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hR. CHAIRMAN AND MEMBERS OF THE COMMITTEE:

We are pleased to be here today to testify on the isPue of
%ealth

i
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@oma health care and S. 234, the proposed Community Home

§Sarvicea Act of 1981. 1In home health care, as defined uﬁder Medi-
care, patients in their homes are given health services Qy nurses

or therapists and personal care services (bathing, groom%ng, etc.)

by aides. S. 234 proposes to expand the coverage of home health

services, encourage the establishment of home health proérama, and
encourage families to provide care for elderly dependent# in the

home .
The Chairman asked GAO to assist the Committee in' examining

‘the likely effects of expanding home health care services. We

ffocuned on

--what effect home care services have on patient outcomes;
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~~what effect expanded home health care services might have
on the number of hospital and nursing home admissions,
length of stay and patient discharge; and
--what circumstances might allow home health care to be a
cost effective substitute for institutionalization.
Since 8. 234 builds on the current home health care system,
we first examined some issues or concerns about how this system

functions. They are that

; --while the use of home health care is expanding,

| it is still somewhat limited by restrictions on
eligibility and service coverage, access problems
in some areas, and lack of information on the
types of services that are available:

j --because of these restrictions, some elderly

Americans who need home health care and other

community-based services either go without care

or seek institutional care as an alternative:

--the way in which home health care services are

currently provided needs to be improved because
the reimbursement system lacks incentives to
minimize costs, the provision of services and
funding is fragmented, monitoring service use is
difficult and data management is not always

effective.

Keeping these concerns in mind, we then looked at the pos-

| sible effects of expanding home health care services by review-




“this issue.

ing a large number of studies and evaluations that have examined

Although all of these possess at least some methodo-

flogical flaws, we were able to draw the following conclusions from

ftham:

~-Demonstration projects and other research have
generally found that expanded community-based
services, including home care, attain positive
patient outcomes. One of the most critical is
that older Americans who receive expanded ser- w
vices in their home may live longer.

--The cost studies we reviewed suggest that home E

health care can, at a minimum, be cost effective

for some groups of people or for some services. j
For example, reducing patients' length of stay |
in hospitals would produce savings. While this }
already occurs to some extent, more can be done.{
--However, what the total cost of an expanded I
system of home care services would be is un- !
clear. Problems of ethics and desi;n in con- |
ducting research in this area, mean that R
conclusive cost effectiveness results for the
total population serviced may not be obtainable.

To have a more successful home care system several| actions

should be taken. Among them are that ¥
~-methods should be developed to assure early ideﬁti—

fication of patients in institutional settings or




before they enter institutions who could and
would prefer to receive tréatment in their own
homes if appropriate home health care services
were available:;

--incentives should be created so that patients
once identified, actually move from institu-
tional settings to alternative care settings
when care provided in these settings is cost

effective and in accordance with their prefer-

ences and their well-being: ;

--mechanisms are needed to insure that the ser-
vices provided at home are appropriate to the
patients' needs; and |

--the adequacy of current reimbursement mechan-
isms for home health care should be reviewed..
We endorse the concept of examining a number
of different reimbursement mechanisms through
demonstration projects designed to determine
if a better reimbursement system can be devised.
8. 234 includes a provision for reimbursement :

demonstrations.

METHODOLOGY

We developed these findings based on a review that?combined

information collected from interviews with agency officjals, ex-

perts, and home health care providers with information‘;rom site

visits and an evaluation synthesis of research in the fileld. We

interviewed Department of Health and Human Services officials,



including those in the Health Care Financing Administration and
in the Administration on Aging. We also interviewed health care
providers and experts in the home care field. We questioned
these people about the general background of the home health care
system and its cost effectiveness, its program managamﬁnt and
design, and specific details of recently introduced legislation.
We combined their answers with what we saw during sitejvisits to
21 home care agencies and programs (listed in appendixgl). A
number of éhwse were demonstration projects offering e%panded ser-
vices on an experimental basis. We attempted, within %ur time
constraints, to visit a geographically and organizatiqpally

