the Nation is about
to make major decisions on health care policy, including the question
of national health insurance of one kind or another.

The question is: Will home health services become a major com-
ponent in a rational and responsive health care system, or will its
shortcomings of today become even worse tomorrow, in a health
care system grown still more costly and less helpful to people in
need of service? .

Fortunately, the answer to the question can be positive, if the
emergency of the present situation is fully understood.

(II1)
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The Senate Committee on Aging is, of course, concerned primarily
about the effects of the present inadequacies upon the elderly. But as
is 50 often the case, action to help older Americans will also help other
Americans.

The report which follows documents the shortcomings in public
policy in the home health field. But it does more than this. It also
points the way to an action program that can help remedy these
deficiencies.

Immediate and long-term approaches are needed. The report makes
these major recommendations:

—Medicare and Medicaid regulations must be interpreted and
applied so as to promote, rather than restrict, home health
services.

—Home health planning must be based primarily on the professional
judgments of those familiar with consumer needs, rather than
remote decisionmakers far removed from the problems.

— Institutionalization as a condition for home health care must be
eliminated, as well as requirements for co-insurance payments.

—Costly and confusing redtape must be eliminated in providing
home health services, including, in particular, the practices of
prior authorization and retroactive denials.

—Proposals for national health care legislation must include provi-
sion for comprehensive home health services.

—A national approach to the provision of adequate coverage of the
population by home health services is essential. '

These are the action steps that can and must be taken now to bring
home health services to the frontlines in the battle for decent medical
care in this country. For too long these vital services have been pushed
to the sidelines. Their potential has not been realized. And this neglect
of these services has caused us all to suffer in one way or another. The
most unfortunate victim has been the consumer who needs these
services.

Let this report serve as a call to action for all concerned with the
health care crisis in this country. There is no need to wait any longer
to act. And there is every reason to act now before a bad situation
becomes even worse.

To the author of this report, Brahna Trager, the committee extends
its sincere appreciation for her efforts. We are fortunate to have had
a person of her distinguished standing in the field as our consultant
in this undertaking. And we are most grateful, too, to those who have
contributed the informative materials in the appendixes in this
document.

Frank CHURCH,
Chairman, Special Committee on Aging,
Epmunp S. MUSKIE,
Chairman, Subcommittee on Health of the Elderly.
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HOME HEALTH SERVICES IN THE
UNITED STATES

(By Brahna Trager*)

PART 1
THE HOME—AN AMERICAN TRADITION

The word ‘“home”, the concept of “home life’’ has a special impor-
tance to Americans. Our advertising leans heavily upon it. Pictures of
happy families together, of white-haired grandmothers and grand-
fathers “at home”, have a deep appeal. The “preservation of family
life”” is a phrase commonly used to strengthen the acceptance of new
community programs and to protect those which already exist. Insti-
tutions frequently use the word as a euphemism to soften the grimmer
aspects of institutional living. “Homes” for aged; nursing “homes”,
convalescent “homes”, children’s “homes’ are terms applied to make
more palatable a way of life generally unacceptable to a people which has
culturally and historically guarded the right to a personal way of life,
and guarded it fiercely. We hear a great deal about the breakdown of
family life, and it is true that the generations in families do not remain
together as they once did. Increased longevity has brought about a
situation in which large numbers of people live alone. That is, they live
““alone” statistically. It is rare, however, to find acceptance of institu-
tional life, with all that it means in terms of exclusion from the com-
munity, conformity to institutional rules, separation from an environ-
ment that is personal, as an adequate substitute for a personal en-
vironment, unless that environment is deteriorated or degraded
because the community offers nothing to support life there. Even
then, it is more often than not, difficult to persuade the individual
away from what has seemed to be his own shelter, the extension of
himself, and into an institutional bed. '

In one area, the traditional regard for the individual’s personal
choices about his way of life seems to be disappearing. The field of
health care, in recent years has become increasingly institutionalized.
The family physician at the bedside of the patient in his own home is
a vanishing phenomenon. The hospital with its complex of highly
specialized treatment facilities has become the safe, the effective
and the most convenient place for the treatment of acute illness; the
long-term institution has begun to replace a personal environment.

*Brahna Trager, consultant and technical writer, Home Health Branch,
Division of Health Services and Mental Health Administration, Department of
Health, Education, and Welfare; Member, Utilization Review Committee,
National League for Nursing; Consultant, National Council for Homemaker-Home
Health Aide Services; consultant, San Francisco Home Health Services; author
of forthcoming textbook, Homemaker-Home Health Aide Services, Organization,
Admanistration, and Training, and ‘“Home Health Services and Health Insurance,”
Medical Care, Vol. 9, No. 1, January—February 1971.
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The effectiveness of medical care has meant that disability and chronic
disease are prevalent in our population, and that those who are so
afflicted are our problems today. That they are our *“problems”
rather than a reason for just pride is less a reflection on medical care
than on our ability to create in our communities services which will
provide our ‘‘saved’” population with a decent way of life in terms of
our own traditions.

We offer the disabled, the chronically ill of all ages but especially
in our aging population one of two choices: helpless isolation “at
home” or the sterility of an institution.

THE POPULATION “AT RISK”

To say that we are ‘“‘confronted” with an aging population implies
that longevity itself is a problem in American life. We appear to con-
sider it a problem in spite of the fact that we have recently seen a
White House Conference on Aging attended by at least 3,400 delegates,
many of them from this population, actively working to improve
the quality of life for persons of all ages, conference speakers as
well as participants in the special interest sessions. We are surrounded
in our daily lives by ‘“‘aging” persons working in their accustomed
way, living much as they have always lived, functioning to the limit
of their capacities which are often considerable. The physician, the
attorney, the plumber, the electrician, the legislator may have ac-
quired, as he passed the 45-year mark, certain of the chronic dis-
abilities which are associated with aging.! If he has had access to good
health care, has been able to buy those services which he cannot
undertake to perform for himself; and can afford to relax in a decent
living environment, he is not a ‘“problem”. He may in fact be a
leader, a full participant in community life and a genial attender of
conferences, since, along with his limitations in activity he may have
acquired over the years a good deal of wisdom, information and skill
which in other cultures are considered the basis upon which the
future may be built. As the orthopedist said to the man whose X-rays
looked pretty bad: “It’s fortunate we don’t walk on our X-rays.”

Those who have worked with less fortunately placed older persons
can testify to the fact that many of them now in the depersonalizing
atmosphere of institutions or isolated in their homes might also be
able to function with greater effectiveness and satisfaction if they,
too, had access to health care of good quality and had the essential
compensatory services available to them.

In 1970 our aging population (65 or over) had reached 20,049,592—
almost 10 percent of our total population, and the rate of growth in
this age group had increased by 21.1 percent in the decade between
the 1960 and 1970 census years as compared with a rate of 12.5
percent in the under 65 age group. The population of those aged 45
and over now accounts for almost one-third of our total population.

1 In the age range 45-64, causes of limitation in activity were heart disease 199,
and arthritis and rheumatism 16.99,. These increased to 21.9 and 20.2 respectively
in the age group 65 years and over. National Center for Health Statistics Chronic
Conditions and Limitaiions of Activity and Mobility July 1965-June 1967. USPHS
Dept. of HEW p. 9. ’
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Growth in the older age group (75+) occurred at a faster rate. About
one-fourth of the population (five million persons) aged 65 and over
live alone or with non-relatives;? and those in this age range who
live with relatives could reasonably be assumed to be living primarily
with spouses, siblings or other family members in approximately
the same age range. The day of the extended family in which the
generations live together is disappearing, destroyed by economic pres-
sures which attract young families either to the city and away from
the farm, or away from the city to the suburbs, in either case limited
by the absence of adequate housing, financial security, and com-
munity interest in their ability to maintain older family members in
the multi-generation family. There is a substantial number of persons
in the older age range who no longer have relatives living. There are
also many older persons in the situation described in a recent Senate
Committee on Aging report, in which the question is asked:

Can we realistically expect the grandparent generation to
assume the responsibility—financial and physical—for the
great grandparent generation? A 1962 national survey found
that among the noninstitutional population 65 and over, 32
perceant were great grandparents. That proportion is higher
now.

Although the health status in the aging population does not fit a
common stereotype of age as a condition invariably associated with
debility, senility, isolation and unhappiness, chronic illness is prev-
alent in the older persons. About 80 percent of those who are 65 and
older are afflicted with one or more chronic conditions,* but in the
non-institutionalized population in this age group 82.25 percent
have no limitation in mobility in spite of the presence of chronic
disease; 12 percent have some limitation in mobility; and of non-
institutionalized persons 5.75 percent are housebound.® There are,
however about five percent of older persons confined to institutions.®

The use of long-term institutions as an appropriate resource for this
latter group has been questioned: “. . . major medical organizations
are burdened with patients they should not have, and, as a last
resort, move them into quasi-medical nursing institutions—that is,
nursing homes which 25-50 percent of the patients do not require.” ?

A study done in Florida and published in June of 1971 showed that

* ‘85 percent of all nursing home residents would prefer to be at home.
Physicians associated with the nursing homes said that nearly 20
percent of the patients did not belong in institutions. Registered

2 Facts and Figures on Older Americans. The Older Population Revisited. First
results of the U.S. Census. U.S. Dept. of HEW. SRS. A.A.

3 A Pre-White House Conference on Aging, Summary of Developments and
Data. A Report of the Special Committee on Aging, U.S. Senate, together with
minority and supplemental views. November 1971. p. 25. .

* John B. Martin, Special Assistant to the President, for Aging. in: Press release,
January 4, 1971. .

5 Facts on Aging, A. A. Publication No. 146. Reprint from May 1970.

¢ John B. Martin, Special Assistant to the President for Aging. Statement to
the Senior Citizens Roundup, Albuquerque, N.M., June 16, 1970.

7 Special Committee on Aging. Alternatives to Nursing Home Care: A Proposal.
Prepared by staff specialists at the Levinson Gerontological Policy Institute.
Brandeis University, Waltham, Massachusetts. October, 1971. p. 2.
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nurses felt that fully 30 percent of these nursing home patients
should have been at home.”

