Per spectiveson Aging: A Multidisciplinary Approach.

By Catherine Del orey, MPH, DrPH

Home health care at the beginning of the 21* Century is a microcosm of
all that isboth good and bad with our total health care system. It has highly
dedicated and committed wor ker s and or ganizations attempting to provide
servicesin an imperfect system. Meanwhile, it isfunctioning in a mor ass of
changing and cumber some regulations within confusing reimbur sement
mechanisms.

Home care services area complex array of servicesranging from
assistance for activities of daily living, to highly technical health care services.
Providers of these services range from informal, untrained family membersto
sophisticated highly trained health care professionals. Perhapsthe only
underlying consistency isthat these are health services offered outside an
acuteor long term care facility. Although many or ganizations, agencies and
health professional areinvolved in providing home health care, home health
careisessentially an issue of midlife and older women. Therole of the
untrained family member, most often a woman, in home health servicesisa
major contribution to the services provided and although difficult for the

caregiver, provides a substantial financial savingsto health care. Morethan



72% of informal caregivers are daughtersor wives of home car e patients, and
women receive the bulk of long term car e services, including home health
care. (HRSA 2003, Katz 2000, L evine 1999)

Thisdisparity not only impacts on women within the health care system,
but has societal ramifications, as cited by Senator Hillary Rodham Clinton in
testimony before a joint senate committee: (Aging Subcommittee 2002)

1. Women outnumber men among the aging population. Thuswomen
suffer disproportionately from our failureto develop a coherent long-
term car e financing system, a problem exacer bated by the fact that
older women are also twice aslikely asmen to livein a nursing home,
and twice aslikely to livein poverty.

2. An underlying reason our caregiving system isin disarray, and why
these important functions are undervalued, under-financed, and too
often uncompensated in our society is becauseit waswork that women
performed in the homes. We too often take for granted the contribution
that women made as caregiver. For too long, thiswork was" invisible,"
no one paid for it, and it didn't show up in the GDP.

3. Just because family caregiving is unpaid does not mean it is costless.

The costsinclude not just time, and lost economic opportunities, but



also personal strain and fatigue, and poor health. These costs should be
recognized and this caregiver must be supported, through respite care
and other services.
4. We are quickly realizing that our country issuffering not just from a
budget deficit, but what has been called, " a care deficit."
Medicare'sRolein Home Health Care
M edicar e was one of the most important entitlements of the Older American’s
Act of 1966. However, in 1996 Medicar e redefined home careto include only
those selected functions and prescribed circumstances that were
reimbursable. It created a narrowly defined, fragmented, and uncoordinated
set of acute-care services not well adapted to the chronically ill at home.
Through M edicare, home health care was established as an alternativeto
institutional care. Therefore, service selection and delivery patternswere
based on institutional patternsrather than seeing home health careasa
unique to the continuum of appropriate carefor elders.
TheHistory of Home Health Care
To begin to under stand the complexities of home health caretoday, we must
first vigt itsinteresting and varied history. Wewill seethat home health care

did not grow out of perceived need and then plan to meet that need. Instead,



it developed out of an array of motivations, from the benevolent " L ady
Bountifuls' of the 19" Century, to health departments, voluntary agencies,
and insurance companies with their own incentives. Thisled to agreat deal of
overlap in services and a strange amalgam of meansto finance these services.
Throughout thishistory, the goal and function of home health care has
changed as those who managed and paid for it determined what it is. (Rosen
1993) We haveyet to overcomethislegacy.

We will focus on how home health care has been provided to all persons,
not just to older persons, because the history of home health careisrich,
complex and reflective of the social history of each era surrounding it, not just
to older persons. Knowing thishistory helps usto understand the roads
home health care hastraveled, and helpsto give usinsight into where it may
be going. Putting eldersinto the picture expandsthe complexity and
highlights the ambivalence of what home health careis, or should be.

Home health care has existed for millennia but the contemporary path of
home health care parallelsthat of increased urbanization and the
development of the profession of nursing. At the beginning of the 19"

century, home health carewasa part of familial life. The person with medical



needswas cared fro by family, servants or neighbors. However, for those
without those resour ces, ther e wer e few options.

