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EXECUTIVE SUMMARY

The Human Resources Administration's need to project the impact of
State Department of Social Services (SDSS) regulations requiring HRA
assessment of patient need and authorization of home health aide ser-
vices and its interest in alternative approaches through which proper
control could be exercised required an analysis of how community-based,
certified home health agencles in New York City annually provide 5,000
patients with approximately 11 million dollars of home health aide ser-
vices reimbursed by Medicaid.

The following report briefly describes the six home health agencies
serving New York City and the procedures and criteria they use to assess
patient need, authorize home health alde (and other) services, and super-
vise paraprofessional home health aides. Most significantly, home health
agencies were found to be able to assess patient need and deliver home
health aide services within one or two days of referral.

Because the Visiting Nurse Service of New York (VNS) provides almost
2]l Medicaid reimbursed home health aide services (97% of all hours of
service), an analysis of its aide-patients was conducted. From a sample
of 113 cases, patient background -- including age, source of referral,
prior home care experience, and living arrangement — was described. More
important, the allocation and use of aide service in terms of weelkly hours
of service, length of stay, and discharge reason were analyzed. This
effort identified that more than two-thirds of the cases were subsequently
referred to HRA for its home care services. This interdependence of the
two delivery systems can be abttributed in part to the need of some patients
for a transitional period of skilled nursing and personal care services
pbefore HRA home care would be appropriate. For others, aide service is
a bridge providing immediate assistance with persornal care, while HRA
processes applications for its home care services. The rate of referrals
(and their timing) varied, however, in different parts of the city, with
Fast and South Queens showing the lowest level of referral fo HRA.

Using the data yielded by this analysis of the VNS aide caseload,
projections were made of the number of HRA interventicns required by full
compiiance with the SDSS regulations calling for HRA assessment, author-
ization, and periodic recertification of aide services. An estimated
10,000-11,000 interventions, city-wide, not only would strain HRA resources,
but slow down the processing of applications for its services. [lMost
important, full compliance would ignore the interdependence of’ the cur-
rent systems, which in large part is based on the time it now takes HRA
to assess need and authorize service.

While full compliance would not be practical or cost-effective, the
irregular pattern of referral of aide patients to HRA suggests that by
taldng no action HRA would forgoe an opportunity to bring scme greater
raticnality, coordination, and control to the inferdependent systems.
Accordingly, a plan for targeted intervention -- aimed ab cases not
referred by home health agencies after 12 weeks of aide service -— was
proposed as a measure which with minimum HRA effort (300-400 interventions)
would satisfy the objectives of the SDSS regulations within the context
of New York City's complexly related home care systems.
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I. Home Health Alde Services

A. The Service
New York State Department of Social Service regulations define
hame health aide services as "persoral care and other related supportive
services provided...under the direction and supervision of a registered
professioral nurse fram a certified home health agency and, in addition,
by the appropriate agency professional therapists when the aide carries
cut simple procedures as an extension of physical, speech, or occupational

nl Like home attendant services, mosT home health aide activity

therapy.
is devoted to personal care and housekeeping services aimed at helping
i1l persons at risk of institutionalization remain in their familiar
home setting. Home health aides differ from hane attendants (under both
the present and the verdorized program) in that they can perfam such
simple, medically-related tasks as the care of dressings and catheters
and the extension of special therapies and that they work under the more
regular and intensive supervision of registered professional rurses and

professional therapists.

B. Providing Agencies

Under Medicaid, three types of organirzations are involved with
the authorization and delivery of hame health aide services: (1) municipal,
voluhtary, and proprietary hospitals; (2) cammunity-based, certified
nhome health agencies; and (3) voluntary and proprietary homemaker-home
health aide agenoies.2 These three organizational types are contractually

linked as illustrated by the following hypothetical example.

118 NYCRR 505.23 (2)(2).

2Pr'ivate physicians also serve as the primary health provider in
a small proportion of cases.
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A 50 year 0ld stroke patient, Mrs. Smith, is hospitalized and on discharge
requires a mix of physical therapy, monitoring of her vital signs by a profes-
sional nurse, and personal care services by a home health aide. Because
no hospital staff includes home health aides, the case would be referred
to the contracted community-based home health agency. Moreover, as a Medicaid
recipient without any Medicare coverage, Mrs. Smith would be directly transfered
0 the agency because the Medicaid reimbursement rate set by New York State
(115% of the commnity-based agency rate) is inadequate to meet the cost of
hospital delivered services. (If Medicare was involved, Mrs. Smith could
become a patient of the hospital home care department which would retain
responsibility for coordinating all service delivery including nursing and
aide service provided by the home health agency. But new cost 1imits set by
the Health Care Pinancing Administration which were to have taken effect July
1, 1979 do not differentiate between hospital and community~-based agencies.
Conseguently the extinction of hospital based home care is imminent if present
challenges to HCFA's.decision are unsuccessful.)

Depending on Mrs. Smith's circumstances, The home health agency could assign
one of its own staff aides or place a service order with a contracted voluntary
or propristary homemaker-home health aide agency. If a contract aide were
assigned, that agency would bill the home health agency, whose nursing stall
would be responsible for supervising the worker. Should the certified home
health agency provide its own aide, the homemaker-hcme health aide agency would
not be involved in service dellvery. Finally, the home health agency, would bill
Medicaid $7.61 for each hour of aide service delivered to Mrs. Smith.

Accordingly, the hub of the home health alde service delivery system

in the commnity-based home health agency. With rare exception,3 it is

3Jacobi Hospital's Home Care Department provides its own nursing
supervision and contracts with Upjohn for aide service. In 1978
36 patients received home health aide services, reimbursed almost
exclusively by Medicare.
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always integral to the assessment, provision, arg supervision of hame
health-aide services. It therefore would be appropriate to describe
riefly the six camunity-based home health agencies serving New York City.

1. Visiting Nurse Service of New York

The Visiting Nurse Service of New York (VNS) is by far the city's
largest hame health agency serving in 1978 about 56,000 different patients
in Manhattan, Bromx, and Queens through 363,104 professional and 421,527
home health aide visits. Fees for these services exceeded 22 million
dollars and supported —— in addition to 512 administrative, busiress,
and special therapy staff -~ the full-time equivalent of 271 nurses and
133 home health aides. Through contracts with Self-Help, Upjohn, and
Path, VNS purchased the equivalent full-time service of 1,036 contract
aides, who delivered over 1.8 million hours of hcme health aide service.

UNS delivers services through seven District Centers -- two in both
Manhattan and the Brorx and three in Queens -- and its central headquar-
ters in Manhattan. While intake, billing, and utilization review are
organized centrally, each District Center is responsible for case assess-—
ment, service delivery, and supervision.

2. Visiting Murse Association (Brooklyn)

The Visiting Nurse Association (VNA) serves approximately 28,000
patiehts in the borough of Brooklyn. In 1977 VNA delivered approximately
115,000 nursing and therapy visits and 33,000 home health aide visits
through its four district centers: lHNorth, East, South and West Brookiymn.
Fees for these services were approximately 3.7 million dollars.