The term “at risk” when it is applied to the aging population refers
to the presence of chronic disease, which is characterized by consid-
erable fluctuation; a condition in which optimum health and mobility
can at times be affected. The absence of effective preventive and
therapeutic services, of compensatory supports, the use of inappropri-
ate resources for care, do in fact with depressing frequency produce
debility, senility, deterioration, isolation—the discouraging and so
often unnecessary stereotype of old age. The risk is greatest when
poverty, bad housing, poor nutrition are present, as they are in the
case of almost five million older Americans ° and is compounded for
those who are poor and near poor and who are also alone. Nearly
six out of every ten in the older age group who live alone or with non-
relatives are classified as poor or near poor."

The movement into these groups by the well aged is a “risk’. The
cost in dollars of caring for the end product of neglect is a “risk’.
The waste in human terms in a culture that in almost all respects is
comfort loving, life loving and, in general, generous in its ideals
is a great “‘risk”.

8 State of Florida Department of Health and Rehabilitation Services, Community
Care for the Elderly, June 1971.

® Pre-White House Conference on Aging. Summary of Developments and
Data. A Report of the Special Committee on Aging. U.S. Senate. November 1971.

p. 6.
10 Tbid. p. 7.



PART 2
THE POTENTIAL OF HOME HEALTH SERVICES

Home Health Services—a complex of services which may be
brought, when and as needed, into the home—have had a very low
priority in the United States. References to such services in proposals
to meet growing health and social needs in our population are fre-
quently consigned to the ‘et cetera’ sections. Support for the develop-
ment of viable home health services has been minimal and in such
government funding as has been available home health services have
been limited, with regulatory conditions so narrow as to make the
product negligible in terms of meeting real need.

Such concepts as preference—the right of the individual to remain in
his own home as a matter of choice; appropriateness—the selection of
the home as the most appropriate place for care, when it 1s appropriate
(as against an inappropriate institutional choice or the absence of
service) ; economy—the use of a less costly service which may be pref-
erable; concern about the growing costs of institutional care; and the
proliferation of institutional facilities (many of them poor in quality,
‘“one way” facilities with no possibility of rehabilitation or return,
the best of them frequently used as the only solution rather than the
solution of choice); the growing emphasis upon the necessity for
increased use of ambulatory services, should include, but rarely do, a
forthright approach to the development of home health services of
good quality. ' :

HOME HEALTH SERVICES OF GOOD QUALITY

“Home Health Services of good quality” describes an array of
services which may be brought into the home singly or in combina-
tion in order to achieve and sustain an optimum state of health,
activity, and independence for individuals of all ages who require such
services because of acute illness, exacerbations of chronic illness, long
term or permanent limitations due to chronic illness and disability.
They are an essential component of any system of comprehensive
health care and the absence of such services excludes the possibility
of the most appropriate use of all other health resources.

Such services are therapeutic and preventive. They are flexibly
adapted to meet current need; that is, the selection of those services
which are provided at any given time may change as individual needs
change ! or they may be effectively maintained in a given combination

14 | the first and most important objective of home care 13 to meet the need of the
individual. I do not deny the value of another, although secondary, objective,
namely, to free precious hospital beds for use by people who need them . . . If
we place major emphasis on the desire to free hospital beds then we may easily
get into a situation where we use home care as a cheap substitute for good hospital
care and this would be a disaster.” Goldmann, Franz. Medical Care Programs and
Home Care. In Public Health Nursing of the Sick at Home. Department of Public
Health Nursing. National League for Nursing. New York. 1953.

(5)
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for long periods of time. They may be provided permanently, when
they are necessary either therapeutically or to supplement or replace
functional limitations which may increase or which are permanent.

Coordination of the services is an inherent aspect of their quality.
Whether the needed combination of services is provided from a single
source or is assembled from a variety of sources, they must be pro-
vided in a context which ensures firm relationships among the various
components of care in order to form a smoothly functioning network of
total care.

Continuity of the services is also an inherent aspect of their quality.
In the well organized community, home health services are a part of
the continuum of care included in the total range. Interruption or
change is planned and is not imposed by conditions unrelated to indi-
vidual need. “Planning” in this sense involves assessment, followed by
selection of the most appropriate services planned, change in the
“level” of in-home services, selection of alternative method of care,
interruption or discontinuance of services because they are not
currently needed. The movement through the continuum may begin
at any point in the range, and move flexibly through or between
(X)mpon)ents of the comprehensive health care system. (See Diagram

, P 8.

PATTERNS OF INTENSITY IN HOME HEALTH SERVICES

The utilization of Home Health Services in combinations of varying
intensity are often described as “levels’ of care:

1. CONCENTRATED OR “INTENSIVE’ SERVICE

The most concentrated or “intensive’” service is considered effec-
tive “for selected patients who otherwise would require admission to
hospitals or other health care institutions. It can be equally valid for
patients admitted to hospitals or other health care institutions who
no longer need instant availability of full diagnostic and therapeutic
resources of the institution, but do require multiple professional,
diagnostic, therapeutic and supportive services under professional
supervision and coordination on an intermittent basis. Patients
usually need the intensive level of home care for a relatively short
period of time.” ?

Such concentrated services usually involve the provision in the
home of a complex which may include visits by the physician several
times a week, daily nursing visits, frequent physical therapy and
occupational therapy treatment, social services, nutrition services,
drugs and medical supplies, the provision of equipment, such as hos-
pital beds, wheelchairs and commodes, portable diagnostic equip-
ment, homemaker-home health aide services, transportation (usually
to therapeutic or diagnostic treatment which cannot be provided in the
home), and “all other diagnostic and therapeutic services which can
be safely delivered in the patient’s home.” 3

2 American Hospital Association. Governing Council of the Assembly of Out-

patient and Home Care Institutions. Resolution on Ameriplan April 6-7, 1971.
3 Ibid.
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2. INTERMEDIATE SERVICE

A less concentrated array of home health services, an “intermediate”
level, is most often applicable to those whose needs require services
which correspond to care necessary duri convalescence from

" acute illness or because of temporary disabi%ity related to chronic
illness. Such services -are often utilized for the establishment of
therapeutic regimes which will accelerate the return to optimum
function. They include, in addition to care given by the physician,
nursing visits which may involve specific treatment as well as obser-
vation; they may also include physical therapy, occupational therapy,
speech therapy and they frequently require utilization of substantial
homemaker-home health aide services to support and maintain per-
sonal hygiene, adequate nutrition, and &n environment which is
conducive to health. Services at this level may vary considerably in
intensity and duration. In general this level of care, though of longer .
duration, is not usually required over extended periods of time.

3. “Basic”’ SERVICES

These services are described in various ways. The term ‘“‘preventive”’
is broadly used as it is applied in Public Health, to prevent disease or
disability (to promote health); to arrest disease or disability; to sup-
port those who, because of increasing disease or disability, will require
appropriate home delivered services in order to avoid or delay insti-
tutionalization. The term ‘‘minimal” is sometimes applied. Such
services are not “minimal” in terms of their importance. They have
the greatest potential for utilization by large sections of the population.
They are also sometimes described as “custodial”. The largest numbers
within the population for whom they could be useful are not candidates
for “custodial” care,however, in thesense that they havelost the capacity
. to function without substantial supportive services such as those
provided in an institutional setting. (The absence of such services does,
however, frequently provide ‘“custodial”’ candidates.)

Basic services involve a simple combination: * health supervision or
the establishment and maintenance of an open channel to health care
as needed and the provision of those services which support or maintain
activities of daily living or which supplement limited function by
substituting selected services for those which cannot be performed
independently.

The usual combination in addition to medical supervision, includes
home nursing visits, access to social services, and the services of
homemaker-home health aides.

Basic services may adequately maintain individuals in their homes
at effective levels of health and function over long periods of time or
permanently without recourse to more concentrated care or t
institutionalization. )

4 “For the patient with long-term or chronic illness medical care becomes a way
of life—and all too often results in his institutionalization. Although the home is not
appropriate for all chronically ill patients in all stages of their illness, it can provide
a desirable setting for more patients far more often than at present. Home care
need not be elaborate in order to meet the requirements of thousands of patients

-now receiving care in hospitals or chronic disease facilities’”” American Hospital
Association Statement of the Role and Responsibilities of Hospitals in Home Care—
See Appendix 1, item 2, p. 52.
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Such services are most effective when chronic disease limits but
does not totally disable, when mobility has been affected so that full
physical functioning in the essential activities of daily living is not
possible for short or long periods of time. Individuals with multiple
diagnostic problems who might, on paper, appear to require institu-
tional care, are very frequently able to continue to live normally in
their own homes, to participate in community life, to continue to work,
when such basic services are available to them.

“. . . Home Care programs . . . serve the patient who is already -

in his own home and needs care but does not require hospital or other
institutional care; they also serve the institutional patient who is
ready for discharge and now needs only . . . services of the sort that
can feasibly be provided at home . . . (they) are diverse and flexible.
They are not restricted to any one group of patients, but are com-
munity wide in their reach. All age groups, all disease entities and

stages of illness, all economic levels are accepted when . . . indica-
tions . . . dictate . . . care at home as the treatment of choice.”’
DIAGRAM A.

"LEVELS" OF HOME HEALTH SERVICE *

REFERRAL_ORIGIN

CONCENTRATED
SERVICES

f‘\

INTERMEDIgEE——””””””’;:><::\\\\ '
SERVICES »COMMUNITY

W
!
> 1
v
!

HOSPITAL

R 4

/ : \'I; V
v

BASIC !
SERVICES €
! |
v 1
! N\
]
- 1

'4
L

€~——— POPULATION UTILIZATION ~——>

*Source: Ryder, Claire, M.D., Chief of Home Health Branch, Community
Health Service, Health Services and Mental Health Administration, DHEW.

5 Ryder, Claire F. M.D. and Stitt, Pauline G. M.D. Physician Involvement in
Home Care Inquiry. Volume IV Number 3. Special Issue: Home Care. October,
1967. Blue Cross Association. Chicago, Illinois. Pp. 41-42.



