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HEALTH CARE FOR OLDER AMERICANS:
THE “ALTERNATIVES” ISSUE

WEDNESDAY, JUNE 15, 1977

U.S. SENATE,
Srectan CoMMITIEE ON AGING,
Washington, D.C.

The committee met, pursuant to call, at 9:45 a.m., in room 1318,
Dirksen Senate Office Building, Hon. Lawton Chiles presiding.

Present: Senators Chiles and Domenici.

Also present: William E. Oriol, staff director; Kathleen M. Deig-
nan, professional staff member; Caroleen L. Silver, minority staff
director; Margaret S. Fayé, minority professional staff member;
Patricia G. Oriol, chief clerk; and Alison Case, assistant chief clerk.

OPENING STATEMENT BY SENATOR LAWTON CHILES, PRESIDING

Senator CuiLes. Today, the Senate Committee on Aging is seeking
information which will help Congress and the administration to
make a comprehensive long-term care system for the elderly a reality.

The committee has watched the development of noninstitutional
services over the years. We have found that even though many com-
munities have established innovative programs, and even though we
have attempted to provide some funding for new development and
innovative actions i home health, homemaker, and other in-home
and community services, new development has encountered major
obstacles.

We are still experimenting with adult day services and hospital
geriatric outpatient services. We know that such programs can pro-
vide appropriate, and certainly more acceptable, alternatives for many
elderly; but we have not provided incentives for their widespread
development.

For several years the number of certified home health agencies
offering skilled nursing care and therapy services in the home de-
creased. There has been a slight increase in their numbers since 1975,
when Congress passed the Home Health Demonstration Act, but.
again, that development has been slow in too many areas.

Suppmt for home health and other in-home services under medicare
and medicaid has increased only slightly since 1973; it is still only
1 percent of total expenditures. These funds are shoring up our
most costly institutions at the expense of the alternatives.

We know that our older Americans are over-hospitalized and too
often inappropriately placed in nursing homes—at great cost to our
health system. We must find ways to provide more acceptable care—
more appropriate for the need, and less costly.

@77)
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15 PerceEnT Hosprrar, OVERUTILIZATION

I know that the administration agrees with me. Secretary Califano
recently told the Senate Finance Committee that as many as 15 per-
cent of the people in our Nation’s acute care hospitals alone do not
meed to be there. He said that they would be better cared for at
‘home, in nursing facilities, or on an outpatient basis, and estimated
that this overemphasis on hospital care is now costing the Nation $7
million per day just for operating costs. He cited the reversal of this
system as a major area for hospital cost savings.

We also know that many elderly are placed in nursing homes simply
because inadequate community services which could make it possible
for them to remain in their own homes are not available. We must find
ways to malke these alternatives readily available to all older Ameri-
cans, and we must find a way to do it which will guarantee a quality of
service and a standard of care which will meet the real needs of the
people we are trying to serve.

“Neep To Move QuickLy”

T think we need to move quickly, and I hope this distinguished panel
of witnesses agrees with me. But we also have questions to resolve on
how this move can be made without making ourselves vulnerable to a
system which could quickly become out of control. We know, for exam-
ple, that there is a great deal of interest in home health as a profit-
making venture, and we know that there are some alarming short-
comings in accountability.

I think now is the right time to discuss these and other issues. We
know that President Carter is committed to tackling these problems,
and we want to see his administration go in the right direction to
obtain, not only cost containment for health care, but satisfaction and
confidence from the people who should be served.

The committee will watch and work with the witnesses here today,
and all others who can help. I certainly welcome you here today.

Senator Domenici, who has been a leader in trying to provide a
framework for alternatives in home health care, sits with us today
and I am delighted to have him. Do you have an opening statement,
Senator Domenici?

STATEMENT BY SENATOR PETE V. DOMENICI

Senator Donmexict. Thank you, Mr. Chairman. I have a very brief
statement. I look forward to hearing the witnesses.

I am pleased that we are able to complete our series of hearings
today, Mr. Chairman, on health care for older Americans, focusing on
the alternatives issue. I am delighted that we have the administration
witnesses with us. This is the first hearing at which we have had an
opportunity to discuss major reorganization changes in HEW and
how they will have an impact on care for the elderly.

In our first two hearings a month ago, witnesses testified as to the
fragmentation of the implementation of the various alternatives to
home health care. Each resource for home services has different eligi-
bility standards and regulations. This includes titles XVIII, XIX,
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and XX of the Social Security Act, and title IIT of the Older Ameri-
cans Act. .

There was almost a plea by the various agencies involved in' home
care services that there be uniform standards, and even one source of
funding, in order that expansion of these necessary services could pro-
ceed without the current waste of time and money in the determina-
tion of not only who should pay the bill, but also when, and even if.
There have been retroactive denials which have only served to put out
of business agencies who could not afford to absorb the cost, which
were initially deemed appropriate but were later denied by social
security.

We also want to make sure that HHEW is aware of and carries out
the legislative intent of Congress when addressing these programs.
For example, recent elimination of the certificate of need for home
health programs was clearly against the intent of Congress and
should be corrected.

Furthermore, Mr. Chairman, the role of nonprofit and profit agen-
cies should be made clear and, regardless of what agency is providing
services, the same high quality of standards.should be required for
all, with an ongoing monitoring of performance by State and/or
Federal agencies.

Thank You, Mr. Chairman.

Senator Cuires. The distinguished chairman of this committee,
Senator Frank Church, who certainly over the years has had such a
great interest in this question, has submitted a statement for the
record. Without objection, it will be inserted into the record at this
time.

[The statement of Senator Church follows:]

STATEMENT OF SENATOR FRANK CHURCH, CHAIRMAN

Today, the Senate Committee on Aging begins a third day of hear-
ings on noninstitutional health care for older Americans.

Such care may be given in the home, by nurses, or by others trained
to perform services which help older persons maintain their inde-
pendence despite one or more disabilities. Or it may be provided at
adult day centers or outpatient clinics where persons with chronic
conditions can receive precisely the care they need for a few hours
a day before returning to their homes at night.

We've heard a great deal about these so-called “alternatives to insti-
tutionalization” since the White House Conference on Aging in 1971,
and we’ve done a few things about them, as well.

We have made home health and in-home services a priority item
under the Older Americans Act. .

We have enacted a law for startup and expansion funds for home
health agencies, and I’'m glad to say—as sponsor of that legislation—
that during the past fiscal year, 46 communities received assistance,
with more expected this year. In view of need, this is only a beginning.

And we have seen other progress as well: There is greater use of
title XX social service funds for in-home services and other forms
of care out of the institution; there is a growing effort to provide
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services to help maintain independent living in what is called assisted
housing; and, most of all, there is a growing demand by older persons
themselves for the help they need to stay out of institutions while
they—and their families—take care of their own needs as best they can.

In other words, the right kind of help can be good for the Nation
by reducing our present high commitment of funds for institutional
care, and it can be good for individual older persons who, most of all,
want to stay in their own homes or apartments for as long as they can,
despite long-term or temporary illness.

“SrroaTion Urcent”

The urgency of the situation has been expressed by studies which
document needless institutionalization of one kind or another. Just
a few days before this hearing, for example, I learned of a recent
survey by the Medical Social Review Committee of the Idaho Depart-
ment of Health and Welfare which found that from 15 to 25 percent
of the elderly in my own home State were in nursing homes unneces-
sarily. And most of them were there because other levels of care were
not available.

You can be certain I’ll work with the Idaho Health Department to
help change this picture; and you can be sure that I will urge the
Federal administration to take steps needed to change this picture
in Idaho and in the rest of the United States.

I am confident that the Department of Health, Education, and
Welfare witnesses we have called today recognize the same need and
want positive and early action to deal with it.

As I stated during our earlier hearings, the root of the problem is,
of course, restrlctlve medicare and medicaid policies on home health
care and other in-home services. I introduced legislation last vear to
ease some of these restrictions, and I will c0n81der reintroduction this
year, as soon as I examine what we learn today.

Even though we know the need is great, I’'m not sure we know the
best ways to provide these services, the best ways to organize them,
and how to achieve our goals within realistic costs. I hope that we
will receive very useful information in this area today, as well.

We have to develop community based systems in which there is a
role for institutions and a role for other forms of assistance, based
on what people need. when they need it, provided in the most appro-
priate setting. In order to do this, we must achieve a mix of what are
now strictly defined “health” services and “social” services. Achiev-
ing this mix at the local level is one of the most challenging problems
we now face.

But it is a challenge which must be faced by the Congress and execu-
tive branch together, and so I look forward with specml interest to
today’s testimony.

Senator Crrnrs.. Our ﬁr st, witness today will be Mr. Robert Derzon,
Administrator, Health Care Financing Administration, Department,
of Health. Ednczmon, and Welfare. We are delighted to have you
here, Mr. Derzon. !
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STATEMENT OF ROBERT DERZON, ADMINISTRATOR, HEALTH CARE
FINANCING ADMINISTRATION, DEPARTMENT OF HEALTH, EDU-
CATION, AND WELFARE; ACCOMPANIED BY DR. ROBERT BUTLER,
DIRECTOR, NATIONAL INSTITUTE ON AGING, NATIONAL INSTI-
TUTES OF HEALTH; AND DONALD REILLY, DEPUTY COMMIS-
SIONER, ADMINISTRATION ON AGING, OFFICE OF HUMAN
DEVELOPMENT :

Mpr. Drrzox. Thank you, Mr. Chairman. We submitted to the com-
mittee yesterday a more detailed statement. _

Senator CriLes. Your full detailed statement will be placed in the
record.} ' '

Mr. Derzon. Thank you, sir. .

I would like to take this opportunity to summarize that statement,
but first to express my pleasure in being here. This is my second official
congressional hearing. I was sworn in 2 weeks ago, and though I ap-
peared before Senator Domenici earlier this year on another matter,
I am delighted to see him and meet with you. '

"This hearing presents me, early in my experience in the Federal
Government, with an opportunity to look into and to learn more about
the entire area of long-term care and how it is being handled in the
Department of HEW. Today, along with others here—I will introduce
them in a 'moment—we are ‘indeed trying to represent all of
HEW, and not simply speaking of the Health Care Financing
Administration. -

It also has been advantageous for me because it has been my first
opportunity to meet with the many components of HEW who are
involved in concerns in the long-term care area. I suppose in some
ways those many parties are a demonstration of one of our problems;
namely, the organization of this activity within the Department.

“Lack oF Crear Focus i HEW?” -

I have learned in the few weeks that I have been here that this is
a complicated subject on which the Department’s leadership—that is,.
the new leadership—has not yet adopted clearcut positions. I hope that
the lack of clear focus can be resolved in the next several months and
that we will emerge with a set of recommendations for your
consideration. ’ _

This hearing also offers us, firsthand, the opportunity to learn your
concerns, and I trust you will share those with us. I have already
rioted a coupleé of problems that apparently have come -up in recent
months. As you know, and Senator Domenici just expressed, both the
statutory authorities and funding sources for the Department’s activi-
ties relating to the alternatives to institutionalization are scattered
throughout HEW. We believe, -therefore, it would be most -helpful
today to have-the departmental representatives shave this testimony.

oy “ RN

1 See page., 286. o o '
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On my right is Dr. Robert Butler, Director of the National Institute
on Aging, National Institutes of Health, and author of an absolutely
superb book on the problem; and on my left is Donald Reilly, Deputy
Commissioner, Administration on Aging, which is now a component
of the Human Development Administration within HEW. Other
Department experts are here in the room and will be available, and I
will probably need their help because there is so much I don’t know
about this subject.

The fact that the authority and funding in this area exists in dif-
ferent parts of the Department has caused considerable problems
of coordination in the past. This' Administration, which took over in
January, has not addressed all of those organizational issues. We have
taken, however, some steps in that direction. The organization of the
Health Care Financing Administration brought five components to-
gether that were concerned with long-term care. Together, over the
next several months, we will be looking at how these components that
have been broucht into the health care financing system can be inte-
grated effectively.

At the present time, the most the Department has accomplished is to
begin the assignment of personnel into the Health Care Financing
Administration and to very broad divisions of activity. These person-
nel will be assigned informally on June 19, which is sort of the
birthday of the new agency.

Additionally, title XX programs have been placed in the Office
of Human Development, where the Administration on Aging was
already located. I think the significance of that is that we now have
roughly three large agencies of HEW, points for activities, in the long-
term care field—one in health, one in health care financing, and one in
human development.

What is needed now is greater organizational coordination and par-
ticularly overall departmental policy development, which the Depart-
ment is working on, with a brief summary on planning in which the
principles of HEW are discussed, so that in a sort of a preliminary
way, we might get at the general problems of long-term care, how we
can establish better coordination, and how we can proceed to the study.
That work has just begun in the Department.

We are currently conducting demonstration projects on alternatives
to institutionalization. The results of these projects will, T think, give
us information that is currently lacking, about the effectiveness and
the cost of some of the various alternatives. T would say to you that
we have already studied a great deal about alternatives. but we have
not systematically, in my view. compiled that information in a way
that is meaningful to policymakers. so.that we can go on to another
stage, which is to make decisions about how to implement policy on
that which we know.

One of the advantages of the new Health Care Financing Adminis-
tration is it pulls together much of the research activity in this area.
We also expect, out of the current demonstration projects, to have
additional information that would be useful on the whole issue of
alternatives, and many of those demonstration projects will begin to
yield results this year.

“Alternatives to institutionalization” must be considered in terms
of the most appropriate care for the individual patient. As you know,
many considerations enter into that decision. A primary factor is
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the medical condition of the patient and what type of treatment or
level of care is required. Also, the patient’s physician must be assured
of the reliability and effectiveness of the chosen alternative. Perhaps
most importantly, impact on the total family situation must be
examined. Adequate financial and other resources, emotional demands,
and disruption of family relationships, are a few of the pertinent
factors. Often, and I think unfortunately, a final consideration is
whether reimbursement under private insurance, medicaid or medi-
care, is available. We will talk about that in just a few minutes
because I want to say a few words about that issue.

« A pTERNATIVES I Loxa-TerM CARE”

Rather than regard any specific form of care as an “alternative
to institutionalization,” we would prefer to think of the many forms
of care—both noninstitutional and institutional—in the continuum
of care. These are the alternatives that we think about as we view
this problem, so that home health care, adult day care, homemaker
care, foster home care, and nursing home care, are all alternatives
in long-term care. These are all in the string of those alternatives.
The type of cave selected for an individual should be based on the
specific needs and, within reason, the desires of the patient and his
family. : r

Home health services, day care, or other in-home services cannot be
viewed as acceptable alternatives to all institutionalization. I think
those of us who have worked in this field—I from the outside world—
recognize that there are going to be patients who will require insti-
tutionalization in sound, well-managed institutions which are priced
reasonably, with good care being given. We believe that these insti-
tutions represent a last resort, and we would like to find ways to defer
institutionalization wherever possible, to intervene before institu-
tionalization takes place, and provide care in the continuum in an
appropriate sequence.

Now with respect to funding sources, our prepared statement, goes
into that in some detail, and I won’t go over that. I think all of you
know a great deal more about that than I do. We do have, in my
view, funding sources that get in the way of trying to achieve for
a single individual the services he needs. I am not sure T can tell you
what T think we ought to do about that today, but I do think that
is a very germane issue, and a very real part of the problem.

“MEDICARE . . . UNDULY RESTRICTIVE”

Let me talk briefly about the limitations of medicare and medicaid.
In recent years, medicare policies have been subject to intense and
often heated debate about whether present, Jaw could be interpreted
more liberally to allow coverage and reimbursement for more home
health services. Many individuals, including, T suspect. many mem-
bers of this Senate. have argued that medicare coverage of home
health services is unduly restrictive and that it does not relate services
to the needs of patients as they progress through their illnesses. I
must tell vou, as a person who has been on the outside world, I share
that view from time to time.
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It has often been proposed that the medicare law be amended to
provide coverage for a broadened range of services, including mainte-
nance services in the home setting. On the other hand, others believe
that a medical insurance program, designed to cover the expenses
associated with acute illnesses, is not the appropriate mechanism for
-addressing what may be primarily the social health needs of patients
“with long-term-care disabilities.

Existing data are not adequate to determine whether increased
utilization of home care would decrease or increase medicare program
«costs, a problem that has precluded a consensus of expert opinion on
whether medicare’s home health benefit needs change. In other words,
it is the lack of being able to determine whether there are cost savings
or cost increases. In our view, this has contributed to a delay in
effective policymaking. The national public hearings conducted by
the Department last fall highlighted these problems, and I would
hope that you and the members of the staff have had the same
opportunity I had recently to read that report.

Limitations in the medicaid program are somewhat different. One
obstacle to provision of home health care under medicaid in some
States is that home health agencies think that reimbursement rates
are inadequate and do not meet their costs of operation. In addition,
some States have imposed restrictions on coverage and availability
similar to those in medicare. As a result, many agencies accept only
a small percentage of medicaid patients or limit their services to
medicare patients only. :

Coverage of therapy services is anotheér difficulty under the medic-
aid program because it differs among the States. Lack of such cover-
age on an in-home basis may require people to seek institutionalization
simply to obtain the services. There are not as many requirements
for ‘skilled services. so there is a belief that some patients who have
not been able to receive those services in the home—receive that care
in the institution. '

We recognize that there are major unresolved issues and policy im-
plications surrounding the financing of alternatives to institutionaliza-
tion. I wish to assure you that these hearings have been of enormous-
value to me in focusing my personal attention on that problem.

- Meuprcare-Oxrys AND 100-PERCENTERS

We were asked to comment on the medicare only-home health agen-
cies in Florida and elsewhere. Qur prepared statement is somewhat
more complete in this, but I would point out that title XVIII—medi-
care—prohibits proprietary home health agencies from participating
in the medicare program unless the ‘State has a licensutre Jaw governing
home health agencies. I believe it is New York State that allows no
proprietary institutions to be licensed in their State. I could be wrong
abmllt that, but T believe that was in some of the briefing materials I
read.

Medicare regulations stipulate that proprietary agencies must di-
rectly provide skilled nursing services and at least one other thera-
peutic service. This is a more stringent standard than that required for
nonprofit organizations.

When medicare and medicaid were first implemented, most services
rendered in the home were provided by nonprofit or voluntary visiting
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nurses associations or public health departments. With the advent of
Federal funding of home health, coupled with restrictions on proprie-
tary agency participation, a new kind of provider came into existence,
known as “private not-for-profit.”

Because medicare reimburses on a cost basis while medicaid often re-
imburses, in many States, on a basis that provides a lower return, agen-
cies have found it to their economic advantage to serve only medicare
patients. That same problem has existed from time to time in the nurs-
ing home fields when there were different rates between medicare and
medicaid. These agencies have become known as “100 percenters.” All
of their revenues are derived from medicare reimbursement.

Prroriry For REIMBURSEMENT ANALYSIS

Possibly medicare, with its full cost reimbursement system, has been
too generous, or States have been too restrictive, with their medicaid
reimbursement—or both. Analysis of reimbursement practices will be a
high priority task under the new Health Care Financing Administra-
tion and I believe that we will increase our efforts to address these
problems in reimbursement, and fortunately, for the first time, we will
be able to address them for both programs, so that we can begin to de-
velop, where possible, where the law permits, uniform reimbursement
policy for both programs. That is one of our goals and one of my per-
sonal goals. I believe we must increase our efforts to develop and imple-
ment methods of paying . for services that induce providers to furnish
services of an acceptable quality at an economical cost, or at least at a
reasonable cost. '

As the committee is well aware, many of the so-called “not-for-
profit” agencies have been able, through excessive salaries and fees,
and through manipulation of capital values, to capture the equivalent
of profits—in many cases, extraordinary profits.

As you know, we strongly support enactment and enforcement of
Federal legislation aimed at halting any abusive and fraudulent prac-
tices. In our programs, we have been supportive of both the Clinical
Laboratory Improvement Act, which strengthens our ability to deal
with laboratories in the fraud abuse area, and H.R. 3 which deals with
most fraud and abuse efforts in hospitals, nursing homes, home care
agencies, and the like.

I should point out that we are taking steps in our reorganization
of the Health Care Financing Agency, and also in HEW, to set up
two new mechanisms to deal with fraud and abuse. One, of course,
is the Inspector General, which has assembled many of the good audit
resources. We have assembled in the one unit all of those individuals
both in medicare and medicaid. In other parts of HEW, we have been
dealing in monitoring the programs and have put those together in this
new organization. We think this action will help strengthen our ability
to examine our providers’ books, our contractors’ activities, and so
forth.

Now a question was asked concerning research and demonstration
projects. We have a list of those projects and if they were not sub-
mitted to you, we will submit them,! |

1 Nee appendix 1, {tem 4, p. 311.




286

HEW REORGANIZATION

Now just a few words about the HEW reorganization and that will
close my presentation. On March 8, Secretary Califano announced a
major reorganization of HEW. For the first time the medicare, medic-
aid, and quality assurance activities of the Department will be con-
solidated into one organization ; namely, the organization which I now
represent, the Health Care Financing Administration. This reorganiza-
tion in itself does not solve statutory and regulatory differences, but
T believe that it genuinely improves medicare and medicaid’s ability
to formulate compatible policy and to reduce the intergovernmental
dispersion of expertise and to concentrate the study of health care
programs for the aged.

As I pointed out a little earlier, I believe we are down to three
principal agencies with responsibility for long-term care. I think if
we could knit them together and put together the units, agencies, and
divisions that exist within each of those in a cohesive fashion we will
have a better chance to come to grips with the problems that we have
been so long concerned with.

We believe that the consolidation of previously separate medicare,
medicaid, and quality assurance activities should greatly assist co-
ordination and resolution of major issues relating to the Department’s
home health policies. The ongoing research efforts and capacity build-
ing grant program in the Public Health Service will also contribute
to this resolution. :

The reorganization also has a direct bearing on the capacity of the

Office of Human Development and the Administration on Aging
to improve the in-home services provided to older Americans. Mr.
Reilly would like to comment on that. Placement of the Public
Services Administration, which does administer the services pro-
grams within the Office of Human Development, should strengthen
the Federal level ties between the Administration on Aging and the
Public Services Administration. '

We would be happy to address in greater detail questions on behalf
of this reorganization and we wish in closing to reiterate our per-
sonal commitments in HEW to meeting the needs and finally to
provide quality services to individuals served by our programs and,
I might add, to emphasize the use of alternatives to meet that
commitment.

I thank you for the opportunity to make this opening statement.
That completes my statement. ' )

Senator CriLes. Thank you, Mr. Derzon. Your prepared statement
will be entered into the record now.

[The prepared statement of Mr. Derzon follows:]

PREPARED STATEMENT OF ROBERT. DERZON

Mr. Chairman, since taking on my new duties, this is one of the first oppor-
tunities I have had to accept an invitation to testify before a congressional
committee. It is indeed a privilege to appear before you today to present testi-
mony on alternatives to institutionalization, including home health, other in-
heme services, and day care in more formal settings. As you know, both the
statutory authorities and funding sources for our activities relating to these
alternatives are scattered throughout the Department. Therefore, we believe it
would be most helpful to you to have a panel of Department representatives
testify. With me today are Dr. Robert Butler, Director of the National Institute
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on Aging, National Institute of Health; and Donald Reilly, Deputy Commis-
sioner, Administration on Aging.

The scope of your committee’s examination of the alternatives issue is quite
broad. While we will limit our written testimony to a brief discussion of the
issues raised in your April 22 letter to Secretary Califano, we do welcome a
discussion of any other concerns which you may have. :

1t should be stated at the outset that alternatives to institutionalization
must be considered in terms of the most appropriate care for the individual
patient. Many considerations enter into a decision concerning such alternatives.
A primary factor is the medical condition of the patient and what type of
treatment or level care is required. Also, the patient’s physician must be assured
of the reliability and effectiveness of the chosen alternative. Perhaps most
important, impact on the total family situation must be examined; adequate
financial and other resources, emotional demands, and disruption of family rela-
tionships are a few of the pertinent factors. Often a final consideration is
whether reimbursement under private insurance, medicaid, or medicare is avail-
able. .

Rather than regard any specific form of care as an alternative to institutional-
ization, we would prefer to think of the many forms of care—both noninstitu-
tional and institutional—in the continuum of care as *“alternatives in long-term
care.”” Thus, home health care, adult day care, homemaker care, foster home
care, and nursing home care are all alternatives in long-term care, and the type
of care selected for an individual should be based on the specific needs and
desires of the patient and his family.

In summary, home health services, day care, or other in-home services can-
not be viewed as viable alternatives to all institutionalization. We believe these
forms of care should be available and utilized appropriately—preventing or
delaying institutionalization, speeding transfer to home from the institution,
and providing needed care as indicated on a continuum.

FUNDING SOURCES

At the present time, there are separate funding authorities for various serv-
ices provided to people in noninstitutional settings. Each program has a dif-
ferent responsibility, and often the criteria for eligibility as establishéd by law
are not the same. This makes it very difficult to foster relationships between
programs that permit and encourage coordination. Appendix 1 [item 1, p. 307},
summarizes the benefits in titles XVIII, XIX, XX and parts of the Older Ameri-
can’s Act and illusirates the disparities in coverage for home health services.
Patients often encounter problems because of a lack of consistency in definitions.