It isfrom an observation of this condition, that one of thefirst formal
home car e providers, the Ladies Benevolent Society of Charleston, South
Carolinafocused on caring for thesick at home. At mid-century, both in the
north and south of the Untied States, upper class, affluent women, also known
as“Lady Bountifuls’ worked together to addressthe social needs of their
communities. Thisnaturally led them to the dilemma of caring for thesick at
home who hired other women to provide services. Yet even then, need was
always greater than available resour ces.

From the beginning ther e wer e questions concer ning who wer e the wor thy
recipients of care. Thisreflectsthe conundrum in all of social welfar e services
at that thetime- who werethe “worthy poor." The Ladiesbenevolent Society
continued until the end of the century, constantly dealing with how to pay for
services, what servicesto offer and to whom,

Asimmigration to the United Statesincreased and cities enlarged, affluent
women in northern cities also took up the challenge of providing carefor the

poor sick in the cities. By thistimethey wereimpressed with the British



model of providing trained nursesto visit in the homesto give care. Thus, was
the beginning of the Visiting Nur se Associations (VNA).

Throughout the end of the 19" century and beginning 20" century, VNAs
asvoluntary, women-dominated organizations developed. Yet asthese
organizations and their scope grew, they needed mor e professional
management. Thesewomen leaders of the VNAs complemented their
managerial skillsand supplemented their own financial contribution through
fundraising activities and solicitations among their peers. Thisgrowth and
development of the voluntary VNAs became theinitial expression of formal
home health carein the United States.

Trained nursesin the home focused on providing direct care, including
dealing with contagiousillnesses. Since most of this care wasto the evolving
and revolving poor, immigrant communities, therole of the trained nurse
evolved into that of health educator with caregiver. Thetrained nurseswere
for thesick poor and dealt primarily with the dangerous sick, that is, persons
with communicable diseases. These attracted the attention of benefactorsas
well as caregiving organizations. The‘uninteresting sick’ wer e those persons
with chronic diseases, who at that time wer e seen only as passive individuals

needing nothing mor e than custodial care. Lillian Wald, a graduate nurse



from an affluent New York family, wasthefirst to coin the phrase, public
health nurse, after visiting some neighborhoods of the lower east side of New
York City. Shesaw thesqualor and ilinessesthere as a breakdown of
society’sinfrastructure, not just theimpact of contaminants or bacteria.

Although the voluntary agencies wer e effective, advancesin technology in
the mid-1900' s gradually made carein an institutional setting more
economical and home car e became less popular. Home car e continued to
diminish with the boom of employer-paid health benefits during World War
I1. Finally, theidea of the house call and home car e became ar chaic.

Ashome car e organizations developed, other playersentered the arena.
In addition the voluntary or ganizations, private or ganizations and health
departments became a part of the scene. Thiswas not necessarily a positive
development as home health care evolved to be responsive to social changes
rather than aleader to deter mine how to meet health needs outside of
institutions. Thisunbridled growth became so uncoordinated that by 1909, in
NY C there were 58 organizations which sent out 372 nurses (Buhler-
Wilker son, 2001).

Because ther e wer e no societal regulations or formal planning of the

growth of the home health careindustry, the unchecked growth of agencies|et



to an overlap of responsbilities of voluntary, private, and public
organizations. Health departments are by statute, responsible for the general
health of the community and concerned with prevention of disease and health
promotion.

Because of the formal role of health department some of the unintended
consequences of theincreased use of nurses by health departments wer e that
publicly supported nurseswer e seen to befor prevention and home care of the
sick was left to the voluntary agencies, or VNASsS. Thisdichotomy isstill
prevalent.

By 1911 a new era evolved in home care asthe Metropolitan Life
I nsurance Company was convinced that by providing for nursesto visit in the
home it would be cost saving for the company. Therationale being that it
would save the insurance company revenues by keeping people healthier
through theintervention of Public health nurses. Thiswasa forward thinking
and dynamic program. But, ashospital growth increased and it seemed that
home visits wer e not financially efficient, Metropolitan Life Insurance slowly
exited its home care services.