PART 3

THE AVAILABILITY OF HOME HEALTH SERVICES IN THE
UNITED STATES

The availability of comprehensive home health services in the
United States could substantially affect the appropriate utilization
of all health care resources. Such comprehensive services are not
available at the present time.

The potential of broad community based home health programs
capable of serving large population groups with varying and fluctuat-
ing needs has barely been demonstrated. Hospital-based programs are
also in short supply and are not being developed in proportion to need.
Focused upon short-term concentrated care, they do not have avail-
able in the community those services which can be extended to meet
long-range need. Home health services, where they do exist are
underfinanced, limited in their capacity to cover the population in
need, frequently lacking in essential components which might make
them an effective resource.

They are diminishing in numbers.

They are curtailing their services.

They are narrowing their coverage to selected population groups.
They are reducing the duration of the care they offer.

The available supply of services includes an assortment of limited
agencies: small home nursing programs which depend upon one or
two nurses and a few hours of physical therapy or social service—an
occasional home health aide—the minimal qualification of ‘skilled
nursing plus one” required for certification in Medicare legislation.
Such agencies are unable to provide coverage or to meet valid home
care need. Homemaker-home health aide programs which should
supply the essential basic supports when family members are not
capable of supplementing care—or when there are no family mem-
bers—are rare. They are limited in their ability to meet population
demand either for short- or long-term care.

There are geographic areas of the country and large sections of
the population which do not have home health services of any kind
available. Services are fragmented, geared to special groups, under-
financed, diminishing as the need increases.

This situation does not provide a community resource which can be
described as “Home health services of good quality.” The auspices
under which the services are provided do not determine their quality.
Whether they are hospital based, community-based, or exist in an
assembly of community agencies, each offering the components of
home health care, the essential features which are described in
“good quality” are that all of the needed services must be available
to all of the population. They must be available in a supply which is
adequate for the population. They must be coordinated, whether they
are under a single roof or housed and administered separately. They

(9)
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must provide a network which continuously provides services for as
long as they are needed.

Home health services and “home health agencies” are not con-
sidered synonymous terms. The first is a concept which is based
upon clearly defined standards of excellence, as any health care
institution of good quality must be. The second is a legislative title
which includes only selected and expedient elements of home health

services.
HOME HEALTH AGENCIES

The title “Home Health Agency’” originated in the Home Health
Services section of title XVIII—Federal Health Insurance for the
Aged (Medicare).

It has been said that Medicare is not a “program”. It is, rather,
a mechanism for payment; for reimbursement of the costs of services
specified as benefits in the insurance system which covers a selected
section of the population.

Nevertheless, the home health regulations of the Medicare insurance
system, which governs the expenditure of the insurance funds have
had a good deal of influence on the conception of home health services
and have had a considerable effect upon the providers of such services
and the methods by which the services are provided.

Institutional services can readily be defined and understood. The
needed array of home health services which are comprehensive and
which must be flexibly utilized is less readily defined.

LIMITATIONS IN THE MEDICARE SYSTEM

As they are applied to the target population—the aged (title XVIII
parts A and B) and the indigent sick (Title XIX) the features of the
system which limit their utilization are these:

® Home health services in the Federal Medicare insurance system
are focussed upon acute or short term illness.

The insurance system limits the number of visits (100 for
part A as a post-hospital service and 100 under the supplementary
program for those who can afford co-insurance). Since the number
of visits includes those provided by all personnel in the home
health agency this in effect allows short-term service and imposes
upon providers an approach which is limited to acute care.

® The definition of the eligible consumer of home health services
is inherently contradictory as it is applied to the needs of the
insured group.

The eligible consumer of home health services is described in the
regulations as follows:

143

An individual does not have to be bedridden to be con-
sidered as confined to his home. However, the condition
of these patients should be such that there exists a normal
inability to leave home and, consequently, leaving their
homes would require a considerable and taxing effort.

. . . Some examples of homebound patients which are also
illustrative of the factors to be taken into account in deter-
mining whether a homebound condition exists would be:
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(1) a beneficiary paralyzed from a stroke who is confined
to a wheelchair or who requires the aid of crutches in order
to walk; (2) a beneficiary who is blind or senile and requires
the assistance of another person in leaving his place of
residence; (3) a beneficiary who has lost the use of his upper
extremities and, therefore, is unable to open doors, use
handrails on -stairways, etc., and, therefore, requires the
assistance of another individual in leaving his place of
residence; (4) a patient who has just returned from a hos-
pital stay involving surgery who may be suffering from
resultant weakness and pain and, therefore, his actions may
be restricted by his physician to certain specified and limited
activities such as getting out of bed only for a specified
period of time, walking stairs only once a day, etc.; and (5)
a patient with arteriosclerotic heart disease of such severity
that he must avoid all stress and physical activity.!

In interpreting these regulations considerable emphasis is placed
upon the condition that the patient must not be “custodial”’. On the
other hand the severity of limitations, which are indicated in the
examples, would appear to apply to the patient who needed consider-
able service in order to be maintained at home.

® Services which are reimbursable are not .those which are most
needed by the majority of the insured group. :

The definition of the eligible consumer as one who is severely limited
but not custodial does not appear to “fit’’ with the services which are
permissible in the system. The requirement that they be ‘“‘part-time
and intermittent’’ must either be applied to a patient who is reasonably
able to sustain himself in the intervals or who has others available to
do so. The patient must be sick enough to require “skilled”” profes-
sional services but not so sick that he requires too many visits, visits
which are concentrated numerically, or supportive services which the
system limits sharply.? :

The regulations which govern the part-time intermittent services
of a home health aide are an illustration:

While the primary need of the patient for home health aide
services furnished in the course of a particular visit may be
for personal care services furnished by the aide, the home
health aide may also perform certain household services which
are designated to the home health aide in order to prevent
or postpone the patient’s institutionalization. . . . If
these household services are incidental and do not sub-
stantially increase the time spent by the home health aide
the cost of the entire visit would be reimbursable. House-
keeping services which would materially increase the amount
of time required to be spent by the home health aide to make

! Health Insurance for the Aged—Home Health Agency Manual, P. 16¢, Section
208.4, U.S. Department of Health, Education and Welfare, Social Security
Administration, HIM-11 (6~66), Reprint Date 5-71. :

2 Trager, Brahna, Home Health Services and Health Insurance—Medical Care, -
Vol. 9, No. 1, Jan.-Feb. 1971.

74-331 0—72—2
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the visit above the amount of time necessitated by care for the
patient are not reimbursable.® [Italics supplied)

The focus on ‘“personal care duties” and the emphasis upon the
fact that housekeeping services should not ‘“‘substantially’”’ increase
the amount of time required in the home by the home health aide
are extremely difficult to apply. The assumption that ‘‘others” in
the home are available to provide the essential supportive services
of daily living is not generally applicable to the age and living arrange-
ments of the insured group. It is far more likely that the patient
who lives alone or with an elderly spouse will be able to achieve his
“personal care’ services independently, than that he will be able to
maintain a decent environment; get the laundry in; or carry groceries
in the “intermittent’’ periods when services are not provided.

® The definitions of the nature of the services which are reimburs-
able are susceptible to a wide variety of interpretations.

Definitions which apply to the quality of the services which
are reimbursable are extremely difficult to rationalize. The term
“skilled nursing”’,* for example, has been interpreted to apply to
the task itself rather than the assumption that a qualified pro-
fessional person will apply her skills in all aspects of the service
that she renders and that her judgment of the nature of the
services required is the essential professional function. This same
approach 1s common in regulations with respect to physical
therapy services related to restoration with an additional require-
ment not compatible with the philosophy of any therapeutic
approach:

“there must be a medically appropriate expectation
that the patient’s condition will improve significantly
in a reasonably (and generally predictable) period of
time’’.5 The return to an optimum degree of function
which is the goal of therapeutic services in other situa-
tions, and particularly in this age group, does not
prevail. [[talics supplied]

In practice many patients are undergoing an occupational
therapy regimen at the time they are discharged from the
hospital or extended care facility and returned to their
homes for completion of the treatment program there. Under
present law, (Medicare), one of three things must happen: 1)
the patient must be retained in the hospital, at an addi-
tional cost, until the treatment is completed, or, 2) he must
be sent home and the needed treatment halted, or 3) some
subterfuge must be found, such as instituting one of the pres-

3 Nurses . . . “have a long history of monitoring their activities . . . better
utilization has been promoted . . . nursing staff . . . in consultation with the
patient’s physician, is in the best position to determine the need for care at home.
Such a crucial matter should not be left to the judgment of intermediaries, no
matter how well intentioned,” American Nurses’ Association. See appendix 1,
item 4, p. 57.

4 See appendix 4, item 4, p. 130—Reimbursement was retroactively denied for
nursing visits made to teach a family member to make a dying patient more
comfortable on the score that these were “activities of daily living.”’

5 Health Insurance for the Aged—Home Health Agency Manual, p. 15-16,
section 205.4, U.S. Dept. Health, Education, and Welfare, 3.3. Admin. HIM-11
(6—66), Reprint date 5-71.
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ently required three types of service even if not needed, in
order to complete the treatment at home.®

® The complexities of administration and reimbursement have
placed many agencies in financial jeopardy.

Preparation of claims, approval of reimbursement, computation of
visits in the overlapping A and B system have placed considerable
pressure on the administration of home health agencies, many of them
inadequately prepared to meet these demands.

The processes by which claims are submitted, interpretations made,
lengthy correspondence initiated over details of wording and differ-
ences in visit counts place an enormous burden on providers. The paper
contest over whose judgment shall prevail—the qualified professionals
in an agency which must meet exacting standards who is looking at
the patient, his illness and his environment, or the fiscal intermediary
with the paper who is trying to fit the words to the regulations—would
- be ridiculous if it were not so tragically wasteful. Larger agencies
watch their administrative costs go up. Smaller agencies watch their
services go under.

® The difficulties in establishing and maintaining services have
substantially limited the range of services offered by providers.
A limited range reduces the usefulness of the services.