Tn addition to the programs outlined in appendix 1 [item 1, p. 307], programs
such as health maintenance organizations (HMO) and the community health
centers (CHC) help reduce the amount of institutional care or shorten stays in
institutions. These programs have the potential of reducing health care costs
and improving the quality of cave because preventive ambulatory care may be
more appropriate for a particular condition. The HMO program integrates the
concept of prepayment for care as an additional financial incentive to providers
for utilizing the less costly forms of preventive and ambulatory care, and avoid-
ing more expensive forms of care in hospitals and other institutions. Community
health centers provide other services including transportation and outreach
to locate and treat elderly individuals before critical stages are reached which
would require institutional care.

LIMITATIONS OF MEDICARE AND MEDICATD POLICIES

In recent yvears, medicare policies have been subject to intense and often
heated scrutiny about whether present law could be interpreted more liberally
to allow coverage and reimbursement for more home health services. Under
medicare, home health services include skilled nursing care, physical, occupa-
tional or speech therapy, medical-social services under the direction of a physi-
cian, part-time or intermittent services of a home health aide, to the extent
permitted in regulations, and medical equipment and supplies delivered to a
patient in his residence on a visiting basis. Medicare home health services are
provided to individuals who are confined to their home and under the care of a
physician. The physician sets up and periodically reviews a plan for home care
which is provided by a participating home health agency. The patient must need
part-time skilled nursing care or physical or speech therapy.
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Many individuals have argued that medicare coverage of home health services
is unduly restrictive, and that it. does not relate services to the needs of patients
as they progress through their illnesses. It has often been proposed that the
medicare law be amended to provide coverage for a broad range of services,
including maintenance services in the home setting. This would enable patients
to remain at home and allow earlier transfer from institutions. On the other
hand, many others believe that a medical insurance program, designed to cover
the expenses associated with acute ilinesses, is not the appropriate mechanism
for addressing what may be primarily the social health needs of patients with
long-term care disabilities.

Existing data are inadequate to determine whether increased utilization of
home care would decrease or increase program costs, a problem that has pre-
.cluded a consensus of expert opinion on whether medicare’s home health benefit
needs change. The national publie hearings conducted by the Department last
fall highlighted these:problems, Many witnesses advocated a number of medicare
changes including removing the 3-day prior hospitalization requirement, elimi-
nating the “skilled” care reguirement, and modifying both the ‘“homebound” and
the “part-time or intermittent” requirements, Others opposed such changes. There
has also been much debate among Department staff on these issues. The new
administration has not yet had the opportunity to carefully scrutinize and resolve
various issues relating to these recommended policy and legislative changes.

Limitations in medicaid are somewhat different. One obstacle to provision of

home health care under medicaid in some States is that home health agencies
think that reimbursement rates are inadequate and do not meet their costs of
operation. In addition, some States have imposed restrictions on coverage and
availability similar to those in medicare. As a result, many agencies accept only a
.small percentage of medicaid patients or limit their services to medicare patients
only. . .
Coverage of therapy services is another difficulty under the medicaid program.
Therapy for occupational speech or hearing problems is provided and covered
differently among the States. As a consequence, the lack of these and other
in-home or community services in a particular State may require people to seek
institutionalization simply to obtain the services.

The Commissioner of the Medical Services Administration issued an informa-
tion memorandum in January 1976 to all State medicaid agencies in order to
describe two methods of reimbursing for services in ‘alternative care settings
and suggested methods of reimbursing for services to the chronically ill in
these settings and to explain medicaid’s short- and long-range strategy for
developing alternative settings for care of the chronically ill and impaired.

We recognize that there are major unresolved issues and policy implications
surrounding the financing of alternatives to institutionalization. I wish to assure
the chairman that these hearings have been helptul in focusing our attention on

the issues.
PROBLEMS

The committee also asked the Department to address the significance of the
rise of medicare-only home health agencies in Florida and elsewhere.

With the enactment of title XVIII (medicare) in 1965, a home health agency
was defined as “a public agency or private organization, or a subdivision of
such agency or organization . . . except that such term shall not include a
private organization which is not a nonprofit organization exempt from Fed-
eral income taxation under section 501 of the Internal Revenue Code of 1954
(or a subdivision of such organization) unless it is licensed pursuant to State
law ., . ” This means that proprietary home health agencies cannot partici-
pate in the medicare program unless the State has a licensure law governing
home health agencies. In addition, under medicare regulations, proprietary agen-
cies must directly provide skilled nursing services and at least one other thera-
peutic service. This is a more stringent standard than that required for
nonprofit agencies.

‘When medicare and medicaid were first implemented, most services rendered
in the home were provided by nonprofit or voluntary visiting nurses associations
(VNA’s) or public health departments. With the advent of Federal funding
of home health, coupled with rfestrictions on proprietary agency participation
careﬁ, :} new kind of provider came into existence known as “private not-for-
profit. :
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Because medicare reimburses on a cost basis while medicaid reimburses, in
many States, on a basis that provides a lower return per unit of service rendered,
agencies have found it to their economic advantage to serve only medicare
patients. These agencies have become known as “100 percenters.” All of their
revenues are derived from medicare reimbursement.

The operational patterns of these 100 percenters are viewed by many as
symptomatic of something amiss in the way we pay for the services. Possibly
medicare, with its full cost reimbursement system, has been too generous,
or States have been too restrictive with their medicaid reimbursement—or
both. Analysis of reimbursement practices will be ' high priority task under
the new HCFA organization. I believe we must increase our efforts to develop
and implement methods of payving for services that induce providers to furnish
services of an acceptable quality at an economical cost.

As the committee is well awaré, many of the so-called not-for-profit agencies
have been able, through excessive salaries and fees and through manipulation
of capital values, to capture the equivalent of profits—in many cases, extraor-
dinary profits.

As you know, we strongly support enactment and enforcement of Federal
legislation aimed at halting any abusive and fraudulent practices. Qur testimony
on H.R. 8 supports and reflects this position. We wish to commend the contri-
butions of this committee in the joint congressional lhearings held earlier this
session on home health fraud and abuse. .

RESEARCH AXND DEMONSTRATION PROJECTS

The committee has also expressed interest in various research and demonstra-

tions conducted and funded under various statutory authorities of the Depart-
ment. Within the Public Health Service, the National Center for Health Services
Research in.the Health Resources Administration, and the National Institute on
Aging in the National Institutes of Health and initiatives relevant to developing
more community,.services for the aged. The Health Resources Administration
experimental efforts have focused on a number of adult day care and homemaker
demonstrations.. The programs can be broadly grouped into two types: those two
previously uncovered services, day care and home care, for ill elderly hospitalized
patients, and those providing health and social .services to clients who are main-
taining residents in their own home. A’ summary of the early findings and brief
description of the funded demonstrations can be found in appendix 1 [item 2,
p. 308].. s . : .
_ The new National Institute on Aging supports research in the ultimate alterna-
five to institutionalization—prevention of disease and. disability. The long range
aim of such research is to develop new knowledge which would make institutional-
ization less necessary through improving the health care of the aged and reduc-
ing the incidence of diseases that force people intg nursing homes in the first place.
Such knowledge about the causation of disease would help make true preven-
tion possible and perhaps render other alternatives to institutionalization, such
as home care, less necessary as well. This in turn would lead to a reduction in
the escalating costs of health care. . .

Appropriate support of the families which choose to care for their older mem-
bers at home is also a priority area of research for the National Institute on
Aging. The National Institute on Aging seeks to improve our understanding of
the changes in hehavior of the aged and in family life-style patterns that can
enable the family to meet the social and emotional needs of its aged member at
home. Such understanding can also provide the basis for a counseling program
to assist the family in resolving problems, such as interpersonal conflict and
grief, that it may otherwise find overwhelming. Lo .

Several other jointly funded (Administration on Aging and Medical Services
Administration) projects relate to alternatives in long-term ecare. The major
focus of these projects is day hospital and day treatment services. ‘Several of
these projects are designed to restructure the organization or delivery of health
services in that they meet special needs of the elderly by maintaining them in the
community as:long as medically, socially. and economically feasible to prevent
premature or inappropriate institutionalization. If it would be useful to the
committee, we can provide a summary of these projects for the record.

" The Health Revenue Sharing and Health Services Act -of 1975 authorized
grants for (1) initial expansion and establishment of home health agencies, (2)
,expanding services available through existing agencies, and (3) compensating
personnel during the period of initial operation or agency expansion. .

04-082—77 3
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‘. Responsibility for administration of the home health grant program is lo-
cated within the Bureau of Community Health Services of the Health Services
Administration. In September 1976, 56 grants were announced through the re-
gional offices; 16 are for the developnment of new home health agencies and 40
tor expansion of existing agencies. Totaling $3 million, these grants have been
awarded in areas with a relatively large population of older persons who are
pOOr.' ‘ : N . .

Agencies receiving grant awards are required to make their services available
to ‘all residents of the catchment area and to provide services directly. Grants
are awarded for a period of up to 17 months to provide sufficient time for the
applicant to achieve an operational level to support the continued. p_rovision of
home health services in the area. We anticipate that agencies receiving awards
will secure sufficient funding from other sources to continue providing howe
health services after the grant support is no longer available. Since these proj-
ects have been funded for only a short period of time, we do not yet have findings.
to present to the committee.

RoOLE oF THE PuBLIC HEALTH SERVICE IN DEVELOPING ALTERNATIVES

We anticipate that the Public Health Service would play a major role in the
following probable future activities relating to home health care
—Improvement of program planning, development, management, and coordi-
nation of home health activities in collaboration with the Health Care
Financing Administration. This is pursuant to our longer range goals of
deemphasizing institutional, inpatient care settings and emphasizing am-
" bulatory, outpatient, and home care. .
—Review the use of home health services as a supplemental service provided
under PHS health service delivery projects (e.g., community health centers,
community mental health centers. etc.) to determine whether. expansion of
effort in this area is necessary, feasible, and whether it will support capac-
ity building in rural areas and decrease barriers to access.. ’
—Deévelopment of a continuum of care and patient assessment instruments
which will encourage proper utilization of health services as well as long-
term institutionalization according to the level of patient need.
—Determine what contribution-the planning activities within the health sys-
' tems agencies can make to the coordination of home health sérvices at the
community level. ' .
—Determine how health manpower training and education programs can be
utilized to educate providers (both professional and paraprofessionals) re-
‘garding the purpose and significance of home health services,
In addition to those efforts cited above, ‘'we expect that the Public Health
Service will be involved in policy development for a range of other Department
activities which will improve delivery of home-health sérvices. '

ROLE oF PuBLIC SERVICES ADMINISTRATION AND ADMINISTRATION ON AGING

The Public Services Administration of HEW'’s Office of Human Development
administers title XX of the Social Security Act—the Federal-State social services
program. This program provides $2.7 billion to States to assist in achieving five
goals, including helping the eligible population maintain or achieve self-sufficiency
and preventing or reducing inappropriate institutional care. : ’

Under the title XX program, the Public Services Administration (PSA) will
take a strong role in developing alternatives to institutionalization through its
activities to: :

(1) Encourage the States to develop and expand their out-of-home services;

(2) Encourage the States to develop and expand their in-home services in
quality and variety ; and -

- (3) Insure the efficient, fraud-free delivery of both in-home and out-of-home
services.

Specifically, one of PSA's major tools in this effort is to identify States which
have developed innovative and replicable models for services, and then to share
information about these projects with all States by working through regional
offices. ) .

The Office of Human Development is interested in research and demonstration
initiatives in areas related to the development of alternatives to institutionaliza-
tion under the scope of title XX. We ‘especially see a need for research -on im-
proving wmethods of matching services to clients so that the proper level of care
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will be given to each person, and experimentation on types of adult day care
which should be offered to aged and disabled persons. Results of such research
should enable PSA to offer greater leadership to States in their search for suit-
able alternatives to institutionalization. ’

The Administration on Aging, operating in the Office of HEW'’s Assistant Secre-
tary for Human Development, administers Older Americans Act programs which
support home care services for the elderly. The Older Americans Act authorizes
two basic formula grant programs: (1) Title III, authorizing grants for State
and community programs on aging, and (2) title ViII, the nutrition program for
the elderly. Over $23 million will be used for home services in fiscal year 1977
under title III, representing 16 percent of the total expenditures under that
title. The title VII nutrition program supports home delivered meals, although
its primary objective is providing opportunities for older persons to have meals
in congregate settings. By the end of this year, 60,000 meals a day will be de-
livered to persons in their own homes under this program.

In addition to these direct expenditures for in-home services, the Oldef
Americans Act sets up area agencies on aging which coordinate other resources
that can be used for home services for older persons. In Massachusetts, as an
example, nonprofit home care corporations have become area agencies on aging.
These agencies are especially alert to the need for in-home services and serve
as funding magnets and administrative resources for local aging-related pro-
grams. There are 545 area agencies across the country now in place and fung-
tioning as advocates, planners, developers, coordinators, and funders of services
designed to assist older persons to live semi-independently in their own homes.

The Administration on Aging and its State and area agencies on aging ‘are
actively involved in using the authorities and resources available to encourage
the development, coordination, and expansion of home services. For example,
the Administration on Aging has entered into three interagency agreéments
designed to facilitate coordinated delivery of home services nationwide. Those
agreements are with the Medical Services Administration (medicaid), the
Public Services Administration (title XX), and the Public Health Service.

One activity that AoA has undertaken to support those agreements has been
to encourage State and area agencies on aging to develop similar agreements
with their counterparts at the State and local levels. Currently, there are 13
State-level agreements with medicaid, 52 with title XX, and 27 with PHS.

STATE AND AREA AGENCY, ACTIONS

Some examples of activities that State and -area agencies on aging have

implemented as a result of those agreements follow:

(1) Michigan—the State agency on aging and the State PHS agency-have. -

jointly developed standard definitions of home health care. They have also
worked together to develop a regulatory mechanism to improve the quality of
home healfh care. In addition, both agencies are working to expand home serv-
ices within the State. :

(2) Minnesota—the State agency on aging and the State public health service
agency drafted legislation related to improving quality of homemaker-home
health care. . C

(3) New York—CETA funds were received by the New York State Agency
on Aging to develop home health services in nine counties. :

(4) In Kentucky; title III moneys were matched with title XX funding to
develop a homemaker program. CETA employees were used to augment the
services provided through the program.

(5) As a result of a demonstration project funded by the Southwest. Area
Agency in the State of Washington, the Skamania County commissioners are -

1f11(1)w] funding a $20,000 home health care program for older persons with cournty
nds.

The- Administration on Aging is continuing its efforts to increase State and
area agency capacity to support the effective and coordinated delivery of home
services to older people in a number of ways. The following examples illustrate
some of our activities: ! ' :

" (1) AoA is preparing a handbook on homemaker and home health services to
provide a basic core of information on “best practice” in the area of homemaker
and home health services. L

(2) Through an agreement with the Bureau of Labor Statistics, materials on
occupational opportunities in working with older people with special emphasis.on
services in the home were prepared and distributed in the fall of 1976.
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(3) In February of this year, AoA transmitted to the State and area agencies
on aging materials for improving the quality of homemaker/home health services.

(4) AoA is supporting a research project to determine whether and to what
extent economic and service incentive can induce and equip family units to take
on home care of the elderly. This project is being conducted by Case Western
University.

Using its authority under title IIT to make grants for model projects, the AoA
is supporting a number of interesting efforts involved in the provision of in-home
services that are health related or are necessary to maintain older Americans in
their own homes. With your permission, Mr. Chairman, I will submit a descrip-
tion of these projects for the record. [See appendix 1, item 3, p. 310.]

SIGNIFICANCE OF THE NEW REORGANIZATION

On March 8, Secretary Califano announced a major reorganization of the De-
partment of Health, Education, and Welfare. For the first time, the medicare,
medicaid, and guality assurance activities of the Department will be consolidated
into one organization.

This reorganization in itself does not solve statutory and regulatory differences
in eligibility requirements, benefits, individual payment mechanisms, and meth-
.ods for computing payment, some separate surveyors and different care stand-
.ards applied to the same providers, ete. Although not easily attained, organiza-
tional integration is a primary objective of the Secretary.

" The Assistant Secretary for Health will continue to oversee general health
.policy development. Coordination between HCFA and the Assistant Secretary for
Health will need to be carefully planned in order to assure a proper balance of
‘disciplinary perspectives.

4

PURPOSE OF REORGANIZATION

One purpose of the reorganization is to assist in achieving internal efficiency
and economy and to encourage prudent financial management as well as to
‘strengthen our ability to control fraud and abuse in the medicaid and medicare
‘programs. We believe that the consolidation of previously separate medicare.
medicaid, and quality assurance activities should greatly assist coordination
and resolution of major issues relating to the Department’s home health policies.
The ongoing research efforts and capacity building grant program in PHS will
Also contribute to this resolution. The reorganization also has a direct bearing
“on the capacity of the Office of Human Development and the Administration on
Aging (AoA) to improve on the in-home services provided to older Americans.
JPlacement of the Public Services Administration (PSA), which administers the
-service program authorized under title XX of the Social Security Act, within
the Office of Human Development (OHD) will strengthen the Federal level ties
between AoA and PSA. These two agencies have already joined together in an
.interagency agreement to promote cooperation and collaboration between them-
‘selves. State level cooperative agreements between agencies on aging and title
XX (social services) agencies are required before State plans are approved.
.Need for such cooperation was emphasized by Congress in the 1975 amendments
to the Older Americans Act, and we believe that the recent HEW reorganiza-
Jion will aid in maintaining a close working relationship between AoA and PSA.
.I.would be happy to address in greater detail any questions you may have con-
cerning the reorganization.

We wish to reiterate our commitment to meeting the needs and providing
,auality services to individuals served by our programs. The Department wishes
{to thank the committee for the opportunity to appear before you today. We
welcone any questions which you may have.

Senator CrrLes. You stated in the early part of your statement that
‘i several months you would be offering recommendations. Do you
‘know how many months that will be ? ,

3 Mr.-Derzo~x. No. Those words were chosen with care, ‘Senator. T
«don’t know. I think the most important thing that HEW could do .is
o assemble the information it hasright.now and offer a program that
Avill give direction and leadership to the alternatives. T don’t think it
1s In my position to do that right now. I would ask Dr. Butler, who

!
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has been watching this for a long time and is a part of the inside, if

he will make a comment about that.

Dr. Bureer. I think you are quite correct that the Department does
not yet appear to have a consistent, well-thought-out set of.policies with’

respect to alternatives. We have to work toward correcting this lack
by assigning responsibility and demanding accountablhty in such a
way that when progress is made or needs to be made, we know where
to turn.

Mr. Derzow. As I see it, Senator Chiles, we have another couple
of steps to go in reorg‘mlzatlon

Senator CHILES. Sometimes we have to put ourselves under some
time restraints or we will never quite get there. These problems hurt
your head and they are not going to get any easier to solve.

TraeTaBLE FOR LoNg-TeryM Care Praxs

Mr. DerzoN. We recognize that. We will be happy to submit to
you a timetable of a plan

Senator CuiLes. We would be glad to have that.

l’\[r Derzox. That would be crood for us because it will -push s
along.

Senator CrirFs. Thank you, sir.

In your statement you made the distinction between altermtlves
to institutionalization and alternatives in long-term care. I hope that
this will become the official terminology for HEW, because it makes
a very important point. Would this be the case, or is this the case?

Mr. Derzon. We would like to go in that direction, yes, sir.

Senator Curres. You also talk of a continuum of care. This may
seem like a rhetorical question, especially when addressed to some-
one who was confirmed only a few days ago, but exactly who in
HEW is in charge of developing this continuum ? When all is said
and done, don’t we have a fragmented responsibility for the develop-
ment of this continuum?

Mr. Derzoxn. Yes, we do. On an overall basis the Secretary of
HEW has responsnblhty to develop programs that meet that. Tlns
is not an easy problem.

Senator Csires. Isn’t that also something that we should do, to
clearly set forth what the line of authorlty is, who is going to be
responsible, or how that responsibility will work?

Mr. Derzox. I accept that as an excellent suggestion, because I
believe that unless there is responsibility taken in key places in the
HEW, we will be no further along in 6 months, or a year, than we
are 110'11t now.

Senator Cnrers. 1 think so, too. While we hope that the reorgani-

zation is going to be very meaningful, unless we can pinpoint this
1eSpons1b1htv “and accountability, T don’t think that chart is cromo'
to help us that much either.

Mr. Derzox. We will solve both those kinds of problems.

Senator Doyexicr. Would you yield, Senator Chiles?

Senator Cuives. Yes.

Senator DonmEentcr. Let me ask this question. There is a lot of talk
about reforming the whole system of delivering health care as it
pertains to Government responsibility. I guess “that s frequently
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referred to as the national health insurance, or whatever words you
want, to use. Now, obviously, in the area that we are talking about
today, there is a rather glaring need to do something as soon as
possible to eliminate the inconsistencies, the fragmentation, the kinds
of things that we have been talking about. .

Now my question is, is there any motivation to try to do some cura-
tive work, as soon as possible, on the present system, or are we waiting
around for a total package that will deal with health services delivery?

A Mistaxe To Warr ror Nartroxarn Hravrm Ixsuraxce

Mr. Derzow. T think it would be a great mistake, Senator, to wait
around until a national health insurance bill was drawn and accepted,
passed enthusiastically, and put in place. Any insurance system, on a
national basis, is going to have to be built on much of what exists—
built on the existing hospitals, existing physicians, existing home
health agencies, and so forth. We are not suddenly going to get a new
set of providers. We may have a different arrangement with them
under national health insurance. '

T think there are steps that have to be taken along the way. One of
those major steps, of course, in our view, is cost containment. We
believe that we have to get into managed costs, and that is one of the
reasons the Secretary is so anxious to push a cost containment pro-
gram through. Senator Talmadge has a little different approach to the
problem, but nevertheless, there is concern that we now come to grips
with the cost.

We have been working hard over the years to build, to develop
strategies, to have adequate manpower. Now it appears that on the
physician front, at least, and on some of the other fronts, that we
may have gotten ourselves ready, and in fact, it is possible we may
even have too many physicians in some parts of the country. We should
be working now on systematic ways to deliver services so that when
the financing machinery becomes more uniform, or more-central, or
more rational, that we get bound to a system that works.

Senator Crrres. Speaking of costs, your existing data is inadequate
to determine right now whether utilization of home health care would
decrease or increase total cost. Are we likely to arrive at this kind of
determination from the limited kind of research that has already been
conducted or still underway ? What will satisfy you, or what will an-
swer that question for you and for us, as to whether home health care
effectively reduces cost or increases cost ¢

Mr. DErzoxn. That group behind me ought to be smiling, because I
asked them that question yesterday, when will we know the answer to
that question? I must tell you that I cannot answer that question
because I have not seen the extent of the work that is being done.
There has been enough work done, I think, to make some broad calls
on that problem.

The question, I think, is now to first measure within one of our pro-
grams the alternative cost, and second, try to make a rational judgment
about what happens to those people who have not been availing them-
selves of service; what will they do when suddenly these services
become available, and under what ground rules would you want to
apply controls, so that not every family gave up responsibility for the
care of their own at home. I cannot tell you, at this point, when we
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will have a number that effectively delimits the question you want an
answer to. as do I, which is, does it cost more or does it cost less for
the same 100,000 people? .. :

Senator CrrLes. Well, T understand the problems of those trying to
make that determination when we don’t know how many people will
avail themselves of the services, but from the data that you now have,
when you make a broad guess or a broad perspective to that question,
we would like to have that information, too.

You mention that the Medical Services Administration memoran-
dum of January 1976 described reimbursement for service in alterna-
tive care settings. What is the result of this memorandum and has it
cencouraged greater use of alternatives? '

Mr. Derzox. It is a little early to tell because it depends on data
from the States. My information, at this point, is that it is making a
difference in some States. The States are amplifying their activities
under the medicaid program and looking into more alternatives. We
also have some good experiments going on in some States where
medicaid and an office of the Administration on Aging are working
together in very preliminary stages. I heard about one in ‘Wisconsin,
which I cannot remember the actual details of, which seems to be work-
ing reasonably well early on with a combination of those social dollars
and health dollars.

I would like to ask Mr. Reilly if he would perhaps amplify, if I can,
on some of this. ‘ 5

Mr. Remry. There has been a series of demonstrations that have
been funded by a combination of the Public Health Service, the
Administration on Aging, and the Medical Services Administration.
These demonstrations have put into the field a variety of models rang-
ing from primarily social care to a heavy emphasis on health care,
complete with a social care component. Three of these demonstrations
have been completed, and we are awaiting the results of the fourth
which will be over by the end of this year. Another demonstration, also
supported by the Administration on Aging focused on testing the con-
cept of cooperative day care by engaging people at the local level in a
cooperative. The results of this project, coupled with the findings of
the other demonstrations will enable us by the end of this year to ob-
tain quantification of resnlts and the related cost figures. That, hope-
fully, will provide a basis for projection of what can be done at
what relative cost. ‘ )

In addition, we are providing assistance to several organizations to
develop a range of models for providing supportive, phycho-social
services for the frail and chronically ill elderly. We expect that by the
end of this year we will have a number of these models funded.
Efforts are being made to support these models jointly with other
Federal programs. We are also closely following the section 222, Social
Security Act demonstrations that focus more heavily on the medical
and rehabilitative day care center models.