diverse set of home care providers. j

The major component of our review, however, was alsynthesis
of existing avaluatién studies. The essence of an evaluation
synthesis (a method developed by GAO) involves first examining
the findings and conclusions of existing evaluations, [second,
assessing the adequacy of the methods used, and, third, determin-
ing, not only the information which is sound and available for
policymakers to use, but also the gaps wﬁich remain in that infor-
mation, either because certain questions were not addressed or
because the methods were not adequate for addressing #hem. In
reviewing this literature we found a wide range of me#hodological
sophistication among the studies by government agenci%s, health
care providers, and university and contract researchera, as well

as our own relevant reports (appendix ITI lists pertin;nt GAO

reports).
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--part-time or intermittent services provided by
a home health aide as permitted by regulations,
--medical supplies (other than drugs and medicine
including serum and vaccinations) and the use
of medical appliances, and
--medical services provided by an intern or a
resident enrolled in a teaching program in a
hospital affiliated or under contract with a
home health care agency. ;
To be eligible for home health care coverage under Med#care, a
person must essentially be confined to his/her residehée (home~-
bound), be under a physician's care, and need part-time or
intermittent skilled nursing care and/or physical or sbeech
therapy. The care muet have been prescribed by a physﬁcian, and
the services furnished must be provided by a particip#&ing'home
health agency (either directly or through arrangemept4 with

others) in accordance with the physician's treatment 4lan.

The availability of home health ;

care is somewhat limited and uneven . ‘

Despite the growth in home care expenditures sev#ral studies
estimate an unmet need for home care. For example, in a recent
study the Congressional Budget Office (CRO), focused gpecifically
on measuring the potential need and available supply kf home health
care. This report included estimates that potential & 1.7 to 2.7
million people were in need of expanded home serviceq, but that
only 300,000 to 500,000 were being given such servicﬁs. 4/ GAO

studies, although not projectable to the total elder‘y population,




have indicated that between 10 and 22 percent of the elderly 65
years and older in some areas or cities were not receiving all
the homemaker/chore and personal care services they need. 5/

Some of this unmet need may be partly a result of Medicare's
home health care coverage. First, Medicare has few in#entives to
provide chronic care to the elderly. As currently des#gned this
program provides medically related services to individuals with
acute care needs on a temporary basis; excluded theref$re are
elderly who require additional care over a longer time}apan.
Second, several services that are sometimes necessary %or monitor-
%ng the elderly in their homes are not provided. Many: individuals
with long term care needs ideally could use a combinat#on of medi-
cal, social, economic and mental health services. Thejservices
often cited as needed-~-homemaker/chore, home delivered(meals,
transportation and respite care--are the services most\commonly
not covered by Medicare. g

In addition to gaps in service coverage and eligibility, frag~
mentation and lack of coordination among the numerous kommunity~
based programs sometimes prevent people from receiving appropriate
care. Access to care is.also an issue in rural areas where home
care services may be in éhort supply or not be availaqle at all.
Lack of information on non-institutional long-term ca#e options
also restricts use. For example, GAO reported in 1974 that
families lack information on community-based alternatﬂvee be-

: ﬁ
cause they do not have the time to explore the availahility of com-

munity services and because hospital discharge planners do not




have enough time to assess patients' needs and arrange appropriate
placement. 6/

Many elderly may not be receiving care
in the most appropriate setting

Another difficulty in the current system is in trying to
assure that all health providers--home health care, hoLpital care,
and nursing homes--work together so that a patient recLives care
in the setting most appropriate to need, individual preference,
as well as most reasonable in terms of cost. This doeL not always
occur. Avoidable institutional use includes elderly rksiding in
hospitals or nursing homes who do not need (and in somr cases do
not desire) the level of care provided, but remain for%lack of
alternative placement options. Some of these individuLls could be
released to or could have remained in their homes if chmunity

J
services were available. , |

Avoidable institutionalization occurs partly becanse no one
has yet adequately defined who should be placed in each care set-
ting. It has already been demonstrated that some people in nursing

homes could have remained in their communities with appropriate

services. Due to errors in the estimates and problemsiwith assess-

ments it is difficult to identify the actual number oféindividuals

|
receiving too high a level of care. However, we do kn#w that a

problem exists.