Coordinated home care programs which provide a broad range of
services have demonstrated what must be self-evident: the avail-
ability of a variety of professional and supportive services in a home
health agency encourages utilization, even when the majority of
patients treated do not require all of them. Since the necessity to
select differing combinations at different stages in care always exists,
physicians will not be encouraged to utilize home health services if
they are not comprehensive and if the patient must be rehospitalized
because services which could reasonably be delivered in the home are
not available.

Reimbursement from the insurance system is allowed only for
selected services. The relevance of the use of varying combinations
with different degrees of intensity according to patient need is an
aspect of quality care. The regulations as they are interpreted and
applied do not recognize this aspect.

Home health agencies which offer a reasonable array of services
must look for the support of their development to their own efforts
and to the communities in which they are placed. This support has
not been available and the pressure of need for unreimbursed service
in the population has strained resources and inhibited development
toward comprehensive services.

@ The system has a very strong institutional bias. Entry into the
home health services entitlement (Part A) is by way of an insti-
tution (a three-day period of hospitalization unless the insured is
able to pay for supplementary insurance).

In both an acute hospital and an extended care facility the system
reimburses the provider for all services. Regulations do not limit the
skills of professional personnel nor the number and frequency of

8 See appendix 1, item 10, p. 74, American Occupational Therapy Association
Statement on Home Health Care.
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visits. They do not exclude the provision and preparation of food or
any of the maintenance services essential to a hygienic environment.
Given a choice between full and coordinated services in the institution
and the relative insecurity of limited home delivered services which
are restricted in the provision of professional care and which view all
other supportive services very narrowly, consideration for the relative
safety of the patient must encourage utilization of the institution.
The home might be a more appropriate choice, but unless equal
safety can be insured through the provision of adequate professional
care and supportive services to compensate for those which the
patient can neither provide for himself nor secure from other sources,
1t cannot be in the patient’s interest to treat him there.

o Utilization of home health services in the Medicare insurance
system has remained at less than 1 percent of insurance expend-
itures and appears to be diminishing. Institutional utilization
and expenditures are increasing.

Increased expenditures for institutional care in the health insurance
. system reflect both increased costs and increased utilization. Ex-
penditures for home health services in the period 1969-1971 have
decreased.”

Retroactive denial of payments combined with under
use is resulting in such serious financial difficulties for
providers of home health care that such provider resources
are diminishing steadily.®
There has been a decrease in the number of home health agencies
participating in the Medicare insurance system: there were 2,350 par-
ticipating home health agencies in June of 1970 and in June of 1971,
there were 2,256 participating home health agencies.®
For these reasons (and others related to the absence of concerted
efforts to develop services), contraction of services and personnel have
created a prevailing attitude that home health services are not
generally available and therefore do not serve a useful purpose.

THE DEFINITION OF A “HOME HEALTH AGENCY”

The Medicare insurance system defines a “Home Health Agency”’
(one which is eligible for certification and consequently for reimburse-
ment of services by the Medicare insurance system) as a public or
private agency (or subdivision of such an organization), which, in
addition to requirements for sound administration, adequate records,
professional supervision, assessment and review, has as its primary
function the provision of skilled nursing service and at least one
additional therapeutic service (i.e. physical, speech or occupational
therapy, medical social services or home health aide services).

In January 1969, there were approximately 2,161 certified home
health agencies in the United States.!® The majority of them were

7 See Table A, p. 16.

8 See appendix, p. 50, American Hospital Association. .
? Office of Research and Statistics, Social Security Administration.
10 See Table C-1, p. 17.
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voluntary or public agencies which offered services in the home *
prior to passage of the Medicare insurance legislation; they were not
a substantially new resource for those in need of home health services.

Many of these agencies, those which were primarily engaged in
providing home nursing, added, or contracted for an additional service
in order to achieve certification. Others providing services which were
broader in range were able to receive reitmbursement for that portion
of their care which fit the conditions of the Medicare insurance system.
Those which were established as new agencies in anticipation of sus-
taining their services through Federal Medicare Insurance reimburse-
ment have had the most difficulty; it is not possible to sustain a home
health agency which will provide the care required by those in need
when the source of reimbursement is limited to the Medicare insurance
system. ‘

Certified home health agencies deliver their services under a variety
of auspices:

As of December 1971, the largest number of certified providers
1,303 were the official health agencies. Visiting Nurse Associations
made up the next largest with 550 agencies certified; 217 of the 243
hospital-based home care programs were certified as providers. The re-
maining agencies were distributed among a variety of auspices, public,
voluntary and proprietary.!!

The range of services provided by these agencies is limited. More
than half fall into the group ‘“skilled nursing plus one’’—the minimum
required for certification. Another 26 percent provide two services in
addition to nursing. Only 4 percent provide five services in addition
to nursing. The second service most frequently offered is physical
therapy. The third most frequently offered is home health aide services.

Services are more numerous in urban areas which, prior to passage
of the Medicare Insurance legislation, dffered bedside nursing serv-
ices through the official health agencies (departments of Public Health)
or through well established Visiting Nurse Associations. The distribu-
tion of services in rural areas is thin and in some sections of the country
there are no services available. :

The number of agencies and the number of services offered provide
no real indication of their utility as a practical home health resource.
Half of the agencies have fewer than three full time nurses available.
The additional services offered are, many of them, only minimally
available: physical therapy, nutrition, home health aide services may
be available, as are nurses, on an hourly basis, or from one or two
employees. “When an agency’s services are too limited, one of two
things can occur: (1) it can restrict intake to the few conditions it is
equipped to serve; or (2) it may accept patients without having the
stafling versatility to meet those patients’ needs.” !*

Home health services are not generally available to the population
in the age group 45-65: a population which should be protected as far
as possible from arriving on the Medicare health insurance doorstep
in poor condition and consequently slated to be over-utilizers of health

11 See table C-2, p. 18.

12 Ryder, Claire F.M.D.; Stitt Pauline G.M.D.; and Elkin, William F.M.S.
Home Health Services—Past, Present, Future. Vol. 59, No. 9, American Journal
of Public Health, September 1969, see table B, C-3, pp. 16-18.
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care thereafter. In this group are persons who are disabled but not suffi-
ciently disabled to be eligible for public assistance although they
might be made to become eligible; in this group are “medically
indigent” persons who are not sufficiently indigent to meet public
assistance criteria but who could be reduced to sufficient indigence
given the right conditions for deterioration. :

The Medicare insurance system has paid for a great deal of good
quality care, mostly institutional. It has been a resource for older
persons during periods of acute illness who need no longer fear that
there will be no help “when illness strikes” a realistic fear well devel-
oped in pre-Medicare days by advertising.

TaBLE A.—Medicare reimbursements for home health services and
npatient hospitalization, 1969-71

Reimbursements in millions of dollars

Year Home health ! Hospitalization
1969 _ o __. 78. 8 4,039. 5
1970 . . 67. 4 4,425, 8
1971 % 49. 5 4,538. 5

i Includes parts A and B.
2 Estimated on the basis of data through Oct. 6, 1971.

WSI(;UBCE: Social Security Bulletin, January 1972; vol. 35, No. 1. Department of Health, Education, and
elfare.

TaBLE B.—Home health agencies providing specified numbers of services
in addition to nursing service, January 1969

Services in addition to nursing Number Percent
D o 96 44
4o e 130 6.0
3 e e 205 9.5
2 e 574 26. 6
) 1,155 53. 5
Unknown._ .. _______ . __ L ________ 24 .

Total . _ .. 2, 184 100. 0




TaBLE C-1.—Number and percent of certified home health agencies providing selected services, by type of agency,
January 1969

Occupational Speech Medical social Home health Nutrition
Physical therapy therapy therapy service aide guidance
Number Num- Num- Num- Num-

Type of agency of agencies Number Percent. ber Percent ber Percent ber Percent Number Percent ber Percent
All agencies__ . ______________.______ 12,161 1, 571 72,7 352 16.3 477 22,1 432 20.0 1,042 48 2 393 18. 2
Visiting Nurse Association___.________ 541 461 85. 2 112 20.7 140 25.9 78 14. 4 245 45.3 45 8.3
Combined government and voluntary__ 107 85 79. 4 25 234 36 33.6 18 16.8 54 50.5 22 20.6
Official health___ ... __._______._...__ 1, 294 "830 64. 1 129 10.0 193 14.9 214 16.5 589 45.5 203 15. 7
Hospital based____ .. _._____________ 172 154 89. 5 62 36.0 82 477 98 57.0 126 73.2 104 60.5
Rehabilitation facility based.____.____ 12 12 100.0 11 917 10 83.3 7 583 5 41.7 3 250
Extended care facility based._.___._.__. 15 12 80.0 5 33.3 7 46.7 5 33.3 11 73.3 9 60.0
Proprietary .. ... ... 20 17 85.0 8 40.0 9 45.0 12 60.0 12 60.0 7 350
! Based on 2,161 of the 2,184 certified agencies for which data were available. SOURCE: Ryder, Claire F.M.D.; Stitt, Pauline G.M.D.; Elkin, William F.M.8., Home

Health Servxces—Paat Present, Future American Journal of Public Health, Vol. 59,
SOURCE OF BASIC DATA: Social Security Administration (type of agency and services September 1969,
provided from application form SSA-1515).

LT
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TaBLe C-2.—Number and percentage distribution of participating
home health agencies by type of agency as of December 1971

Percentage

Type of agency Number distribution
Total _ _ oo 2, 256 100. 0
Official health__ . _ . _ . . _____ 1, 303 57.8
Visiting nurse association_ .. _________________ 550 24. 4
Combined Government and voluntary__._.______ 60 2.7
Hospital based _ .. ... - 217 9.6
Other nonofficial - _ _ .. ____ . _______ 80 3.5
Extended care facility based_. ____________. 8 .4
Rehabilitation facility based __.__________ 11 .5
Miscellaneous._ _ _ __ oo 61 2.6
Proprietary _ . - oo 46 2.0

SoURrCE: Social Security Administration, Office of Research and Statistics.