These demonstrations should also help in the rational development
of the continuum-of-care concept. The same older person will have
different problems at different times, and these models are designed
to put into the field tests of different packages of services which can
meet the neels of the same older person at different times. So there is a
¢wo-way thrust to this set of demonstrations.
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Cost QuEstioNs FRUSTRATING

Senator Domexicr. Mr. Chairman, might I ask a question on this?

I have been frustrated, as has the chairman, with the issue that
arises any time an amendment or a bill is offered that provides an al-
ternative. Someone punches in a computer in the Finance Committee
or over in your outfit and says, “That is fine, but it is going to cost
$750 million.” We are at a point where we cannot offer any leadership
because we don’t know. We can just say generally that if there is more
home health service there ought to be less of something else, and we
cannot ever prove that. I have arrived at the point where I don’t think
we will. :

Let me ask you this question. Has any thought been given to pick-
ing a State in the United States that might be deemed kind of typical
of the United States and seeing if we could develop within that State
a willingness to try all of thesé programs under one umbrella for a
couple of years and see if the interchangeability of funds and pro-
grams might be the kind of model we are looking for?

Mr. Rerry. We should first do this evaluation on the current set of
demonstrations. Your suggestion could be a logical next step, depend-
Ing on how the data shapes up.

Senator Doxexicr. What are we going to get from this demonstra-
tion you are talking about?

Mr. Remry. It will be turning up data in terms of the relative costs
of each of these kinds of models—the heavy health component model
on one end of the spectrum, the primarily custodial day care model
component on the other end, and two or three in between. One has tried
to add a housing component.

Senator Domexicr. Do I understand you are going to do all of this
theoretically, or are they being tried ?

Mr. Remry. Some of these are being tried right now. Some have
been going on for a couple of years. They are in various locations
around the country. By the end of this year, the data will be put to-
gether and analyzed in terms of trying to find out what the projected
costs are going to be if these single models are multiplied on a large
scale basis such as a statewide demonstration or national program.

Senator Crires. Are vou referring to your appendix, which lists
these model proiects funded by the Administration on Aging for in-
home services—National Council for Homemaker-Home Health Aide
Services, Inc.; Indian Home Health Services, Carson City ¢

Mr. Reniy. No, that is a different set. That is a group that is jointly
funded with the Public Health Service.

My apologies for not knowing the appendixes here. I just came back
from leave yesterday and came directly to the hearing. Some of them
are section 222 experiments. For example, the rehabilitation center in
New York is one of the projects. One of them is On Lok in San Fran-
cisco. Those are the two that come to mind where different packages of
services have been put together and are running on a demonstration
basis now.

DexroxstraTrons Prorosen

Mr. Derzoxn. I would like to mention, Senator Domenici, in the dis-
cussions we have had, in a very preliminary fashion in HEW, a sug-
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gestion has been made that we take perhaps 10 regions of the country—
not necessarily full States, although perhaps a State could be used for
that purpose; demonstrations. could be considered for the region and
all of the funds would be pooled together and a new unit assembled to
operate in this area. A serious set of proposals are being thought
through, about the way-in which we could, In a very large scale, dem-
onstrate the advantages and perhaps some of the problems of doing
this kind of assembly. . ,

Senator Crrres. Your discussion of medicaid makes no reference at
all to a problem that was discussed in our earlier hearings; that is
under title XIX and title XX, funds are now being used—some mil-
lions of dollars are being involved for older persons in need of home
services to make their own personal arrangement for individual pro-
viders or home attendants. .

TWe have had accusations of abuse and waste. I am not sure whether
we are sitting on a scandal here or not. Tiventy-six of the fifty States
and the District of Columbia are utilizing title XX alone to reimburse
these individual providers for homemalker and chore services to the
elderly. Has the Department made an investigation of the extent of
homemaker and chore services being provided under title XX and
medicaid in the States?

Tn California alone last year more money was spent for the home-
maker and chore services under title XX than was spent for home care
under medicare programs in the entire United States. Eighty percent
of those people—of the elderly receiving services—were getting them
from individual providers. Do we have any idea what the dollar com-
mitment of that 1s?

Mr. Derzox. I cannot answer for title XX. I cannot tell you, but I
would be happy to provide to you a full response on the question of the
issue that came up at a previous hearing. I am not personally familiar
with what did come at that hearing or if problems were identified. I
will see to it that we respond, not only to your request, but also to the
problem.

Fayony Meysers Pam ror Care?

Senator CrrLes. We would like to know how many States are paying
these funds to family members. In a most recent survey of 26 States
done for the commiitee, only 1 of the States which used individual
providers did not allow the provider to be a family member. It seems
to me there are no guidelines on that if you could even have a family
member that could be the provider. This is just an open ticket here and
we are not sure what kinds of services are being provided or what kind
of check there is over these services. We need to see that this is not just
a blank check.

Mr. Derzow~. Senator, is it the view of the members of the committee
that family members should serve from time to time as home health
aides, or that they should not, or that we should demonstrate to try it#

Senator CrvLes. I think it would be the view of the committee that
you would really wonder about the accountability of a program that
simply had no control over the use of family members.

Mr. Derzox. I agree with that.

Senator CuiLes. The program is left wide open. The people that are
seeking these services—are they really qualified to pick? Are they

94-082—77——4
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not going to be victimized in many instances by people if there is not
some group acting as a clearinghouse for the providers.of this service
or exercising some control over the quality of service? Many people
that would be in need of service, not only elderly, could well be vic-
timized. In addition to that, you could have a scheme set up of people
seeking services and providing funds to their family members where
the services are not needed. The only way this program is going to work
is to have some kind of accountability, and it looks like we have none
now. '

Mcr. Derzon. In some cases. :

Senator CaiLEs. I don’t say we prohibit it.

Mr. Derzon. You just want controls. '

Senator CriLEs. That might be the way, but I would like to feel like
some truly independent or nonprofit agency or governmental agency
had made a determination that this was the way to go, rather than
think that it is just a provision—that you just fill out the form, they
send you the money, and that is the way it goes.

Mr. Derzow. If I may say something on this point, too. The idea
of a family member, under well controlled circumstances, perhaps
taking care of another family member and being compensated in
some way, is an interesting idea. The trouble with what happens is
that one way or another, mteresting ideas get defeated, because we
don’t put the controls and kinds of safeguards into it. I would like to
try a little of this. It would seem to me that we want to be very, very
careful about how we develop it.

Senator Crirks. I am glad you say in your full statement that
my investigation of the medicare-only home health care agencies
has helped you to decide that analysis of reimbursement practices
will be a high priority task under your new organization. Now what
comes next as far as the medicare-only agencies are concerned ?

Next StEP FOR MEDICARE-ONLYS

Mr. Derzow. Although I have not had a chance to fully explore
this with Mr. Tierney, my view of that problem would be that the
first thing we ought to do 1s get our house in order on our reimburse-
ment policies. We should not allow for excessive payments, but for
appropriate payments. I believe it would appear that our cost formula
is either not fully adequate to safeguard against these occurrences
or we did not successfully administer them.
~ In my view, we have enough protection from the laws. We have
to assure ourselves that we can manage reasonable costs. We are
managing reasonable costs in the medicare program and in many,
many areas. In fact, it limits in some areas. To me it seems to be
not a statutory problem but more a regulatory problem.

Now the question of what to do about these private not-for-profit
groups is something T have not had much time to think about. It would
be my general view that, first of all, we don’t like providers who only
serve one group of beneficiaries. You see problems behind that; if
we have providers who only serve medicaid, or only serve medicare,
and don’t serve the whole group of patients in the community, that
is suspicious.




299

There is a reason for that; I think it automatically creates dis-
crimination of one sort or another. My view of that is the basis on
which we want to look. It is possible to establish rules, as has been
done in HMO’s, and so forth, to prevent imbalances.

Senator CHrires. Should there be certificates of need for these
providers?

Mr. DerzoN. My own view of this is that home health agencies are
clearly a part of the health care system and ought to be part of
the planning process. I have some general questions about that be-
cause in some States a certificate of need works very well, and in some
States it works rather badly. They should be a part of the planning
process. Where a certificate of need is well developed, I think they
ought to be a part of it. Where a certificate of need is still under de-
velopment, I am not so sure.

Senator Crmrres. Well, the congressional intent seems to specify
that the establishment of new home health services be contingent upon
acquisition of a certificate of need, and yet HEW has exempted the
home health care agencies.

Mr. Derzown. I noted that in your opening comments, and I put it
down on my list of things to do when I get back to HEW today.

CoMPETITION BETWEEN AGENCIES

Senator Crrtirs. One of the concerns that I found in some hearings
that I held in Florida was the fact that there was competition be-
tween many of these facilities and many of the agencies of the home
health providers. They actually had what I think amounted to run-
ners in the hospital. We found instances in which they paid bonuses
or fees to people who were able to refer patients to them. Now, it is
one thing to say you are making information available to a patient,
but when a patient had as many as three or four people calling on him
or his loved ones while still hospitalized, it is a different matter.
What we have is the hawking of services by these particular agencies,
with nurses, the nurses’ station, and other attendants involved. The
admitting office of the hospital in some instances was a shareholder
and some of the doctors were shareholders in those services.

When you get into that kind of situation, that is not just making
the information available. You can bet those people are going to go
to that facility whether they need to or not. In many instances
they were told: “Now you are going to have so many days here and
you don’t have to pay for that. That is all provided, so you ought to
go in.” So, under those circumstances, all of the days were being
utilized for many of those patients.

Myr. DErzon. Yes; that 1s one of the problems of the standard bene-
fits, before you clean up, or we clean up, some of these problems.
Having worked as a hospital director for a number of years, I can
tell you that those practices that exist from time to time, unscrupulous

practices in my view, practices that can be sound -

Senator Crires. You know, we call that ambulance chasing when
a lawyer does it, and we try to disbar him when we catch him doing
it. Yet, we found there were no constraints about it being done. Trips
to the Bahamas, and other prizes, were being given by outfits on the
basis of who could send them the most business.
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: Mr. DErzox~. Yes; the rules of the game in this case ought to be crys-
tal clear. Therve are practices that are unacceptable, and the ones you
have outlined, in my ‘view, are unacceptable. These patients are in in-
stitutions, they are sick, they cannot easily make judgments, they can
be victimized. One of the problems we have right now is that we do not
have, in my view, adequate controls or protections for the individual
patient. o

Senator Doxexrtcr. Mr. Chairman, could I change the direction just
for a moment?
Senator Cures. Yes.

$2.6 BmrioNn ror OVERUTILIZATION

Senator Doyexicr. I certainly don’t intend to hold you to an ex-
planation of one of the Secretary’s contentions, but I would like to
field this issue with you. Secretary Califano, in his testimony on
May 11, said that as many as 100,000 of the 700,000 people in the
Nation’s acute care hospitals—in his words—do not need to be there
and could be better cared for at home, ¢t cetera. He said that this extra
cost amounted to approximately $2.6 billion a year. Now I assume
that he has shared this observation and this concern with you in your
new position.

Mr. Derzow. Yes, sir.

Senator Doxenicr. Is that a fair assumption ?

Mzr. Drrzow. Yes, he did.

Senator Domextcr. Now do you know how much of that $2.6 billion
is being paid for by either medicare or medicaid ?

Mr. Denzo~. Yes; in a general way I do. Probably 40 percent of
hospital revenues come out of these public programs or thereabouts.
. Senator Doarexict. So 40 percent of $2.6 billion would be your esti-
mate for this committee ¢
. Mr. Drrzon. Yes, sir. I would like to go back and get a more perfect
figure for it, but that would be in the general neighborhood.

. Senator Doyextcr. What I am wondering is, how do we know that
100,000 of them don’t need to be there?

Mr. Drrzox. Well, that was an estimate that I do not have the de-
tails on. Most of the figures that the Secretary has used have come out
of the offices of HEW where this information developed. I think that
information reflects a couple of things. There are still some ongoing
weaknesses in utilization review, which I think is gradually improving
as we strengthen the PSRO activity, and as hospital bills continue to
shorten the length of stay. So part of that number clearly is in there.

There are also imbalances in the country where there are ample acute
care facilities, but a lack of long-term care institutional facilities. In
New York City, when I was there, although I don’t know whether
it is still true, there were patients in acute settings that ought to be
not in acute settings, but should be in an institution.

Senator Domentcr. Let me just interrupt. I didn’t hear the testimony
of Secretary Califano, but it would seem to me that the next question
we have to have answered is HEW’s. Why are they there? Not from
the standpoint of pointing an-accusatory finger, but giving us reasons
why. If the estimate is good, why are they there? The whys ought to
lead us, if they are credible responses, to some solutions that are either
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regulatory or the reésult of substantive law. Could you do that for us—
give us HEW’s analysis of why thesé 100,000 are thc1e?

Mr. Derzon. Yes, sir. | ‘

Senator Doaextct. And detail for the comnnttee your posmon as
to why they are there.

Mr. Derzox. Yes. I think we cou]d also help by telhnw “you wlnt
I think we could do about it.

Senator Doxrexict. The néxt questlon would- be . suggestions for'
ameliorating the situation, and we would applecmte h‘wmtr your
observations on that.

I suspect that the Secretary was talking in this p‘utlcu]ar set of
hearings about hospital care costs. One dlmenmon 1s to talk of it in
terms of containment; the other is to talk of it in the terms I am
talking of it here. Have we promoted it by our laws in some way
that we ought to know about it? '

Mr., Derzow. There are many aspects to this question, and Dr. Butler,
who has looked at that problem very. carefully, might want to say
more about it. By and large, the public programs have put a premium
on covering the costs of in- patient hospitalization. One can argue,
in a gener al ws ay, and I think accurately, that that kind of coverage
has tended to push people into the most acute care facilities in our
-communities. We have Eeen more ginger about extending those set-
tings, but now generally coverage is improving; ambnhtory care
service coverage is improving, and some home car e, and the like. So,
In a sense. pnbho policy has dictated a certain concentration of
patients, and I think has created this problem.

I want to make one other point about this because one of the logical
questions is that if we could save that $2.6 billion, and in fact 40 per-
cent of it from public programs, could we not use that money more
effectivelv for a,]ternatlves, including home care services? One thing
you should remember about that, I think—I do remember—is the fact
that most of our institutions are on cost reimbursement, so that fewer
patients with the same expenditures in the hospital simply raise the
per diem cost to the hospital and do not save the pubho programs
money.

If the formnla is changed so that we are not on a strict cost reim-
bursement, system, and so that fewer patients in the institution do
in fact reduce the costs, and therefore those costs can be traded, we
have accomplished something. I do want to mention that little ca-veat,
hecause on the surface, it seems like it would be easy to make that
change in dollar flow. I don’t think it is quite as casy as I would wish
or perhaps you would.

Senator DomEexNict. Dr. Butler, do you have a comment.?

Dr. Burrer. T very much applomate Mr. Derzon’s emphasis on a
responsible economic program. Among the kinds of observations
which have been made so far, one mlcrht; think of another; namely,
that about 20 percent of all medicare expenditures, on the average,
are utilized in the last year of life in an older person’s last illness.

6 Mrm.rion CArep For BY FaMiLy

We talk about family care. Something like over 6 million older
people are automatically receiving some measure of assistance within
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families. There is a very important data base about family care of
older people which we have to understand better. It seems to me we
put the cart before the horse. We should be talking about alternatives
to family and self-care rather than alternatives to institutionalization.
We should be supporting the family, the No. 1 caretaker in the United
States, through a variety of innovative and cost-effective techniques,
facilities, and services. As Mr. Derzon was, I think, quite properly
emphasizing, expensive, in-patient care should come about as a last
resort. :

There are some immediate, time-targeted applications of what we
already know, and there are some long-term goals like well trained
health providers. Unfortunately, in the United States, we have not
given adequate attention to the proper training of people in clinical
gerontology, geriatric nursing, or geriatric medicine, so we often
don’t have effective diagnosis and proper placement of: Eeople. Be-
cause of such inadequate patient assessment, people may be put into
certain tracks of care which are extraordinarily. expensive to our
Government and extremely painful and anguishing to the people and
the families affected. Avoiding such Inappropriate care requires im-
proving the health professional’s understanding of the conditions of
the aged, which in turn depends upon research, increased consensus
on the proper methods of diagnosis and treatment of disease, and
better training in the health care needs of the aged. :

Senator Domenrcr. I understand that. Let.me just interrupt for a
minute. : :

Dr. Burrer. Sure. , A

Senator Domexicr. I think you both are making excellent points.
I think the whole cost reimbursement system has no incentive for
providing the home services—quite to the contrary, it is the opposite.
They are living with it. If you were a hospital administrator, you
lived with it, and I am sure occasionally you didn’t like it. It is very
burdensome and it is not the most cost-effective program.

Drue Restrricrrons Raise Hosprtar Costs

Let me just give you an example, and .ask you how we would ever
find an answer to this. I am convinced that even with the PSRO-type
review that some conscientious doctors keep patients in hospitals. for
this simple reason—I will give you onie-—because the drugs are pro-
vided there. The drugs that are provided thers are paid for if they
happen to be a medicaré or medicaid patient, whereas if we let them
out, even with an attending daughter, son, or spouse who is willing
to go get the drugs, they will keep them 3 or 4 extra days because they
are expensive drugs. Now I know doctors are burdened by that. I
have had them tell me, “There is no alternative; it is going to be $150
worth of drugs. They are poor and we are going to keep them there.”

- They will not tell the PSRO review about this, but I don’t think
they will catch that either in questioring the professional man’s com-
petence. How will we ever find out how much that kind of thing is
contributing to the retentions of a person in a hospital

Dr. Butier. The monitoring of the cost of nursing homes is ex-
tremely difficult. Our own. agency.-is looking at: the nursing home
popu]at:ion from a. research point of view. What concerns us deeply,
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for example, is although older people make up 10 percent of the
population, they consume 25 percent of the drugs, frequently includ-
ing drugs that they should not receive. We need knowledge of drugs
and age to avoid inappropriate prescription. Before we can properly
tackle the question of regulation or how to monitor the dispensation
of medications, we must better understand how drugs are utilized by
the body, drug toxicity, and mechanisms of effective action of drugs.

Mr. Derzox, I think the way I would answer your question with
respect to the acute care hospital, which is what I think you are par-

ticularly concerned about—the answer to that is to make the benefit

the same for outpatients as well as for inpatients.

Senator DonExicr. Well, I agree with that also. But if we have to
justify it on the basis that it would probably save money or cost no
more, then we have a difficult time. Is that correct?

Mr. Derzow. Yes; we do, and yet a problem like that perhaps ought
to be measured. I do think that it is a measurable problem. Even
though it is a subtle  problem, I think that probably it could be
measured. In medicaid it is not a problem.

Senator Doaenrcr. That is right. : DL

Mr. Derzox. Medicaid covers drugs on both sides. With medicare,
if you change the benefit it may well be that there would be addi-
tional costs because outpatient recipients are high users of the pre-
scription medicines. However, there may be enough significant gains
to get rid of that abuse. . v

Senator Doaexntcr. Mr. Chairman, I raised that issue not because
I think that among the problems that it is a major one, or the only one,
but I think it is symbolic of the problem in the delivery system. The
choice is not what is needed but, rather, what is available and will be

aid for in whole or in part by a provider. I just belicve that that
1s why we are getting, not the best care, but the wrong kind of care,
and paying money for the wrong things. I don’t know how we get to
it other than looking at the whole program, and if we have to do that
we are going to be waiting around. for years.

T am hopeful that we can evolve out five or six major problems and
try.some flexibility. That, it seems to me, would be the only approach
and, in: my opinion, it is not going to come out of these demonstrations
that you ‘are running. They are too selective and they are not field
demonstrations in the sense that will convince anyone. 'They are going
to convince you all that you are going to have more information than
you had when you started, but unless someone suggests:a consolidation
or a flexibility or some such thing between eight or nine programs and
tries it, I don’t see how we are going to ever prove it.

Mr. Drrzox. I would like to respond on both points, first on the
drug example, which is an excellent example of the perverseness of the
reimbursement system. The things that happen, people’s behavior, is
affected by the way money flows. I think that is an example. and we
could supply some others for you which you are all too familiar with.

On the second point, with respect to demonstrations, I am not view-
ing them quite as harshly as I think perhaps you are, sir. I think the
demonstrations that I have seen, at least the outlines of them, are im-
portant. One of the problems in our public programs-is we have not
researched them to learn from the experiences out there. - K .
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" ‘One.of the reasons I came to-Washiington was T thought there was
an opportunity to aggregate some of this research effort‘and learn
what 1s assembled, what we have already learned, and to learn some
more. Also, the demonstrations are important because they give somie
illustrations of what we will have to do broadly, on a national basis, in
order to develop manpower, in order to develop the right formation
of services, the right kind of planning. We are all concérned dbout the
problem of cost.and 'we will be working hard at demonstrations that
come to grips with the cost issues. - T
Senator Domexrcr. Thank you, Mr. Chairnian. -

Franomsing or In-Hoar SERVICES

Senator Cuires. I want to go back just briefly to the subject that I
was on before, that there is increasing evidence of franchising of
home health care services. As I understand it, it is practiced consist-
ently—corporate soliciting of physicians and others promising to help
set up home health care agencies for a percentage of the take. In one
instance the total siphoned-off cost was 80 percent of tlie funds the
home health care agency received from medicaid. The physician was
told he could pay himself a large salary, he could write off a car and
take vacations at the expense of the company, and he could have the
tax-free retirement benefits set up by the home health care agency.

Whether the agency is set up for a profit or not, it is questionable
that Congress intended 30 percent of medicaid funds to come off the
top for franchising fees. Is the Department investigating this practice
and has the Department any plans for treatment of franchising? Ave.
you going to allow that to continue?

Mr. DErzon. Senator, I am not intimately familiar with the fran-
chising issue. This one is news to me and I will get back and get at
this. This whole business of percentage arrangements between physi-
cians and other providers, I think, is being addressed to some extent
in HLR. 8. T have to check that legislation.

We ought to prohibit any percentage arrangement, anyway, for
anything. They are all perverse, and we ought to have broad author-
ity to do that, and we ought to have very strict language in the law
that maintains the separation between those who order things and
those who deliver things. I don’t know enough about the law, T am
not a lawyer, but T am with you on this, entirely. I think we have bad
practices and that ought to be stopped.

Senator Domenict [presiding]. The chairman will be back shortly.
Let me just follow up on the last question that Senator Chiles put to
you. As you check into that situation you are going to find another
anomaly; yon are going to find that in spite of all that he has
described, 1t will be contended that they are performing the service
cheaper than their counterpart. So as you look at it, some investiga-
tion has to be made as to how they can’do that. Even with the 30 per-
cent off the top that he has described, the testimony before the com-
mittee would have the two systems flowing side by side—the one he
describes and the true, not-for-profit visiting nurse type. You find
that the cost per visit is cheaper even with all of this that you have
described as perverse.
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Mr. Derzon. Has the quality of this been excellent ?

Senator Domexicr. It has something to do with how it is monitored
"in terms of what they arve doing at the actual delivery point or how
many visits are prescribed for a period of time. Then the strange thing
is that in all of them there is a doctor that does all the preseribing in
all events, which complicates it very much in terms of who is doing
what to whom in the system.

Mr. Derzon. I would say, Senator on this point, that there are a
lot of ways to skin the cat 1 health care, and some people skin it in a
way that results in terrible care. It seems to me that the issue here is
not whether one can produce a lower cost than the other, because we
don’t buy an entirely competitive basis in the health field. You have
to buy on a reasonable cost basis, looking at the costs that have been
incurred in the system. There are unreasonable costs, or costs that have
no relationship to service, and it seems to me we should not be paying
for them. We will pay some people more for their services than others,
because, in our view, they may be providing excellent quality.

Senator Domexicr. I didn’t raise the issue because I was saying we
ought to make it totally cost conscious or competitive. I think your
observation is correct.

Dr. Butler, do you have any comments on the questions or the gen-
eral subject we have been discussing today that you would like to make
for the record ?

Dr. Burrer. Yes. I might comment again on the fact that it is pain-
ful to be forced to see us buy bad care. I often find myself troubled
about how we can provide effective monitoring among the States,
the municipalities, and the Federal Government. Perhaps I might
just briefly comment on how certain types of research may make a
contribution.

It would be marvelous if we could prevent many of the diseases
which make it necessary for people to receive any kind of care. In
many respects home care simply relocates people who are already dam-
aged in one way or another. We spoke about drugs because we don’t
have an adequate knowledge basis. Physicians are not trained
in pharmacology that relates to age. Drugs are often given
inappropriately.