Tn gereral, each of the centers is staffed by one Senior Supervisor,
three to four Assistant Supervisors, 25 to 30 nurses, four hcme health
aides, a certified social worker, a physical therapist, five business
agents, and support staff. VNA contracts with Self-Help, IRAGS (Brooklyn--

itian Ralph Avenue General Services), and the Federation of the Handi-
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capped for additional home health aide services. Unlike VNS, intake at
VNA is the responsibility of each district; only billing and utilization
review are dealt with centrally.

3. Nursing Sisters Home Visiting Service, Inc.

Brooklyn is also served by the Nursing Sisters who, in addition to
operations in Nassau and Suffolk counties, maintain offices in Park
Slope, Marine Park, Bay Ridge, and I’f‘}.a’cbush.LL Brooklyn accounts for
approximately 60 percent of the agency's activity: an estimated 1978
caseload of ,200 different patients that received 28,000 nursing visits,
14,000 home health aide visits, and roughly &,000 physical, speech, and
occupational therapy and social work visits. Fees for these Brookliyn
based services approximated 1.2 million dollars.

Fach of the Nursing Sisters Brooklyn offices is directed by a
cocordinator of health serﬁices who supervises (depending on office size)
5 to 10 nurses, 1 to 2 home health aides, one part-time social worker,

2 to 3 clerical staff, and contracted therapists. In addition, Nursing
Sisters contracts with Self-Help and BRAGS for home health aide services.
Billing and utilization review are the responsibiiity of fThe central
office, but intake, assessment, service delivery, and supervision are
hendled by the district offices.

4, Group Health Insurance: Haue Health Homemakers Service

GHI's hame health agency, which was certified in June 1976, presently
serves patients in Maphattan and Queens. In 1978, its second full year
of operation, GHI served 673 patients, of whom approximately 40 percent
lived in Manhattan and 60 percent lived in Queens. GHI delivered, in

1978, 5,053 nursing visits and a total of 2,915 special therapy visits;

uNursing Sisters does not serve the Williamsburg, Brownsviile, and
East New York neighborhocds.



the latter rumber reflectirg its particular interest in physical, speech,
and ocecupational therapy.5 GHT also made 6,640 hane health aide visits
amounting to almost 25,000 hours of service.

At the close of 1978, GHI staff for both its Manhattan and Queens
certters included two supervising nurses, the full-time equivalent of 10
rnurses, two and a half physical therapists, one speech pathologist, one
oceupational therapist, 27 home health aides, and four support staff.
Unlike other home health agencies which contract for home health aides
with separate organizations, GHL draws on its large complement of home-
makers - home health aides to f£ill work assignments. Intake, billing,
and utilization review are dealt with centrally, and each center assumes
responsibility for patient assessment, service delivery, aryl supervision.

5. Visiting Nurse Asscciation (Staten Island)

VNA/SI is the only certified home health agency on Staten Island.
Tn 1978 it served 3,797 patients through 38,381 professional visits and
11,799 hcme health aide visits accounting for approximately 1.5 million
dollars in fees. At any one point in time VNA/SI has an active caseload
of approximately 750 patients.

located in one office, VNA/SI has, in addition to administrative and
special therapy staff, 32 nurses and 11 staff home health aides. The
agenéy contracts with Richmond Hame Needs and Homenakers Upjohn for

approximately 25 contract aides.

6. Dominican Sisters of the Sick Poor

The Dominican Sisters hame health agency maintains five offices:
Ossining, Hampton Bays, North Bronx, South Hromx, ard Harlem. Because

4ts Harlem office nas not delivered home health aide service in 1979,

SEW camparison, VNS delivered 11,479 special therapy visits and
348,140 nursing visits.



the following brief description is confined to services delivered in
the Bronx, where almost half (45%) of the agency's total caseload resides.

Tn the first half of 1979, the agency served 653 patients in the
Bronx with 3,295 nursing visits. In addition, the Daminican Sisters
offer physical therapy, social work, and (in the South Bronx only) ad-
vocacy services. In the same pericd, a total of 51,539 hame health aide
visits amounting to 20,439 hours of service were delivered by eleven
staff aides and contract aides fram Self-Help. DMost of this service was
delivered in the North Bronx, as caseload data for December 31, 1978
show 51 of 113 (U45%) North Bronx patients received hame health aide ser-
vices as compared to 18 of 135 (13%) South Bronx patients. Of the total
agency's home health aide service, Medicaid paid for 59%, Medicare for
19%, ard 22% were delivered without reimbursement.

The organization of the Dominican Sister's district cffices and the
assessment ard supervision precedures used by agency staff are similar
to those described for other cammunity-based home health agencies.

C. Agency Procedures

1. Assessment

With only slight — and apparently not significant -— variations,
each of these cammunity-based home health agencies follow similar opera-
tionél procedures. Most agency referrals originate with hospital discharge
or hame care departments (in excess of 75 percent) and regardless of
likely reimbursement scurce are processed similarly. Cases are assigned
for rursing assessment by geographic responsibility within each agency
and district center. All agencies stated that cases can if necessary be
assessed within 28 hours of referral and that most cases are assessed
within a day or two of referral.

The nursing assessment draws on the physician's orders and an eval-

uation of medical and sccial needs as determined by tlhe home visit.
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All agencies appear to meet their assessment responsibiiity swiftly and
thoroughly. Moreover, in cases where a particular service such as home
health aide is unquestionably indicated at the time of referral, the
nurse can arrange to have an aide accompany her on the assessment visit
so as to explain the patient's needs and irmediately initiate service.

The rurse develops a plan of care which is reviewed by at least one
supervisory level. The plan should take into account patient needs
and resources as well as any limitations imposed by the identified source
of reimbursement. If home health aide service is required, the decision
to assign a staff or contract alde is shaped by several criteria of which
the most important are hours of service and complexity of the patient’s
needs. The agencies usually assign a contract alde to cases requiring
more than three hours of service fouwr times weelly which do not present
overriding ccmplicating factors. taff aides generally are reserved for
priefer and more infrequent visits. The decision to assign a contract
aide is influenced, however, by the contract agencles' greater ease and
spesd in identifying workers for either full time placements (i.e., 35
hours/week) or a placement that can be cambined with one other to constitute
a full work weeX. This consideration is vital to gnployees wWhose wWages -—
which generally range fran $3.25 to $3.50 per hour — require the
guarantes of full vork weeks.

It should be roted that as personal care services accaunt for an
increasing proportion of hame health agency services — almost half of
211 visits made and a substantially larger share of staff and contract
service hours — that patient assessment, service planning, and the super-
vision of paraprofessional aides have emerged as primary tasks far the
cadre of professionsl nurses. It appears that these professionals can-

plete the assessment and service plamning te

{n

les swiftly and thoroughly.
Care, appropriate both in kind and amount, can be provided within 2u

hours of referral.