TasLe C-3.—Number and percent of participating home health
agencies providing selected services as of December 1971

Percent of all

Selected services ! Number agencies
All agencies__ e 2, 256 100. 0
Physical therapy . - - .o 1, 664 73.8
Occupational therapy__ _______ . ___ 447 19. 8
Speech therapy._ .- - 636 28. 2
Medical social service._ __ ... oo coeoooo____ 494 21.9
Home health aide___ .. __.__.._. 1, 357 60. 2
Other serviees__ - _ . e 514 22. 8

1 All participating agencies must offer nursing services to qualify under the program.
SOURCE: Social Security Administration, Office of Research and Statistics.

Within the age group which Medicare is intended to serve (age 65
and over), the Medicare regulations tend to place an impossible
financial responsibility on providers. The Medicare insurance program
allows reimbursement for the acute or relatively short-term phases
of illness (post hospital 100 visits in part A and an equal number in
part B when the recipient has the funds to participate in costs of the
service) but leaves the provider with the alternatives of terminating
service for the long-term service need (which is the commonest
need in this age group), finding the funds for continued service,
suggesting another period of hospitalization as a means of entry
into home health services or avoiding acceptance of such individuals
unless there is clear evidence that the need and the Medicare pay-
ments will terminate at the same time—a difficult assessment in
individuals whose chronic illness may prove unpredictable.

It has been demonstrated that home health services cannot survive
on the support of Medicare payments, even if present problems such
as the high costs of paper work required by these programs (and the
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destructive practices of retroactive denial of payment on the one
hand, “prior approval” policies arriving long after the need is over,
on the other) were eliminated.

“It has been demonstrated” means, of course, that many home
health services have tried to stay afloat and have failed. Some have
closed shop. Many have sharply reduced the range of services that
make for a useful and constructive resource to physicians, to indi-
viduals and families, to communities. Most have tended to offer
only those services which can be readily provided and readily reim-
bursed and have been forced to ignore services which might be “key”’

. services in making a home care plan feasible. Some have refused to
accept for care any referral in which third party reimbursement is
Medicare reimbursement. Others have narrowed their acceptance
criteria and have accepted for service only those for whom payment
of the full unit cost can be made. There is a tendency to reject re-
cipients insured under Part B because Medicare pays only 80 percent
reimbursement. Certain categories are avoided: long-term care; care
in which the “laying on of hands” (evidence that the care is ‘“health
related”’) cannot be clearly demonstrated. Care policies have been
adopted which are not necessarily related to patient need.

Agencies which had previously emphasized the relevance of care
plans to the needs of individual patients have begun to make routine
use of the language of regulations and to make plans which fit that
language. (A common one is the refusal to assign a home health aide
for less than four hours even when only two hours are needed by an
elderly gentleman in a one room apartment; a half hour for his “per-
sonal care’’; a half hour for a bit of cleaning; a half hour alternately
to market, wash two shirts and two sets of underwear; prepare a
casserole meal that will last two days. If he is on Medicare he might
like the home health aide to come to him for short periods but often;
his visits get used up by the requirement that nursing visits must be
made at intervals which neither he, nor the doctor, nor the home
health service may consider appropriate.® Hospitalization and the
nursing visits are his entree into home health care, without which he
would be compelled to enter a nursing home for as long as the law
allows, which in his case, since he has lived for years in this neighbor-
hood might not be for very long—since nursing home patients for a
variety of reasons do not have long lives.)

Home health services find it difficult to stay “afloat” economically
‘when they attempt to offer the services that are needed in a way that
makes sense for the consumer.

Although Medicare is described as a funding device, the policies
which govern the expenditure of Medicare insurance funds have done
a great deal to influence and mold the health delivery system. Policies
which stress institutional care and which replace the broad concept of
home health services with a set of complicated isolated services
labeled “health related,” are not going to open the possibility of
appropriate choice.

The “home health agency” is not a provider of comprehensive home
~ health services at the present time; as a potential provider of such

13 See appendix 4, item 1, p. 122, Federal requirements for nursing visits deemed
unnecessary by the physician increased costs by one-fourth.
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services it has many advantages. Extended and supported adequately
it can offer services to all sections of the population; all age groups; all
economic sectors. Whether its components exist under a single ad-
ministration or are developed separately and coordinated so that
utilization and progression are effective it offers the possibility of a sys-
tem of care which can become a real alternative to institutional care;
meeting needs as realistically as a good hospital meets them, or as high
quality extended care facilities or nursing homes meet them—ex-
panding the possibility of appropriate choice. This potential effective-
ness might-be immediately realized by a more realistic approach in the
Medicare-Medicaid legislation for the groups affected by that legisla-
tion; such a realistic approach would inevitable pave the way for
broad coverage in the projected health care systems of the future.™

THE USE OF INSTITUTIONS

Institutionalization in extended care facilities, often with a pro-
gressive movement into long-term institutions, has affected large
numbers of Americans who are clear in their minds, often capable of a
good deal of self care, and potentially capable of a good deal more with
aggressive measures of rehabilitation. It has cut them off from their
communities, their friends, their families, destroyed their privacy—
probably man’s most precious possession. No normal, healthy, func-
tioning human being likes to visit a hospital, an extended care facility,
or a nursing home or, over a long period of time. Pointing the finger and
shouting “neglect” at family members and friends increases guilt but
does nothing to mitigate the reaction of avoidance which is often more
intense the more loved the “inmate” is. Unlike mercy, the quality of
pity is much strained. It destroys vital relationships.

In the words of a physician concerned with geriatric patients:

We are warehousing thousands of functioning human beings
because they need some relatively inexpensive health care;
they can’t change their own bed linen; carry the groceries
upstairs; wash their own hair; occasionally need a little help
getting in and out of the bathtub and aren’t able to take a
bus ride to the doctor. The same fragile, but psychologically
and socially functioning individual who is lucky enough to
have a good doctor, a family and friends or is able to buy a
little help for himself doesn’t have to give everything up and
share a hole in the wall with a stranger and become a vege-
table because nobody there is much interested in doing those
things for him either. And the worst of it is, there’s no return.

THE PROBLEM OF “RETURN”

Institutional care following hospitalization is sometimes the treat-
ment of choice and, provided the institution is a good one, such care
accelerates recovery. The return of the individual to his own home
becomes a problem when: A

® The relationship to his own environment is not carefully guarded,

prior to or at the point of admission when plans are being made

4 See ““Recommendations,”’ pp. 49-50.
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for his return if such return is at all predictable. Individuals who
are on public assistance or who are on marginal incomes must
often give up the room or the apartment or even the home in
which they have lived because there is no way to maintain it.
Interim funds and services extended from the home health agency
to institutionalized patients are necessary to support the expecta-
tion to return and to maintain the home to which they might
reasonably be expected to return.

@ The family which may have been available has been overwhelmed
either by past care or by the prospect of future care. The as-
surance that services in the home will be available when the pa-
tient returns must be given at the point of admission and through-
out the period of institutionalization.

® The individual becomes ““institutionalized’”’. He may fear ‘“return”
even when he is unhappy in the institution. The poorer institu-
tions do, in fact, increase this fear by reducing independence and
ignoring the need for services aimed at restoration. The assurance
that care services at home will be available as needed must be
specific and based upon reliable facts concerning the kind, dura-
tion, and reimbursement sources of home delivered services.

@ The physician who might return the patient to his own home is
unwilling to do so because he has no way of ensuring patient care
there. The availability of a reasonable array of services upon
which he can draw for his patient’s needs offers him an opportunity
to make an appropriate choice which includes return from the
institution.

The fact that some institutions are of poor quality is not a reason
for the development and utilization of home health services. It is a
shame; a reason to improve the quality of institutional care. Good
institutions will be an appropriate choice for those who require good
institutional care.

The addition to the health care system of good quality home health
services provides the services essential to the return-from the insti-
tution—even the so-called “long-term” institution. It preserves the
possibility of choice. It is a continued protection against the danger
of assuming that once in, there is no way out. :

“COORDINATED” HOME CARE PROGRAMS

All Home Health Agencies and all communities which offer the
components of home services consider coordination a key element
in the effectiveness of care.

The term ‘“coordinated” as it is applied here has traditionally
been included in the title of programs which are either hospital based
or which are closely linked to hospital services.

A coordinated home care program is one that is centrally ad-
ministered and that, through coordinated planning, evaluation, and
follow-up procedures, provides for physician-directed medical, nurs-
ing, social, and related services to selected patients at home. Home
care programs furnish medical, nursing, and rehabilitative services
to selected patients in their homes, with a view toward shortening the
length of hospital stay, speeding recovery, and bridging a gap in com-
munity health services for patients who are too ill or otherwise unable
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to visit a physician’s office or an outpatient clinic yet do not need
hospital care. .

There have been two avenues of development in home care during
the past 25 years. In one, the hospital extends some of its services into
the community to provide home care under medical direction; in the
other, a community agency such as the visiting nurse association or
the local health department builds upon its existing program of serv-
ice to provide coordinated home care in collaboration with the
hospitals of the community.”

Hospirar, Basep Home CAre ProGrams ¢

Described by E. Michael Bluestone, who developed the concept
of the hospital-based home-care program as a ‘‘hospital without walls”,
an extension of the hospital into the home which added to the bed
capacity of the hospital,'” hospital based home care programs have been
developed in approximately 263 hospitals !® in the United States.
About 82 percent of such programs are based in larger hospitals
(100 beds or more) and offer a complex of services . . . about one-half
of the programs providing nine to sixteen selected services.

During the year 1969, about 40,000 patients were admitted to 211
hospital home care programs which had been operating for a twelve
month period. Over-all the median number of patients admitted to
each program for that year was 135. During that same year the median
length of stay in the home care programs was 80 days. Hospital
based home care programs offering a wider range of services maintained
patients in the program for longer periods—the longest (eleven
hospitals) providing services to some patients. Almost sixty percent
of these programs, queried in 1969, expected to expand their program—
planning to add more staff, to add additional services, to include
more patients, to increase geographic coverage, to train more home-
maker-home health aides. Plans for such expansion were based upon
the anticipation of increased reimbursement and additional insurance
coverage.