A person may fall, particularly an older woman with softening of
the bones, and wind up with a broken hip and, therefore, very sadly
receive unnecessary institutionalization which is a great expense to all.
We have senile brain disease and multiinfarct dimentia. These two
major conditions alone probably account for up to 60 percent of all the
patients who are in our American nursing homes. If we can find new
knowledge that is preventative of these conditions, we will be develop-
ing the ultimate cost containment and the ultimate service. We don’t
:simply want to move people around from one location to another.

FayMiuy STRAINS

With respect to family, we have to understand the painful processes
that families go through. In many respects, American families have
been given a bad name. American families, as well as families in other
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.countries, have gone to great lengths to take care of older family mem-
bers. That is true particularly of women, who live 8 years longer than
men. They tend, when they marry, to marry men 3 years older, so they
face an average of 11 years of widowhood. They often care for their
husbands, and they grow weary and, at times, resentful. We have to
‘provide them with social supports. We also need to teach all family
members how to provide care for their older members.

This applies to very simple things: How to handle emphysema, for
-example, and make 1t possible for a person to get his breath more
effectively. We also have to help people go through the process of
dying. The English experience, with local institutions such as hospices,
is that a dying person can be cared for at no more than two-thirds the
cost of being institutionalized in a community hospital in what I
Aassure you are much more humane circumstances.

I would like to make one final point which is the need for training so
that we can be assured that we get proper placement to begin with,
perhaps 20 to 40 percent of the people need not even go to nursing
homes but could be in less expensive circumstances—home care, et
cetera. To have properly trained people to make those decisions is
something we have not really worked on adequately in the legislative
authority so far.

Senator Domentcr. Mr. Reilly, did you have anything to say—any
observations?

Mr. Renry. I welcome the continued attention of the committee in
this area. You have held hearings on more than one occasion, you
found that there is progress, but the progress is limited. That is an
indication of the difficulty of the area. The continued attention of
the committee just helps us keep our attention on trying to deal with
these very difficult proglems.

Senator Domenicr. We have one question that has sort of an urgency
tone to it. It is our understanding that the Bureau of Health Insur-
ance—BHI—is, now in the process of notifying all States that ad-
vanced medicare certification of new home health agencies is being
discontinued. The committee’s question is, “Is this true? If so, why was
this action taken 2”

Mr. Derzon. Senator, I do not know ahout this. We will file with
you, in the next day, information about that point, because it would
appear that there is a critical element.

Senator Domenicr. We have a number of written questions that we
are going to submit to you, Mr. Derzon, for response in the record as
soon as you can get them to us.

Now we will stand in recess for just & moment while I confer and
talk with the chairman and see what he wants to do next.

Mz. Drrzow. Thank you, sir,

Senator DomEenIcr. Let me just say we have no further questions.
The chairman indicated we would adjourn the hearing. We will con-

vene at a future date. We have completed the hearings on this phas
of health care for the aged. P gs 1s phase

We thank you very much.
Mr. Derzon. Thank you.

[Whereupon, at 11:06 a.m., the committee adjourned.]




APPENDIXES

Appendix 1

MATERIAL SUPPLIED BY ROBERT DERZON*
ITEM 1. SUMMARY OF LEGISLATION AND REGULATIONS

Legislation Coverage

Eligibility

Providers

Regulations

Title XVII1 of the
Social Security
Act (medicare),

Under sec. 1812,
program payment
can be made for
visits to home-
bound beneficiaries
under a physician's

lan of treatment
or part-time or
intermittent nursing
care, physical,
occupational, or
speech therapy,
medical social _
services, part-time
or intermittent
services of a
‘home-health aide,
medical supplies,
‘medical appliances
:and outpatient
services arranged
by a home-health
-agency and a
hospital, skilled
nursing facility,
or rehabilitation
center.

{Under sec. 1812(a)(3)
up to 100 pt. A
visits per benefit
period can be
Jmade, but bene-
ficiary must have
.been an inpatient
in a hospital for
.at least 3 days or
‘have received
-covered services
in a skilled nurs-
ing facility
for a period not
exceeding 1 yr
from the date the
home health plan
is imglemented.

Sec. 1832(a)1XA)
provides for 100
pt. B visits per
calendar year and
and is related
to a sec. 1835(a)
(2)(A) requirement
similar to the
pt. A benefit,

1See statement, p. 281.

Pt. A requirements:

1. Age 65 or
disabled.

2, 3-day stay in
Eart«gipating

ospital.

3. For further
treatment of
condition
treated in
hos'PilaI or
SNF.

4, Need for part-
time skilled
nursing,
physical
therapy, or
speech
therapy.

5. Homebound.

6. Physician
determines
need for care
and establishes
plan of
treatment
within 14 days
after discharge
from hospital
or SNF.

Pt. B requirements:

1. Age 65 or
disabled.

2. Need for part-
time skilled
nursing care,
physical
thera;;'y,t?r
speech therapy.

3. Physician
determines
need and es-
tablishes plan
of treatment.

4, Homebound.

5. Home health
agency par-
ticipating in
medicare,

(307)

Home health agencies
must be in com-
liance with Federal,
tate and local
taws. Conditions of
participation range
from the type of
services (e.g., an
HHA must include
part-time intermit-
tent skilled |
nursing services
and one other
specific service), to
administration and
professional
personnel
requirements.

Subpart il—Reg. No.
5—Condition of
participation,

Pt. A intermediary
manual, secs. 3120-
3129,
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Legislation Coverage

Eligibility

Providers

Regulations

“Title XiX of the
Social Securit
Act (medicaid).

Under sec. 1905(a)(7)
home health care
services are man-
dated.

“Title XX of the
Social Security
Act (social serv-

No section of the leg-
islation mandates
inclusion of home

ices). heatth services.
“Titles 11l and VII Under the Area Plan-

of Older Ameri- ning and Social

cans Act of 1965, Services (title 111)

allotment to the
States, home serv-
ices must be one of
four priorities.

All “‘categorically’
needy individuals
over age 21, all
“‘categorically
‘needy” individuals
under 21, if the
State covers them
for skilled nursing
facility care; and all
‘‘medically needy'’
individuals eligible
for skilled nursing
facility services,

All *'categorically”
needy eligible indi-
viduals plus medic-
aid eligible, and
income eligible.

Title 111.—No set age
limits are estab-
lished under these
ﬂrovisions of the act,

owever, the act
generally applies to
the age group 60

plus.
Title Vil.—Those

the re-

Home health agencies 45 CFR 249.10(bX7)
t dicare 1) defi

must be
certified or be med-
ical rehabilitation
centers meeting the
standards in the
regulations,

quired services as:
nursing services,
home health aides,
and medical sup-
plies, equipment,
and appliances; and
may make avail-
able: physical ther~
apy, occupational
therapy and speech
pathology/hearing
therapy.-

Social service agencies Regulations do not re-

at the State and
local level.

Each State agency on
aging must divide
entire State into
planning and serv-
ice areas and
designate area_
agencies on aging
for coordination of
services. There are

quire any specific
home health serv-
ice to be included in
the State plan but
at least one type of
home-based service
is included in all
State plans, and
home-based services
may include a wide
array of services
such as homemakers,
chore services, home
health aide, and
home management.

Title 111-—45 CFR Part
903—Grants for
State and Commu-
nity program on
aging.

Title VI1—45 CFR |
Part 909-—Nutrition

program for the
elderly.

persons who are
aged 60 and over
and their spouses
regardless of age
are eligible to
participate in the
title VIl programs.

presently 521 area
agencies covering 90
percent of the
Nation’s persons
aged 60 and over;

ITEM 2. FINDINGS FROM RESEARCH ON ALTERNATIVES IN LONG-
TERM CARE

On fhe basis of National Center for Health Services Research and Division

‘of Long-Term Care studies thus far completed, we can reach the following con-
-clusions with respect to adult day care:

—Roughly 200 adult day care programs are presently operating in this coun-
try. They are funded by a variety of local and national sources, including
grants from a local model cities demonstration agency, county revenue
sharing funds, Administration on Aging demonstration grants, title XX
funds, and medicaid.

~—The programs operating can be broadly grouped into two types; Model I,
health oriented adult day care programs are strongly oriented toward pro-
viding rehabilitative physical and other therapeutic and health care serv-
ices to a group of rather severely disabled patients; model II, multipurpose
:adult day care programs are those which are more socially or psychologically
oriented and serve individuals who require social interaction, recreation,

“nutrition, and supervision, and are not so disabled.

—Adult day care is cheaper on a period-of-care basis than nursing home care,
despite the fact that day care costs more per day than nursing home care.
This remains true even when the expenses of living at home are added to
the cost of day care. The reason is that day care is attended only part-time,
2 to § days per week, while nursing home care is provided round-the-clock,
7 days a week. Figures from a study of 10 adult day care centers compared
to published data for nursing homes show that the third-party payor could
save between 37 and 60 percent of the cost of nursing home care per year if
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patients could be cared for in adult day care rather than nursing homes..
These savings go up as frequency of attendance in day care goes down. When.
the comparison is made on the basis of total life-support costs (day care
plus living at home versus full-time nursing home care), the total savings-
in day care drops to between 12 and 35 percent, again depending upon
frequency of attendance.
—The day care programs studied showed a tendency on average to rely upon: |
more skilled staffs than nursing homes.
What we do not yet know and are in the process of conducting research to-
find out is: ‘
—What are the costs of homemaker/home health aide services? ‘
—Do patients fare as well or better in adult day care (or with homemaker-
services) as in nursing homes?
—Would day care or homemaker services be used as substitutes for nursing
home care or would they instead be used as added services? If used as it
substitute, day care, we have reason to think, would be cheaper. If used’
as added benefits, however, coverage of day care and homemaker services
could actually increase overall expenditures.
—If day care and homemaker services are used as additional services, and
thereby suggest increased overall expenditures, could they be justified in-
terms of improved health status of those served?
The National Center for Health Services Research hopes to answer these-
questions through analysis of the data provided by the section 222 day care/
homemaker demonstrations and experiments. The results should be available-
late next year. A brief summary of these demonstrations is presented below.
Six demonstrations and experiments were funded by competitive procurement |
in June 1974 for day care and homemaker services to the following contractors-
who were established health service providers:

DAY CARE

(1) The Burke Rehabilitation Center, White Plains, N.Y.
(2) St. Camillus, Syracuse, N.Y.

HOMEMAKER SERVICE

(1) Inter-City Home Health Association, Los Angeles, Calif.
(2) Homemaker Home Health Service of Rhode Island, Providence, R.I.

HOMEMAKER AND DAY CARE SERVICE

(1) San Francisco Home Health Service, San Francisco, Calif.

(2) Lexington-Fayette County Health Department, Lexington, Ky.

All demonstrations and experiments were conducted In accordance with a-
uniform research design protocol. A single contract for overall evaluation was-
awarded in June 1974 to the Medicus Systems Corp., Chicago, Ill.

Approximately 1,800 patients were enrolled and randomized to “a comparison’
and “expanded benefit” groups. The “expanded benefit” group received 12 months’
entitlement to presently uncovered health-oriented day care and homemaker~
services in addition to existing covered medicare services. lomemaker services:
cover, where appropriate, assistance in personal care, services to maintain a safe
and healthy environment, and services to enable a patient to carry out the pre-
scribed care plan.

Day care services are composed of basic and ancillary services. All participants
receive basic (routine) services comprising transportation to and from home,.
nursing service, personal care service, podiatry services, social services, patient
activities, meals, and nutritional counselling. Ancillary services, by physician
preseription, include physical therapy, occupational therapy, speech therapy, and’
sight/hearing examinations.

The “control” group did not receive entitlement to the day care and home-
maker services, but were eligible for medicare benefits.

All patients were referred to the demonstrations by existing community”
sources, e.g., hospitals, physicians, and health-related agencies. Referrals for
homemaker services required hospitalization no more than 14 days preceding’
(posthospital). Referrals for day care could be either posthospital, or not
posthospital.
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The demonstrations produced data on patients’ physical functioning, well-being,
costs, and health care utilization patterns. The utilization patterns include both
the modes of care in the expanded benefits package, and utilization of tradi-
tional services outside of the demonstrations. With delivery of services now com-
Dleted, the final phase of data collection and reporting has begun. Underway are
detailed descriptions of the services, characteristics of the population served,.
and their experiences. These should be completed by September 30, 1977, and.
followed thereafter by analyses of effectiveness, costs, and policy implications,

Other current research on alternatives in long-term care warrants mention
here. One of these is an evaluation of a day hospital service in the department
of rehabilitation medicine in a large municipal hospital in New York City. The-
day hospital mode of providing intensive rehabilitation treatment will be com-
pared to the traditional inpatient mode of providing such services. The two major
hypotheses to be tested are that (1) the day hospital mode of treatment will cost
less than the inpatient mode and (2) the outcomes of treatment for patients in
the experimental day hospital group will be equal to, or better than, the outcomes
for patients in the inpatient control group. These outcomes will be measured
in terms of the patients’ mobility and their need for physical assistance in per-
forming basic activities of daily living (bathing, dressing, etc.), of daily living:
(cooking, shopping, telephoning, ete.), and their bsychological well-being,

The second of these projects is an evaluation of a home care project being
conducted by the State department on aging in central Connecticut. Project
Triage is a model for single entry into the full spectrum of health and social:
services for the elderly in which services are provided to each individual based
on an assessment of needs by a nurse clinician/social worker team. Reimburse-
ment is provided by medicare for a comprehensive package of experimental serv-
ices including medieal, dental, home health, homemaker, chore, counseling, meals,.
transportation, institutional, etc., in addition to the already covered benefits.

The research grant is testing the hypotheses that Triage is more effective (in
terms of the outcome of care), less costly, and less dependent on institutional care
and services than is the existing system. Three hundred of the total Triage-
client population constitute the experimental group and will be reassessed at
6-month intervals for a 2-year period. The first 8-month reassessment cycle is now
in progress. There are 153 individuals in the comparison group drawn from a
population outside the Triage area and matched on multiple variables with the-
experimental group. Their reassessment schedule parallels that of the experi-
mental group. Preliminary data analysis will begin after the completion of this.
initial reassessment.

ITEM 3. MODEL PROJECTS FUNDED BY AoA FOR IN-HOME SERVICES

National Council for Homemaker-Home Health Aide Services, Inc—Through
this project States will be aided in developing and maintaining in-home services:
of good quality through professional consultation and technical assistance.

Indian Home Health Services (Carson Oity, Nev.).—The grantee has under-
taken to demonstrate that availability of in-home services provided by Indians:
will permit some institutionalized elderly Indians to return to their communities,
and that per capita cost for health care can be reduced through this strategy.

Papago Tribe of Sells, Ariz.—In order to reduce nursing home placement and
to free younger tribal members who must quit jobs or school to care for the
physically disabled elderly, the Papagos have developed a homemaker program-
and chore service.

Model Rural Project for Homemaker Service Program (Lubbock, Tex.).—The-
project is designed to train, employ, and place homemakers to provide services to.
rural elderly living in remote areas. The grantee is now in the process of nego-
tiating with a home health agency to continue the program when Federal funding:
has terminated.

Home Aide Catalyst Project ( Cocoa, Fla.) —This project has trained, placed,
and provided supervision for homemakers to provide for the needs of eligible-
homebound elderly. Comprehensive Employment Training Act (CETA) funds
supported the training aspects of the program.

The following projects demonstrate the use of direct home services, combined
with other alternatives and supportive services, to enable older persons to remain:
in their own communities for as long as possible. Thus these projects offer home-
services together with a variety of other benefits.
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On Lok Senior Health Services Model Project (San Francisco, Calif.).—The
program began as a 5-day week, day-care service for impaired elderly persons
and was designed to accommodate the cultural and language needs of Filipino,
Chinese, and Italian residents of the area, As it developed, it expanded its scope
to make available a full spectrum of services including in-home meal delivery
and in-home supportive services, as well as a 7-day week, center-based day care
program.

Gila River Indian Community Older Americans Program (Sacaton, Ariz.).—
Outreach/organization aides arrange for home-delivered meals, transportation
to congregate meal sites, and interpreter services to obtain needed supportive
services. AoA funding has now ended. The program is being continued under
title XX,

Project HEAL (Tucson, Ariz.) —This project developed a comprehensive ar-
ray of services, including in-home health care, day care, home-delivered meals,
recreation and socialization, transportation, and advocacy services. Medicaid
resources have made it possible to continue the project. Title XX after care
providers have become qualified as providers of service for reimbursement.

Community-Based Program for Frail Elderly Requiring Mental and Physical
Health Services (New York, N.Y.).—The grantee is demonstrating in a current
grant a new and innovative mechanism to deliver a coordinated program of
mental/physical health services and social support to the high-risk elderly in
urban areas. Outreach, on-site mental and physical diagnostic screening, and
case-finding are integral to the program’s operation.

ITEM 4. RESEARCH AND DEMONSTRATION PROJECTS

RESEARCH AND EXPERIMENTAL AUTHORITY WITH REGARD TO ALTERNATIVES TO
INSTITUTIONALIZATION

Section 222 of the Social Security Amendments of 1972 provides authority
for research, experiments, and demonstration projects related to health care
reimbursement and financing policy in a number of areas, including day care,
intermediate care, and homemaker services. As such, it offers one mechanism
to study a variety of alternatives to institutionalization as an aid to making
decisions in this area.

Within the Health Resources Administration, the National Center for Health
Services Research and the Division of Long Term Care are currently supporting
three efforts using the section 222 waiver authority : :

(1) Homemaker and Day Care Demonstration Ezperiments.—The primary
objective of the Homemaker Experiments is to determine whether homemaker
service would provide a suitable alternative to the post-hospital benefits covered
under the Medicare program. Day care services are being tested as an alterna-
tive benefit to services currently provided under Medicare Part B and Medicaid.
This project involves six demonstration contractors and one overall evaluation
contractor. The demonstration sites are at Syracuse, New York; White Plains,
New York ; Lexington, Kentucky ; Providence, Rhode Island; Los Angeles, Cali-
fornia ; and San Francisco, California.

(2) Triage—Coordinated Delivery of Services to the Elderly.—The Triage
project provides for a single-entry system involving the assessment of client
needs, and the coordination and development of services to the elderly in a seven-
town region of central Connecticut. Where needed services do not exist, Triage,
Inc., works to develop such services in the seven-town region. The primary
objective of the experiment is to determine whether the availability of a full
spectrum of coordinated health and health-related services for the impaired
elderly will result in better health outcomes and lower total life support costs
than under the existing health care system.

(3) Day Hospital Services in Rehabilitation Medicine—Albert Einstein.—
The primary objective of the Albert Einstein project is to determine whether a
service (inpatient rehabilitation) traditionally given on an inpatient basis can,
for certain selected cases, be provided in a day hospital setting at lower cost with
no sacrifice in quality of care. Specifically, the experiment proposes to provide
coverage of transportation and home training costs to offer maximum assurance
of the patient’s regular attendance at the day hospital treatment program. The
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experiment will be conducted at the Bronx Municipal Hospital Center, New
York City Health and Hospitals Corporation, which will provide day hospital
rehabilitation services.

DivisioN OF LoNG-TERM CARE, RESEARCH AND DEMONSTRATION BRANCH
CONTRACT NO.: HRA 106-74-172

Project period : June 28, 1974 to January 27, 1977.

Title : “Ilxperiments and Demonstrations Authorized Under P.L. 92-603, Sec-
tion 222 (b)—Homemaker and Day Care.”

Project directors, Dr. Philip Weiler and Mr. Larry 8. Pickard. Project officer,
Eileen Lester.

Funding: Fiscal year 1975, $241,951; fiscal year 1976, $26,000.

Institution : Lexington-Fayette County Health Department, 330 Waller Ave-
nue, Lexington, Ky., Telephone : 606/278-5411.

Summary.—The specific objectives in this contract are for the contractor to
demonstrate, experimentally, provision of two services, namely, Homemaker
Services and Day Care Services, in order to: (1) determine the cost of pro-
viding each of these services; (2) compare cost of providing the two new services
and the currently covered benefits (Skilled Nursing Facility Care and Home
Health Services) under Medicare; and (8) determine and compare the extent
to which the new services (as defined) will enable an eligible individual to
reach and maintain his highest level of performance or will prevent or retard
institutionalization as compared to the effectiveness of benefits currently
provided.

Progress to date—This Demonstration has been operational since May 1975.
It is located in a public health agency serving the city of Lexington and Fay-
ette County. Patients eligible to receive homemaker services has been referred
by five general hospitals. Referral of patients for health-oriented day care
services has come from physicians, hospitals, other health eare providers, and
social welfare agencies. After assessment by a team (physician, public health
nurse, medical social worker) and development of a care plan based on need,
the patients are randomized into a Control Group and into an Expanded Benefit
Group. Both groups are entitled to receive the currently covered Medicare bene-
fits and the Expanded Benefit Group is eligible to receive, in addition, either
homemaker and/or day care services. This project is also evaluating the costs
and the benefits of providing day care services to a sample of individuals eligible
for Medicaid benefits. Reassessments are performed on participants in both
the Control and Expanded Benefit Group at quarterly intervals for a period of
one year. Data will be evaluated by a separate contractor.

CONTRACT NO.: HRA 106-T74-173

Project period : June 28, 1974 to January 27, 1977.

Title: “Experiments and Demonstrations Authorized under Public Law 92-
603, Section 222 (b)-—Homemaker and Day Care.

Project director, Mr. Hadley Dale Hall. Project officer: Eileen Lester.

Funding : Fiscal year 1975, $771,704 ; fiscal year 1976, $118,000.

Institution: San Francisco Home Health Service, 2940 16th Street, Suite 301,
San Francisco, California 94103 ; Telephone : 415/864-6470.

Summary.—The specific objectives of this contract are for the Contractor
to demonstrate, experimentally, provision of two services, namely, Homemaker
Services and Day Care Services, in order to:

(1) Determine the cost of providing each of these services; (2) compare the
cost of providing the two new services and the currently covered benefits
(Skilled Nursing Facility Care and Home Health Services) provided under
the Medicare program to its beneficiaries; and (3) determine and compare the
extent to which the new services (as defined) will enable an eligible individual
to reach and maintain his highest level of performance or will prevent or retard
institutionalization as compared to the effectiveness of benefits currently
provided.

Progress to Date.—This demonstration became operational in May 1975. It
is located in the San Francisco Home Health Services, a non-profit agency
providing comprehensive in-home services including homemaker-home health aide
services. Homemaker services under the Demonstration are provided by the
agency. Health-oriented day care services are provided to Demonstration partici-
pants by three community health providers. Two of these are located in hospitals,
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one at Mount Zion Hospital and Medical Center and one at Ralph K. Davies
Medical Center. The third day care center is located in the Garden Hospital Jerd
Sullivan Rehabilitation Center. Referrals to this Demonstration have come from,
a number of sources. All homemaker referrals have come from San Francisco
general hospitals. Referrals to the day care centers have been both post-hospital
and from community health and social agencies. This Demonstration has had
two assessment teams of physicians, public health nurses and medical social
workers augmented by physician therapists, occupational therapists, and a nutri-
tionist. The same research protocol has been followed in this Demonstration as
in the other homemaker and day care projects. After assessment participants
have been randomized into a control and into an expanded benefit group. In
addition to a homemaker sample and a day care sample, this project has a
sub-sample of patients who have received both homemaker and day care serv-
ices. When intake was closed on March 31, 1976, this Demonstration had a
study sample of over 1,000 patients. All patients are receiving quarterly re-
assessments and a new care plan based on needs is developed by the Team after
each assessment. As in the other “222” Demonstrations data is being collected
and analyzed by a separate Evaluation Contractor,

CONTRACT NO.: HRA 106-74-174

Project period : June 28, 1974 to January 27, 1977.

Title : “Experiments and Demonstrations Authorized under P.L. 92-603, Section
222 (b)—Day Care.”

Project director : Mr. Nitin H. Mehta. Project officer : Eileen Lester.

Funding : Fiscal year 1975, $179,000; fiscal year 1976, $30,000.

Institution : St. Camillus Skilled Nursing Facility, 813 Fay Road, Syracuse, New
York 13219 ; Telephone : 315/488-2951.

Summary.—The specific objective of this contract is for the Contractor to
demonstrate, experimentally, provision of health-oriented day care service in order
to: (1) determine the cost of providing such service; (2) compare the cost of pro-
viding day care services and the currently covered Medicare benefits; and (3)
determine and compare the extent to which the day care service (as defined) will
enable an eligible individual to reach and maintain his highest level of perform-
ance or will prevent or retard institutionalization as compared to the effectiveness
of benefits currently provided.