Although home car e generally decreased during the 1940s, it was at this

timethat Montefiore Medical Center in the Bronx began its" hospital without



walls" program. Physicians, nurses, and other clinical professionals
successfully administer ed careto community residentsin their homes, and the
program ultimately served asa model for modem home health agencies.

The uncharted growth of health care agencies continued so that by the
1950's there was a patchwork of funding mechanisms, including:

1. Community Chests, (United Way), providing 44% of home health care

2. (I;?}q\;te patient fees, providing 16% of home health care costs

3. Municipal funds, providing 15% of home health care costs

4. Private contributions, providing 10% of home health care costs

5. Public welfare, including Veterans Administration, providing 15% of

car e costs
Aswith all aspects of health care, home health care hasinfluenced and been
influenced by larger societal trends and social history. Itsroleand function
has evolved through the constant pull of economicand social trends.

Among these hasincluded the ambivalence in United States culture
between individual responsibilities ver sus community responsibility. Thiswas
a conflict at the time of the Ladies Benevolent Society - and it continues today.
Who aretheworthy sick and who is not deserving of society’s beneficence.

How do we decide what to pay for, how much to pay, and what we will ask the

individual to pay?



With the advent of Medicarein 1965, home care began to gain
momentum. By the end of the 1980s, the number of Medicare-certified home
care agencies had tripled [Gunderson 1999]. Home health care hasgonein
and out of favor, but in all itsiterationsit has never really been defined and
lacks a distinct identity that describesit in more than the obver se of other
types of health care.

Home Health Care Defined

Initssimplest definition, home health careishealth care offered in the home.

But, therethe simplicity stops. It isactually morethan health care- it isafull
range of services, complementing health careto keep theindividual as healthy
aspossiblein the non-institutional setting.

Because we ar e focusing on the elder population, we will only address
home health care asit relatesto older persons, but we cannot lose sight of the
fact that home health careisoffered to individuals of all ages, from the
spewing infant sent home with a major congenital anomaly who needs
habilitation, to the young person who has a bullet lodged in the spine, to the
person with a chronic condition needing ongoing care. Home car e has always
been the subject of controversy. Home careincludes, persons of all ageswho

arerecelving health and medical carein the home- from personswho are



post-oper ative, to personsreceiving rehabilitative car e, to personsreceiving
maintenance car e for chronic disease conditions and to personsreceiving end
of life carethrough home hospice, which will be discussed in Chapter 10, End-
of-Life Care.

Thewide range of services can mean personal carelike bathing, toileting, and
dressing, or it can mean highly skilled carewith complex medical procedures,
similar to thosereceived at acute car e facilities, such as kidney
dialysis.(Calkins 1999, Campion 1995)

These services are delivered at hometo recovering, disabled, chronically
or terminally ill personsin need of medical, nursing, social or therapeutic
treatment, and/or assistance with the essential activities of daily living. One
could even consider careoffered in an assisted living facility as home health
care, sinceit iscareoffered in theresident's home, and the health care
services are not offered by theinstitution.

Aging brings many changesfor our parents, most important among these
changesisthefight for independence asthey may lose the ability to drive,
enjoy hobbies, see, hear or ssimply complete daily activities of living. However,
in planning for retirement, older people tend to focusther effortson

financial, legal and estate issues. What ar e often mistakenly overlooked are



theissues of housing and care. These needs are left until a medical trauma
occursand, asaresult, weareforced to make uniformed car e decisions with
consider able pressure and speed. These decisions may seriously impact a
caregiver life. Morethan onein four caregivers have quit, retired or
experienced other job changes asaresult of their careresponsibilities.
Generally, home careisappropriate for a person who needs ongoing care
that cannot easily or effectively be provided solely by family and friends, but does
not need to bein a hospital or other facility. Moreand more older people, electing
to liveindependent, non-institutionalized lives, arerecelving home care services as
their physical capabilities diminish. (Fried 2000, Gunder son 1999, Naylor 1999,
O’Leary 1999) Ashospital stays decrease, increasing number s of patients need
highly skilled serviceswhen they return home. Other patientsare ableto stay at
home to begin with, receiving safe and effective
Although Medicar e altered the definition of home health careto being an
alternativeto institutional care, rather than a servicein itsown right,
providersof home care have continued to abide by the principles of public
health prevention while providing their servicesin an ever changing health

car e environment (Welch, 1996). Older personswith a health conditions



serious enough to warrant home health care do not just receive custodial,
unplanned care.