CommuniTY Basep Programs CroseLy LinkeEp To HospiTaLs

“Whether or not the hospital or community agency is the adminis-
trator of the home care program, the hospital is a focal point in deter-
mining the extent of patient needs. It is within the hospital that
arrangements are made for patients potentially in need of home care
services.” !°

5 Home Care and The Hospital, Lorraine Richter, Research Associate, Division
of Data Collection and Alice Gonnerman, Assistant Director for Ambulatory
Care, Division of Continuing Health Care, American Hospital Association,
February 1971.

16 “In" the 1969 annual survey the American Hospital Association’s definition
of a hospital-based home care program was ‘an organized hospital based program
that provides medical, nursing and other treatment services to patients in their
place of residence’.”” Richter and Gonnerman.

17 C. F. Ryder, Changing Patterns in Home Care, U.S. Department of HEW
PHS publication #1657.

18 Richter and Gonnerman. Inclusive data concerning admissions and length
of stay apply to 243 programs (some federal hospital programs) indicated that
questions relating to these figures were not applicable.

19 Home Care and the Hospital, p. 12.
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About 216 coordinated home care programs are not hospital based
but are so closely linked to in-patient services that they are included
by the American Hospital Association in the second group: “to provide
coordinated home care in collaboration with the hospitals of the
community.” 2 Seventy-two of these provide psychiatric foster care
and are based in psychiatric institutions.?

The importance of the coordinated home care program, whether it
is hospital administered (hospital-based) or whether, as a community
administered service, it collaborates with or shares services with the
hospital, lies in its focus upon the patient in a hospital bed and in
its potential usefulness for the patient, the institution and the economy
as a means to reduce hospital stay.

The benefits of such programs have been described:

They offer to the patient, the physician, and the hospital, an
alternative to the provision of ‘progressive’ care—to the hospital-
extended care facility-nursing home.

The patient is “at home’ and this is a factor which has a tre-
mendous psycho-social effect; it exerts strong influence upon
the success of treatment.

They eliminate the “ping-pong’’ effect of hospital care in which
the patient, having received a great deal of care in the hospital
goes home and, without the services, deteriorates and must be
re-admitted to the hospital, frequently in worse condition.

The physician can care for a greater number of patients at
home in the home care program; the coordination of the needed
ancillary services at home is the responsibility of the program.
He need not individually assemble and coordinate them.

The patient at home has ready and easy access to medical
advice. Home care staff identifies problems, foresees them and
reduces the possibility of the occurrence of emergency situations.

Home care staff can more readily interpret medical orders,
explain treatment regimes, offer reassurance and support.

Where physicians are in short supply, such as urban ghetto
areas and areas which do not have ready access to physicians,
the system is a tremendous plus to the physician.?

. Studies of coordinated home care programs have demonstrated
that they do in fact shorten hospital stay and that in spite of the costs
of the home delivery of an array of services, there is cost saving in
the utilization of such services.?

Studies which have been made of admissions to hospital based home
care programs indicate that increases of admissions to home care
are related to the number of services provided by the home care
program; longer stays in the home care program are also related to
the availability of a broad range of services leading to the conclusion
that such programs have a greater capability in the care of sick

20 Home Care and the Hospital, p. 12.

21 Home Care and the Hospital, p. 14.

22 Jessimen, Andrew G., M.D., Associate Director of Professional Services,
Peter Bent Brigham Hospital, Boston, Massachusetts. Report to the Meeting on
Community Health Care of the American Medical Association, Arlington, Va.
February 4-5, 1972.

23 See appendix 3, pp. 82-118.
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patients and can provide home care patient days in place of hospital
patient days.*

Studies which are in process indicate that the anticipated expansion '
of coordinated home care programs is not occurring.

Although the benefits for home health services are pro-
vided under the Medicare program it is a limited benefit
program which fragments reimbursement for coordinated
home care services between Parts A and B home health
services benefits and Part B out-patient benefits. Medicare
benefits are not allowed for several important services which
are necessary to properly care for patients of a coordinated
hom(;, care program which represents an intensive level of
care.”

Rising costs have restricted the extension of the range of services
and their increased utilization. The number of hospitals and com-
munity agencies offering such services is not increasing and may be
diminishing, in spite of the increasing costs of in-patient care. Coor-
dinated home care programs have been established primarily in or
near urban areas. In communities where there are no facilities for
long-term care or where such facilities are insufficient (and these are
the majority) the ‘“ping-pong” effect still occurs, and the inappproriate
use of long-term institutions still, after the investment of the home
care program, becomes the only available resource.

The development of increased numbers of such programs is a
necessity, and the availability of community services to which such
concentrated care programs can refer patients with long-term problems
will guarantee the effectiveness of their services.

2¢ Richter and Gonnerman, Table 8.
5 Blue Cross of Greater Philadelphia, see appendix 3, item 1, p. 84, p. 7le.



PART 4
BASIC COMPONENTS OF HOME HEALTH SERVICES

Components of home delivered health services, which provide a
broad base upon which an effective care system can be built and
extended, are those of nursing, social work, the ‘“‘therapies’” (Occu-
pational Therapy, Physical Therapy, Speech) and homemaker-home
health aide services. These services are applicable to every level of
home health care and fulfill essential requirements for prevention,
for treatment, and for support of personal, psychosocial and environ-
mental needs in individuals who are acutely or chronically ill or
disabled, for short or long periods of time, when the selection of the
home as the appropriate site for care is feasible.

NursiNGg SERVICES

The concept of ‘“skilled” nursing services which has become so
firmly entrenched in the Medicare insurance system and which is
related almost exclusively to the need for specific bedside tasks
requiring narrowly defined nursing “skill” does not offer the pos-
sibility of effective home delivery of health care, since such services
are focussed primarily upon acute illness—upon illness in specific
diagnostic categories: those requiring ‘“‘therapies’”. These are not
the major needs of the aging population even in periods of acute
illness. The “laying on of hands” is not the primary nursing need of
patients in institutions, and it is not the primary nursing need of
present and potential consumers of effective home health services,
although it must be included as one of the elements in nursing care
in the home. The application of the public health concept of nursing
functions is far more relevant and has, in fact, been the basis upon
which our communicable disease control programs, and our preventive
and care services to the younger “at risk”’ population have been built.

These functions include: . )

Case finding—Searching out those individuals whose health
status may constitute a risk to themselves or to the community.

Preventwe services—Providing a necessary link to treatment
facilities and establishing patterns of living with demonstration
and instruction prescribed by physicians for the return to an
optimum state of health. .

Assessment and ongoing observation.—Health surveillance which
provides for continuing awareness of fluctuations in health
status; maintaining an open channel to necessary treatment
resources so that services may be adapted to changing needs.

Direct services—The use of nursing skills to provide needed
bedside nursing services or to supervise those who provide such
services in the home.

Follow-up—Identification of individuals who, because of the
nature of their disease, disability or physical limitations, are in
danger of regressing from an optimum state of health, in order to
insure continuity of access to needed treatment services.

(25)
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This range of nursing services has not been available to the aging
population. Historically, home nursing services focussed first upon
the nursing care of the indigent sick in their own homes. The develop-
ment of the concepts of prevention and communicable disease control
tended to emphasize services in the home to selected disease categories
(those which threatened the health status of the community) and to
those sections of the population which were first considered to be “at
risk’’. (services aimed at the prevention of maternal and infant mor-
tality; the elimination of preventable or correctable crippling in
children). Nursing services which focussed upon these problems have
traditionally been placed in public health departments.

These clear distinctions no longer exist; public health departments
have, in many communities, added home nursing of the sick to their
services when such services were not available elsewhere; in some
communities, Visiting Nurse agencies have merged with the public
health department and in some communities the two services have
continued to function separately, each with a different emphasis.
Whether they provide the range of services under a single auspice
or divide their activities, both services see their role in the broad
context which has been established in public health.

Its application to the field of chronic disease and disability, and
consequently to the older age group has been limited by the failure
of funding sources, both government and voluntary, to recognize that
nursing services have been faced with a new problem: the increased
numbers of older, chronically ill and disabled persons in the population
who are entitled to the full range of public health nursing services
but who are unable to receive them because there has not been a
corresponding increase in nursing personnel to meet this new need
and because the approach to the delivery of nursing services to this
population has been based upon the misconception that short-term
care, directed to acute illness, will meet the need.

Public health departments which have embarked upon programs
of home nursing to the older population have found themselves
overwhelmed and have been faced with the alternative of sharply
limiting such services or of siphoning off the needed services from
established programs. Voluntarv nursing services—whose primary
activity is home nursing—anticipating that the health insurance
system would add the necessary income for this new population, have
found instead that the program has served to uncover nursing needs
which the system will not pay for—services which are essential to
the health and safety of the population over sixty-five but which also
have important preventive implications for the sick poor of all ages
and for the 45-64 age group, in which vulnerability to chronic illness
may begin to occur.

In the annual reports of home health agencies for 1970-71, there
are repeated references to forced staff reductions and curtailed serv-
ices—a situation cited as ‘“‘untenable at a time when the public has
been led to expect increased and expanded services.” !

In the Yearly Review Survey, staff cuts in the full time nurse force
were reported in 38 percent of reporting agencies. Among official

! National League for Nursing, Department of Home Health Agencies and
Community Health Services.
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agencies, staff cuts were reported by approximately one of every four
agencies. Among voluntary agencies, the proportion was twice as
high—approximately one of every two agencies. In over 27 percent
of the agencies reporting staff curtailment the number of staff nurses
employed in April 1971 was at least 30 percent below April 1970
levels with over 7 percent of the agencies experiencing cutbacks of as
high as 50 percent or more.? Reasons given for cuts were restrictive
and retroactive reinterpretation of Medicare regulations coupled with
a lag in reimbursement adjustments for previous years, curtailment
in Medicaid benefits and reimbursement and reductions in voluntary
financial support in voluntary-agencies.

These reductions, when they are applied to the total number of
professional nurses (15,152) and licensed practical nurses (1,409)
employed in Home Health Agencies as of July 1969, represent a
“coverage’” of the population in need of home nursing services for
which the adjective “thin’’ is an overstatement. .