Progress to date—This Demonstration became operational in June 1975. This
project is located in a non-profit skilled nursing facility having 125 beds which, in
addition to its inpatient services, has an organized outpatient service department.
Patients eligible to receive health-oriented day care services have been referred by
the acute general hospitals serving the Syracuse community. After referral an
Assessment Team of physician(s), a public health nurse, and a medical social
worker, determine the patients’ functional status using an assessment instrument
and following research protocol developed for the Demonstrations. After assess-
ment and development of a care plan based on need, the patients were randomized
into a Control Group and an Expanded Benefit Group. Both groups are eligible to
receive currently covered Medicare benefits and in addition, the Expanded Benefit
Group has entitlement in health-oriented day care services for a period of one
vear. Reassessments of participants in both the Control and Expanded Benefit
Groups are done quarterly for a period of one year. Data will be evaluated by a
separate Evaluation Contractor. The final report of the Demonstration should be
available in the Fall of 1977.

CONTRACT NO.: HRA 106-74-175

Project period : June 28, 1974 to January 27, 1977.

Title ; “Experiments and Demonstrations Authorized Under P.L. 92-603, Section
222(b)—Day Care.” )

Project directors: Ms. Charlotte M. Hamill and Mr. Robert Oliver. Project
officer : Eileen Lester.

Funding : Fiscal year 1975, $296,213 and fiscal year 1976, $6,000.

Institution: Burke Rehabilitation Center, 785 Mamaroneck Avenue, White
Plains, New York 10605 : Telephone : 914/948-0050.

Summary.—The specific objective of this contract is for the Contractor to
demonstrate, experimentally, provision of health-oriented day care service in order
to: (1) determine the cost of providing such service: (2) compare the cost of pro-
viding day care services and the currently covered Medicare benefits; and (3)
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determine and compare the extent to which the day care service (as defined) will
enable an eligible individual to reach and maintain his highest level of perform-
ance or will prevent or retard institutionalization as compared to the effectiveness
of benefits currently provided.

Progress to date.—This Demonstration became operational in June 1975. The
day care project is located in a separate building on the grounds of the Burke
Rehabilitation Center, an inpatient comprehensive rehabilitation facility. It also
established in 1972, a day hospital program to demonstrate the value of .on-going
therapeutic rehabilitation services to patients who did not require 24-hour in-
patient care. Referral sources for this Demonstration project have been non-
hospital community based health and social welfare agencies. All eligible referrals
have been assessed by a team of a physician, nurse, and medical social worker.
After assessment of the patients’ current functional status and a care plan has
been developed based on need, the patients have been randomized into a Control
Group and an Expanded Benefit Group. Both groups of patients have entitlement
to Medicare, Part B benefits and the participants in the Expanded Benefit Group
also have entitlement to health-oriented day care services for a period of one year.
Reassessments are done quarterly and the data will be evaluated by a separate
Evaluation Contractor.

CONTRACT NO.: HRA 106-74-176

Project period: June 28, 1974-January 27, 1977.

Title: “Experiments and Demonstrations Authorized under P.L. 92-603, Section
222(b)—Homemaker Services.”

Project director: Mr. Edmond Perregaux, Jr. Project officer: Eileen Lester.

Funding : Fiscal year 1975, $135,969 and Fiscal year 1976, $2,000.

Institution: Homemaker-Home Health Aide Services of Rhode Island, 265
Melrose Street, Providence, Rhode Island 02907; Telephone: 401/781-8520.

Summary—The specific objective of this contract is for the Contractor to
demonstrate, experimentally, provision of Homemaker Services in order to: (1)
determine the cost of providing such services; (2) compare the cost of providing
Homemaker Services and the currently covered Medicare Part A services (skilled
nursing facility care and home health services); and (3) determine and com-
pare the extent to which the Homemaker Services (as defined) will enable
an eligible individual to reach and maintain his highest level of performance
or will prevent or retard institutionalization as compared to the effectiveness of
benefits currently provided.

Progress to date—This Demonstration project differs organizationally from
the other three similar 222(b) demonstration projects testing the effectiveness
of homemalker service for post-hospital discharged patients. The assessment team
(physician, public health nurse, and medical social worker) are employed by
Miriam Hospital which has a Research Unit to handle demonstration projects.
This team will assess all patients and prepare care plans for them. The contrac-
tor, Homemaker Home Health Aide Services of Rhode Island, will be responsible
for all administrative and fiscal data and will provide the homemaker service
to the patients randomized into the Expanded Benefit Group. The Demonstration
became operational in September 1975. All patients referred for homemaker serv-
ices were in-patients at Miriam Hospitals and judged by their physicians to need
continuing care after being discharged from the hospital, After assessment by
the team and development of a care plan reflecting the individual patients’
needs for homemaker and/or other available services, the participants were
randomized into a Control Group and into an Expanded Benefit Group. Both
groups were eligible to receive the covered Medicare benefits with the Expanded
Benefit Group entitled for a one-year period to receive homemaker service if
this was approved by the patient’s physician. Quarterly reassessments following
the research protocol developed for all the homemaker demonstrations are being
done. The data regarding the participants’ functional status, utilization and cost
of services, as well as outcomes from care are being evaluated by a separate
Evaluation Contractor.

CONTRACT NO.: HRA 106-74-177

Project period : June 28, 1974 to January 27, 1977.

Title: “Experiments and Demonstrations Authorized under P.L. 982-603, Sec-
tion 222 (b)—Homemaker Services”, :

Project director: Mr, Robert Desrochers. Project officer : Eileen Lester.
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Funding : Fiscal year 1975, $212,788 and fiscal year 1976, $25,000.

Institution: Inter-City Home Health Association, 970 North Virgil Avenue,
Suite 100, Los Angeles, California 90029 ; Telephone : 213/666-5551.

Summary.—The specific objective of this contract is for the Contractor to
demonstrate, experimentally, provision of Homemaker Services in order to: (1)
determine the cost of providing such services; (2) compare the cost of providing
Homemaker Services and the currently covered under Medicare Part A services
(skilled nursing facility care and home health services); and (3) determine
and compare the extent to which the Homemaker Services (as defined) will
enable an eligible individual to reach and maintain his highest level of per-
formance or will prevent or retard institutionalization as compared to the ef-
fectiveness of benefits currently provided.

Progress to date.—This Demonstration became operational in August 1975.
Patients considered eligible for homemaker service are referred from a selected
group of general acute care hospitals located in the Los Angeles community.
The project has a team of a physician, public health nurse, and medical social
worker who assess the functional status of all patients referred by the hospitals,
and after developing care plans based on the need for continuing care, the
patients are randomly assigned to a Control Group and to an Expanded Benefit
Group. The Control Group is eligible to receive the post-hospital Medicare, Part
A, continuing care benefits of skilled nursing facility care and/or home health
services. The hospital discharge planners make arrangements for patients as-
signed to the Control Group to receive the necessary continuing care services. The
Expanded Benefit patient has entitlement to homemaker services depending upon
his need for a period of one year in addition to the covered Medicare, Part A
benefits. Homemaker services under the Demonstration are provided to the eligl-
ble participants by a separate Homemaker Service Unit established within the
contractor’s organization. Data on the functional status, outcomes from the treat-
ment received, costs and utilization of services by both the Control Group and
Expanded Benefit Group participants will be collected and analyzed by a separate
evaluation contractor.

GRANT NO.: HS 02563 (HS 01673)

Project period March 1, 1975 to March 31, 1980.

Title: “Triage: Coordinated Delivery of Services to the Elderly.”

Principal investigator: Charles E. Odell, Commissioner. Project officer: Jean
L. Bainter. Coproject officer : K. Mary Straub,

Funding : fiscal year 1975, $164,427; fiscal year 1976, $308,017; and fiscal year
1977, $427,440.

Institution: State Department on Aging, 90 Washington Street, Hartford,
Connecticut 06115 ; Telephone : 203/566-2480.

Summary.—This research project is designed to investigate a model system of
health care for the elderly. The system, called T'riage, provides for the assessment
of bealth status, and the prescription, organization, delivery, and financing of
appropriate, comprehensive services. It is perceived as an effective and economic
alternative to the existing system in which care is fragmented and, at times,
preseribed according to financial considerations rather than health status or ap-
propriateness. The research will be conducted in two parts—I, an analysis of
the ability of Triage to reach its pre-determined goals, and II, a description of
the operation and organization of Triage. Part I is a comparative analysis of
Triage and the “existing” system. These are posted, in a cost-effectiveness sense,
as alternatives, and the research directed towards testing a series of hypotheses
derived from the major goals Triage is designed to reach. The hypotheses are
that Triage will be more effective, less costly, and less dependent on institutional-
jzation than the alternative. For research purposes, effectiveness is defined in
terms of the ontcome of care, costs as total life support expenditures, and institu-
tionalization as days in a long-term or acute care facility. The samples are a
group of Triage clients and a matched comparison group drawn from an alterna-
tive setting. Data, which will be collected for the duration of the experimental
phase will be analyzed both statistically and in the context of the cost-effective-
ness model. Part IT is a descriptive study of the operation and organization of
Triage as a system. It addresses the development and setting of Triage, its
organization and costs, the population it serves—their socio-demographic charac-
teristics and changes in health and other factors over time. the services it pre-
scribes and their costs, and the providers it uses and their relation to the system.
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CONTRACT NO.: HS 01938

Project period. June 30, 1975 to August 31, 1976.

Title: “Evaluating Information and Referral Services for the Homebound.”
L Ptriucipal investigator: Robert J. Newcomer, Ph.D. Project officer: Eileen

ester.

Funding : Fiscal year 1975, $24,0083.

Institution: County of San Diego, Office of Senior Citizens Affairs, 1955 Fourth
Avenue, San Diego, California 92101,

Summary.—The objective of this project is to compare the relative effective-
ness .of telephone and peer contact information and service brokerage systems in
meeting the supportive service needs of homebound dysfunctional older persons.
Iissentially, it will provide an evaluation of five ongoing Administration on Aging
fun(!ed programs that provide information and referral and in-home supportive
services to aged persons.

Progress to date—~The research activities became operational in September
.1975 and should be completed by the end of August 1976. A final report summariz-
ing the research activities and the findings should be available in the fall.

GRANT NO.: HS 02580

Project period : June 30, 1976-June 29, 1977.

Title: “Adult Day Care Conference.”

Principal investigator : Theodore H. Koff. Project officer : Mrs. Edith Robins.

Funding : Fiscal year 1975, $28,147 and fiscal year 1976, $15,000.

Institution: University of Arizona, Tucson, Arizona.

Summary.—This project will convene an invitational conference to develop a
Pesearch strategy on Day Care based on a compilation of available knowledge
relating to the health components of all models of Day Care ranging from the
strongly health-oriented to the social model. The research strategy will incor-
porate such Day Care elements as costs, reimbursement patterns, existing regula-
tions, staffing, patient mix, program size, admission criteria, assessment tools,
and transportation. -

GRANT NO.: HS 02510

Project period : July 1, 1976-June 30, 1979

Title: “An Empirical Basis for Nursing Home Meal Service.”

Principal investigator: Todd R. Risley, Ph. D. Project officer : K. Mary Straub.

Funding : Fiscal year 1975, $71,974.

Institution: Department of Human Development, University of Kansas, Law-
rence, Kansas 66045. .

Summary.—The purpose of this project is to determine factors which affect
nursing home residents’ consumption of foods. The specific objectives are: (1)
identify the proportion of variance in nursing home residents’ food consumption
that may be accounted for by the foods themselves; (2) by the conditions of
meal services, and; (3) to use this information to provide practical recommenda-
tions which will assure reliable and independent consumption of food to meet the
Recommended Dietary Allowance of Nutrients. The procedures to be followed
include : obtaining reliable measures of the food consumption of the residents in a
nursing home around the clock for two three-week menu cycles; analyzing the
data and determining the nutrient intake of each resident; choosing new food
items high in nutrient consumption, correlating food nutrient with food consump-
tion; investigating the effects of meal service ecology and staff interaction with
residents and evaluating the practical effects which menus constructed from
empirical data on food and nutrient consumption can have on the nutrient con-
sumption of nursing home residents. The study will be conducted in two 100 bed
proprietary skilled nursing homes in Lawrence, Kansas.

GRANT NO.: HS 02627

Project period : April 1, 1977 to March 31, 1979.

Title: “The Family and Long-Term Care.”

Principal investigator: Arthur C. Hollister, M.D. Project officer: Jean L.
Bainter.

Funding : Fiscal year 1977, $124,565.

Institution: California State Department of Health, 2151 Berkeley Way,
Berkeley, California 94704 ; Telephone: 415/843-7900, Ext. 391.
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Summary.—The broad objectives of this study focus on two major aspects of
long-term care: (1) the role of family structure and functioning as determinants
of subsequent placement of chronically ill or disabled members in a long-term
care institution; and (2) the role of the family in the provision of long-term
home care for the disabled.

The first objective will be approached ntilizing data available from a longi-
tudinal study of health and ways of living conducted among Alameda County
adults over the period 1965-1974. These data will permit analyses of various.
aspects of family structure, such as size, age and sex composition of disabled
members. Additionally, other analyses on the impact of chronic illness and dis-
ability on family lealth, stability, happiness and psychological well-being are:
also contemplated.

The second objective involves the development and application of a survey
instrument for the study of the long-term care needs and problems of disabled
persons living at home. This instrument will be employed in a study of 150
households drawn from a sample of disabled persons identified from the lon-
gitudinal study. The new study will examine the full range of problems associated
with home care including needs for personal care services and for social
interaction.



Appendix 2

RESPONSES TO HEALTH CARE FINANCING
ADMINISTRATION TESTIMONY * '

ITEM 1. LETTER FROM STAFF DIRECTOR, SENATE COMMITTEE ON
AGING, TO REPRESENTATIVES -OF NATIONAL AGING ORGANIZA-
TIONS TRANSMITTING TESTIMONY. OF MR. ROBERT DERZON, AD-
MINISTRATOR, HEALTH CARE FINANCING ADMINISTRATION, AT
JUNE 15, 1977 HEARING

JunNe 17, 1977.

As a followup to the committee’s invitation to you to submit written testimony
for our hearing record on “Health Care for Older Americans: The ‘Alternatives’
Issue,” we thought you would be interested in this statement from the new Direc-
tor of the Health Care Financing Administration, who testified on June 15. I'm
also enclosing excerpts from the HIEW Secretary’s recent testimony before the
Ways and Means Committee on hospital cost containment.

During questioning, Mr. Derzon readily acknowledged that the hearings had
caused him to focus his attention on the many issues discussed at the hearings in
which you participated.

When asked by Senator Chiles who at HEW “is in charge” of the continuum of
care mentioned in his statement, he said that it is clear at the moment that no
one is, but that this issue should receive early and sensitive attention.

He also said that he would look into many other matters raised by Senators
Chiles and Domenicei.

His frankness and concern were very welcome. We intend to work closely with
him and other HEW representatives on followup activities in the near future.

In the meantime, if you wish to submit an addendum to your earlier testimony,
based on Mr. Derzon’s comments, we'd be glad to have it by July 8.

And thanks once again for all your help.

Sincerely,
STAFF DIRECTOR.

ITEM 2. LETTER FROM CONSTANCE HOLLERAN, DEPUTY EXECUTIVE
DIRECTOR, GOVERNMENT RELATIONS DIVISION, AMERICAN
NURSES’ ASSOCIATION, INC.; TO WILLIAM E. ORIOL, DATED JULY 5,
1977

9DEAR MRg. Orror; Thank you for sharing Mr. Derzon’s testimony of June 15,
1977.

It is really very heartening to see the openness and interest expressed in that
statement.

We agree with him that alternatives to institutional care cannot always be
utilized. The best interest of the patient may only be able to be met in certain
situations, by a period of institutional care. If that is the case, of course, we feel
that the quality of that care must be higher than is often the case now. Staffing
in some nursing homes, as we have indicated time and time again, is often dis-
gracefully inadequate.

As we mentioned in our testimony, we do feel there needs to be overall coordina-
tion and monitoring of the various home care services, and we do suggest that
professional nurses are best able to do this. The concern is that all health needs
be considered continuously. There are major changes needed in the medicare law,
and we hope these can be faced up to soon.

1 8ee additional testimony and statements in hearing records of May 16 and 17, 1977,
“Health Care for Older Americans. The ‘Alternatives’ Issue,”” parts 1 and 2.
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The creation of HCFA causes us some concern about a potential overemphasx's
on cost factors at the expense of people’s health needs. We do hope the policy di-
rection and joint planning of PHS and HCFA will in fact occur.

We appreciate the diligence of the Special Committee on Aging in its constant
effort to improve health care and other services for the elderly. We want to help
in any way possible.

‘Sincerely yours, .
CoNSTANCE HOLLERAN.

ITEM 3. LETTER FROM PETER W. HUGHES, LEGISLATIVE COUNSEL,
NATIONAL RETIRED TEACHERS ASSOCIATION/AMERICAN ASSOCIA-

TION OF RETIRED PERSONS; TO WILLIAM E. ORIOL, DATED JULY 6,
1977

DEeAR BILL: Thank you for providing us with an opportunity to include a state-
ment in the hearing record on “Health Care for Older Americans: The ‘Alter-
natives’ Issue.” We also appreciate your sending us a copy of Robert Derzon's
testimony. )

It appears to us that two central tasks must be addressed at this time. The
first is to develop greater continuity among existing services and programs. The
second is to broaden the continuum of available health care resources in the
area of long-term care.

Related to these tasks is the overriding need to develop some mechanism to
ensure that eligible recipients receive the proper mix of services to which they
are entitled. Mr. Derzon illustrated the current morass associated with the pro-
vision of home health services. The great amount of disparity in the various
home health programs is a source of confusion to professionals and lay persons
alike. Thus, while efforts are made to increase coordination and broaden the
benefit package, steps must also be taken to.guarantee that older patients will
be provided with sufficient guidance to enable them to obtain services commen-
surate with their needs.

Our associations’ Federal and State legislative objectives for 1977 outline the
spectrum -of services required to satisfy patient needs. As a priority item, we
have identified the necessity of developing a long:-term care services program
which provides a complete continuum of coordinated nonsocial services through
a community network. - - . . '

A related legislative remedy pertains to a liberalization and classification of
the conditions of eligibility for home health care under medicare. Present re-
strictions should be removed with respect to reimbursement for home health
care, in-patient and out-patient mental -health services, day hospital care, and
care provided by physician extenders and other paraprofessionals in primary
care facilities such as rural clinics and community mental health centers. ’

We would also like to see a greater degree of elderly consumer representation
on the governing and policy making boards of the various entities which com-
prise this spectrum of services. A related consideration is the need to develop
geriatric-oriented training -programs-for the different categories- of health per-
sonnel that provide these services. B : .

While all of these items are ‘of paramount importance, it should be recognized
that a central issue.at this juncture is the control of health ‘care costs. Our as-
sociations have. taken the lead in supporting the administration’s Hospital Cost
Containment Aect.. Although caps on .hospital costs reépresent only an interim
measure, we firmly believe that this is the only legislative proposal to date which
merits serious consideration. . - . ; . !

We fully agree with the proposition that the aged require a broader array of
health and.social need related services. We are cognizant, however, that such an
expansion is unlikely in .the context of a rapid Tate of inflation in the health
care sector. It would be helpful,.at this -point, if other individuals and groups
which share an interest in the aged- would join forces to support cost contain-
ment initiatives. Doing so would increase -the likelihood that other highlj
sought-after objectives might be'attained. ’ o : :

‘Finally, we are pleased to ‘See'that thére is a greater recognition of the need
to have concrete data on the costs and consequences of various forms of. out-of-
institution health care. It has long ‘been argued that nursing home care is more
expensive than the different-types of non-institutional care. If it turns out that
this is not always the case, then proponents of this view will be placed in a some-
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what weaker position in advanecing their cause. The various on-going studies

should be most.beneficial in providing policymédkers with the information needed,

to design a network of services that meets patients’ needs while still being fiscally

responsible,

As usual, your hearings on this important subject were both thorough and
timely. Again, we appreciate the opportunity to play a role in them.

. Sincerely,

: PETER W. HUGHES.

ITEM 4. LETTER FROM STANLEY J. BRODY, PROFESSOR, DEPARTMENT"
OF RESEARCH MEDICINE;-UNIVERSITY OF PENNSYLVANIA, PHILA-
DELFPHIA, PA.. TO WILLIAM E. ORIOL, DATED JULY 6, 1977

DEeArR BirL: In response to your letter of 16 June 1977, in re the submission:
of an addendum to earlier testimony, may I make the following observations:

The testimony by Robert Derzon, Administrator, Health Care Financing Ad-
ministration, discusses home care and long term care under medicare in the-
single dimension of cost. While cost is a major consideration, I would submit
it is not the first question and certainly not the only question. The issue that
should be initially considered by policymakers, whether administrative or legisla--
tive, is what is the most effective and acceptable spectrum of long term support:
services which maximizes the level of functioning of the elderly. Services,
whether in the community or in institutions should be examined and developed;
in keeping with their appropriateness to achieving this goal as Mr. Derzon
points out in his introductory statement.

The tunnel vision of a cost centered approach forecloses considerations of
what is best for the individual, the family, and the community. The limited:
focus of Mr. Derzon’s testimony on medicare is reinforced by the Federal Register-
of June 28, 1977, in which the Long Term Care Unit is removed from the Public.
Health Service to the Health Care Financing Administration. Program effective~
ness and costs are interrélated but arise from -different perspectives: A sound|
policy decision should consider the priority of the program first and then modify:
that judgment by the availability of fiscal resources. The abolishment of the Qiffice
of Long Term Care and its transfer to HCFA raises serious questions affecting:
the welfare of the frail elderly. The contents of Mr. Derzon’s opening statement
must be reconciled with his discussion of medicare before a clear policy emerges:
which can be evaluated by the aged and those interested in their welfare.

Sincerely,
StaNLEY J. BrODY.

ITEM 5. LETTER FROM PETER D. ARCHEY, EXECUTIVE DIRECTOR,.
BERKS COUNTY OFFICE OF THE AGING, READING, PA.; TO WILLIAM
B. ORIOL, DATED JULY 7, 1977

DEAR Mg. OrioL: Thank you very much for sending the copies of testimony by-
Secretary Califano and Mr. Derzon with your letter of June 16. I am pleased
to have the opportunity to add comments, as you offered in your letter.

My additional comments on Mr. Derzon’s paper are as follows :

(1) A service system is needed which includes a host of options and service:
alternatives which providé the right service, at.the right time, at the right cost,
by the righit agency.’ As sthggésted-hy Mr."Derzon, the system should not only be
talking about alternatives to institutional care.but about a continuum of care
which truly serves people with the right choice or option for their specific need..
Hopefully, the enthusiasm and interest shown by Mr. Derzon at the hearing will
result in further attempts to develop this type philosophy and service approach.

(2) As stated at earlier hearings, it is critical at all levels that some unit
literally be in charge of the system. Apparently Mr, Derzon is aware of the
problem that HEW has considerable fragmentation and significant lack of defi-
nition as to responsibility for home care and other service options. His state-
ment that the issue should receive early and sensitive attention is a positive and:
hopeful sign.

(3) The service ‘system developed with an adequate range of services and
options must be a regulated system, well - monitored at all levels and baved on

elient: neéd, rather than reimbursement. *Mr. Derzow appears.to.be conscious of®

this neéd and supportivée of*%trong’ progtih, fscal, andchdntmonitoring.

Voo
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I would also like to add some comments on Secretary Califano’s. comments as
follows:

(1) The HEW intent to develop a single reimbursement form which all third
party payers could use is a move which should save time and provide more
efficient administration. . :

(2) The statement seems to be discussing a few options and alternatives but
does not focus on the necessity for a wide range of services and options, one of
which is appropriate hospital in-patient care.

(3) There is little mention of the necessity to provide a sufficient inventory of
Tiome care options or alternatives, both as an alternative to hospital care and as
the preferred and appropriate choice of service in the community.

(4) The service options should also include ocutpatient services when appro-
priate.

(5) Reimbursement must follow the patient/client needs; many options are not
funded now. This is especially true of non-medical services.

(8) As listed in our comments on Mr. Derzon’s statement, a service system, in-
cluding the hospital option, must be publicly regulated. There is obvious need
for HEW to quickly and forcefully decide on how the various pieces of legisla-
tion relate and how regulation should be done and by whom. This includes the
fragmentation now between regulating medicare, medicaid, title XX, health sys-
tems agencies, professional standards review organizations, ete.

(7) All changes introduced and any system development should focus on a
person needing service on a local level, entering and moving appropriately through
the service system. This client based, local focus is often missing in program and
funding development. The end product or the bottom line is the service delivery
to the individual client in a local community. This also should be the basis of
monitoring and evaluation and is an obvious reason why some local body has
to be responsible for insuring that people can enter and move through a service
system.

I hope these comments are helpful. I appreciate the opportunity to provide
them. My thanks for the opportunity to testify at the hearings and for your kind
assistance in providing additional reference material.

Sincerely,
PeETER D. ARCHEY.