Elderly are also unnecessarily residing in acute fare hospi-
tals. It has been estimated, for exémple, that nationally 17,783
people or 6.9 percent of the Medicare and Medicaid patients in

acute care hospitals surveyed were awaiting placement elsewhere. 7/




Some of these patients

are considered to be potential candidates

for home care if the necessary services were made available.

Problems exist in program
design and management

Under Medicare, the reimbursement system is relatively

open-ended and susceptible to abuse. Moreover, some ﬂome

care providers lack sophisticated data base managemen&,

making

review of their operations difficult. Further, fiscalfinter-

mediaries do not receive adequate information, nor do they

monitor agencies closely enough to insure that the services

that are claimed are reimbursable and that the services

are provided go to those most in need.
The reimbursement system, in particular, has been

criticized as "lacking incentives to providers to bhe e

minimize their costs.” 8/ Two problems with it include:

~--wide variations in the unit costs of similar
services and the related problems in determin-
ing whether costs at the higher end of the
range are reasonable; and

~=-problems in determining the allowability of
costs claimed and their relationship to patient

care. 9/

A report just issued by the Permanent Subcommitte[
I

gations of the Senate Committee on Governmental Affair

that

widely

fficient and

on Investi-~

found that

for Medicare's home health care benefit the "current retrospective

cost reimbursement system as it applied to not-for—pro?it agencies,

lends itself to fraud, waste and abuse." 10/

10




The recordkeeping procedures of some providers may not be

‘detailed or sophisticated enough to generate the information that
is necessary to determine whether services that have been claimed

'can be reimbursed. GAO has reported data from the Health Care

'Financing Administration that shows that "8 percent of the certi-

fied home health agencies fail to maintain adequate clin#cal
records.” 11/ The report states, further that the documentation

fiscal intermediaries receive gives them little or no information

|
|
|
'

on which to base their decisions.

EFFECTS OF EXPANDED SERVICES

The inadequacies of the current home care system ju@t de-
scribed, have been the subject of concern by Congress, tbe Federal
and State governments and others for some time. In resﬁonse to
some of these inadequacies, a number of demonstration pﬂojects
and other studies have been conducted. Primarily, theyr&ave ad-

dressed ways to expand and target services, the costs of expanded

services, and what services should be provided. 1In response to

this Committee's Chairman, therefore, we reviewed these demonstra-
tions and studies to find out what is known about the effects that
expanding home health care would have on patient outcomes; the
effects of expanded services on the number of hospital and nursing
home admissions, length of stay and patient discharge; and the ex-
tent to which expanded home health care can be a cost effective

substitute for institutionalization. . §

11




- Research effortas to examine the effects

- of expanded services are hindered
- by methodological concerns

Our efforts to examine these issues were hindered somewhat

by methodological concerns we have about the studies and demon-

strations. We found few well-designed, controlled studies. We

found many case studies (examinations of a single group of

grmcipienta), some comparison group studies, and a few rabdomized

control group experiments. Information from well-design#d control
group experiments is, however, the most useful and has the great-
est generalizability, since threats to external validity?are mini-
mized. In the studies we reviewed, we also identified ainumber
of methodological problems, including problems of defini#ion,

sampling, and client assessment.

Definitional problems %
’ i
The definitional problems in the home health care a#ea are

s0 all-encompassing that even the definition of "home care" itself
is confusing. Thus, comparing various home health care evaluations
is difficult because each defines home health care to describe its
individual situation. Some evaluations of home care incjude people

in day care centers while others include or exclude homemaker ser-

vices, home health aide care, or some other specific services.

The service mix is often not specified in the report. T‘erefore,
the differences of service mix among different studies make com-
parisons difficult. Furthermore, there is no consistent|definition
of a "home health care visit." A visit can be as diffar?nt as a
10-minute stop by a skilled nurse or a 2-hour health aide visit.

In some cases a visit could be a 24-hour live-in nurse service.