The knowledge that 87 percent of the population resides in counties
where there is at least one certified home health agency is not im-
pressive when more than one-half of the agencies have available “less
than three but more than two” * nurses to provide the primary
service of a home health agency.

HoMmEMAKER-HoME HEALTH AIDE SERVICES

In all home health services the supportive care which is essential
for the total maintenance of the individual in his environment is
provided ideally by paraprofessional personnel. Homemaker-home
health aides are carefully selected for personal aptitudes: emotional
stability; the capacity to adapt to a variety of differing situations;
skills or the capacity to acquire skills; the capacity for observation;
discrimination, good sense, judgement; sustained interest in the various
aspects of the work; “maturity’’ as a combination of these rather than
as an expression of chronological age. ‘. . . relationships require
compassion, common sense, self-discipline, optimism and a basic
knowledge of human behavior . . . The basic training -. . . of all
individuals employed . . . should be essentially the same. Good ori-
entation, on-going education and professional supervision should help
develop the variety of special skills necessary to the purpose of the
particular situation.” ®

The title is not intended to describe casual workers, available in the
open market to the individual employer. Homemaker-home health
aldes are always employees of an agency, a service, an administrative

2 A sample survey of policies and practices of home health agencies and com-
munity health services, conducted annually by the Department of Home Health
Agencies and Community Health Services of the National League for Nursing.

3 Number of Professional and Technical Employees (full time equivalents) in
2,209 Home Health Agencies participating in Medicare as of July 31, 1969.
Source: HEW office of Research and Statistics Health Insurance Statistics, HI 22,
January, 7, 1971 issue. .

+ HHSHMA—Community Health Services Data Center Community Health
Services, Community Profile. Data Center Resources Development Branch,
June 1971.

5 National Council for Homemaker-Home Health Aide Services, Inc. Addenda
to Standards p. 7.

74-331 0—72——3
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unit which is responsible for the selection, training, and performance
of the worker; in which adequate professional supervision is available,
assigned tasks are related to individul skill; protective policies for both
consumer and worker are established and maintained, and personnel
practices provide workers with acceptable working conditions.

“. .. the homemaker-home health aide is one and the same person.
The term ‘home health aide’ may be required for certain funding or
legislative purposes; it should not, however, influence the service
rendered by the homemaker in the home.” ¢

The generic title ‘“homemaker’” describes personnel capable of
performing the full range of activities necessary to the maintenance of
individuals or families in their own homes when long- or short-term
illness, disability, psychosocial crises (or combinations of these)
require supportive, therapeutic or compensatory services to sustain
independent living.

The title “home health aide” is found in Medicare regulations and
is intended to describe a somewhat narrower service, sometimes
stressed as a service analagous to that of a hospital aide performing
functions that are primarily related to the “personal care’ of the
patient and excluding, when possible, those services which, in the
institution, are provided by other personnel. The introduction of the
title “home health aide” has occasionally been confusing. It has
appeared to reduce the effectiveness of a worker with a range of skills
to the performance of a few—in the home a relatively useless assign-
ment—since the home does not have available the variety of ancillary
services which are provided by the institution. The combined title
has been officially adopted 7 in order to avoid the development of a
second group of workers; more important, to avoid a situation which
began to prevail following the passage of the Medicare health insurance
legislation—in which one paraprofessional—a ‘“home health aide’’—
was assigned to perform ‘“‘personal care tasks” and a second parapro-
fessional—a ‘“homemaker’”’—was assigned to perform all other func-
tions related to maintenance of the sick at home. The short supply of
funded personnel in this paraprofessional category made such a division
of labor impressively impractical. Homemaker-home health aides
function appropriately in health settings and in social work programs.
It is generally agreed that the predominant need is almost invariably
health related regardless of age or economic status, and that psycho-
social components cannot be separated from health related problems.
Training and supervision stress both aspects of the functions of the
homemaker-home health aide who is expected to carry out the
physician-prescribed therapeutic regime as well as to perform all
tasks which are essential to healthful living in a decent environment.

Homemaker-home health aide services, in the developmental years,
have been funded entirely from voluntary sources and, as a result,
they have not, since the beginnings of such services in the 1920’s,
had a history of successful growth. In order to recruit, train and
adequately supervise such personnel with placement in conditions
that protect both worker and consumer, funding from private sources
and from fee-for-service were insufficient to stimulate development,
although the services have demonstrated their effectiveness in shorten-

& National Council for Homemaker-Home Health Aide Services, Inc. Addenda
to 7S{andards, p- 7.
bid.
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ing or preventing institutional care where they have been available.
Public welfare programs during the 1930’s began to initiate such
services and there was limited expansion—usually in protective
services for families with children. Amendments to the Social Security
Act in 1962, providing 75-25 matching funds for Public Welfare
administered homemaker services, increased the volume of employed
homemakers from 3000 in 1963 to 5000 in 1965.%

Changes in regulations of the Social Security Act with respect to
service programs for the aged, blind and disabled, which required
all State agencies to provide selected services, including the mandatory
provision of homemsaker services (to recipients in the categories
mentioned) by July of 1973. This has been amended to April 1, 1974.
Data on the number of States which include homemaker services in
State plans does not include the number of homemakers actually
employed. The number of States which include such services in their
plans has increased from 16 to 39. The term ‘“homemaker’ is used.
Adherence to recommended standards of national standard setting
organizations such as the National Council of Homemaker-Home
Health Aides will be required; the range of skills specified in the
standards of the Council combine those specified in Medicare regula-
tions for the “Home Health Aide’ ® with all other services appropriate
to promotion of effective home care. .

In January 1972, it was estimated that there were approximately
2,850 agencies providing homemaker-home health aide services
in the United States: 1,300 serving families with children, 1,200 in
health related programs (both public and voluntary); 175 “single
service” agencies (i.e. providing supervised homemaker-home health
aide services to meet a variety of community needs) and 175 pro-
prietary registries.!® (See table D, p. 32.)

The estimated total number of homemaker-home health aides
employed in these programs is 30,000—as against a total estimated
need of 300,000."!

In July 1969, 4,061 home health aides were employed in those
certified home health agencies which offered the service (an esti-
mated 1,042 agencies); (see table E, p. 32); in June 1970 an estimated
4,276 home health aides were employed 1n 1,254 certified home health
agencies (see table F, p. 32)-—an increase of 215 employed home health
aides in the one year period. Staff reductions similar to those in nurs-
ing staff as a result of continued funding problems have been reported
in 1971 in homemaker-home health services.

Experience with Home Help Service in the United Kingdom indi-
cates that with “open availability” of home help service, 1.e., to all
age groups as needed, approximately two-thirds of the consumers are
in the adult population: aging, disabled and chronically ill adults, and
the major reason for referral to the service is a health related problem.?

8 Federal Register Volume 5 Number 230 November 26, 1970 Part II Dept. of
HEW; SRS Service Programs for the Aged, Blind and Disabled or Disabled
Persons. Section 222.46. i

9 Natiional Council for Homemaker-Home Health Aide Services, N.Y.

10 Tbid.

1t Report ‘“White House Conference on Aging,” U.S. Government Printing
Office. No. 0-448-917.

12 Trager, Brahna, Home Help Abroad in Homemaker-Home Health Aide Services,
Organization, Administration, Training. In preparation for U.S.P.H.S. publication.



30

Recruitment and training of personnel for homemaker-home health
aide services is relatively simple. This is a category of employment in
which temperament and skill-aptitude play a large part; there is a
large pool of unemployed and underemployed women (and men as well)
who possess the characteristics and interest essential for the work.®
Didactic training may be relatively short; professional supervision
provides a continuous source of on-the-job training. Since trainees are
drawn from marginal income groups, both the costs of training and the
support of trainees in training must be provided. The personnel pro-
duced has been of good quality.

A special project developed in the Kaiser-Permanente group
practice program in Portland, Oregon, to provide home care and
extended care facilities in the comprehensive system, reported the
development of a high degree of technical skill in home health aides
utilized in the project. Half of the services provided by professional
personnel were provided by aides in this project.”

‘“The use of aides served as an integrating factor in the provision of
complex medical services in the home. Since any aide might be pro-
viding various kinds of services to a single patient, greater communi-
cation was required among various supervising professionals, thereby
achieving better coordination of patient care. The patients accepted
the services of the home health aide without question and the super-
vising professionals reported that the aides provided effective service
in the field. There were no reports of services detrimental to the
patient, as the aides were able to recognize problems and changes in
Itlhcla palgient’s status as they developed and obtained supervisory

e p.’l

Other service programs report similar results, both in the excellence
of performance and the wide acceptance by consumers of homemaker-
home health aide services. There appears to be a rapid development of
rapport and confidence, probably because the homemaker-home
health aide is in the home for longer periods than the professional, is
integrated into the living routines in the home and has a more natural
identification with those she serves.

Homemaker-home health aide training programs were funded and
“seed” money for program development was provided prior to im-
plementation of the Medicare health insurance system in anticipation
of a greatly increased demand for homemaker-home health aides in
certified home health agencies.

13 “This vocation is proving a realistic choice for many educationally dis-
advantaged but capable individuals . . . in some instances this employment has
enabled a family to become self supporting . . . thus the community stands to
gain doubly from this service as previously unemployed persons become self-
sustaining.” National Council of Homemaker-Home Health Aide Services. See
Appendix 1, item 6, p. 61.

4 Hurtado, Arnold V. M.D., Greenlick, Merwyn R. Ph.D, and Saward, Ernest
W., M.D. The Organization and Utilization of Home Care and Extended-Care-
Facility Services in a Prepaid Comprehensive Group Practice Plan. Medical Care—
January-February 1969, Vol. VII, No. 2.

5 Hurtado, Arnold V., M.D., Greenlick, Merwyn R., Ph.D., McCabe, Marilyn,
B.A,, and Saward, Ernest W., M.D. The Utilization and Cost of Home Care and
Eztended Care Facility Services in a Comprehensive Group Practice Program.
Medical Care—January—February 1972, Vol. X, No. 1.