ITEM 6. LETTER FROM JEROME KAPLAN, PUBLIC INFORMATION
CHAIRPERSON, GERONTOLOGICAL SOCIETY, WASHINGTON, D.C.; TO
WILLIAM E. ORIOL, DATED JULY 12, 1977

DEAR Binn: I am responding to your letter of June 17, 1977 to Ed Kaskowitz
in my capacity as the public information chairperson of the Gerontological So-
ciety. This written commentary are my own views. I am, however, sending copies
of my letter to our public information committee suggesting they write to you @di-
rectly on any aspect they wish as it pertains to the testimony of Robert Derzon.
I do wish, however, to make the following notations:

The alternatives issue will continue to plague us as long as we use terms like
“qlternatives” with ambivalence, on the one hand referring to it as a substitute
and on the other as an added service. Further, we keep using this term pri-
marily as a release from institutionalization instead of putting the entire concept
into the continunm of care module. This is consistently tied in with the point that
nursing homes, for example, began their initial great growth in the 1950’s and
early 1960°s due to societal pressure, not governmental decree, and that families
in general apparently are not able to cope with the psychological, nor economic
nor time demand pressures of an aged ill person in their home.

We are not in an alternatives stage; we are in a continuum of services stage.
The more services we provide, the more people who are not in an institution
“ecome out of the woodwork”, so to speak, who are in need of them. I had rap-
proached the alternatives concept for 6 years as the previous editor-in-chief of
The Gerontologist but terms fostered by government die hard because of all the
governmental resources available to perpetuate them, If there must be an alterna-
tives issue, then it should be one of alternatives to care in one’s own home. The
perspective then undertakes a radical change.

Tied in with this and of greater import is the administration’s focus on cost
containment rather than a primacy of focus on the functioning of the aged.
Qualified administrators first look at needs of people, then how and to what
extent can one meet these needs. To focus on a cost centered approach—when, in
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fact, much of the added. health care costs are due to governmental directions
whether legislative or regulatory—is to push elderly services into a framework of
how do we meet the needs of our regulators not those who are to be served. The
removal of the Long Term Care Unit from the Public Health Service (Federal
Register, June 28, 1977) to the Health ‘Care Financing Administration is a rein-
forcement of this focus on costs, but not of program. I would strongly urge a
reinforcement of the priority of program albeit within the exigencies of fiscal
resources, of course.

‘Mr. Robert Derzon’s opening statement and his medicare views do not appear
to be synonymous. I am left with a feeling there is no aged policy but the be-
ginnings of a massive bureaucratic effort to contain certain kinds of costs. The
brogram aspects appear to be essentially those undertaken through legislative
effort. The administrative view comes close to being one of how can we contain
the wishes of Congress.

Sincerely,
JEROME KAPLAN.

ITEM 7. LETTER AND ENCLOSURE FROM HADLEY D. HALL, EXECUTIVE
DIRECTOR, SAN FRANCISCO HOME HEALTH SERVICE; TO WILLIAM
E. ORIOL, DATED JULY 8§, 1977

DEAR BiLi: In reviewing the testimonies of Mr. Robert Derzon and Secretary
Joseph A. Califano, Jr., it is clear that problems are stated briefly and with
precision.

Secretary Califano’s presentation of May 11, 1977 is a welcome statement. The
only quarrel with his remarks might be that “long term cost containment
strategy” cannot be viewed in isolation (or after) “hospital cost containment.”
That is, alternatives must be available for those currently being institutionalized
inappropriately. It is not clear that Secretary Califano understands that with
alternatives and hospital cost containment people would be better served at more
appropriate costs. '

Mr. Derzon’s reputation is excellent and of long standing. Although I do not
know him well, many local people—for whom I have great respect—are sup-
porters of Mr. Derzon. No person could grasp the details contained in the docu-
ment in so short a time. Therefore, knowing something of Mr. Derzon’s work,
reputation and writing, I have concluded that a typical, fragmented, unco-
ordinated committee—focused on self interests—prepared the testimony.

The fact that Mr. Derzon did not bring with him representatives of the Bureau
of Health Insurance or the Social and Rehabilitation Services is curious—
especially since the document reiterates untenable positions held by these agen-
cies—positions which prevent in-home health services from being offered to
people who are otherwise candidates for institutional care.

The major deficiency in the document is that the funding under title XX (and
title ITI of the Older American Act) for in-home health services is described as
something apart from in-home health services funded by medicare and medicaid.
In other words, public servants have presented language that seems to justify
the continued fragmentation of in-home health services—while deploring this
very fact.

Rather than provide justifications for my conclusions—by a paragraph by
paragraph review—I am enclosing a copy of a recent speech which attempts to
state my major concerns.

Thank you for allowing me to review and comment on these important matters.

Cordially,

) H. D. HaALL.
[Enclosure.]

IssUES 1IN HOMEMAKER-HOME HEALTH AIDE SERVICES

(By Hadley Dale Hall)

We, in the United States, are a big spending, big consuming, and most generous
nation of people. We spend more to consume food, oil, housing, medical care and
most other goods and services than any society known to historians. An obvious
exception is spending for consuming of homemaker-home health aide services.
History will record, in the final analysis, that we have not always spent or
consumed our resources wisely.
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In our early history, we gave enormous land grants to private railroad com-
panies, at the same time we gave modest land grants for institutions of higher
learning. When we had more children than space for them in our schools, we
built more schools and trained more teachers for the classrooms. As medical
knowledge and technology achieved the capacity to alleviate many of our acute
and communicable diseases, we built medical schools and hospitals so that our
medical professionals could practice their sciences and arts and so that our
people could become well. When we recognized that there were large numbers
of elderly poor, we enacted social security to insure an income for nearly all
workers who had contributed their labor during prior years. When handicapped
children were seen and acknowledged, a well-funded program for crippled chil-
dren’s services was established. In all of these situations, a need was recognized
and, following the recognition of the need, resources were granted to meet the
need. '

History will repeat itself. Homemaker-home health aide services are needed—
in a very short time, our generous people will supply the resources to meet these
needs. We will be big spenders and consumers of homemaker-home health aide
services. But, just as history repeats itself in meeting the needs of people, some
of the abuses of our generosity may be repeated, also.

If we are to be wise, then, it is appropriate to examine some of the issues
related to homemaker-home health aide services, and to plan for an orderly
and prudent use of the resources which will be available very soon. -

The most critical issue related to homemaker-home health aide services is
the absence of a policy for “long-term care.” Billions of dollars support a frag-
mented and uncoordinated@ system, which encourages the institutionalization of
people—too often inappropriately. This situation is the direct result of restric-
tive, fragmented and uncoordinated funding sources, which exist currently. One
only needs to mention medicare, medicaid, title XX, the Older American Act,
Hill-Burton, and private insurance policies, among others, to appreciate these
facts. The absence of a policy on “long-term care” means we spend billions on
horizontal care (care delivered to a person in bed) for about 5 percent of the
population, while only a few million dollars are used to prevent, reduce or post-
pone the need for horizontal carel Of the few millions spent on in-home health
services, an unknown (but insignificant) amount is used for homemaker-home
health aide services. )

Well funded homemaker-home health aide services will not mean that those
in the institutional system will rise up and leave their beds, or that those
“places” will be needed no longer; but. well funded homemaker-home health
aide services will mean that there should be reduced need for institutional care
and cost savings.® .

You will all recognize the last statement as the “eost-effectiveness” argument:
“yeduce the need for institutional care and save money.” This spurious argument
is very much in vogue and the argument is applied to many areas. In homemaker-
home health aide services, costs are not defined or determined, so that colleagues
aannot compare the programs in New York with programs in Los Angeles and

hicago. .

No one is opposed to determining cost or to measuring effectiveness. But,
there is little agreement about what is included in cost (and compared to what)
and effectiveness must be measured against the expensive alternatives.

For example, medicare has required an inadequate, but uniform, cost report,
and has a modest data collection system. The medicare cost report identifies
and allows inclusion of costs for:

(1) Recruitment and screening of home health aides;

(2) Orientation and in-service training of all staff;

. (3)1 Supervision of patients and home health aides by appropriate profes-
sionals:

" (4) Actual expenses for clerical, business, accounting and statistical activi-
ies;

1For a more complete discussion of purposes of eare. levels of care. and expenditures,
see: Trager, Brahna : U.S. Congress; Senate: Home Health Services in the United: States:
A Report to the Special Committee on Aging : Washington, D.C., U.S. Government Printing
Office. LaVor, Judith and Callender. Marie: Medical Care : October. 1976 : vol. XIV, No. 10,
“Home Health Cost Effectiveness : What Are We Measuring . pn. 866—872.

3 See Meyers, Robert J.: Actuarial ‘Cost Estimates for Hospital Insurance Act of 1965
and Soclal Seeurity Amendments of 7965, Actuarial Study No. 59. U.S. DHEW ; Social
Security Administration, January 1965. :
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(5): Travel time and expense of staff ;

(6) Overhead costs; and

(7) Administrative éxpenses.

In the San Francisco Bay Area, there are 12 home health agencies. Not one
has costs for Home health aide services below $10 per hour.

In many States, Medicaid uses the same-data and-rules for determining costs
‘that are used by medicare; but then pays a maximum amount—sometimes less
than 50 percent of cost. How can any program deliver services below cost for
very long? They go bankrupt or are dishonést in other ways, as history has
taught us repeatedly.

In title XX, we see ‘“competitive bidding” and “contracts,” both of which
allude to the same cost factors and describe. essentially, the same services—
trained and supervised homemalkers. These bids are anywhere from $3.25 per
hour to over $9 per hour.

The point is: no two funding scurces are alike in defining what is included
in cost or in what the funding source will pay for services.

The issue of effectiveness must also be addressed. Homemaker-home health
-aide services have been advanced as alternatives to hospitals, skilled nursing
facilities, intermediate care facilities and other institutional providers. As LaVor
-and Callender point out: *“ .. one would expect that the many statements
about cost effectiveness would take the differences among these institutions
into account. . .. While home care will not always replace a hospital stay,
‘it can shorten it. Other levels of home care must be examined in relation to
equivalent levels of institutional care in order to be evaluated fairly” (pp. 870
-and 871).

The “cost-effectiveness” argument is a “red herring” if by that we mean the
-argument is offered to divert us from more important considerations. The “cost-
-effective” argument has been used historically when deciding if we were going
to meet specific needs; but, it has seldom been a determining factor in long
term policy formation. The extent of need may have been a factor; cost may
‘have been a consideration; priorities may have been a part of the equation;
-an immediate political consideration may have played its part: but “cost-effec-
‘tiveness” as an argument has proved false in health care, education and in war,
-even though it has always been used.

Highwayvs were not built because they were “cost-effective.” Amtrak is not
-cost effective. Schools were not built because they were “cost-effective.” The
over-building of hospitals was not financed with our money because they were
“cost-effective.” They were built because we thought they were needed—we
-decided they were needed.

Homemaker-home health aide services are going to he funded. too: because
‘we think they are needed; we believe they are humane: and we have already
<decided that we will not continue to use our resources to build exnensive
installations of bricks and mortar for the “warehousing” of our loved ones,
because that solution has proved ineffective. costly and inhumane.

The facts are clear. The population of the elderly. the disabled and those with
‘chronic conditions is increasing in number and percent of the population—and
they will continue to live ever longer. Medical technology has eliminated most of
the communicable diseases and many of the acute conditions of these aroups.
"However. we have not, reversed the process of azing, eliminated noverty, or pre-
vented the chronically disabling conditions. There is a growing number of
peonle with “long-term eare” needs. Those needs are going to he satisfied to a
very large extent through homemaker-home health aide services, regardless of
‘cost. Let us design these services so that they will be effective, and humane.

From the foregoing. several issues can he identified :

(1) There is a growing need for “long-term care” :

(2) The alternatives to good homemaker-home health aide service are not
-aceeptable, whether they are “cost-effective” or not ;

(3) Horizontal care is to be discouraged ;

(4) Vertical care is to be encouraged :

(5) The concept of “long-term care” has heen identified but has remained
‘imprecise and generally ill-defined—no single accepted definition has develoned :

(6) There has been fraud of our generosity bv institutions and by providers
‘of homemaker-home health aide services, regardless of the funding source;

(7) There has been recipient abuse ; and

(8) The homemaker-home health aides have been treated without dignity
and in violation of laws and morality.
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This institute and its workshops identify other issues of critical importance :

(1) Organizational structure for providers;

(2) Training anad supervision of homemaker-home health aides;

(3) "The relationship of the services to the legislative process;

(4) Special service needs and methods to meet those needs in rural areas;.

(5) Helping the developmentally disabled; and

(6) Dealing -with abused and neglected children and their adult caretakers.

Still other issues can be listed :

(1) The relationship between law and regulations and the programs of service:
delivery ;

(2) The relationship between the many units of Federal, State, regional, and.
local governments and the providers and recipients;

(8) The issue of accountability—accountability to whom and for what—:
including fiscal accountability and outcome accountability ;

(4) The need, design, implementation, and uses of a data system which allows
questions to be answered and services to be expanded and improved;

(5) The issue of “profit-taking” in tax supported human service programs;

(6) Licensing, certification and standards for providers and employees;

(7) The role of volunteers;

(8) The issues of budgeting, prospective budgeting and audits by and for
governments and providers; and

(9) Employer-employee issues, including employer paid benefits and collective:
bargaining agreements.

The list of issues could be expanded. It is not practical in one Institute or
presentation to discuss very many of the issues which have been identified. One:
issue, however, is overriding: How is the homemaker-home health aide to be
treated?

The backbone of any system of “long-term care” is the paraprofessional work.
force. This is true in other countries, in our facilities of “long-term care” and'
in the facts of the individual circumstances of the patients with “long-term care”
needs. Even in acute hospitals, the labor force and labor costs for paraprofes-
sional services are greater than the professional labor force and its costs.

In any system of “long-term care,” regardless of where the care is given,.
certain basic activities must be performed: there must be an hygenic environ-
ment (the housekeeping staff who does the cleaning) ; there must be nutritious:
food available to the patient (the purchasing and kitchen staff who do the shop-
ping and cooking) ; clean bed linen and clothing (a staff who does the laundry) ;
the ability to move from place to place (the staff who transports the patient or
assures their safety in going from room to room or place to place) ; and attention
to ‘“personal care’” (someone to wash a face or touch the person in need of’
“long-term care”). In other words, “long-term care” requires cleaning, shopping,
cooking, laundry, transportation and personal care. Depending upon individual
circumstances and place of care, more attention will be needed or given to each
activity and the intensity of an activity will vary from day to day. Each
activity can, and usually is, performed by paraprofessional personnel. Since
this is truly universal, and because the paraprofessional person is the ‘“‘back-
bone”’—the key personnel—in caring for people at home, we had better be cer-
tain that the “backbone”’—the key people—are strong, reliable, and competent’
for the tasks.

We cannot assure a competent, reliable and strong work force with the current
employment practices of homemaker-home health aides. Let me share with you
the principles by which I believe we should address this issue:

(1) All work is dignified. People who sweep our streets do dignified work;
buvers of furs for stores do dignified work; chefs are treated with dignity for
their culinary talents; the presser in a laundry is treated with dignity; bus
drivers are treated with cautious respect—if not dignity; and the doctor who
does a rectal examination is treated with dignity. The homemaker-home health
aides also do dignified work when they sweep the floor instead of the street; shop
for simple, but nutritious food, or clothing instead of furs; cook a bland meal
as part of a diet, instead of a spicy sauce; help a patient ambulate instead of
driving a bus; or clean an incontinent patient, instead of giving a diagnosis of
the bowel. Too many of our colleagues have an “identification with the aggres-
sor’—an identification with critics who say: “a little housekeeping shouldn’t
cost so much.” Until the leaders of homemaker-home health aide services vigor-
ously challenge the sexist belief that cleaning, shopping, cooking and laundry
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are not of great value—that those activities are expected for nothing, or very
little—homemaker-home health aide services will not achieve a dignified status;

(2) If homemaker-home health aide services are dignified activities and work,
then they must be compensated for the work with dignified earnings, You know
that the street sweepers earn over a thousand dollars a month plus several hun-
dred dollars a month in employer paid benefits; you know that fur buyers are
paid and on “expense accounts” when they travel from place to .place seeking
their merchandise; you know that the chefs of restaurants have a month’s paid
vacation and any number of paid holidays; you know that the presser of starched
shirts gets “rest breaks” and increased wages with seniority and greater skill;
you know that bus drivers receive medical, major medical and dental insurance,
Plus a generous retirement benefit for past work; and, comments about the
dignified earnings of physicians need not be mentioned. Until the administrators
and leaders of homemaker-home health aide services recognize and demand
dignified wages, with an appropriate package of employer paid benefits for those
who do cleaning,-shopping, cooking, laundry, ambulation and personal care, there
will be no strong, reliable and competent work force. We cannot treat homemaler-
home health aides as casual and unimportant laborers. These workers must have
the security of regular earnings increasing wages with skill and knowledge, the
same benefits granted to nurses and social workers and the security of retirement
without economic eligibility for welfare.

(3) There must be dignified support. The street sweeper is not expected to buy
the broom or machinery to sweep the streets; the fur buyer is expected to have
too many or too few of an item; the shirt presser in the laundry will have shirts
to do over; the chef will have souffles that fall; the bus driver will have acci-
dents; and the doctor will need consultation. The homemaker-home health aides
are key employees, working with people who have “long-term care” needs. They
must have inservice training, which is meaningful and related to their capacities;
they must have the physical tools to do their work. Closely related to dignity and
income is the need for dignified support. If a physician or a nurse makes a mis-
take, their supervisors and colleagues defend and support them. The turnover of
nurses’ aides in hospitals and nursing homes, and of homemaker-home health
aides in in-home health service agencies, is exceedingly high. It is not always
caused by a lack of dignified work, or because of a lack of decent pay, it is also
caused by lack of dignified support through in-service training programs and a
commitment to, and understanding that, most workers can and will do things
right, when given a chance. The continued building of the knowledge and skill
which enables paraprofessionals to do their best work creates workers who be-
come experts in their field. This is what dignified support means.

(4) Dignity of self respect: “dignified” people do not permit the lack of social
recognition to depreciate their self esteem. For people to work with dignity,
therefore, they must be acknowledged by the community, properly, in several
ways. Respect and dignity mean we assign value to an individual’s actions, allow-
ing them to exercise their judgments and powers within those established limits
they help to build for themselves., In other words, dignity and respect are not
made the work of just one person. They are built up where any group of people
contribute to a body of knowledge and experience. In our services, the home-
maker-home health aides and their colleagues have tested the ideas and the
practices that have the best results. And, in our services, dignity and self respect
result when responsibilities and opportunities for participating in decisions are
encouraged and made a part of the plans.

(5) Dignified organization: Workers in most fields find their greatest strength
in working together to bring about changes or to prevent destructive laws or
rules which they know are unfair to them, or unwise or unfair to the com-
munity they serve. They try to find, with other groups like themselves, a com-
mon ground so they can work together. They try to decide, with groups like
their own, how to act together for better understanding. They try to develop
methods of action so that the people who do not understand that they. or the
people they serve, are being unfairly treated. They develop methods of action
so that people will know what is happening and correct the bad and expand the
good. They can only take these steps when they understand the value of what
they have to offer. Qur services are long past the stage when they can be con-
sidered casual, unimportant labor. We understand that, And, if we have that
conviction, there is every reason to insist that, like everyone else working in
the field of health and welfare. wages, working conditions and the standards of
our services be given serious, dignified and respectful attention.
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ITEM S. LETTER AND ENCLOSURE FROM FLORENCE MOORE, EXECU-
TIVE DIRECTOR, NATIONAL COUNCIL FOR HOMEMAKER-HOME
HEAL/TH AIDE SERVICES, INC, NEW YORK, N.Y, TO WILLIAM E.
ORIOL, DATED JULY 29, 1977

Dear BILL: Thank you for your letter of July 17 and for the enclosure of
Mr. Derzon’s statement given at the June 15 hearing. As an addendum to the
testimony submitted by the National Council (see copy attached) and in light
of Mr. Derzon’s statement, the National Council submits the following further
comnments.

The National Council is in complete agreement with the continuum of care con-
cept articulated by Mr. Derzon. We urge that the Special Committee on Aging
recommend that a ranking HEW official be put in charge of implementation of
the concept and that coordindting mechanisins to help bring it about be devel-
oped by the federal departments and FIEW agencies.

We are also in agreement with his main premise which is that the-patient
should receive the care that is best for him. We agree, too, that the disparity
between separate funding authorities is a problem and hence the urgent
need for the continuum of care concept and the coordinating mechanisms re-
ferred to above. He comments that consistency of definitions would be an aid in
achieving quality services. We completely concur and ask that steps be taken
immediately to arrive at a consistent definition differential between homemalker-
home health aide service (or any aspect of that service, such as personal care)
and chore service. The confusion between these two services is causing great
difficulty across the nation in terms of clarity and appropriateness of the service
being given. C :

We would draw to Mr. Derzon’s attention that in his discussion of Medicaid he
did not address the issue of the self-employed provider. This rapidly growing
form of in-home service is raising serious question about: accountability, of
public funds; safety of service to the consumer; and questionable, if not illegal,
personnel practice problems for the self-employed provider. We refer Mr. Derzon
to the testimony given at the hearing by Ms. Bloom and Mrs. Kinoy.

We commend the Department for planning to review the reimbursement prac-
tices that have allowed so-called not-for-profit agencies to “capture the equivalent
of profits—in many cases extraordinary profits.”

We wish to comment on Mr. Derzon’s statement about the fears regarding the
cost of homemaker-home health aide service, if funds were made available for its
rapid expansion. Undoubtedly, there would be an increase in cost initially be-
cause there is a backlog of need. However, once the service is in. place, and
assuming it is quality service, the costs should level off and it would begin to
save other costs such as nursing home construction and upkeep and correspond-
ing costs in the hospital field, as well as monthly case costs. Furthermore, al-
though it is almost impossible to prove or disprove, undoubtedly there would be
other savings through prevention or amelioration of recurrent crises, emotional
problems, lack of nutrition and so on. Certainly, an adequate supply of quality
homemaker-home health aide services would have incalculable human benefits.

We are greatly encouraged by the potential role of the Public Health Service
as spelled out in Derzon’s testimony.

The Department will be interested to know that the National Couneil has found
a very suhstantial interest on the part of the DHEW regional offices and states
so in its project funded recently by AoA and referred to in Appendix C in Mr.
Derzon's statement. There is much need across the- conntry for aid in develop-
ing and maintaining in-home services of good quality through professional con-
sultation and technical assistance.

The anticipated goals which Mr. Derzon and Mr. Califano expect to result from
the reorganization within DHEW sound promising. We hope that the reorganiza-
tion will indeed help to bring about the achievement of these zoals.

YWe are particularly pleased that Mr. Derzon’s closing statement referred to the
need for quality service. We would add to his comment that quality service is a
key way to maintain cost containment in in-home services.

We are most grateful for this additional opportunity to present comments to
the Senate Special Committee on Aging.

Sincerely,
Mrs. FLORENCE MOORE.
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[Enclosure.}

STATEMENT OF THE NATIONAL COUNCIL FOR HOMEMAKER-HOME HEALTH AIDE
SERVICES

All of us in the in-home services field are indebted to the Senate Special
‘Committee on Aging for holding hearings in the area of in-home care and
thereby helping to bring to light practices and programs which need correction
if those in need of in-home services across the country and those who provide
them are to receive the needed protections. The issues raised in the delivery of
in-home services through individual providers as exemplified in statements by
Mrs. Susan Kinoy from the Community Council of Greater New York, and
by Terry Bloom, the director of social work from the San Francisco Home Health
Service, before the Senate Special Committee on Aging May 16 and 17, 1977,
are particularly serious because this type of care in the home appears to be one
of the fastest growing forms of in-home service across the Nation. There is and.
must continue to be room for new types of service but there should be no room
for services which allow frail, ill or handicapped individuals to suffer at the
hands of the very person sent to help them and there should be no room for
services which are harmful to the providers who may be equally at the mercy
of the type of service which offers no protections.

The National Council for Homemaker-Home Health Aide Services maintains
that there must be accountability for in-home services so that the consumer,
the provider, and the payer are each protected from fraud and abuse. It is un-
conscionable for any funds to be used to provide service which creates fear and
worse among those it is intended to help. It is particularly unconscionable for
large sums of public tax money to be used to pay for such service. An organized
community agency must be involved in the delivery of in-home service and must
be held accountable for the calibre of service it gives, for its use of funds, and
for its safeguards for its employees.

The National Council repeats in this statement its often stated recommen-
dations that:

—Better coordination is needed among the various departments responsible for
the delivery of in-home services, beginning at the federal level. Common
definitions for the various in-home services, including home-maker-home
health aide service and chore service, must be delineated and promulgated
to the field through regulations or by other appropriate means so that there
is a common understanding in all sectors and in all parts of the country of
the role and function of particular services. Only then can national stand-
ards, already in existence, be responsibly applied and the resulting account-
ability be assured. The common definitions which should be agreed to among
the concerned federal departments should be worked out so that the publice
and the voluntary sectors are helping the field work toward the same ends.

—The scope of the existing funding mechanisms for in-home services should
be broadened. A case in point, is medicare where “home health aide” service
should become “homemaker-home health aide” service.