Health Promotion: Primary, Secondary, and Tertiary Prevention

In addition to acute health care services, careisprovided that includesthe
threelevels of prevention basic to any public health practice. Primary,
secondary and tertiary prevention areasrelevant to carefor older persons
with chronic conditionsasin any other health care domain. Health promotion
and disease prevention improvesthe health status of older personswithout
increasing the costs, in the long run (L ubitz, 2003).

Primary prevention isintervention or care provided to individualsto
prevent the onset of a condition (U.S. Preventative Services Task Force 2000).
This can include health education, health communication, social marketing to
prevent or stop smoking, aswell asinterventions such asimmunizations. In
home carefor eldersthese activities could consist of the provider
recommending flu or pneumonia immunizations, education to client and
family on appropriate nutrition, or safety factorsin the home.

Secondary prevention measur es as those that identify and treat persons
who have developed risk factorsor preclinical disease but in whom the

condition may not be clinically apparent. Examples of these activities focus on
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early case finding to avoid further complications. Screening tests are examples
of secondary prevention activities. With early case finding, the natural
history of disease, or how the cour se of an illness unfolds, can often be alter ed
to maximize well-being and minimize suffering. In the arena of elder home
car e theseinterventions can consist of screening for anemia, diabetes,
hyper cholesteremia and making appropriate counsel. A very important role
of the nurse providing carein the homeisanticipatory guidance. Sincethe
nursesarereally caring for the whole family unit, not just the elder client they
can look to the futureto anticipate issuesthat might arise and help the family
and client preparefor them. Palliative care and issues of death and dying are
significant tasksto help families preparefor in a manner appropriate for all.
Tertiary prevention activitiesinvolve the car e of established disease, with
attempts madeto restoreto highest function, minimize the negative effects of
disease, and prevent disease-related complications. Theaim of tertiary
prevention in older peopleisto identify and alleviate established disease at an
early stage, in order toimprove or maintain functional status. Therationale
dependson the ability to prevent disability and handicap, but not necessarily
the impairment itself, which may not be amenableto a specific treatment.

Unreported need plus multiple pathology and mor bidity have a cumulative
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effect. So where one problem might bereatively minor, the cumulative effect
of several problems may result in loss of function (e.g. poor mobility) and
reduction in quality of life.

The Demographics of Home Health Care

Chapter one of thisbook introduced thereader to the demographics of aging:
persons 65 years and older now account for 35 million of the population; by
2030, the older population will number over 70 million (Tepper, 2004). The
over-65 population is steadily growing, and it will continueits upward pattern
in the coming years. Medical advances, preventive care and a greater

under standing of the benefits of a healthy lifestyle have contributed to an
increase in the average life expectancy. Upon reaching the age of 65, males
may expect to live an additional 16.3 years, and women, 19.2 years
(Administration on Aging 2002). Thisincreased longevity has major
implications for families and society.

As people age, chancesincrease that they will develop a chronic condition or a
physical or cognitive disability for which they will require assistance. For
example, 47% of individuals 50-64 year s of age have some type of chronic

condition but no disability, while 83% of individuals 85year s of age and older
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live ssmultaneously with chronic conditions, disability and accompanying
functional limitations.

Who Are Recipients of Care?

The aging baby boomer generation will soon be morethan a prediction, and
family members, who often provide at least a portion of careto their aging
relatives, are often unprepared to deal with the many issues facing the senior
and themselves. From planning a change of residence to communicating
effectively, there are many simple, yet overlooked waysto ease car egiving for
the elderly and their family memberswhen home careis needed.

Deciding what services and how they will be provided isa complex
guestion, depending wher e on the continuum of need the person sits, aswell as
what social supportsand family resour ces are available. (L ieber man 2000)

A person living alone without social or family supportswill need
intervention before the person with strong supports. Thisisonereason that
women require more health care supports asthey age - they have often taken
care of a spouse who may have died, or the spouse may not be able to take on
theresponsibilities needed.