Determining costs in different health care settings suffers
from methodological problems, too. Many evaluations fail to con-
sider the value or costs of services provided informally by
families, or formal support provided by other Federal programs.
This failure is critical because services that families and
friends provide are similar to those that agencies provide. In
an earlier report, GAO stated that families and friendajprovide
more than 50 percent of the services at all impairment #evels.
The families and friends' portion of home services provided
reaches 80 percent at the extremely impaired levels. 12/ Support
provided by other Federal programs such as Supplemental%Security
Income, Title XX, and other Federal benefits, are oftenfnot con-
sidered when comparing institutional to noninstitutional settings.

Sampling issues

Even the best-planned and implemented evaluations %ay contain
sampling problems. Probably the most common problem th#t has a
seriously adverse effect on validity is attrition:; that‘is, members
of the control groués die or move from the study area at a higher
rate than members of the treatment group. “If control group members
die at a higher rate, the experimental group grows proportionately
older and more infirm than the control group. Subsequebtly, the

experimental group may use proportiocnately more services and have

a2 higher per case cost. Attrition becomes more important for studies

with longer time frames.
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Client assessment issues

A number of evaluations we reviewed also have some drawbacks
with respect to client assessment. Eich study typically uses its
own client assessment forms and categories, making it difficult
to compare clients across studies even when the clients seem to
have similar disabilities and disease levels. Moreover, client
assessments are often performed by the home health care?providers,
but the reliability of these assessments is questionable. Finally,
in a number of studies the hypothetical differences in kost of
services provided and subsequent savings between settinbs are
based on physicians or the health providers' estimates.i These
estimates may be inaccurate. |

Current studies provide
some helpful information

These methodological problems make interpreting tht evalua-

tions difficult. However, in spite of these problems much can be

learned from this work. We will now discuss some of the informa-
|

Studies and evalutions we reviewed suggest that intreasing

tion we were able to derive from these evaluations.
on some

home care services can provide improved patient outcome

measures. Three outcome measures will be discussed: patient life
span, patient contentment and patient functioning 1evelL.
|

Patients receiving expanded
home care live Ionger

There is evidence that individuals who receive exp&nded home

W

health care services live longer than those who use the currently

available health services. Two evaluations of different long-term
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icare demonstrations that used an experimental design cor&oborate
ithim view. Preliminary data from one randomized control?and
jtrwatmant group study showed a statistically longer survival
spariod for recipients of expanded services as compared to a con-
trol groups' mortality rate. Over a 34 month period, the treat-
ment group lived longer than the control group. 13/ These find-
ings are supported by a second study, of one year durati¢n, that
1also reported statistically significant differences between a home-
maker, and combined homemaker-day care sample's mortalit§ rate
‘whan compared to a control group's. 14/ In both studies} recipi-
ents of enriched home care or alternative services lived| 'signifi-
cantly longer than control groups when traditional servi&es were

available.

Home care increases
patient contentment

There is general agreement that patients receiving ﬁome care

services are more content and their mental functioning a%so im-

"proves. In the Triage program, clients' perceptions of their

' health showed marked improvement. Information from the On Lok

program and other studies also suggests improvements in #he level
of contentment. |

Evidence on increased patient |

functioning is inconclusive

Whether home care services actually increase patienks func-

f

I
I

tional abilities is unclear. Some studies report that pktients

who receive home care improve their functioning; others report

the opposite results. The discrepancy can be explained a number
|
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of ways. The population under study is generally chronidally ill,

with decreased functional abilities. Further, in studies using

‘contrcl or comparison groups members of these groups may die at

‘a proportionately higher rate than members of the experiﬁental

3groupa. To the extent that this occurs the experimental’groups

1
{
(
ll
i
i
{
\

\
!
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thareforu will have a higher proportion of the elderly, infirm,

and dysfunctional patients, since they live longer.

Results from an evaluation of the. functioning of in ¢ viduals

‘placed under either home health or nursing home care sert ces re-

gztgg a greater improvement in the home care sample's ev el of
functioning. 15/ Patients treated in the On Lok demonst#at%on

also showed some improvement or no change in activities of daily
living. 16/ On the other hand, a more recent study usinb a rigor-
ous design indicated a daterioration‘in the physical actﬁvities of
daily living for the experimental group. 17/ This study}examined a
long term demonstration program in Chicago offering comprehensive
services that included physician's visits and chore serv}ce. The

experimental group, however, was older than the comparison group

for this study. This may explain their lower levels of functional

abilities. f

Can costs be contained if
gervices are expanded?