2. Aide Supervision

As noted above, the supervision of paraprofessional home health aides
nas becane a major responsibility far the professional gsbaff of home
health agencies: one addressed through various canbinations of site
visits, extensive record keeping, and telephone checks. A1 aides are
visited by a nurse when first assigned to a patient, and this "placement
visit" focuses on explaining the care plan and services to be delivered.
If required, the nurse uses this visit to give the aide any special
training or instruction.

Following this initial visit, the patient is regularly vigited by a
supervising nurse: at least every two weeks for Medicare patients and
at least once a month for others. Pecause nurses visit a large propor-
tion of cases weekly or bi-weekly to deliver nursing services, monitaring
of home health aides is, in effect, often more frequent than indicated
by the schedule of supervisory visits.

While direct cobservation of the patient and aide constifute a major
element of nursing supervision, records maintained by the aide also play
a significant role. Fach agency requires both staff ard contract aides
to camplete & time and activity log far each visit made. These standard-
ized logs are sent in weekly or daily by the aide and become a part of
the ﬁatient record. They enable supervising nurses to check on hours of
service and to compare ordered services with reported services. Though
obvicusly not foolproof, activity logs permit nurses to check whether
unauthorized services (which might harm the patient) are delivered and
whether aides are failing to give services required by the plan of care.

Two agencies, VMA and VMA/SI, require contract aides to call central
office daily. Others use the telephone to spot check aide punctuality
in cases whers there is any suggestion of poor performance.

Finally, it should be noted that the assigyment of a nurse to each



case and her familiarity with the patient ard aide constitute a critical
reference point for all parties. Camplaints and questions can be easily
directed to a known professional who is capable of quickly respording TO
the situation. Access to this type of direction is critical to the quality
of care delivered by peraprofessionals to debilitated and often dependent
patients.

3. Reauthorization and Utilizabtion Review

The need for hane health aide services is periodically reviewed
by senior administrative staff of each home health agency. Cases in
which care is coordinated by hospital home care departments are formally
reviewed and reported on monthly. All other cases are reviewed at least
every 60 days. And all cases are reviewed for the appropriateness of
services upon discharge.

Utilization review procedures require the selection of a sample of
cases representative of the agencies' services, including hame health
aide. Quarterly utilization reviews conducted by milti-disciplinary teams
of senior staff evaluate the necessity of admission, the length of stay,
the use of services in terms of over- or under-utilization, and the
completensss of case records., At VNS, for example, the utilization
camnittee comprises patient service supervisors, staff nurses, and the
quality assurance coordingtor. Its assessment of the appropriateness
of service planning and delivery of aide service during the period from
Jaruary to June 1979 found underutilization to be more of a problem than
over utilization, both in terms of not providing a necessary service
ard not providing encugh of 1it.

D. Delivery of Home Health Alde Service

The distribution of home heslth aide service, whether furded by

VMedicaid or other fee sources, is highly skewed to areas in which VNS
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provides service. Table 1 presents an estimate of aide services provided
in 1978 and reveals far more use of aide services in Queens and far less
use in Brooklyn than demographics would suggest.6 Of the half million
aide visits, approximately 200,000 (40%) were Medicaid reimbursed.

Amorg these Medicaid cases the disparity between usaze 1in Queens and
Brooklyn is further accentuated. Almost two-thirds of all Medicaid

aide visits were made in Queens as campared to only two percent in
Brooklyn.

This disparity can be attributed for the most part to the magnitude
ard quality of VNS aide services. VNS has establiished its aide service
as a viable -— and perhaps the most attractive — option for immediate
home care services, vhich has led in turn to further expansion as hospital
discharge staff turn to VNS far service. Although historical caseload
data are not available with which to trace this pattern, VNS appears to
nave reached a critical mass which fuels the continuing expansion of
its aide service.

In the past year, VNS accounted for approximately 90 percent of the
patients receiving Medicaid/aide services and provided all but 3 percent
of the hours of service (Table 2). For practical purposes, VNS can be
considered the provider of Medicaid/hcme health aide services in New

York City. Accordingly, a closer examination of its caseload is warranted.

6Department for the Aging data for 1975 show 278,44l persons 65
ar older in Brooklyn and 269,810 in Queens.
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TARIE 2
Estimated Delivery of

Madicatd/Heme Health Aide Sarvice by Aganey

fgsney Visf.;ts , Hours . Cafeloac‘x )
e () loh132 945 1,103,688 6.7 4860 %02
na (2) 4,358 2.1 18,295 1.3 350 6.3
Deminican Sisters (3) 3,356 2.6 24,118 1.7 100 1.9
GHI (&) 676 .3 3,450 .2 3u .6
WS (5) 320 .4 1,161 51 29 .5
Mursing Sisters (8) 152 .1 720 — 15 3
TOTAL 205, 494 1,U81,432 5,388

Sources
T Deta for morbidity cases April -June 1979, projscted anrually; cassload wrojscted
fpem Jan. - March 1979 data.

3, Data for 21l cases February - Juns 1979, orojscted annualily.
orod ¥

3. Dota o Jamary - June 1975, projectsd anrmally. Sronx date adjusted Dy 2g=nCY
wide rate of 597 Medicald reimzursement.

4. Data fer January - June 1973, trojected arrually.
5. Data T

e
4, Data Cor 1973.



~13-~

II. VNS Patient Profile

A, Case Record Review

1. Case Selection

To develop a better understanding of what types of patients receive
Medicaid/home health aide services, the gquantity and duration of those
services, and their impact — at least in terms of discharge reason ~-
Vera staff reviewed the case records of a sample of VNS patients. The
selection of a random sample encountered two difficulties. First, the
total rumber of Medicaid/hame health aide patients served by VNS was
unknovn. VNS staff, however derived a rough estimate of 1,000 - 1,200
patients served in a single week. Second, The distribution of this
caseload among the seven VNS District Centers also was not lmown. To
select a represenbative sample, billing records for January 1979, or-
ganized by Medicaid number, were used. Gilven the information available
at the time of case selection, it was assumed that a sample of 125 cases
would reflect at least 10% of the caseload of each District Center.

With the ccoperation of VNS, Vera staff reviewed a total of 113
case records in the seven centers; 12 recards could not be found at the
time of Vera's visit. Subsequent to this case review, a special camputer
analysis of the VNS caselcad indicated that a total of 1,481 different
persdns received Medicaid/hcme health aide services in January 1979.
Accardingly, the 113 cases reviewed reflected a sample size of 7.6 percent
rather than the anticipated 10 percent. DMore important, the camputer
analysis revealed a caseload distribuflon among the seven District
Centers that differed from that yielded by the billing records used to
select the sample. As Table 3 shows, most of the underestimation of

caseload size was concentrated in the West Gueens and Scuth Queens centers.
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TABIE 3: VNS CASELOAD AND SAMPLE 3IZE

TOTAL

-

15
14

2

Vera Sampls VNS Caseloed Data 107 Sampls

176 13
145 1L
155 18
106 11
332 3
183 18
384 38
1,481 143

1. Derived from VNS astimatss and Jammary 1979 5illirg records.
2. Based on specdzl corputer analysis of ail VIS cases January-farsh, 1572,
3. 10% of columm 2.