31

These monies—which were made available by United States Public
Health Service funded a number of demonstration projects and pro-
vided effective program consultation—were essentially short term. A
training program funded and directed jointly by the Office of Economic
Opportunity-United States Public Health Service focused upon the
training of faculty and the ultimate training of 10,000 homemaker-
home health aides but did not go beyond the pilot stage, although
several State and some local programs did get an effective start as a
result of these efforts.

Homemaker-home health aide services cannot develop or expand
with voluntary funds, existing third party payments and fees-for-
service as the only source of support. Training programs are not being
maintained because of cost. More important, job placements following
training are not available. Staff curtailments are presently more
prevalent in these services than program expansion.

There is a demand for the services which far exceeds the supply.
The demand, however, is for those services that are excluded from
reimbursement in the Medicare insurance regulations; supportive
services-and long-term care. This need, which has been accurately
described by Morris !® exists in that section of the population with
long-term disability : in ‘““those whose condition is not likely to improve
quickly” "—an estimated 25-50 percent in ‘“‘quasimedical nursing
institutions”, the others in the general population:

Some 18 million persons, between the ages of 18 and 64, and
another 15 million elderly may be affected. They have some
chronic physical conditions which can limit their freedom of
movement or make them dependent functionally in some
degree. But, only a small percentage of these large totals, per-
haps 114 million adults, require the intervention of any
public program beyond that now available. The larger
total represents the pool of demand which confronts organized
health and welfare services. They suffer from the prolonged
consequences of stroke, heart disease, cancer, arthritis,
emphysema, industrial and automobile accidents. Except for
rehabilitation, which is limited to those who can return.
to work, the medical system is not designed to meet the long-
term needs of such disabled.!®

The services proposed by Morris are essentially the application
to our population of a rational approach to basic care—supportive
services coordinated with health and social services to provide in the
home what is essential and appropriate to care there—for the long-
term as well as the short-term demand, as a part of a comprehensive
system.

18 Morris, Robert. Alternatives to Nursing Home Care: A Proposal. Prepared for
use by the Special Committee on Aging, United States Senate, By Staff specialists
at the Levinson Gerontological Policy Institute, Brandeis University, Waltham,
Massachusetts. October 1971. U.S. Government Printing Office.

17 1bid. p. 1.

18 Tbhid. p. 2.
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TaBLE D.—FEstimated number of homemaker—home health agencies
by category:
Family and Children’s Agencies:

(@) Governmental - _ _ ________________ 900

(®) Voluntary____________ . 400
Health oriented agencies, including mental health:

(@) Governmental _________________________________________ 700

(b) Voluntary_____________ - 500

Single service homemaker-home health agencies. ._________________ 175

Proprietary registries. . _______________________________________ 175

Total . 2, 850

TaBLe E.—Number of professional and technical employees (full-
time_equivalents) in 2,209 home health agencies participating in
Medicare as of July 31, 1969

Combi-
nation
Visiting Govern-
nurse ment and Official  Hospital
Professional and technical Number of associa- voluntary health based
employees employees tions agencies  agencies  agencies Other

Registered professional ’

NUISeS_ oo __ 15,152 4,818 1,667 8 091 364 212
Licensed practical nurses. 1, 409 657 127 283 241 101
Physical therapists_______ 999 232 53 482 145 87
Occupational therapists_ _ 146 36 7 32 35 36
Speech therapists________ 170 32 6 65 36 31
Medical social workers_ __ 301 46 9 123 98 25
Home health aides_._____ 4,061 1, 641 524 1,417 187 292

Source: HEW, SSA, Office of Research and Statistics, Fealth Insurance Statistics, H122, Jan. 7, 1971issue.

TaBLe F.—Home health agencies with home health aide service, as of
June 28, 1970 1

Type of facility Number of facilities Number aides
Visiting Nurse Association____________________ 300 1,679
Combination Government and voluntary agency_ 58 489
Official health agency_____________________."_ 649 1, 570
Rehabilitation facility based program__________ 7 54
Hospital based program______________________ 151 233
Extended care facility based program__________ 16 52
Proprietary_ ___________ . ___ 24 96
All others__________ ______ o ________ 49 104

Total home health agencies with home
health aide serviee.__________________ 1, 254 4, 276

! Information obtained from Social Security Administration.
SOCIAL SERVICES

At every level of care, social services are necessary to the effective
delivery of home health care. The personality of the consumer, his
attitudes and those of members of the household; his capacity to
adapt to a treatment program at home play an important part in the
choice of the home as an appropriate site for care. “Feasibility”’
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alone is not the decisive factor. The decision that home care is ap-
propriate does not guarantee the success of the plan unless, at all
levels and in all phases of care, members of the service program are
able to understand and utilize psycho-social strengths and compensate
for the attitudinal problems which inevitably arise.

In assessment, in the selection of the home as appropriate for care,
in the establishment of treatment plans, these factors are considered
when competent social work skills are available.

Social workers must play an important part in the selection,
training and recruitment of homemaker-home health aides. Unless
there is careful assessment of temperament in the selection of trainees,
there is considerable danger that the homemaker-home health aide
who is not temperamentally suitable may retard rather than support
the home care plan.

Professional skill is essential as interpersonal relationships develop,
particularly between the homemaker-home health aide and the
individual (and his family). The homemaker-home health aide is in
the home more frequently and for longer periods than any other
member of the home health staff. Her relationship to the consumer
and his family is necessarily an intimate one and as such can influence
the situation in a variety of ways; she in turn is affected by the situa-
tion in the home and the attitudes of those in the home toward her
and her services. The availability of professional skill in the evalua-
tion of these changing relationships, enlarges understanding in the
consumer, the homemaker-home health aide, and in other members
of the home health staff. Social workers serve as advocates for the con-
sumer and his family—assisting them to make maximum use of
resources in the community, and at times representing the consumer’s
view, his own estimate of his own best interests or his own personal
choices in policy decisions of the services.

Many homemaker-home health aide services are administered and/
or supervised by professional social workers; those in public welfare
departments almost invariably provide such supervision, using other
components in contractual or consultative arrangements. Voluntary
servlices are also frequently administered and/or supervised by social
workers.

Certified home health agencies offered social services in 20 percent
of all of the agencies in 1969 '° but only 301 workers (full-time equiv-
alent) were employed.” Slightly more than half of the hospital based
home care programs offer social services; 10 percent of those which are
not hospital based but which collaborate with hospitals offer social
services. Public health agencies occasionally utilize the consultative
services of a public health social worker.

Social workers who have health care orientation are in short
supply. Schools of social work are beginning to emphasize the health
care field in training. An important deterrent to the development of

- interest in the field is the shortage of employment opportunities.

19 Social Security Administration. Number and Percent of Certified Home Health
Agencies providing ‘selecied services by type of Agency, January 1969.

20 HEW, SSA, Office of Research and Statistics, Health Insurance Statistics
HI 22, January 7, 1971 issue— Number of Professional and Technical Employees
(full-time equivalents) in 2,209 Home Heallh Agencies Pariicipaling in Medicare as
of July 31, 1969.
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The requirement that social services must be available in all services
and at every level of home health care would do a great deal to in-
crease the effectiveness and utilization of the services.

PrysicaL Tuerapry, OccuraTiONAL THERAPY, AND SPEECH THERAPY

Physical therapy takes first place in the series designated as appro-
priate after nursing service in the Medicare regulations. It is also
most frequently indicated as the second service which certified home
health agencies offer.

Of the total of professional personnel employed in home health
agencies only 999 “full time equivalent’’ physical therapists are
involved—about 4.2 percent of the professional personnel who were
employed in home health agencies in 1969.2' This represents a consider-
able thinning of the services. Federal regulations, which restrict dura-
tion, limit supervision of regimes and delegate a good deal of the
essential services to “‘others’” may inhibit utilization.

“Data from the National Institute of Neurological Diseases and
Stroke indicate that at least 20 percent of those citizens with stroke
have an associate impairment of language” ?2 although speech therapy
is included as a reimbursable service in the Medicare system, regula-
tions restrict its use.

While it is true that aspects of many of the therapies—physical
therapy, occupational therapy, and speech—are readily taught, it is
also true that of all treatment modalities, the therapies are the most,
difficult to sustain without considerable encouragement and motiva-
tion; they are the first to ‘“‘wander away’’ technically from established
procedures when the responsibility is left with ‘‘others’; the mainte-
nance of effective regimes, which, on a daily basis seem uninteresting,
is the most important in the return to optimum function in virtually
all chronic disease diagnostic categories. The enormous investment
which institutions make in the return to function of the stroke patient;
the substantial provision of initial services to those whose limitations
fall into one of the largest categories in the aging population—diseases
of the bones and joints—are frequently lost when the institutional
effort is no longer available, because aggressive measures are not
available or sustained in the home.

The development and maintenance of most of the simplest inde-
pendent human functions involve mobility—physical mobility, mobility
in fine movement and mobility in communication. Their presence or
absence make the difference between home and institution. Their
presence requires the initiation and the continuation of aggressive
therapy measures in home health care.

THE POTENTIAL OF HOME HEALTH SERVICES IN HEALTH
MAINTENANCE ORGANIZATIONS AND AMBULATORY
CARE FACILITIES

HeartH MAINTENANCE ORGANIZATION

There is considerable emphasis upon the Health Maintenance
Organization as one of the preferred methods for the provision of

2t HEW, SSA, Office of Research and Statistics, Health Insurance Statislics,
HI22, January 7, 1971 issue.
22 See Appendix 1, item 8, p. 68.
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health care. Such organizations will not necessarily deliver the covered
population from problems related to the increased need for home health
services.

If the home health services are the same in definition, seope, and
duration as those which are presently available, there is no reason to
believe that the situation will improve and there could be some reason
to be apprehensive about costs of institutional services in the future
of such organizations. Proposals for these, as well as for other systems
of health care delivery tend to consider home health services as they
are presently defined and delivered in the Medicare context.

Better use might be made of such services as they are presently
defined when they are attached to or available to a Health Mainte-
nance Organization, simply because such an organization will be in a’
better position to utilize all of its resources to maximum effect in a
coordinated system of care. This use will have its major value only
for the short-term patient who does not require the full array of serv-
ices which are defined in a home health program of good quality.

If, however, the definition and provisio