It seems likely, based on our review, that expandiﬁg the
types of available home health care services and increa%ing the
numbers of people who would be eligible for this care w#uld in-

crease Federal health expenditures. It has been hypothésized

however, that some of the increase would be offset by tﬂe

16




accompanying reductions in institutional costs. We reviewed the
research and evaluations to examine whether expanded home care

services can be provided cost-effectively and how the aépropriate
placement of patients can aid this cost reduction or containment.

Home care can reduce
hoantaT Tonqtﬁ of stay

Studies in the early 1970s used the judgments of pﬁysicians

and other experts to estimate the number of hospital days that

‘could potentially ba saved by making home care sarvices‘available.

Of the nine studies we examined, the estimated average %umber of
hospital days avoided per patient transferred to home sérvices was
13.3 days. These studies reported estimaﬁes.ranging fr&m an
average of 3.5 to 22.6 hospital days saved. 18/ This positive
finding is substantiated by more recent and methodologi¢ally im-
proved evaluations. For example, a 1976 stﬁdy using raﬁdomly
agsigned treatment and control groups reported an avefaée length-
of-stay reduction of between one and 3.5 days for the e#perimental

|
group in 5 of 13 diagnostic groups, without compromising clinical

outcomes. 19/
Since the Federal government paid 41 percent of th# nation's
$85.3 billion hospital bill in 1979, any reduction in dfys paiad
for would potentially produce savings. 20/
The effecta home care has on

hospital admission/readmission ~
rates are inconclusive

One way home care could result in hospital cost savings is

by reducing the frequency of admissions or readmissions| to hospi~

tals. By stabilizing chronic illnesses home care could

17
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theoretically reduce the need for hospital admissions for the
- elderly. However, whether or not expanded home care aerbices

~actually reduce patient admissions and readmissions is not clear.

j Studies that relied on estimating techniques reported a small

- number of hospital days saved by home care, while studi@s using

more rigorous designs find no savings with home care. #wo other

studies reported an increase in institutional.utilizatidn. We

are unable to dtaw conclusions because of design probleﬂa and

conflicting findings in these studies.

Findings from some relatively well designed stud134 (al-
though not without fl&Wa) suggest that community placement has no
effect on hoapital admission and readmission rates. Preliminary
statistics released from a Health Care Financing Admini%tration
demonstration project indicate that there was no statiaﬁically
significant difference in the use of in-patient service$ between
randomly assigned community care recipients and the con%rol group. 21/
Another researcher reported similar results using rando#ly assigned
treatment and control groups. Elderly clients receivin% several
additional services showed no difference in hospital us
when compared to members of a control group receiving ttaditional

services. 22/ j

Other studies that had randomly assigned treatmentﬁand con-
trol groups did find that the treatment group was signikicantly
more likely to be institutionalized than the control ngup. In

thaae studies the observed higher hospital use for the rome care

sample was attributed to the detection and treatment of illnesses

|




that otherwise would have gone unreported. 23/ One study termed

3 this phenomenon "social visibility," where at-risk clients come in

; contact with a service system and are more likely to be encouraged

% to enter institutions sooner. gﬁ/ Although this may beian area of

expanded use of services and increasé€d costs, it could ﬁrovide care
~to the elderly who would not otherwise be served.