—Additional funds should be made available under title XX of the Social
Security Act for the delivery of social services. Federal matching funds
available for social services during the last several vears have in fact de-
clined since there has heen a cap on funds for social services and we have
experienced serious inflation during the same period. There should be a
substantial increase in the amount of federal funds available for social
services, including provision in the yearly appropriation for escalation in
the cost of living.

—Each agency, public, voluntary non-profit, or voluntary for-profit, should
be required to undergo an objective review based on clearly defined standards
on a regular basis by a qualified hody which is under voluntary non-profit
or public auspices. Only then will there be responsible assurance of the
ongoing accountability for the service that is provided to older people and
to others.

—Attention must be given to the need for in-home services for the chroniecally
ill and aged in need of long-term care. Only when this segment of our popu-
lation is receiving the in-home services needed will the pressure to increase
the number of costly institutions diminish or be kept to a minimum. Com-
pared with Western European nations. the United States is seriously behind
in its development of in-home services for the aged population and for
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others. The difference appears to be directly related to the leadership pro-
vided by the European governments and to the level of government support
for in-home services. Holland, for example, has almost 90,000 persons em-
ployed in the home help (homemaker-home health aide) field for a population
of over 12 million.

—The home health field should be included in certificate-of-need regulations;
granted that this is an imperfect process and that there is no final agree-
ment on how to establish a community’s need for home health services.
Failing precise methods, we must rely on the judgment of community people
and bring the home care sector into full partnership in the broad social and
health care systems.

ITEM 9. ADDITIONAL MATERIAL®' SUBMITTED BY MARIE-LOUISE
ANSAK, EXECUTIVE DIRECTOR, ON LOK SENIOR HEALTH SERV-
ICES, SAN FRANCISCO, CALIF.

Since detailed documentation on On Lok Senior Health Services’ experience
with the development of a community-based “alternative” has already been sub-
mitted, we would like to take this opportunity to summarize some of our experi-
ences and add some additional comments, particularly in support of Mr. Robert
Derzon'’s testimony.

On Lok Senior Health Services was started in 1972 and was the outgrowth of
the community’s concern about its frail elderly. Due to cultural alienation, the
Chinese, Filipino, and Italian elderly of this district, when disabled, faced a
very special type of isolation in a nursing home far removed from the home. It
was for this reason and the general suspicion of western medical institutions that
the community searched for an “alternative.” Over the vears, it has become quite
clear that On Lok’s success with its participants is due mainly to the community’s
understanding of its elderly and its willingness to start and support an orga-
nization in its midst. On Lok grew “organically” developing new services or ap-
proaches as the need arose. Today, On Lok is well on its way (provided funding
continues to be available) in its development of a “continuum of care” including
social day health maintenance, day health services, in-home care, sheltered hous-
ing, respite care, and “hospice care” somewhat further down the line.

Perhaps the most important lesson On Lok has learned is the fact that its
success is based on its flexibility, the recognition that only a system of “gocial
health care” under the leadership of 2 multi-disciplinary team can start to solve
the problems of the elderly.

There is no “alternative” to 24-hour nursing care. There comes a time when
even the best coordinated and most flexible services no longer meet the average
older person’s needs at home. We have, however, found that for those On Lok
participants who have the full range of the services offered (including sheltered
housing), the period during which they might have to be institutionalized is
sharply reduced.

We are convinced that different types of “community care systems” could be
developed as “alternatives” which would provide a continuum of care, prefer-
ably in the neighborhood where the elderly live. On Lok has demonstrated one
such model which has been flexible and able to respond to the “continuum of
need” of the elderly. The frail elderly’s problems cover their social, physical and
mental existence and are inter-related and inter-dependent. Only a bureaucracy
involved with the “mystique” and economics of technological medicine has diffi-
culties in seeing a connection between a fourth floor rooming house, a man with a
crippling stroke and portable meals. If it were understood and accepted as part of
the total health problem, it would not be necessary to involve four different fund-
ing sources to provide “health” care (title XX for home chore services, title XIX
for medical care. OAA titles IIT and VII for transportation and meals). Left after
all this is the need for funds to cover coordination of services to this old man.
Without coordination, the client is confused and gets too little or too much.

Coordination of services to the individual is crucial but so is coordination
of funding sources. Without it. a program like On Lok’s is doomed. On Lok has
been developed under demonstration, model and pilot project grants. Its con-
tinued operation will depend on appropriate legislation which will permit the
payment of comprehensive social health services. Only the State of California

1 A)so see “Health Care for Older Americans: The ‘Alternatives Issue,’” part 1,
appendix 2, item 2, p. 71
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has thus far made a modest move toward this by introducing AB 1611, a bill
which, if enacted, will permit the development and reimbursement under Medi-
Cal of day health services. .

On the Federal level, the bill of the Hon. Barber B. Conable Jr., the Medicare
Longterm Care Act of 1977, would allow for a type of funding needed for a
community-based long term care organization such as On Lok.

The runaway cost of medical care is a rather universal topic and has been
addressed in your committee by both Messrs. Califano and Derzon. Unfortunately,
it seems hardly destined for a change until the medical profession is either
willing or forced to change its methods. Particularly, the elderly are in urgent
need of a shift towards a holistic health approach with emphasis on prevention
and maintenance, Today, most of the seniors are still faced with fragmented,
crisis-oriented and institution-based care.

We have found that individuals under thé care of On Lok were able to main-
tain themselves in the community without the frequent acute hospitalizations.
Frequently, On Lok staff has to intervene with a private physician to avoid
hospitalization or unwanted elective surgery. However, it is the physician who
makes the final decision and patients intimidated and without support and
knowledge are reluctant to contradict and lose his service.

It would be important to force physicians to involye themselves more meaning-
fully with other members of the health team. At On Lok, we have a multi-
disciplinary intake and assessment team composed of social workers, nurses,
the medical director, physical and occupational therapists and the dietitian.
The discussions are hvely, and contrary to trends in hospitals, the medical di-
rector is willing to concede.

On Lok has been able.to demonstrate that commumt) -based, longterm care
can be provided at reasonable costs. Under the present arrangement with Medi-
Cal, we are reimbursed a comprehensive daily rate which includes all services
offered at the present time (intake and assessment as well as regular re-assess-
ment by a multi-disciplinary team, transportation, meals, social services, nursing
and medical care, physical, speech occupational and recreational therapies per-
sonal care, etc.). The $25.15 daily rate is paid only for those days the partici-
pants attend the center but includes services offered in the home such as portable
meals, chore services, etc., on all the other days. This arrangement has worked
out very well for our program and provided all participants (including those on
medicare) would be paid the same rate, On Lok would be self-supporting.

Much discussion has also centered around the need for more research in the
field of alternatives. Much has already been done, but unfortunately, again
without general overall plan. On Lok’s experience in one example. In 1972,
the Administration on Aging decided to experiment with both the day care
centers and day hospital concept. On Lok received a three-year research and
demonstration grant. In 1974, an impatient HEW contracted with the Trans
Century Corporation for an “evaluatwn” of day care in the U.S.A. On Lok was
barely on its feet when this research team came to spend three days with us
in San Francisco and then produced the report which has been the basis for
many “definitive” statements about day care. Unfortunately, On Lok was (like
most of the other “studied” programs) still in an embryonic stage and almost
incapable of providing accurate data.

If more research should be needed, it is important to allow for sufficient scope,
time and support to come.up with definite figures. Otherwise, we would like to
join those who question the need for more evaluation and point to all the ex-
perience that has been gathered in England and over the past few years in the
United States. Could it be that we are demanding for research in order to avoid
‘the real issue which calls for a re-organization of priorities?




Appendix 3

STATEMENT OF SAMUEL W. BROWN, JR., DIRECTOR,
‘ ACTION

I share with you a deép concern over the isolation, abandonment, and neglect
that many older persons face in institutional settings. I strongly believe in
home care services as a viable and less costly alternative, but only if these
services offer an opportunity for companionship, community life, and social sup-
port. Otherwise home care itself would only perpetuate isolation and loneliness
comparable to institutional settings.

Home care must be viewed in more than cost terms. It should provide an
enriching experience for older persons, encompassing a full range of health,
nutrition, social, and community support services (including housing and trans-
portation).

For too long our society has failed to respond to the needs of older persons
with chronic illness and other limitations, who with some assistance would be
able to lead semi-independent, if not independent lives in a home environment,
What is lacking is a strong governmentwide commitment to bring programs to-
gether to prevent the shunning and institutionalizing of millions of older people.
It is estimated that as many as 40 percent of the elderly living in institutional
settings are forced to do so because they lack acceptable alternatives—alterna-
tives which provide care, and companionship. The evidence clearly points to
the tragic effects of institutionalized living: deepening isolation, loss of privacy,
forfeiture of rights, deprivation of family relations, and higher mortality rates.

I feel that this kind of treatment is unconscionable and unacceptable. When
we talk about oldér Americans, we are talking about a generation of Americans
who have worked hard, who have sustained this country through a depression
and two world wars, and who brought the abundance of today’s living to the
rest of us. While many of us enjoy the fruits of their labors, older Americans
once again struggle; this time their plight is compounded by inflation, isolation,
and indifference. .

I believe these hearings offer a serious opportunity to develop a plan of action
designed to preserve the right that every older person has to live a decent and
dignified life.

Through the senior companion program, ACTION is committed to this basic
human right. Authorized under title IT of the 1973 Domestic Volunteers Service
Act, it is a grants program operated through local projects sponsored by public
or private nonprofit organizations. The program, which is only 3-years old. has
provided low income older persons with the opportunity to be of service to those
in greater need.

First of all, it has created a cadre of advocates dedicated to protecting the
rights of older Americans—and improving community support and services for
the elderly.

Second, it has enabled many older people served under the program to remain
in their own homes or communities, and avoid the tragedy of needless institution-
alization, isolation, and despair.

Third, it has helped to prepare institutionalizzed or hospitalized persons to
return to productive lives outside the institution.

Fourth, it has created an enriching experience for the participants by utilizing
their skills and talents and sensitivity in assisting other older persons.

Initially, 18 projects were funded in mid-1974. Currently, there are 2,600 senior
companions-in 48 projects in the United States and Puerto Rico, sponsored by
civie, church, government, and social agencies. They receive a nominal stipend
of $1,600 a year and provide assistance to 6,000 recipients. Over 60 percent of the
senior companions are serving frail elderly in private homes. For 20 hours a
week, the companions are frequently the only source of continuing care available
to lonely and isolated older persons strapped by physical and finacial burdens,
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Senior companion projects are also effectively coordinating their efforts with
_AOA title VII and other supportive programs for older Americans at the local
level. In fact, they serve as catalysts and advocates for older persons. Senior
-companions have been instrumental in providing personal care and friendship
.and in organizing services for physically handicapped and frail elderly (such
.as ‘home health care and title VII nutrition services). This timely involvement
has meant for many the opportunity to remain in their homes and communities—
.and escape the debilitating effects of institutional life.

Senior companions are helping to prevent needless institutionalization and
to alleviate feelings of isolation. Thousands of elderly now have less fear of
‘being alone, and the senior companions serving them are happier and healthier
because they are providing this service. ACTION is deeply committed to this
‘program as an alternative to institutionalization of older persons—an alterna-
tive which is based on what I believe to be essential ingredients to physical and
«emotional health ; namely, caring and companionship.




Appendix 4

MATERIAL RELATIVE TO ACTION ON ADULT DAY CARE
IN THE ASSEMBLY OF THE CALIFORNIA LEGISLATURE

ITEM 1. LETTER FROM SENATOR LAWTON CHILES TO HON. FRED W.
CHEL, CHAIRMAN, ASSEMBLY SPECIAL SUBCOMMITTEE ON AGING,
SACRAMENTO, CALIF., DATED MAY 19, 1977

Dear Me. CHAIRMAN @ It has come to my attention that your subcommittee has
made an especially persuasive case for making adult day health care a Medi-
Cal benefit. As you can see from the enclosed statements by Senator Church and
by me on May 16, I have opened hearings investigating the so-called alternatives
to institutional care in preparation for issuance of a report summing up present
Federal policies related to that subject. In fact, we had hoped to have your
consultant, Thomas A. Porter, as a witness at those hearings; but we chose a
date which was inconvenient for him and for you.

In lieu of direct testimony, I would very much appreciate a written presenta-
tion summing up the reasons for the development of the legislative package now
receiving attention from the Californin Legislature. I would also welcome
selected excerpts from your excellent hearing on “Adult Day Health Services ;
Pilot Project or Permanent Program?’ Much that was said on October 8 is of
direct relevance to our inquiry and forthcoming report.

If at all possible, we would like to have this material by June 3 to assure
inciusion in our hearing record.

With appreciation and best wishes,

Sincerely,
LawroN CHILES,

ITEM 2. LETTER AND ENCLOSURES FROM FRED CHEL, CHAIRMAN,
ASSEMBLY SPECIAL SUBCOMMITTEE ON AGING, SACRAMENTO,
CALIF.; TO SENATOR LAWTON CHILES, DATED JULY 14, 1977

Dear SExaTor CHILES: Unfortunately we have not been able to respond to
vour request for information by June 3. The subcommittee staff has been occupied
with developing amendments to and guiding public support of the very bills in
which you are interested (AB 1610, AB 1611, AB 1612, and AJR 22).

We are encouraged by the Assembly’s favorable reception of these proposals.

The roil call vote thus far-is as follows:

AB 1610: Assembly Health Committee—do pass, 10-0; Assembly Ways and
Meang Committee—do pass, 17-0; Assembly Third Reading—passed, 77-0; Sen-
ate Health & Welfare—do pass as amended, 6-0; Senate Finance—do pass, 8-0;
-Senate Third Reading—passed, 31-0. Signed by Governor, June 30, 1977, chapter
211, .

AB 1611: Assembly Health Committee—do pass as amended, 10-0; Assembly
Ways and Means—do pass as amended, 18-0; Assembly Third Reading—passed,
76~0. In Senate and not assigned to committee as yet.

AB 1612: Assembly Health Committee—do pass, 11-0; Assembly Ways and
Means Committee—do pass, 18-0; Assembly Third Reading—passed, 74-0. In
Senate and not assigned to committee as yet. .

AJR 22: Assembly Health Committee-—Dbe adopted, 11-0; Assembly Rules Com-
‘mittee—be adopted. 5-0; Assembly Third Reading—adopted, 74-0. Senate Rules
Committee.

I believe these proposals have been accepted so readily because the reasons for
their introduction are clearly recognized and reliably documented. Briefly, (1)
there is an unnecessary over-reliance on nursing homes where quality of care
continues to be a concern, (2) adult day health care is humane and effective
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health care, (3) adult day health care is a better investment of public health
care funds, (4) adult day health care is an optional form of long-term care which
a substantial number of citizens of California know about and want.

Since the initiation of State legisiative hearings in 1971 on nursing homeg and
alternatives, there has been a growing movement in California which has led
to the inevitable introduction of these much needed and long awaited legislative
proposals. A step-by-step explanation of this process can be seen in the back-
ground document attached to this letter.

We have extrapolated portions of testimony presented at the October 8 hearing,
“Adult Day Health Care—Pilot Project or Permanent Program?”’ which the
committee found to be persuasive.

Sincerely,
Frep W. CHEL.
[Enclosures.]

BRIEF EXPLANATION OF THE ALTERNATIVE HrarTH CARE BILLs

Assembly Bill 1610: Under current law the State and a county may share the
cost of providing preventive health programs of scheduled visits by public health
nurses to senior centers, housing projects, and nutrition sites serving low-income
elderly. The preventive health services provided includes hearing and vision
testing, glaucoma screening, blood pressure readings, food and mouth examina-
tions, a medical history, nutritional and medications review, counseling, health
education, and referral to proper treatment based on the diagnosed condition.

Through the early intervention of these services chronic conditions have been
successfully detected in older persons and consequently major medical crisis,
costly hospitalization and placement in nursing homes has been avoided.

AB 10610 authorizes, in addition to counties, city health agencies to participate
in the public health nursing services to the elderly program.

Asscmbly Bill 1611:1 (a) Establishes a new health facility licensing category
for adult day health care centers and a special permit for licensed health ta-
cilities who wish to provide this service.

(b) Establishes adult day health care as a Medi-Cal program.

“Adult day health care” means an organized day program of therapeutic,
social, and health activities and services provided to elderly persons with func-
tional impairments, either physical or mental, for the purpose of restoring or
maintaining optimal capacity for self-care. Provided on a short-term basis, adult
day health care serves as a transition from a health facility or home health
program to personal independence.

Provided on a long-term basis, it serves as an option to institutionalization
in long-term care facilities, when 24-hour skilled nursing care is not medically
necessary or viewed as desirable by the recipient or his family.”

Guidelines for the special provisions of this bill are:

(a) Adult day health care centers must be a community-based service with
heavy community involvement,

(b) The centers must be accessible to the low-income elderly.

(¢) Growth of this program should be planned and controlled. Centers should
be where needed, but only where needed.

Innovative aspects of the legislation are:

—A county plan is required to be developed by an adult day health planning
council, which is appointed by the board of supervisors. Membership man-
dates a majority of senior citizen representatives, and representatives from
aging and health programs,

—The county plan will provide the State with recommendations regarding
location of facilities and individual prospective providers.

—The State will have approval and disapproval power of the plan and in-
dividual provider applications.

—No license, special permit, or Medi-Cal certification can be obtained in any
other way. All must follow above procedures.

—Medi-Cal certification, a license, and special permit are for 12 months only.

—All providers must meet Medi-Cal program regulations and cannot refuse
Medi-Cal participants who meet the eligibility criteria of the act.

—Every provider must have a governing body. Fifty percent of this governing
body must be composed of participants in the program, relatives of partici-
pants and community representatives.

—No one may serve on the governing body who has a financial interest in
the center. .

1 Signed by the Governor September 24, 1977. Cali‘fornia State law, chapter 10686.




335

—Before renewal of the license, special permit, or Medi-Cal certification, de-
partment of health will conduct an on-site financial, management, medical,
and licensing review.

—0Ongoing monitoring program and fiscal controls are established.

BENEFITS OF THE ADULT DAY HEALTH CARE PROGRAM

(1) Adult day health care is cost-effective; two persous can be served in this
program for the cost of one in a skilled nursing facility (%260 versus $668).

(2) Adult day health care provision of services in a group setting is more
cost-effective per unit of service than similar services provided on an individual
basis by a home health agency.

(3) Adult day health care treats medical, psycho-social, and supportive needs
of the chronically ill elderly in one setting. Ambulatory and transportation prob-
lems making obtaining needed services from different service sites difficult and
often impossible for persons who cannot use public transit and have no trans-
portation available. Adult day health care makes services available and ac-
cessible.

{(4) Adult day health care works to preserve family relationships and provides
help to family members who are trying to keep the ill family member with them
in their own home and community. Institutionalization disrupts family relation-
ships and eliminates family responsibility.

(3) Adult day health care works to promote independence in the participant
by providing needed therapies to restore the participant to his/her maximum
functional ability.

(6) Adult day health care services fill an important gap in health care de-
livery. There is now nothing between independence, with home and family care,
total dependence and institutionalization. A number of persons (estimates range
from 25 percent to 40 percent) could be maintained in their homes and com-
munities and not institutionalized if these services were available, -

Agsembly Bill 1672:* 1t is the intent of the committee to make adult day
health services accessible in the community where older persons live and to
encourage and help community organizations to provide these services to their
older neighbors. Since there is a time lag of several months until a sufficient.
number of medical eligible older persons become participants of the adult day
health care program enabling it to operate on Medi-cal reimbursement, startup
funds are needed for initial operating expense of the program.

AB 1612 appropriates $100,000 to the department of health to be used as
grants to match the funds raised by the community organizations for an adult
day health care program.

Resolution—AJ I 22:* Urges the President and Congress to amend title XVIIT
(Medicare) of the Social Security Act to cover adult day health care as medicare
benefit.

ExCERPTS FROM INTERIM HEARING OF THE CALIFORNIA ASSEMBLY SPECIAL SUB-
COMMITTEE ON AGING, ENTITLED “ADULT DAY HEALTH SERVICES : PILOT PROJECT
oR PERMANENT Procray?’ HELD OcCTOBER 8, 1976, IN LoNe BEACH, CALIF.

* * * * * * *

Chairman CHEL. Thank you. Miss Kahn, would you proceed and introduce
the next witness.

Ms. Karn. Next will be Ann Burk whose husband uses the program.

Mrs. AxXN Burk. If I cry yow'll just have to forgive me because this is a very
emotional thing with me. I couldn't possibly keep my husband home if I didn’t
have this center. I was very glad to have found it two months ago.

Chairman CHEL. Drink some water and take it easy.

Mrs. Burk. Thank you. My husband gets kindness there and love and attention
and all kinds of things from people who understand geriatric problems. When he
comes home, he feels very good. Now I tried to get Dial-a-Ride for him, and
I was told recently that I would have to wait five months and it seems to e
that more people would use this program who are all alone, who don’t have
anybody to take them.

There are days when I have to do two things and I have to run around
among my neighbors and ask them if they would please take my husband down
or pick him up that day because there are sometimes conflicting things that I
have to do. How can I take him down there when I have to be someplace else
the same time. My husband needs constant care, I don't ever leave him alone,

1 Signed by the Governor September 24. 1977. California State law, chapter 1065.
s Signed by the Governor ‘September 24, 1977.
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ever. I think, and I want to reiterate that if we had more Dial-a-Ride, more-
people would use it and they need it. I know I need it. This gives me—as I tried
to explain to my husband—this gives me a few hours away from him and he’s.
with other people who are kind and considerate and then I'm not quite as agi-
tated as I might get. I take a lot of valium so that I can understand and try as
much as I ean. So I think we really need more people. Thank you.

Chairman CHEL. Mrs. Burk, I wonder if you might, certainly personally, and
the committee has no intention of prying into your own life, on the other hand
it’s for informational purposes—is your husband under some kind of disability ?

Mrs. BURK. Yes, he is.

Chairman CuxeL. And what you are telling us is that he is benefitting by the
programs offered by the Senior Day Center?

Mrs. Burk. Yes. Very much so, I think.

Clhairman CHEL. And in connection with his disability is it a matter of the
daily attendance there of particular benefit rather than periodic?

Mrs. Burk. He goes four times a week. Every day that they are open he goes.
and if it would be open five times a week he would be going five times a week.

Chairman CHEL. Assuming for a moment that the absence of the services of-
fered which we will be exploring further, would you be able to maintain your
husband at home?

- Mrs. BURg. No. In fact I’d already been told that I'm under so much tension
that I'm going to go off my rocker myself, if I didn’t have this to help me.
shairman CrHEL. Thank you.

Mrs. BUrRK. And 1 want to keep my husband home with me as long as possible..
As long as I feel that I can do it, and this is really helping him.

Chairman CHEL. I appreciate your being here. Miss Kahn.

* ® » * * Y *

Chairman CHEL. Thank you. We have next Miss Julie Bronson, Deputy Public:
Guardian of the Los Angeles County Public Guardian’s office. Proceed, Miss.
Bronson.

Miss JULIE BrRoNsON. I am Julie Bronson with the Los Angeles County Publie
Guardian’s office. The Los Angeles Public Guardian's office is responsible for ap-
proximately 2700 persons who have been placed under conservatorship by the
courts pursuant to State law.

There are two types of conservatorships in California. The Lanterman-Petris-
Short A'et program, which is authorized by the Welfare and Institutions Code,
provides conservatorship services for persons with a mental disorder who can-
not meet their basic needs of food, clothing or shelter and are unwilling or in-
capable of accepting voluntary treatment. The Probate Code provides conserva-
torships for persons unable to care for their personal needs or property due to
a mental or physical disability.

More than 90 percent of the approximately 2700 persons for whom the Los
Angeles Public Guardian is currently responsible are being cared for in various
types of institutions, including State hospitals, skilled nursing facilities and resi-
dential care facilities.

This high rate of institutionalization of conservatees has not only been of great
concern to our office but also from time to time has subjected the Public Guard-
ian’s office to eriticism. The problem, of course, is that in most cases we have no
choice. Many persons are institutionalized due to the lack of community alter-
natives that prevent institutionalization by maximizing independent living, If
institutional placement is made not because the person needs institutional care,
but because the kinds of ascistance he needs are not available, then the human
and financial cost is dificult to justify. The absence of community alternatives
such as Adult Day Health Care for persons of low income and moderate means.
forces us to institutionalize many persons who would be happier and in all
probability healthier if they could remain in a residential with appropriate sup-
port fervices.

I am sure that all the medical, social and emotional advantages of alternatives
to institutionalization are all known to vou and do not need to be reiterated here
today. However, I do want to focus your attention on one of the negative aspects
of institutionalization——patient neglect and abhuse.