Note:

Tahles 3-17 descrite the

13 sample cases zrd use the following
-
3

.
abbreviations for WIS District Centars:

Wl = YWest Manhettan

WBx = West Bronx
Wa = lWest Qusens

EM = East Manhattan
ER¢ = East Zronk
EQ = East Queens 53 = Scuth Zuesns
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Time constraints did not permit the review of additicnal cases, but this
skewing of the sample does not appear to have  significant implications

for the findings reported below. When making projections about the potential
staff demands entailed by various DSS response options (Section IV), however,
data generated by the special computer analysis describing the size and
geographic distribution of the full VNS caseload have been used.

2. Caseload Dynamics

Of the 113 reviewed cases, 79 were opened before January 1, 1979,
and 3% were opened during that month (Table 4). “Opened" refers only to
a continuous authorization for home health aide services active in January
1979. As described below, a large proportion of the cases had received
aide services prior to the current episode, but for such reasons as hos-
pitalization or the‘delivery of DSS home care, the service had been termin-
ated only to be reinstituted at a later date. For example, a patient might
have received aide service from March to June 1978 when a home attendant
was placed. But following a hospitalization in October, the patient was
Gischarged to VNS aide service in November which still was being delivered
in January 1979. With regard to hours of authorized service, length of
stay, and discharge reascn, the following analysis would consider only
the episode begirning in November. The history of prior ailde and DS3 home
care sérvices will be separately noted.

Of the 113 cases open in January 1979, 81 had been closed by October
15, 1979. The remaining 32 cases (28% of total) had received aide services
continuously at least since January 1979 (Table 4).

3. Source of Referrals

As Table 5 demonstrates, 80 percent of the 99 patients for whom the
referral source was known were referred by hospitals. Slightly more than

half (52%) were referred by voluntary and proprietary hospitals, while
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287% were referred by municipal hospitals. Not all of these patients had
been hospitalized, however, as scme were referred by emergency room and
outpatient clinic staff. Private physicians accounted for only five per-
cent of patient referrals, while other sources —— patients, patient families,
and serior centers and service programs -- accounted for the remaining

15 percent.

The pattern of referrals was roughly comparable among the seven
District Centers, with the most notable variation being the role played
by runicipal hospitals in South Queens. Here municipais referred almost
two-thirds (65%) of the patients, as compared to 17 percent in the other
six Centers. Conversely, voluntary and proprietary hospitals provided
only 26 percent of the South Queens referrals, as compared to 60 percent
of the other six Centers.

4, Prior Home Care Experience

For almost half (U49%) of the 113 sample cases, VNS records indicate
no prior home care experience. A fifth (20%) of the patients had received
home health aide services at some time prior to the current episode, and
another 16 percent had received DSS home care services (Table 6). Seventeen
patients {15% of total) had received both aide and DSS services in the past.
These data suggest the recurring need for home care either from home heaith
agenciés or DSS, as well as a significant degree of service mobility for
patients who move from one delivery system %o another. The data also point
" to the growth of the service population, as for half this was their first -
but for most probably not last — experience with home care.

5. Patient Age

Patient age, calculated as of January 1, 1979, was available in 112

of the 113 cases. As expected, most patients receiving aide service are

elderly; more than half (53%) being 75 or older, and a fifth being 85
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or older (Table 7). Less than a third (29%) of the patients were younger
than 65. The mean age of the 112 patients was 71.2 years and the median
age was 75 years. While the mean age for each District Center ranged
from 65 years in the West Bronx to T4 years in West Queens, the median age
7

for each center fell in the 70 to 79 year range.

6. Living Arrangements

VNS records indicate that slightly more than half (58%) of the 113
patients lived alone (Table 8). This figure must be used cautiously,
however, as some of those living alone zve able to draw on the resources
and -assistance of nearby family. Conversely, some of those patients who
share a residence derive no support -- and in several cases suffer —-
from that circumstence. The incidence of patients living alone is striking-
1y higher in Manhattan (72%), as compared to the Bronx (U8%) and Queens
(54%), This pattern probably reflects the impact of housing styles and
family mobility.

7. Allocation of Home Health Aide Services

Using the amount of aide service authorized for each patient as of
the first day of service in January 1979, it is possible to construct a
frequency distribution of the amount of weekly aide service authorized by

each District Center (Table 9).8 Overall, the mean amount of aide service

?This sample of aide-patients is somewhat older than the sample of

all New York City home health agency patilents analyzed in the Home
Care Association of New York State's recent study Home Care In New
York State. There3l.3 percent of the patients were younger than 65,
25 percent were 65 to 75, 30.4% were 75 to 84, and 13.2 percent vere
older than 84.

8For patients admitted in January 1979 this figure represents the in-
itial allocation. For previously opened cases it is the authorization
as of January 1. Over the course of this current admission, two-thirds
of the cases (67%) received one amount of service; 18 percent of the
patients received increased amounts of aide service; 9 percent received
decreased amounts; and six patients (5%) received amounts both greater
and smaller than the amount allccated as of January 1979.
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was 29.7 hours weekly, and the median allocation was 20 hours weekly.
Using ranges comparable to DSS home care programs, we find 30 percent of
the aide cases received from 1 to 12 hours of service weekly; 26 percent
received from 13 to 20 hours; 9 percent received from 21 to 39 hours; and
35 percent received 40 or more hours. Alithough only two cases received
2l hours — 7 days a week aide service, the comparatively high hour (LO+)
cases consumed a disproportionate amount of all services delivered.
Although only 35 percent of the caseload, high hour cases received 65
percent of the hours of delivered aide service. Conversely, the 56 percent
of the caseload allocated 20 or fewer hours of service weekly received
only 26 percent of the hours of delivered aide service.

Table 9 also demonstrates significant variations 1n service authoy-
ization by borough‘and District Center. The mean amount of weekly aide
service ranges from 19 hours in the Bronx to 32 hours in Queens to 34 hours
in Manhattan. Grouping West Queens with the two Bronx Centers however,
reveals a more interesting pattern (Table 10). While mean allocations
shift slightly, the more significant [inding concerms the distribution of
service. Persons receiving from one to 12 hours of weekly service account
for less than 10 percent of the East Queens and South Queens caseload;
roughly a third of the Manhattan caseload; and half of the combined Bronx
and WEét Queens caseload. Equally striking is the comparative distribution
of high hour cases. Only 15 percent of the combined Bronx-West Queens
caeseload received U0 or more hours weekly as compared o 38 percent in
Manhattan and 52 percent in West and South Queens.