The effects of home care on
hospital backup are unknown

Hospital backup is a special case of appropriate piacement.
This refers to patients in acute care hospitals awaitin‘ transfer
to chronic care settings. These patients are referred #o as
occuﬁying "administratively necessary day beds". Annual surveys
of New York hospitals indicate that this problem is sev%re and
getting worse. 1In 1979 there were 3,961 Medicare/Medicaid patients
awaiting alternative placement; in 1980, there were 4,4#4. The
average wait for these patients increased from 53 days in 1979 to
over 74 days in 1980, a 40 percent increase in one yearj 25/

A number of people have hypothesized that availability of
home care services can provide alternative .placement for backed-
up patients. However, little work has been done to test this
hypothesis and whether the type(s) of patients backed—u# ip hospi-
tals are candidates for discharge to home care is unkno#n. From
the patient descriptions provided in two studies, it is&difficult
to tell if these patients were inappropriate hospital piacements.
We still do not know 1f, or to what extent, expanded home care can
reduce hospital back-up. However, this may be a promising area

for future work.
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Additional work on alternatives
t0o hospitalization 1s needed

One area for potential cost savings has received little

attention or research. Some hospitalized patients, not
classified as backed up tay be likely candidates for returning
home early. These patients, such as those needing miniﬁal care
and monitoring, could be discharged early to recuperatejin their
homes if appropriate home health services are available‘ Due

to the high cost of hospital care, some savings may consequently
be realized by any early discharge. The problem in implementing

this approach, however, is that no adequate methodology%for

identifying such patients currently exists. One recentfstudy

of home health care concluded that even under Medicare %here is
little agreement in the field as to what kind of diachafge service
is required for elderly persons who are possible candidates for
ﬁoma health care. It noted that currently “hospitalize# patients
(are) dependent upon a very uncoordinated, and in some rnstances

even haphazard system identifying their need." 26/

Reduced placement in nursing homes ’ 5
suggests 1ittle or no cost savings !

It has not been demonstrated conclusively that hom£ care

services can reduce the number of days the elderly would other-
wise spend in a nursing home. While some studies repor*ed reduced
nursing home use for the treatment group, it is difficuht to
attribute the observed difference between the treatmentiand com-

parison group to the program due to methodological probPems.
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Cost-saving is not necessarily achieved as indicated in two

studies reporting fewer nursing home days for a randomized treat-

. ment sample but higher total costs for the extended services. 27/

Such findings may be explained partly by the relative costs

' of home health care and nursing home care services. Nursing home

rates, specifically if paid by Medicaid, are fairly 1ow§while

. home care rates are often as expensive or more expensivé depending
|

upon the home services used. Estimates of the cost of 4 day of
nursing home care in 1979 ranged from $21 to $56 per daf. 28/ Due
to the number and frequency of services a home care recipient needs,
costs for this care may often exceed these rates on a daily basis.
The uncertainty about differences in the cost of s&rving some~
one in the community versus in a nursing home was raiseq in a recent
Department of Health and Human Services study. A review of research
which assessed candidates for care in either setting se%med to indi-
cate that for slightly impaired people alternatives othér than
nursing homes are more economical, but that for severely impaired
people the opposite is truel They noted, @owever, that what is not

yet known is "exactly where the breakeven point occurs, and how

to determine for which individuals and subpopulations which parti-

cular servicee and settings are cost-effective." 29/

CONCLUSIONS

Despite a large number of home health care evaluations and

demonstration projects our knowledge of the effects of éxpanding

'homa care is still limited. While we see improvements in some

patient outcomes such as longer lives and increased contentment,
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the results for other outcome measures such as physical functioning

are still uncertain. Similarly, we find that some home health

' care costs may be offset by reducing patients' length of stay in

 hospitals as already occurs to some extent. However, more can be

done. The cost effectiveness of home care as a substitute
for nursing home care is unknown. The total effect of dxpanding

home health care services on health costs is not known,fand it may

|
; never be known.

We can £ill some of the current information gaps by
--examining appropriate placement to try to deter-;
mine what patient or illness characteristics
are most economically and effectively dealt with
with in each chronic care setting. |
-~developing methods for early identification
of patients who can avoid institutionalization
by recaiying home health care or are likely
candidates for early discharge. ;
--developing mechanisms to insure thaF services |
are provided to patients who are most in need
and that the services provided actually match §
these needs.
--examining through demonstration programs if

improved reimbursement mechanisms can be

developed. ?
. |
c

This concludes our statement. We would be pleased/ to explain
\

any part of it or to answer any questions you may have.,|




APPENDIX I APPENDIX I

HOME CARE AGENCIES AND PROGRAMS

VISITED OR CONTACTED

JSan Francisco Home Health Services, Inc., San Francisco,
‘California

Mt. Zion Hospital and Medical Center, .8San Francisco, California

California Association for Health Services at Home,
Arcadia, California

Lou Angeles Visiting Nurse Association, Los Angeles, California

senior Health Care Program, Harborview Medical Center,
Seattle, Washington

Seattle Visiting Nurse Association, Seattle, Washington
University of Washington Institute on Aging, Seattle, Washington
Chelsea Village Program, New York, New York