An increasing number of individuals arereceiving health care at home or

community-based settingsrather than in institutions. In 2000, 1,355,300

1A



Americansreceived home health care services. Of these, females comprised
877,900 (64.8 percent) of recipients. The majority of women receiving home
health carewereaged 65 yearsor older (76.1 percent). Women aged 85 and
older received 25.6 percent of home health care, followed by women between
the ages of 75-79 (18.4 percent) (HRSA, 2003).

In 2000, 73.2 per cent of female and 78.3 per cent of male home health care
patientsreceived skilled nursing services. Additional services commonly
provided to home health patientsinclude personal care, physical therapy, and
homemaker household services (1bid, 2003).

I ncreasing number s of women and men ar e turning to hospice careto
meet their end-of-life needs. Between 1992 and 2000, the number of hospice
car e patientsincreased from 52,000 to 105,500. Women narrowly
outnumbered men in the number of hospice care patients, comprising 53.5
per cent of patientsin 1992 and 57.4 per cent of patientsin 2000 (I bid, 2003).
Service Providersin Home Health Care
Home health care agencies, provide much of the careto older peoplein the
community. Some are private, profit-making or ganizations, and someare
non-profit. They provide services such as meals, nursing care (RN’s, LPN'’s,

CNA'’s, and home health aids), occupational therapy, and physical therapy.
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The structure of how home careis organized can seem complex. Public
Health Nur ses, community health nurses, are providing a majority of care.

Oneof the major characterizationsfor health professionals doing home
health careisthat they arenot in a clinical setting wherethey are surrounded
by a system of professional and mechanical resources. Home health care
worker isguest in patient'shome. Home isthe patient's domain, not the
health workers

Thistypeof carerequiresa specialized health care professional. Although
therearenursing programsthat prepare nursesfor specialized home health
care, theseresour ces are lacking for physicians so that care from physiciansis
mor e variable (Wenger 2003).

In 1997, at least 52 million peoplein the United States provided informal,
or unpaid carefor family membersor friends (National Alliance for
Caregiving 1997). Estimates put the value of unpaid care annually at $196
billion (Arno, 1999, Emmanuel 2000). Asimportant and rewarding as caring
for family or friends might be, paid home car e services may also berequired
to supplement informal car e because of work responsibilities, geographic
distance or the caregiver’sown limitations. 1n 1998, formal, or paid, home

care serviceswere used by 28% of individuals aged 50-64 year swho requir ed
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help with activities of daily living (Gibson, 2003). Only nine percent of the
same age group used paid home care services. In the sameyear, the greatest
increase in use of paid home care occurred in the 75-84 year old age bracket.
Forty eight percent of the older age group used paid home care and 26% used
paid home care (I bid, 2003).

Home health careisavailable through hospitals, home health care
agencies and public health departments. It encompasses services provided by
nur ses, therapists and home car e aides, including:

1. Health care, i.e., nursing, social work, physical and rehabilitative

therapy, medication monitoring and medical equipment

2. Personal care, such asassistance with personal hygiene, dressing,

bathing and exercise

3. Nutrition including meal planning, cooking and meal delivery

4. Homemaking, including housekeeping, shopping and household

paperwork

5. Social and safety needs such as transportation services, companions and

a daily telephone check

Program of All Inclusive Carefor the Elderly (PACE)
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The PACE programs grew out of the On Lok model of providing health care
tofrail elders, created in San Francisco in 1971. On Lok means" peaceful,
happy abode" in Cantonese (Bodenheimer, 1999). PACE isunique. Itisan
optional benefit under both Medicare and Medicaid that focuses entirely on
older people, who arefrail enough to meet their State's standards for nursing
home care. (CM S 2003,a)It featur es compr ehensive medical and social
servicesthat can be provided at an adult day health center, home, and/or
inpatient facilities. For most patients, the compr ehensive service package
permitsthem to continue living at home while receiving services, rather than
beinstitutionalized. A team of doctor s, nurses and other health professionals
assess participant needs, develop care plans, and deliver all serviceswhich are
integrated into a complete health care plan. PACE isavailable only in States
which have chosen to offer PACE under Medicaid.
Eligible individuals who wish to participate must voluntarily enroll. To be

eligible, a person must:

e Beat least 55 yearsof age

e LiveinthePACE servicearea

e Be screened by ateam of doctors, nurses, and other health

professionals
e Sign and agreeto theterms of the enr ollment agreements

PACE offersand manages all of the medical, social and rehabilitative services

their enrollees need to preserveor restoretheir independence, to remain in
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their homes and communities, and to maintain their quality of life. The PACE
service package must include all Medicare and M edicaid services provided by
that State. At a minimum, there are an additional 16 servicesthat a PACE
organization must provide, e.g., social work, drugs, nursing facility care.
Minimum servicesthat must be provided in the PACE center include primary
care services, social services, restorative therapies, personal careand
supportive services, nutritional counseling, recreational therapy, and meals.

When an enrolleeisreceiving adult day care services, these services also
include meals and transportation. Services are available 24 hoursa day, 7
daysaweek, and 365 daysayear. Generally, these servicesare provided in an
adult day health center setting, but may also include in-home and other
referral servicesthat enrollees may need. Thisincludes such services as
medical specialists, laboratory and other diagnostic services, hospital and
nursing home care.

An enrollee'sneed isdetermined by PACE's medical team of care
providers. PACE teamsinclude primary care physicians and nur ses, physical,
occupational, and recreational therapists, social workers, personal care
attendants, dietitians, and drivers. Generally, the PACE team has daily

contact with their enrollees. This helpsthem to detect subtle changesin ther
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enrollee's condition and they can react quickly to changing medical,
functional, and psycho-social problems.
Hospice and Home Health Care

A hospiceisafacility that providesinpatient, outpatient or home care for
theterminally ill person. Thiscareis palliative, not focused on attempting to
cure a condition but instead isintended to provide as positive an end of life
experiencefor theclient and family by alleviating pain, dealing with
symptoms, and make the per son as comfortable as possible. (Pear son 1999,
Schultz 2003)

When congress passed the TEFRA (Tax Equity and Fiscal Responsibility
Act), legislation in 1982, it created a M edicar e hospice benefit (PL 97-248).
Hospice services may be provided to terminally ill Medicar e beneficiaries with
a life expectancy of six monthsor less- if the diseaserunsitsnormal course.
Home Health Care Agency Certification
Effective with the enactment of the Balanced Budget Act of 1997, PL 105-33,
(Social Security Online, 2003), the M edicar e hospice benefit was divided into
the following benefit periods: (1) an initial 90-day period; (2)a subsequent 90-
day period, and (3) an unlimited number of subsequent 60-day benefit periods

aslong asthe patient continues to meet program eligibility requirements.
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The beneficiary must berecertified asterminally ill at the beginning of each
benefit period. The following covered hospice services are provided as
necessary to give palliative treatment for conditionsrelated to the terminal
ilIness:
e nursingcare
e servicesof amedical social worker
e physician care
e counselor -including dietary, pastoral, and other
e home care aide and homemaker
e short-term inpatient care (including both respite care and inpatient
carefor procedures necessary for pain control and acute and
chronic system management)
e medical appliances and supplies, including drugs and biologicals
e physical and occupational therapies
e speech-language pathology services.
e bereavement servicefor thefamily isprovided for up to 13 months
following the patient's death.
M edicar e hospice participation has grown at a dramatic rate, largely asa

result of a 1989 Congressional mandate (PL 101-239 that increased rates by
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20% . From 1984 to January 2002, the total number of hospices participating
in Medicarerose from 31 to 2,265—more than a 73-fold increase. Of these
hospices, 1,003 ar e freestanding, 690 ar e home health agency-based, 552 are
hospital-based, and 20 ar e skilled nursing facility-based.

For an agency to receive Medicarereimbursement it must be certified by
the Centersfor Medicaid and M edicar e Services. (HCFA 1998) The Outcome
and Assessment Information Set (OASIS), the primary method used by
Medicareto certify home health agencies, isa group of data elementsthat
represent coreitems of a comprehengve assessment for an adult home care
patient. In addition, it formsthe basis for measuring patient outcomes for
pur poses of outcome-based quality improvement (OBQI).