If we assume that comparable assessment criteria and practices are
followed in all VNS centers, these striking variations would have to relate

to patient condition and circumstance. It could be assumed that persons
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living alone and persons with greater medically related needs might require
more extensive aide service. But in these two Queens centers, whether or
not cne lived along seems not to make any difference in terms of author-
ized service; 11 of 23 patients living alone received 40 or more hours
weekly as did 12 of 21 patients living with someone else. And, as described
more fully below, the need of medically related aide services also does not

9 0of the mine patients

correlate with inereased amounts of aide service.
who lived alone and were in need of medically-related aide services, only
Pive received U0 or more hours of service weekly . In sum, the general

indices abstracted from the case records do not explain the pattern of

higher hours of aide service in West and South Queens.

8. Medically - Related Aide Services

The formal wor% assignment forms prepared by VNS nurses for home health
aides specify what services are to be delivered and on what schedule.
This analysis considers all orders for catheter, ostomy, or £ye care, for
taking temperature or pulse, and for changing dressings as indicating a
need for more medically related aide service. Other patients received
typical housekeeping services and assistance with the activities of dail
living. As Table 11 shows, fewer than a third (30%) of the 113 patients
received such medically related aide services. In the Bronx, only two of
25 patients {8%) did so. In Queens the proportion rose to 34 percent and
in Manhattan to 41 percent. These data for the Bronx -— combined with
the finding that 80 percent of the Bronx patients received 20 or fewer
hours of aide service weekly --— suggest that the Bronx caseload probably

resembles that of DSS's housekeeping program. They do not, as noted above,

9Eight of 16 patients with medically related aide services received
40 plus hours, as did 15 of 28 patients without such needs.
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adequately explain the service allocation pattern in Queens.

9. Iength of Stay/Discharge Reason

geveral obstacles make it difficult to reach generalized conclusions
concerning the length of time during which patients continuously recelved
home health aide services. Among the 113 sample cases from January 1979,
32 were still active on October 15, 1979. The length of stay for these
cases is therefore not yet known. A second problem relates to exceedingly
long stay cases, such as a case first opened in 1972 and still receiving
services in January 1979. Even a small proportion of such cases — 14 of
the 113 sample cases (12%) were open for more than three years -—- distorts
the value of common measures of central tendency. As a result, it is
necessary to avoid discussion of mean or median length of stay and focus
on distribution pat%erns of different case types.

The following analysis will examine the length of stay, discharge
reason, and relationship with DSS home care for cases receiving less than
40 hours of aide service weekly and for cases recelving 40 or more hours
of service. For all cases in each category, the length of stay in weeks
was calculated, and the findings are summarized by four week intervals
(Table 12 and Figure 1).

Ameng the T3 cases receiving less than 10 hours of aide service weekly
almost-20 percent were discharged within four weeks, a third within 12
weeks, almost half within 20 weeks, and almost two-thirds within 36 wesks.
Patients recelving 40 or more hours weekly were discharged at a slower
rate; only five percent in the first four weeks, & quarter within 12
weeks; a third within 20 weeks; and a half within 36 weeks. Figure 2
suggests that the discharge rate of high hour group is in large part due

to the relative lack of diseharges in weeks one through 12.
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If we examine cases closed within 36 weeks of service a strong
relationship with DSS hame care services is foand (Table 13). Thirty-six
of the 46 low hour cases (78%) were referred to DSS far home care, with
32 patients beirg transferred to DSS services and 4 discharged to hos-
pitals with pending applications. Fifteen of the 20 high hour cases
(75%) were referred to DSS, with 11 transferred and 4 discharged with
pending applications.

Farty-seven cases remained open longer than 36 weeks., OF the 27
receiving less than 40 hours weekly, 18 (67%) were referred to DSS:
five were transferred to DSS services, two were discharged with pending
applications, and 11 applications are still pendirg (Table 14 and Figure 3).
Only nine of the original 73 low hour cases (12%) were neither closed
by week 36 nor referred to DSS for hame care. 0

Of the 20 high hour cases open longer than 36 weeks, nine (45%)
were referred to DSS: five were transferred, one was discharged with &
pending application, and three are still awaiting DSS services. All of
the 11 non-referred cases remain open. Thus 11 of the original 40 high
hour cases (28%) were neither closed by week 36 nor referred to DSS far
services.

As Table 15 demonstrates, slightly more than two-thirds (69%)
of the 113 cases were referred to DSS, while only 18 patients (16%) con-
tinue to receive aide service without any referral to DSS. District
Centers, however, vaired in their reliance on DSS home care services.
Table 16 shows that the Queens centers - especially East and South

Queens -- referred a significantly smaller proportion of cases to DS,

1OIt is difficult to determine from the case recards, but 1T appears
that many cases open longer thanh 36 weels were referred to D33 well
vefore that time.
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FIGURE 3: CASE STAIUS,
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Moreover, only four of the 54 (7%) Manhattan and Bronx cases remain open
and anly one of these has not been referred to DSS (Table 17). In
Queens, however, 26 of the 59 sample cases (4U%) remain open, and 17

of those 26 (65%) cases have not been referred to DSS. In Scuth Queens
alone, 11 of 28 cases (39%) remain open without a DSS referral.

B, Observations

A thorough explanation of these varying patterns of aide service
allocation and use would require far more case specific information.
Nevertheless, it is possible to discuss briefly same of the Tacters which
seem to lead to higher allocations, longer periods of service, and less
reliance on DSS in Scuth and East Queens.

The issue of higher hours can be viewed separately fram length of
stay ard DSS referral, although these issues can be subsequently related.
Wy Seuth and Eaét Queens have a significantly larger proportion of their
caseload receiving U0 ar more hours of service weekly should relate to
patient need. Vhile imprecise diagnostic labels shed little light on
this issue, it is possible that hospitals in these areas —- the majar
referral source — think first of VNS home care (including nursing,
therapists, and aides) for patients who in other parts of the city might
be referred directly to DSS's home attendant program. This referral
choice might well reflect hospital staff's past difficulty in quickly
obtaining home attendant service. It also could be influenced by an
opportunity to maximize Medicare reimbursements which a VNS referral
would permit.

VNS district staff in Queens, especially the East and West Centers,
raised the difficulty in gettirng DSS services because of poor transporta-
tion. Hame attendants and housekeepers are drawn primarily from the ranks

of the minority poor, who are not found in large numbers in these areas.
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Due to the diffieulty in travelling fran areas such as Bed-Stuy to

Fast and West Queens, DSS often authorizes hame care but cannot place

an appropriate worker. In South Queens, however, this explanation should
not apply, yet this District Center has the lowest rate of referral

for DSS hane care.

Accordingly, the response of DSS to referrals for hame care could
influence the Queens service patterns. A perception by hospital and VNS
staff of slow response could account for initial referrals to VNS and
its subsequent tendency not to refer cases to DSS. Ard here we must
also consider the likelihood that perceptions change less quickly than
reality.

The interaction of hospital utilization review standards and VNS
discharge policies also centribute to prolonged lengths of stay for same
patients. Utiliiation review requires patients stiil in need of fteaching
(such as diabetics) or of dressing changes to be discharged as soon as
acute care is no longer necessary. Discharge planners at Gueens Hospital
Center, for example, refer cases requiring skilled rnursing -— many of
which also need aide services --— to VNS not DSS and VNS, Accordingly,
as utilization review in hospitals has beccme more effective, the demand
for nursing and aide services has, ard will contirme to, increase.