Long-Term Home Health Care Program, Metropolitan Jewish Geriatric
Center, Brooklyn, New York

Visiting Nurse Association of Boston, Boston, Massachusetts

Community Long-Term Care Project, Spartanburg, South Carblina

Alternativa Health Services Project, Atlanta, Georgia |

Upjohn of Georgia, Atlanta, Georgia f

Ketona Program, Jefferson County Department of Health, |
Birmingham, Alabama

Community Nursing Services of Salt Lake City, Salt Lake kity, Utah
Holy Cross Hospital of Salt Lake City, Salt Lake City, @tah

Denver Upjohn, Denver, Colorado

Triage, Inc., Plainville, Connecticut (NV) 1/

Monroe County Long Term Care Program, Inc., Rochester,
New York (NV)

Pittsburgh South Hills Home Health Systems, Pittsburgh,‘
Pennsylvania (NV)

1/NV: Interviews conducted and extensive information cqllected,
but project site not visited.
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APPENDIX II

SUMMARY OF GAO REPORTS ISSUED ON

APPENDIX II

MATTERS RELATED TO IN-HOME SERVICES

Report title

Returning The Mentally Disturbed
To The Community: Government
Needs To Do More (HRD-81-152A)

The Well-Being Of Older People
In Cleveland, Ohio (HRD=77-70)

Home Health--The Need For A
National Policy To Better
Provide For The Elderly
(HRD-78-19)

State Programs For Delivering
Title XX Social Services To
Supplemental Security Income
Beneficiaries Can Be Improved
(HRD-79-59)

Home Health Care Services--
Tighter Fiscal Controls Needed
(HRD-79-17)

Conditions Of Older People:
National Information System
Needed (HRD-79-95)

Conditions And Needs Of People
75 Years 0ld And Older
(HRD-80-70)

Entering A Nursing Home: Costly
Implications For Medicaid
And The Elderly (PAD-80-12)

Evaluation Of The Health Care
Financing Administration's
Proposed Home Health Care
Reimbursement Limits 1/

|
|
E
|
i

(BERD-80-84) (HRD-80-85)

1/Letter report to the Honorable Bob Packwood and the

Honorable Sam M. Gibbons.

II-1

Date of issue

January 7, 1977

April 19, 1977

December 30, 1977

April 11, 1979
May 15, 1979
September| 20, 1979

October 15, 1979

November 26, 1979

May 8, 1980




ISSUES CONCERNING THE CURRENT

HOME HEALTH CARE SYSTEM

Our examination of some of £he issues relating to how the
current home health care system functicons, primarily focused on
Medicare's coverage of home health care. While the Federal
government also funds in-home health or health related services
through Medicaid, Title XX of the Social Security Act, gnd
Title III of the Older Americans Act, the largest expenhiture is
under Medicare.

Medicare's coverage of home health care represents one of
the fastest growing health expenditures for the Federal govern-
ment. It is estimated that in FY82 $1.146 billion will be spent
on Medicare benefit payments for home health services.:l/ This
is an increase of about 300 percent over the $287 million spent
in FY76. 2/ The number of Medicare home health visits has also
increased from 8.1 million in 1974 to 17.3 million in 1978. 3/

Medicare, authorized by Title XVIII of the SocialiSecurity
Act (42 U.SC. 1395), provides a broad health insurancefprogram
for most persons aged 65 and over and some disabled peﬁsons.
Home health services under Medicare, as defined by the Social
Security Act include:

--part-time or intermittent nursing care provided.

by, or under the supervision of, a registered
professional nurse,

--physical, occupational, or speech therapy,

--medical social services'provided under the

direction of a physician,
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