The OASISisakey component of M edicar€ s partner ship with the home
careindustry to foster and monitor improved home health care outcomes and
isproposed to be an integral part of the revised Conditions of Participation
for Medicare-certified home health agencies (HHA).

Most dataitemsin the OASISwere derived in the context of a CM S
funded national research program to develop a system of outcome measur es

for home health care. Overall, the OASISitems have utility for outcome
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monitoring, clinical assessment, care planning, and other internal agency-level
applications (CM S 2003).
Paying for Home Health Care

The crazy quilt of reimbursement mechanisms and regulationsin home
health carereflect what occursin thelarger health care system, but in reality
aremagnified. Aswe saw in the discussion of the origins of home health care,
it hasbeen responsive to community needsrather that proactive. Thisresults
In a servicethat is constantly changing to meet external forces, rather than to
meet the needs of the constituency it serves.

Although there are many playersin the reimbur sement or chestra for
elders, the major player and conductor isMedicare. Not only does Medicare
reimbursefor services, but by itsreimbursement policiesit establishes far
reaching regulations. When Medicare redefined home care to include only
those selected functions and prescribed circumstancesthat were
reimbursable, it created a narrowly defined, fragmented, and uncoor dinated
set of acute-care services not well adapted to the chronically ill at home. It
also established home care as an alternative to institutional care.. Therefore,
service selection and delivery patternswer e based on institutional patterns

rather than the distinct and unique needs of home based health care.
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The complexities of deciding how we will pay for homecareisa
dilemma of economic, professional and social valueissues. We need to answer
guestionsthat reflect these values:

1.When does a person need professional, formal home health care?

2. When do they no longer need home health care?

3. What can our expectations of improvement be?

4. How arewe going to pay for thisand who should pay for this?

5. Isthisappropriate, realistic, cost-effective, for both the client and

society?
Mechanisms for Payment
Although Medicareisthe major player for personsover 65 years of age, there
are other optionsfor payment of home health care services. Theseinclude
private payers, Medigap insurance, both private and public, and payment
through long term careinsurance.

Private Pay. Although not used exclusively, except by the those with
access to adequate financial resour ces, with the various mechanisms of co-
payments, deductibles, and co-insurance most older persons make a
substantial contribution of their own financesto their health care and home

care. Insurance experts estimate that about one-third of all long-term care
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services are paid for by individuals out of their own savings or investments.
The funds may come from pension plans, employee stock owner ship plans,
single premium annuities, the cash value of life insurance or savings (Met
Life, 2003).

Long-term careinsurance. Thisisprivateinsurance designed to help
pay for nursing home or home health care expenses. It isavailableto
individuals and may be available under a group policy. You pay a premium to
an insurer in return for protection against the high costs of long-term care.
(Mature Market Institute 2003, M cCullough 1995)

Home health car e servicestypically covered by long-term care
insurance include nursing car e, ther apy, personal care and homemaking.
Generally, home health care agencies and providers must be state-licensed or
certified.

Most policies contain a waiting period, during which no benefitsare
paid. After the person has satisfied the waiting period, the policy paysup to a
maximum dollar amount for each day of approved care. A policy may not

cover all expenses.
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Many policies now offer an inflation adjustment feature that increases
the per-day benefit to cover higher costs. Premiumsfor long-term care
insurance can vary widely, depending upon r age and the level of benefits.

The older a person iswhen first buying a long-term care policy, the
higher the premiums probably will be, because the probability of needing
long-term careincreases with age.

Medicare. Therearestrict digibility rolesfor home health benefits.
(Medicare Rights Center 2003) Medicare paysif careisprovided by a
M edicar e-certified home agency and the person requires skilled nursing care,
physical therapy or speech therapy. A physician must regularly review the
care plan and verify that the patient ishomebound. (Palmer 2003)

If a person qualifiesfor home car e reimbur sement, which means that
they require inter mittent, highly skilled technical care, they can have accessto
physical therapy, occupational therapy, speech therapy, medical social
services, home health aides, and durable medical equipment such as hospital
beds, and oxygen.