VNS will continue to deliver aide services to patients requiring
skilled mursing and refer cases needing long-term housekeeping or per-
sonal'care assistance to DSS only when the provision of sldlled rursing
services has berminated. Referral to DSS comes only when VNS nurses
assess a patient as having moved fran recuperative to chronlc status.
These policies would contribute to a slower rate of referral far DSS

home care.
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Another Factor raised by VNS staff in Sauth Queens which might
account for a lower rate of referral is its sense that hoame health agencies
can provide superior service. This understandable sense of seif-esteem
was strongly shaped by a dislike of the poorly supervised and of'ten
unreliable irdependent contractar-home atterdant system. Nurses, in
shart, were hesitant to transfer cases from VNS supervised and trained
aides to a home attendant of unkmown quality. In this respect professional
self-esteem was abetted by the structure and suspect quality of alter-
native services.

The imminent vendarization of the hame attendant program could help
to change these patterns. ith canmnity-based vendor agencies respon—
sible for worker recruitment, training, and supervision, DSS should be
able to initiate home atterdant services far more quickly. This will
not eliminate the need For home health aides as a hridge service between
hospital referral and DSS home care, as VNS can initiate service within
a day or two as campared to the DSS assessment procedure which contirmmes
to take at least two to three weeks. But a notable improvement in DSS's
response capability should encourage the subsequent transfer of more

VNS aide patients to DSS services.



TII. State Department of Social Services's Home Health Ajde Regulations

A, Summary of Provisions

Section 505.23 of the Cfficial Regulations of the State Department
of Social Services issued on October 27, 1978 governs the delivery of hane
health aide services. Although an explanatary administrative directive
has not been issued, SDSS expects that it will closely resemble the
directive applicable to personal care services, which notes the need
for camon methods of assessment, authorization, and case management
in personal care and home health aide service.

Tn addition to specifying the criteria for home health aide selection
and training and nursing supervision (to which hame health agency
practices conform), SDSS prescribes a process of case assessment and
service suthorization for Medicaid patients significantly different
from current prac%ices. As sumarized earlier in this report, home
health agencies assess all cases similarly regardless of the source
of reimbursement. Patients covered by Medicaid require contact with
iccal DSS only to confirm Medicaid eligibilify or to process an appli-
cation for Medicaid. At this time, local DSS plays no role in assess-—
ing the need far care or in autharizing any home health services includ-
ing home health aide service delivered by home health agencies.

The new SDSS regulations call for an assessment and authorization
process far Medicaid home health aide service which in most respects
parallels that prescribed for personal care service. In rief, SDSS
requires the following steps.

1. A request for service received by D35 is referred to a
hane health agency if the patient is determined to be MA

eligible. If a request is directed to a home health agency,
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the home health agency notifies DSS of all cases In
which Medicaid reimbursement for home health aide
services 1s presumed.

2. The home health agency obtains the physician's orders

ard forwards a copy to DSS.

3. The home health agency nurse assesses patient need;ll
develops a plan of care, and prepares recommendations
for the summary ofl service requirements. The assessment
and summary is farwarded to DSS.

4, DSS perfarms a social assessment, which ideally would be
corducted jointly with the nurse perfaming the rursing
assessment.

5. DSS compiles a summary of service requirements -- needs,
éervices, frequency and duration, name of provider,
unit cost, and source of payment — tased on physician's
orders, rursing assessment, and social assessment.

6. DSS autharizes services, with authorizations far home
health aide services not to exceed 120 days, at which
time steps 2-6 are repeated.

The regulations further require professional staff of DSS to exercise
all case management responsibilities te insure the delivery of all ap-

propriate services from the time of referral through discharge.

B. Observations

Aimed apparently at bringing Medicaid/hame health aide costs under

1lAs with personal care service assessments, a cwrrent DMS-1 will

be required; if not available the rurse will have to conciuct the
evaluation.
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greater control by the local Medicaid agency, these regulations are not
well suited to the constellation of home care services funded by Medicaid
in New York City. The regulations would work well in jurisdictions

where nome health aide and other hame care services are delivered through
either a single, comprehensive system or separate gsystems which seldcm
ccme into contact.

The Monroe County demonstration program, which assesses all Medicaid
patients in need of long term care, illustrates the comprehensive systel.
Centralized, one-stop intake would permit the coordination implicit
in the 0SS regulations. Except for jurisdictions which offer only one
Kkind of service, examples of mutually exclusive hane care systems do not
come readily to mird.

As the discussion of VNS discharge patterns demonstrates, most
home health aide‘patients in New York City are engaged in both the D33
and hane health agency hane care systems. The high incidence of inter-
action reflects an imperfectly rationalized, interdependent system
through which the swift delivery of aide services constitutes a transition
or bridge to long~term maintainance with DSS hane care services. For
scme patients this transition requires skilled nursing and atde services.
Far others, aide service 1is restricted to assistance with housekeeping
or personal care, which these patients require immediately upon discharge
frcm a hospital. Whether for the skills involved or the speed at which
service is initiated, the VNS data show that more than two-thirds of
the aide caselcad use the service as a bridge to DSS hane care services.

The SDSS requirement of a DSS social assessment and authorization
of service prior to its initiation would vitiate the practicality of this
imperfect system. To fulfill this requirement would unreasonably gdelay

the initiation of aide service which is critical for medically unstable
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patients and being delivered to others percisely because of the time it
presently takes DSS to autharize its home care service.

Before estimating the effart required to comply fully with the
SpSS regulations and exploring alternative responses, it would be appro-
rriate to review the basic camponents of hame care service in New York
City and the issues they raise:

Wnat type of hane care a patient receives is determined by three
key questions: (1) Who pays for the service? (2} What does the assess—
irg agency deem to be appropriate service ? {3) What structural impedi-
ments or incentives shape the delivery of service? A patient with
Medicare insurance would be entitled to a limited amount of nhame health
aide service if certain prerequisites are satisfied. In brief, if the
patient requires aide services to support the delivery of skilled rursing
services and if these aide services do not exceed 20 hours per weelc,12
Medicare will pay for up to 100 skilled visits -- including nursing,
therapy, and aide -- following hospitaliiation under Part A or without
prior hospitalization under Part B. Thus, if a Medicare beneficiary
does not require a plan of care built on skilled nursing or if the aide
service required exceeds 20 hours weekly, Medicare will not provide
coverage. Snould the patient's needs meet these criteria, Medicare -
benefits are exhausted after 100 visits.

A Medicaid eligible patient enjoys more options. In addition
to eligibility for home health aide service -— without restrictions on
the weekly amount, duration, ar need for skilled nursirng - DSS home care

services, ranging from housekeeper to hememaker to home attendant, are

12sth hane health agency justification, the 20 hour limit can be.
but, according to VNS, seldam is increased.
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available. Consequently, hospital discharge staff can, dependirg on their
evaluation of client need, refer Medicald patients elther to a hane
health agency or to DSS, or, as we have seen, to both.