Our experience in attempting fo 'ocate skilled nursing and residential care
facilities which provide responsible levels of care under current Medicare and
Medi-Cal rates, has in many cases been extremely disappointing. Not only are a
substantial number of the out-of-home care institutions dehumanizing, but also
the level of care they provide is grossly inadequate. In far too many instances
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in recent years, the discovery of neglect and/or patient abuse in skilled nursing
facilities and board and care homes, has forced our office to relocate patients
and relocation, as you well know, presents a risk of its own to the elderly and
the ill.

Specifically, for the million or more people across the Nation residing in institu-
tions, the care ranges from excellent to negligible. The standards for long-term
care facilities have not been enforced consistently. Recently there has been grow-
ing disenchantment with the current inadequacy of institutionalization. At the
same time present exposures of the horrors and scandals and frauds are bécoming
increasingly frequent in newspapers, magazines, radio, T.V. and in Congress.

As problems come to the attention of the Public Guardian's office, we have
actively worked with other county agencies, especially the Department of Health
Services and the Department of Public Social Services in seeking solutions, But
making existing programs more effective is not enough. As I mentioned earlier,
the Public Guardian’s office is often forced to institutionalize a person bécause
of the lack of alternativés. .

But going one step further and developing alternatives to institutionalization
will result in solutions that are better, not only for the person but also govern-
mental hudgets. Adult Day Health Caré of older persons is oue such service.
Such a program would not only provide supervision and personal care services,
but also aid in solving the difficulties of daily living. Many people in nursing
homes, board and care homes, and gimilar institutions could live in the com-
munity if they had simple services to assist them. '

Obviously, alternatives to institutionalization, such as Day Care cannot en-
tirely replace institutionalization. Hospitalization may Dbe precipitated by an
acute illlness. However, the availability of community support services may
shorten hospital or nursing home days. ' .

In response to all the growing pressure, increased attention has been given
to the development and utilization of Day Health Care as a cost-effective ap-
proach to prevent or delay the need for institutionalization and for using day
care as a service designed to reduce length of stay in both short-term and long-
term care facilities. )

Unfortunately, under the current Federal and State reimbursement programs,
the primary focus is on institution care. ""his must be changed in California.

At the same time, day care programs have been demonstrated to be less costly
than institutionalization. Yet, unless some form of long-term reimbursement
{s provided for adult day health care, the seeding of day health care programs
will rarely result in ongoing activity.

The development of alternatives to institutionalization can mean the differenge
between an individual remaining in the community or entering an institution.
Ideally, all of us as individuals should be able to remain in the community as
long as we wish and as long as it is medically feasible. We, not the service
providers, should have the freedom of choice. Bach decision concerning institu-
tionalization must be based on the individual’s needs and the alternatives should
be as attractive, therapeutic and cost-effective as possible.

“Chairman CHEeL. Thank you, very much. Next on the panel we have Dr. Law-
rence Feigenbaum and Marie-Louise Ansak. I wonder if both of them might come
forward. You're all seated. I wonder if you might identify yourselves for the
record. and your affiliation. ‘ :

Dr. LAWRENCE Z. FEIGENBAUM. I'm Lawrence Z. Feigenbaum, M.D., Director of
Ambulatory Services and Associate Chief of Medicine, Mt. Zion Hospital and
Medical Center. San Francisco and Associate Clinical Professor of Medicine, the
University of California, School of Medicine, San Francisco. Did you want me
to o ahead with the testimony?

. Chairman CHEL. I would appreciate that, yes. ) .

Dr. FEIGENBAUM. My testimony stems from a background of 18 years as &
practicing internist in San Francisco, five years as full-time Director of Ambula-
tory Services at Mount Zion Hospital and as Medical Director of Mount Zion's
Geriatric Day Health Program.

Each of us is growing older daily and will be facing the problems of the aged
in this country. These include illness, isolation, becoming poor due to inflation,
and facing immense difficulty in obtaining appropriate health care. I doubt if any
one of us looks forward to the possibility of entering a nursing home some day
and vet the legislation as it stands today will undoubtedly force some of us
against our will to enter one unless some better health legislation is developed.
It is legislative bodies such as yours which have the enviable opportunity of
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doing something to improve this intolerable situation. It is rare that we have the
opportunity to develop a truly vital and fulfilling human service and at the same
time provide cost savings to the government. I believe that Adult Day Health
services can do just this. Although it sounds unlikely, we have a great deal of
data to support this statement.

Adult Day Health Programs are directed to the approximately 159, of the
elderly whose course is likely to lead them into a nursing home. With this service
they have a support system which allows them to remain in their own home. The
Day Health Centers provide transportation, group and individualized physical
therapy, occupational therapy, nursing care, speech therapy and social services.
All patients receive a hot, nutritious meal (usually their major source of nutri-
ents for the day) and participate in social programs and recreational activities.
This incorporates the advantages of Flome Health Services, namely keeping the
patient in his own home, but in addition and most importantly provides the pa-
tient with the opportunity to be with other people and participate in a program
which often restores their interest in life. The effect that this has had on the
health of these patients has been at times dramatic and almost always beneficial,
despite serious underlying illness. It has been repeatedly shown that the dis-
abling diseases of the aged are aggravated more by isolation and loneliness than
by any other factor. Geriatrie studies have shown decrease in morbidity and mor-
tality rates in the elderly when isolation is minimized. Weiler, et al., in Medical
Care, August 1976, published their results on an Adult Day Health Program,
and on composite analysis this clearly revealed that the group receiving day
health services improved in level of physical functioning while the control group
regressed. Their study also showed significant improvement in the individual’s
ability to - maintain him or herself in their present setting.

How am I able to suggest that such a program would not cost the state addi-
tional money? As you know, our present system has built into it incentives to
use the most costly services rather than emphasizing those modalities that may
do as well or better at less cost. Medicaid nationally is spending approximately
four billion dollars per vear on nursing home care. Studies have shown that he-
tween 20-409, of the people in nursing homes could be treated better at less
expense if other alternatives were available. Ag this distinguished committee
knows, the State of California is paying approximately $600 per month for many
Medi-Cal patients totaling approximately $350 million per year for nursing
home care. I certainly do not have to tell this committee about the inadequacies—
really the shocking deficiencies—of most nursing homes. What a great value
to society as well as cost savings to the state if roughly 809 of the patients who
are presently entering nursing homes were permitted to remain in their own
homes if relatively inexpensive support systems were available to them. Although
the data on financing is not final, it appears that an average cost of Day Health
Care services is approximately $250-300/month (less than half that of an inferior
nursing home). This fizure is hased on the fact that our programs and the others
I am aware of have shown that the average need for Day Health Services is
only 215 days per week in order to keep most patients functioning well. Our daily
costs are approximately $25/day : thus the total cost is less than $300 per month.
Even adding the costs of room and hoard, the total is no greater than the cost to
Medi-Cal for 7 day/week nursing home ecare, In addition, if there is a family
available, the patient receives the personal attention that is often missing in
nursing homes,

Allow me to tell you of one case history that is not unusual. Mr. L. U.. an
83-year-old San Francisco-born, ex-salesman, sustained a fracture of his left
elbow. He lived alone and following the fracture was managing very poorly,
bhecoming more and more severely depressed and it seemed likely that he would
soon require a nursing home. He was admitted to the Geriatric Day Health Care
Program following which his improvement was striking. He became interested in
the activities and the other people in the program and truly “came to life.” As
A consequence he followed medical directions in a way that he had not heen
able to do hefore, was able to return fo his apartment, his fracture healed well.
and the full use of his arm returned. Subsequent to this, he had another fall and
fractured his hip at which time he required hospitalization. Ordinarily this
serious fracture in a depressed man living alone would have been the beginning of
the end for him. but even in the convalescent period he attended the Dav Health
Care Center which decreased his depression and clearly shortened the perind
of both hospitalization and time needed in a skilled nursing facility. Mr, U. was
able to bhe discharged to a board and care residence, covered by SSI payments, and
continues obtaining physical therapy in the Day Health Center. He has healed
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well, is walking and is again active and his spirits are excellent. The likelihood
is that without this service he would have been relegated to a nursing home for
the rest of his life. The other day he said, “This is the only family I have. The
staff gives me something to look forward to.”

As you are probably aware, the nmedical profession has not always been as
ready to accept new programs as it should have been. It is of particular interest
that the need for this kind of program is so clear. to physicians that we had ab-
solutely no criticism or objection to the original development of this demonstra-
tion program at Mount Zion Hospital, and now there is significant enthusiasm.,
In addition, those physicians and other health professionals who have been in any
way involved with this program have been uniformly positive about its values.
Dr. David Rabin, my colleague who has had a great deal of experience at the
On Lok Day Center in San Francisco, strongly concerns that patients have a
petter medical outcome and improved quality of life with this type of treatment.
We both have noted salutary effects on patients’ families who are less bur-
dened as the family obtain some respite and see their parent or spouse again take
an interest in life and improve in health.

I, for one, can say that my involvement in geriatric day health care services
has been the single most gratifying experience of my professional career. I
would strongly urge this committee to recommend legislation that would permit
Medi-Cal reimbursement for adult day health care services which I firmly be-
lieve in the long run will help reverse the expensive and disspiriting trend of
unnecessarily shunting many of our elderly citizens into nursing homes. I am
certain that members of the California Association for Adult Day Health Serv-
ices would be able to provide you with any information you need in view of their
combined expertise and I personally would like to offer my services in any way
1 can be of help.

4 * * * * * Lok

Chairman CHEL. Does your Center offer any services in addition to normal
medical health type?

Dr. FEIGENBAUM. As part of this program and even as & physician, I can say
at least as important to its success are—there: is a major emphasis on recrea-
tional activities, socialization. We have outings with the patients. The Con-
servatory of Music on a regular basis sends musicians over and we have pro-
grams. There are poetry readings. There are body movement programs, but these
are a group of people who are clearly a very sick group and who need modalities
of care, such as physical therapy, speech therapy, the occupational therapy.
Many of them have been receiving those before, and I think the additional in-
gredient of being part of a group again and coming to life and having something
to look forward to and the recreation that goes with it is an awfully important
part of it. We do have patients who were attending strictly recreational social
centers where the staff felt they could not cope. They were so anxious about the
patient who might have fainting spells. The patient who has certain physical
disabilities that they just don’t feel they can, cope with, This kind of environ-
ment does emphasize the seriously ill but includes other than medical modality
only. . .

Chairman ChHEL. What is the average number of clients that you serve at your
Center? '

Dr. FEIGENBAUM. We are serving about 85 to 40 per day, and the average need,
we have found even for this group of quite sick people is about 214 days per week
averages out. There are some people who can manage with one day a week, some
with two. some do come five days. We are not a 7 day a week operation.

Chairman CHEL. Does your Center either provide or cooperate with other facili-
ties in terms of any kind of home care?

Dr. FEIGENBAUM. Yes, our hospital was, if I may brag a bit, the pioneer in the
West for home care services. Qur program is over 20 years old. We really were
the model that was used for a lot of the legislation and other.

Chairman CHEL. The home care services to which you refer, does that entail
more than visiting nurse?

Dr. FEIGENBAUM. The home care services are those people who literally cannot
leave their home and there the nurse, the therapist, the chore services, whatever
is needed, has to go to the home. One of the advantages, one of the things that we
have that we think is useful is that there is an easy flow from one to the other.
We have many of our patients in Day Health Care who are home care patients
but, as they have improved and we can provide the transportation, now can get
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out and that additional, being part of a group again, has had an immense value.
On the other hand, old people’s health is not a static thing. You can’t define it
today and know it is going to be that way next week.

That patient who is coming in today to Day Care Program, next week may
just have an intercurrent infection or some other aggravation of their condi-
tion and may then need our home health services. On the other hand, others of
the patients will get well enough that we want them to leave and go to just a day
care program—uot a day health program.

Chairman CHEL. In your geographical area—San Francisco and suroundings,
are you aware of any kind of a continuing program by way of outreach or other-
wise to determine whether or not people are institutionalized and ought not to be
there?

Dr. FrreensAaUM. I cannot give you any data about the nursing home facilities
in our area in terms of a survey of that sort. That kind of study has been done. It
was done by Dr. Robert Morris in the East, part of the Levinson Gerontological
Institute and in their studies, it was in the neighborhood of 409 of the patients.

Chairman CHEgL. You mentioned this in your presentation. That’s why I am
asking.

Dr. FEIGENBAUM. No, we have not—I don’t know whether there are any other
data that someone elge may have. I don’t have any data on the situation. I dare
say—I know from my own subjective action to that is, I know that there are
patients who, because they are alone in an apartment and are ill and are on
Medi-Cal, because there are no other adequate provisions for that patient, such
as day care, have gone to nursing homes. I am certain there are many patients
in nursing homes who do not have to be there. On the other hand, don't mis-
understand me, there are many people obviously—nursing homes are required,
there is no doubt about that.

Chairman CHEL. What I am wondering is, as a physician and mixing obviously
among your colleagues in the medical community, has there been any concern
or any attempt at all to try to increase discharge out of institutions?

Dr. FEGENBAUM. Once they get into nursing homes, they aren’t easily dis-
charged, because my experience, and I must say close to 20 years, it is a shock
to me how many people who for supposedly a relatively short period of conva-
lescense, once there, they know that this is the beginning of the end. They know
they are being rejected. Whether that’s true or not, that certainly is their percep-
tion and they go down hill. I don’t see a lot of room for patients that are
already there to empty them. Now, there are undoubtedly—we have had some
DPatients who were in nursing homes and I know that Dr. Rabin and I have
talked—he has seen patients also who were so unhappy in nursing homes that
fortunately had not deteriorated so much. They were still able to benefit and very
much come alive with this kind of program. I ean't give you numbers on that,
Assemblyman Chel, T am sorry. '

* *® * * * * *

Mr. J. Mer. MERCHANT. T am J. Mel Merchant. health care consultant in the
Medical Services Administration, Department of Health, Education. and Wel-
fare. I hold a master’s degree in hospital administration from the Medical Col-
lege of Virginia. My professional experience includes assistant administrator
positions in several hospitals and as Director of the American Hospital Asso-
ciation, Region IIT Office in Washington, D.C.

Public policy, as the dominating influence on governmental action at all levels,
is demanding appropriate steps to curb the ever-increasing cost of medical care,
especially medical care offered under public assistance programs. In meeting the
fundamental accountability to the public, the Medical Services Administration
of HEW continues to search for methods to hopefully reduce or at least contain
the costs of medical care without sacrificing the quality or quantity of care
which has been determined medically necessary.

The Medical Services Administration is keenly aware of our national statisties
which indicate that approximately 20 percent of Medicaid recipients are age 63
or older and annually consume approximately 40 percent of the total Medicaid
budget. This is for long-term nursing care. Consequently, cost containment ef-
forts are focused on this area. )

. From studies done in many states, by state agencies, universities and others,.
we receive documentation in the form of research and demonstration proposals
that many aged Medicaid eligible individuals are- “residing” in long-term care
facilities solely because no other alternative is available, We also receive docu-
mentation in the form of research and demonstration proposals that there are
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many aged individuals still residing at home who are potential candidates for
Medicaid-sponsored, long-term care unless alternatives are developed.

The Medical Services Administration convened a conference of specialists in
health and social sciences in 1971 to study health and access problems of elderly.
Of the recommendations made by conference participants, the Medical Services
Administration and the Administration on Aging felt that Day Health Care
Services offered the most potential for helping elderly persons remain in their
communities. In 1972, four grauts were awarded to study this concept. On Lok
Senior Health Services of San Francisco was selected as one of the grantees.

Tt was a privilege to be appointed consultant to the On Lok Board and Project
Director. Since the beginning we have worked closely with the California Health
Department so that they might have the benefit of our knowledge and experience
at On Lok and other Day Health Care Programs. Members of your State Assem-
bly became interested in the On Lok experience and have been very supportive to
On Lok’s cause, its survival, and its replication.

Even though the M.S.A. worked closely with the Prepaid Health Section of
the State Health Department, it was with Hmited success until Dr. Jerome
Lackner was appointed State Health Director and Dr. Ruth Von Beliren was
appointed as On Lok Project Monitor. At that time, we became encouraged that
Day Health Care Services might become a Medi-Cal covered service. My personal
and professional observation is that Dr. Yon Behren exhibits a thorough knowl-
edge of the problems of the elderly and a full understanding of how Day Health
Care Services can provide high quality health care to these persons and help them
remain a part of the community they call home.

Dr. Von Behren has involved important divisions of the Health Department in
the On Lok Project. These include Medi-Cal benefits, licensing and certification,
rate setting and utilization review and control.

This kind of involvement is vital to both the Department of Health and to
projects like On Lok hecause it prepares each for the time that Day Health
Care hecomes a permanent service in our health care system.

It is encouraging to the Medical Services Administration that the State Legis-
lature has moved to conduct hearings on Day Health Care. We have continued
to support On Lok beyond the usual grant period and have acted to assist the
State Health Department to increase the number of sifes through our Research
and Demonstration program with the hope that the State of California would
move to help the Department of HEW now firmly establish this greatly-needed
service. Although we may be unable to continue funding Day Health Care sites
beyond their current project life, we stand ready to provide consultation to
the State as you move toward implementing Day Health Care as a Medi-Cal
henefit.

Tn January 1976, we published Information Memorandum 76-3, a guideline
for states, where we advise State Medicaid agencies how they can implement
Day Health Care services and receive federal matching for those services. We
helieve that we have provided maximum snpport to help—now we need to hear
from you and what your plans for the future arve. I believe that many members
of vour State Legislature are genuinely interested in doing the maximum for
vour elderly. We would encourage you to proceed with legislation, hut not without
ntilizing available controls. Perhaps a task force of representatives of the legis-
lative ecommittee staff, State Health Department, California Association for Adult
Day Health Care Services, State Commission on Aging. and the State Department
of Aging could serve to help develop legislative language and possible regulations.
The State can control this service through your certificate of need and Medi-Cal
certification programs once you have regulations and standards. By vesting the
authority and responsibility for implementing this service in competent. sensihle
persons who -have sufficient decisionmaking authority, you will strengthen the
insurance that qualfied providers will be operating Day Health Care Programs.

Thank you. ,

*® * - * * * . *

aMs. RuTE VoN BEHREN. I'm Ruth Von Behren. I'm the Project Director for
Adult Day Health Services in the Department of Health.

I am very pleased and very honored to be here today. T am pleased hecause
the existence of this hearing demonstrates that the California Legislature is
vitally interested in the problems and needs of onr impaired senior citizens here.
This interest has also been demonstrated by legislative action during the past
session with the passage of Assembly Bills 2578 and 1810. I want to thank you,
as representatives of the Legislature, and particularly to thank Speaker Mec-
Carthy, for your efforts in behalf of this program. ) ’
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I am honored to be here to speak to you about our adult day health services
demonstration program. For the past 15 months this program has been my e
sponsibility. Since I am the only person in, the Department of Health working
exclusively with this program, anything and everything that involves adult
day health services ends up on my desk. In response to your letter, I have chosen
today to give my presentation about one aspect of my work ; that is my function
as Chairperson of the Adult Day Health Care Work Group. I would like to tulk
to you about this group, what it is, why it came into existence and its
accomplishments.

Definitions—The Adult Day Health Care Work Group is composed of rep-
resentatives from the Department on Aging, the Commission on Aging, Depart-
ment of Finance and various programs in the Department of Health. We now
have representatives from Licensing, Social Services, Rates and Fees, Budget,
Medi-Cal and Chronic Diseases. At one point a student from your subcommittee
staff was an active participant in this group—that’s Gretchen Bostwick.

Reason for Group.—The formal establishment of this group was an outcome
of several informal meetings held by Alternative Health Systems Division in
November and January. The intent was to share information about our program
and to seek advice from other persons whose Jjob responsibilities involved either
a programmatic or regulatory role in this program. As you have heard, adult day
health services is a program that cuts across traditional categories and orga-
nizational lines. Therefore, Alternative Health Systems Division felt the estab-
lishment of an inter-departmental group was essential. A memo was issued by
Dr. Lackner, Director of Health on January 23, to all Deputy Directors, estab-
lishing the Adult Day Health Care Work Group.

The charge given to the Adult Day Health Care Work Group was:

(1) Clearly define the goals and objectives of state-funded day health care.

(2) Establish criteria for future Alternative Health Systems Division con-
tracts with adult day health care demonstration projects.

(8) Develop licensing standards appropriate to the special circumstances of
the adult day health care situation as the basis for future regulations.

(4) Develop recommendations for departmental positions on proposed and
pending state and federal legislation on day health care services.

(5) Advise on the development of a standard assessment instrument for the
effectiveness of day health care services.

(6) Devise and propose a coordinated approach to funding of such projects.

(7) Advise on a rate-making methodology for comprehensive day services
funded by the state. ‘

ACCOMPLISHMENTS

(1) Information gathering and sharing.—Since adult day health care was an
entirely new concept to most members, program knowledge was the first essen-
tial. We met that need in two ways: (1) visits to various centers, (2) collection
and analysis of program, legislation and regulations from other states. This is
an on-going function and we try to serve as a focal point for information re-
garding adult day health services.’

(2) Development of a proposal/informational package which is sent to all
interested persons.~—This package includes criteria and guidelines for our dem-
onstration program. To date this information has been sent to 31 interested
persons. A sub-committee of the work group also reviews proposals and makes
recommendations to Alternative Health Systems Division. We have now 10
proposals in various stages, two of which we hope to contract with shortly.

(8) Advised on the on-going development of an assessment mstrument.—
Department of Health has g contract with a consultant who is developing this
instrument and collecting data as part of the On-Lok evaluation. He has met
with the group several times.

(4) In process—development of program parameters, eligibility criteria and
legislative language—We have identified the basic set of services which are
appropriate for Title XIX funding. All individual services are now heing paid
for by Medi-Cal to various providers such as nursing homes, home health agen-
cies and out-patient clinics. What is new about adult day health is the package.
It is a new combination of existing services.

Eligibility criteria is vitally important and undergoing continual revisions.
The Adult Day Health Care Work Group has also identified key elements that
should be included in enabling legislation for a permanent Medi-Cal program.
Actual legislation needed is minor, far more important is the development of
regulations. A brief summary of the group’s conclusions are:
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(a) Legislation should mandate a cross-section community advisory board for
all centers.

(b) Licensing should be as a clinic sub-category or as a “special service”
offered by a clinic or in-patient facility. In the light of AB 1815 a waiver from
Medi-Cal is needed so the multi-purpose center, under community care facility
licensing could be reimbursed for their health services.

(¢) Regulations should mandate—

(1) The composition of the Board of Directors.

(2) Separate and identifiable administration and staff, particularly impor-
tant when adult day health care is part of an in-patient facility.

(3) Professional requirements for staff.

(4) Evaluation method.

(5) Utilization review.

This concludes my statement.

ITEM 3. LETTER FROM LEO T. McCARTHY, SPEAKER OF THE ASSEM-
BLY, CALIFORNIA LEGISLATURE; TO SENATOR LAWTON CHILES,
DATED JULY 1, 1977

Dear SENATOR CHILES: In response to your inquiry, I am indeed encouraged
by the U.S. Senate’s Special Committee on Aging’s focus on “Health Care for
Older Americans: The ‘Alternatives’ Issue.”

The subject of your committee’s hearings has been a concern of mine for a
long time. Fortunately, my position as an elected official in State government has
given me the opportunity to act on these matters in California.

As the first chairman of the Assembly Special Subcommittee on Aging, I
directed our efforts at assessing and improving the quality of care in nursing
homes. It was through a statewide series of hearings on “Nursing Homes and
Alternatives” that I was convinced of the unnecessary over-reliance on this
form of long-term health care. One of the outcomes of the hearings was the en-
actment of AB 1810 which allows for demonstration projects in adult day health
care. Based on the evidence of these adult day health care projects, legislation
(AB 1611, AB 1612, and@ AJR 22) has been introduced to make adult day health
care a permanent medicaid program in California.

I am happy to report all these bills have passed the Assembly without a single
vote of opposition. It is apparent that at least the California Assembly is con-
vinced we must shift our health policy in new directions to provide optional
forms of long-term care for our older citizens.

The intent language of AB 1611, the major adult day health care hill, while
focusing primarily on adult day health care, states the long-range policy goal
of the Assembly in the following:

“Inelude the services of adult day health centers as a benefit under the Medi-
Cal Act, which shall be an initial and integral part in the development of an
overall plan for a coordinated, comprehensive continuum of optional long-term
care services based upon appropriate need.”

In order to achieve this “continuum’ policy objective, I feel for efficiency and
fiseal reasons we must have a solid base of data on the most effective method
of delivery of necessary health and social services to our older citizens. Any con-
tinuum of care must include an access process, and provision for movement
within the system based on the appropriate need and personal preference of the
older person. I would emphasize that the quality nursing home is a vital part
of this continuum.

Consequently, I have introduced AB 1741, designed to collect such informa-
tion through experimental pilot projects utilizing Iederal waivers to blend
the funding and waive impeding regulations to the greatest extent possible.

We appreciate your committee’s involvement in the alternative issue and look
forward to working with you on developing a humane and effective optional
system of eare for our country’s older citizens.

Cordially,

Leo T. McCARTHY.

O