Hospice benefitsarein their own category, with serviceslimited to 210
days, since arequirement for hospice servicesisthat the patient will live no

longer than six months. Medicar e hospice payment coversall the servicesfor
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general home carein addition to a contribution of 5% or $5.00 toward
prescription.
The major gapsin Medicare'slong-term coverage are:

No coverage for custodial care, either at homeor in a nursing home
No coveragein a nursing home without prior hospitalization

No coverage for nursing home care after 100 days

Coverageonly in a Medicare-approved facility

With the enactment of the Balanced Budget Act of 1997, Congr ess approved
the most far-reaching reformsin the 34-year history of M edicare — some 300
provisionsthat added even more complexity to the program. In the process,
Congress greatly expanded the responsibilities of HCFA and the Medicare
Payment Advisory Commission, which Congress created to monitor the
administration of the program. Thereformswereintended to expand the
choices among private health plansthat beneficiaries may select by creating
the new “Medicaret+Choice’ program and to strengthen Medicar €' s finances
by including policiesfurther constraining paymentsto providersin the
traditional fee-for-service program and in managed-car e plans (Iglehart,
1999).

To constrain Medicare home health spending growth, the Balanced Budget

Act (BBA) of 1997 replaced Medicar € s cost-based, per-visit payment method
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with a prospective payment system (PPS) by fiscal year 2000. Until PPS could
be implemented, BBA imposed spending controlsunder an interim payment
system.

For 3 yearsbeginning October 1, 1997, theinterim payment system
incor porated tighter per-visit cost limitsthan had previously been in place
and subjected each home health agency to an annual Medicar e revenue cap,
which was the product of an agency specific, per-beneficiary amount and the
number of beneficiariesthat the HHA served (GAO 2002).

M edicar e supplemental insurance (often called Medigap) is private
insurance that supplements M edicar e benefits and may cover co-payments
and deductiblesfor medical and hospital expenses. M edigap policies generally
do not provide coverage for long-term care. The Medicar e benefit packageis
inadequate becauseit leaves beneficiariesliable for nearly half the cost of
their acute care. In addition to deductibles, beneficiaries must pay 20 per cent
of their physicians fees thereisno annual cap on the amount. Because of
these high out-of-pocket expenses, 85 percent of beneficiaries have
supplemental insurance (M oon, 2001).

Medicaid isajoint federal/state program that paysfor health carefor

peoplewith limited income and assets. It isoften used as medi-gap insurance
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for those who cannot afford privateinsurance. To receive Medicaid
individuals must meet federal poverty guidelinesfor income and assets and
may haveto “ spend down” or use up most of their assets. Some assets, such as
a home, may not be counted when deter mining Medicaid digibility..

M edicare managed care. I nstead of purchasing a Medigap policy, some
people enroll in a Medicare HM O to supplement their M edicar e benefits.
Such plans may provide mor e preventive services and charge lower co-
payments. However, oneisgenerally restricted to participating providers
(physicians, hospitals, nursing homes, etc.). Short-term nursing home care
covered by Medicareand Medicare HMO is usually available only in
participating facilities.

PACE, the unique program that provides home careto frail elders,
receives a fixed monthly payment per enrollee from Medicare and M edicaid.
The amounts are the same during the contract year, regardless of the services
an enrollee may need. Personsenrolled in PACE also may haveto pay a
monthly premium, depending on their digibility for Medicare and Medicaid.
Conclusion

This discussion has presented many of the complexities and frustrations

of home health carefrom its myriad reimbur sement mechanismsto its
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plethora of serviceregulations. In a perfect world we would have services and
payment designed so they meet the health needs of older persons, wher ever
they areon the health care continuum. Until that time, health providersand
agencies will work within an imperfect system to provide the best care
possible. Home health carereflects values of the larger society - how it thinks
health care should be provided, who should receive health care, and how it
valuesits elder population.

Asaresult of escalating aging populations, the spread of communicable
disease, threats of bio-terrorism and war, and access to basic resour ces, care
around theworld is shifting from management of acuteillnessto the
management of chronic illness. Management of long-term chronic conditions
requires coor dinated community-based planning and strategies. Home care,
hospice and palliative care have the experience and are best equipped to meet
these changing needs. They will evolve to bethe cor e of health care and social

servicesin the coming decades.
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HomeisWheretheHeart Is- Home Health Care - Catherine DeL orey, MPH,
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