Patients deemed to need skilled nursing and assistance with house-
keeping or personal care should be referred to home health agencies.

For patients covered by Medicare as well as Medicaid, the hame health
agency is required to maximize Medicare reimbursement before seeking
Medicaid reimbursement.-> Tf covered only by Medicaid, the patient should
receive skilled nursing and aide service until the sidlled nursing is

no longer needed, at which time the cases should be referred to DSS

for its home care services.

Medicaid patients without slkilled nursing needs should be referred
directly to DSS. But, as we have seen, delays in DSS service initiation
have encouraged é pattern of dual referrals: one fto the hane health
agency for immediate service until the second to DSS has been processed
and service authorized.

A third factor influencing home care service is the organization
of the work force. Service allocations in DSS's home attendant programn
long have clustered arcurd 40 hours weekly, partially in response £0o
the workers' need for a full work week. DSS housekeeping clients, who
receive fram four to 12 hours of service weekly, are served by workers
who custamarily combine two or three assigmments to constitute a full
work week. Among the home health agencies, the work patterns of staff

aides on agency salary are roughly comparable to DSS housekeepers, as

13Home nealth agencies were unable to provide data describing the
magnitude of Medicare maximization. While agency staff unifamly
described the priority assigned to Medicare maximization, data
describing the number of patients served first by Medicare until
reaching the 100 visit Limit or no longer needing skilled nursing
and subsequently served by Medicaid were not available.
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they sperd short periods of time with several patients over the course
of a week.

Patients receiving more than 12 haws of aide service weekly are
served by aides secured through contracts with voluntary and proprietary
homemaker-heme health aide agencies such as Self-Help and Homemakers
Upjohn. Discussions with staffs of the Tome health and contract agencies
suggest that the forces which encourage the clustering of hame attendant
service allocations around 40 hours per week also strorgly influence the
allocation home health aide services. The need for a full wark week
canbired with often inadequate transportation and the difficulties of
scheduling worker assigrments unquestionably contributes to a similar
pattern. Among the 133 sample cases, for example, of the 50 cases that
received more than 20 hours of service weekly, only 10 received less than
40 hours of service weekly.

The VNS caseload data described above and this general overview
of the provision of hame care raise several questions concerning the
interdependence of the system's reimbursement scurces, service programs,
and workforce.

° How rational or effective is the present system's irterdependence?

© To what extent do hane health agencies maximize Medicare reim-
bursement? VWhat are the major obstacles to maximization and can these
be overcome? Would initial assessments of all home care patients by hame
health agencies lead to increased Medicare reimbursement?

 © Shouid DSS take a more active posture in assuring that aide patients
noe longer in need of skilled services be referred To more appropriate and
less expensive DSS services? What actions would this involve ard what
would they cost?

° Given the impression gained from the case record review that
most aide patients receive no more than housekeeping and gersonal care
services, should these patients in fact be assigred aide services? Or
should they receive skilled rursing ard needed therapy from the hcme health
agency and housekeeping or personal care services fram DSS? ¥hile cost
effective, would such a division of services affect quality of care?

Or is this concern overstated in light of the prevalence of contract aide
service in the present system?
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° are the distinctions drawn first between housekespers and personal
care workers and secord among the personal care workers --— homemakers,
hane attendants, and hame health aldes — major obstacles to more reational
service allocations and cost—contairment goals? Would the meshing of at
least the personal care titles permit greater Tlexibility in scheduling
and perhaps diminish the incentlves for L0 hour allocations? Should all
£itles be meshed to permit maximum flexibility? Could patients be assigned
to home care workers, reimbursements claimed from third party payors, and
home care workers paid according to a sliding scale pegged to the tasks
required?

© Do alternatives exist to the present home health agency provision
of interim aide service pending DSS assessment, authorization, and
ipitiation of its services? Are the numbers of such cases adequate to
suggest the employment by hcme healbh agencles of housekeepers arnd home
attendants, who vwould be reimbursed at lower rates than home healt
aides? Alternatively, could home health agencies, after assessing patient
need, refer likely housekeeping clients directly to housekeeper verdors
who would provide service on the basis of presumptive eligibility? Far
patients in need of home atterdant service, could such a direct referral
mechanism operate ornce the program 1is vendorized? If not feasible with
vendors, should HRA employ a core staff of home care workers to fill
these interim, presumptive service needs?

°© Tf the vendor referral mechanism cited above was feasible, could
home health agencies become the initial intake point for all home care
in New York City? Would this maximize Medicare and other third party
reimbursements, while containing Medicaid costs through the provision
of the most appropriate and least costly service package?

Answers to these questions will shape the future delivery of home
care in New York City. The following section, however, is confined to
analysis of the effort required to comply with the ISS regulations
governing rome health aide services. Tt also considers the potential
consequences of DSS taking no action and the possibilities of limited

NSS intervention aimed at some greater rationalization of the present

home care system.
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TV. Potential HRA Hesponses

The following material attempts to evaluate the potential costs
and benefits of several different responses HRA could make to the 3DSS
regulations governing home health aide service. These options do not
describe all possibilities, but are offered to define two extreme ard
me middle range response.

A. Full Campliance

Full compliance with SDSS regulations would require an initial social
assessment of all persons referred for home health aide services, prior
suthorization for the delivery of aide services, and ongeing case manage-
ment tasks including responsibility foar all changes, terminations, and
periodic extensions of service.

Projections based on VNS data alone suggest that full compliance
with regard to adﬁissions, tefminations, and recertifications would entail
a significant demand on HRA staff resources. When projected annualily,
data for January-March 1979 indicate 1,060 new cases in Manhattan, 908
in the Bronx, and 1,720 in Queens: a total of 3,688 new admlssions each
requiring a social assessment.lu '

To gaEge the demand for discharge and recertification interventions,
the histories of the 57 cases (of the 113 sample cases) admitted from
November 1978 through Jaruary 1979 will be used. All 18 Manhattan cases
and 15 of the 16 Bromx cases had closed by October 15, 1979, thus sug-
gesting that in these boroughs all admissions would require a subsegquent
discharge intervention within a year. In Queens, 19 of 23 cases {(83%)

closed, indicating an annual projection of 1,420 discharge interventions.

lMSDSS regulations specify social assessments far all cases in which
hane health agencies receive a request for aide service. This
analysis deals only with admitted cases, thus urderestimating the
potential number of initial assessments.
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Admissions and discharges thus would generate an estimated total of
7,526 interventions anmually: 2,120 in Manhattan, 1,816 in the Bronx,
and 3,140 in Queens.

Added to these tasks would be the need for HRA approval of all
recertifications -~ extensions of service — which must not exceed a
120 day period. If only the 57 cases admitted fram November through
January are considered, we find in Manhattan that two of 18 cases would
require once recertification and one case two recertifications. Of the
16 Bronx cases, four would require one ard one case would require three
recertifications. Ard in Queens six of the 23 cases would require one
recertification, one case would require two, and five cases would require
three. Extrapolating this small sample to project the mumber of recertifi-
cations reaquired by all cases admitted over a nine month period15 shows
that the Manhattaﬁ caseload would call far 176, Bronx 296, and Queens
1,287 recertifications.

FEstimating the number of recertifications generated by the old case-
load — those patients admitted before Jarmary 1979 — is more speculative.

t it is probably conservative to project an average of one recertifi-

cations for each old case active in January: a total of 233 in Manhattan,
285 in the Bronx, and 756 in Queens.

VNA data far Brooklyn project approximately 475 interventions:
225 admissions, 225 discharges, and 25 recertifications (see Appendix A).
Because the caseloads of the other home health agencies operating in
the city are so small, a four borough estimate of HRA interventions over
a 12 month period would approximate 10 to 11 thousand, not including

changes in service or any other case management task (Table 18).

15This allows 13 weeks to lapse in a 52 week period and yields the

number of recertifications in the first year of operation.



TARLE 18 ’
FROJECTED SR ACTICNS: TULL COMELTANCE

TIEE CF ACTICN

Forough Admdsgion Dischzrze Racg.igigﬁ::i:n F_ecg_wlgi.%-sc:::icn Total
Maphartan 1,060 1,080 178 233 2,329
oy d 308 508 286 285 2,387
Quaar 1,720 1,420 1,287 738 3,133
Becklyn 225 225 —35. —_— 473
TOTAL 3,513 3,813 1,734 1,274 10,58%

This projection of ERA interventions is quite rcugh in large part
due to the present interaction between the home health aide and HRA
hane care caseloads. A significant proportion of aide patients are
discharged to HRA hane care services and therefore might ot require
an additional discharge intervention. Others would have applications
for HRA hane care pending when recertification would be required, thus
clouding HRA's responsibility for patient re-assesament.

Yet, even if these projections grossly over-estimate additional
HRA activities, they point to a significant Increase. UWnlle FAS and GSS
could measure impact on regular operations, it 1s safe to assume that these
increased responsibilities would inevitably slow down The process through
which FAS and GSS authorize ard deliver housekeepsr, hcmemaker, ard
heme attendant services.

Formal ccmpliance with SDSS regulations, which aim at greater

accountability and cost-effectiveness, thus would appear to generate
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significant costs. In addition to the significant demand on HRA resources
and the concomitant impact on its own hamne care services, perhaps the most
significant consequence would be the inevitable delay in the initiation

of hame health aide service. As noted above, home health agencies

can assess patient need and place an aide within one to two days. Patients
just discharged fram acute hospltal care and in need of skilled nursing
and personal assistance require this level of responsiveness. The intro-
duction of MRA social assessments by GSS staff and prior authorization

by FAS staff, it appears, would lengthen the process to the point of
endangering patient health in a significant proportion of cases.

Further camplicating SDSS's requirement of prior authorization of
aide service is the fact that aide service often is used by hospital
discharge piamners as & hridge or transition between acute care and long-
term maintainance‘on DSS hane care. Utilization review requires early
hospital discharge which in some cases necessitates a relatively short
period of skilled nursing and perscnal care before the patient has fully
recuperated. In obther cases personal care or housekeeping services are
essential to patient maintainance, even though the need for skilled
nursing is not present. As a result, hospital discharge plamners of'ten
refer cases simultanecusly to both hane health agencies and HRA. This
provides for immediate aide service and starts the process for securing
HRA services in the near future.

In sum, the context of New York City's camplexly interrelated hame
care service system makes full campliance with 3DSS regulations impractical.

t would require significént HRA resources, slow down the delivery of
its hane care services, and perhaps most important seriously undermine

the utility of hame health aide service as a bridge service between
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nospital care and HRA home care. The interdependence of the service
systems preciudes full campliance as a rational, cost-effective approach.

B. lNo HRA Intervention

By taking no action HRA of course would rot alter the present systenm.
This response, however, could lead to SDSS penalties and sanctions.
Moreover, the analysis of VNS discharge data demonstrates that HRA al-
ready plays a major role in the delivery of aide service, specifically
in terms of transferring stabilized patients fran aide to home attendant
or housekeeper service. Yet the data revealed that the extent and timing
of HRA's involvement varies in different parts of the city. Although
the data are not conclusive, it appears that the procedures and mechanisms
for transferrirg aporopriate patients fram hame health aide to HRA home
care services could be enhanced, thus leading to greater Medicaid cost-
gffectiveness. Ey failing to take any action, HRA would Targoe same
potential cost savings accruing from a more rationally interdeperdent
service system, while exposing itself to possible 3D3S penalties.

C. Targeted Intervention

Targeted intervention which carefully linked increases in DSS staff
activity with the potential far Medicaid cost savings could help to bring
a greater degree of control and rationality to the interrelated systems
that deliver hame health aide and HRA hame care services. As the re-
sponsible Medicaid agency, HRA could focus its assessment and case
management resources on the most problematic home health aide cases --—
those receiving high hours of care for long pericds of time without having
veen referred to HRA. The definition of high hours ard long periods
would determine the additional responsibilities HRA would assume through

a targeted intervention strategy. Because so large a propartion of aide
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patients are referred to HRA for long term haue care, such an approach
would avoid the duplication of effort entailed by full compliance.
Yet by bringing to HRA's attention either unknown cases ar cases referred
to HRA but still awaiting service, a limited intervention strategy could
identify cases requiring priority attention. Given the higrer cost of
aide service, such an effort could help to reduce Medicaid home care costs.
For example, HRA could require notification fram home health agencies
of all aide patients at the time of their first recertification, 13 weeks
after service commenced. Notification would irdicate whether a patient
had been referred to HRA for home care (and for control purposes the
referral date), or if a referral had not been made, a justification
fear the extension of more expensive aide service.  This approach could
encoursge more careful review of patient status and need by home health
agencies and perﬁit HRA to target its resources on the evaluation of
problem cases. It also would be timed to peymit full Medicare maximization,
in that most patients would extaust the 100 visit allowance during 13
weeks of service.
If we examine the 57 sample cases admibtted between November 1978
and January 1979, we find that all 18 Manhattan cases and 16 Brorx cases
had been discharged ar referred to HRA within 12 weeks. In Queens, 17
‘of 23 new cases had been referred or discharged within 12 weeks; two cases
closed between weeks 17 ard 25; and four cases remained open without .
referral to HRA. Fran this small sample, one could project ne additional
HRA responsibility in Manhatban and the Bronx. In Queens, however,
roughly a quarter (26%) of the 1,290 cases admitted from January to
September —— 335 cases — would require notification and,if warranted,

HRA Tollow-up and evaluation during the first 12 months of operation,
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Such an approach, it appears, would satisfy the spirit of the 3DSS
regulations which aim at greater coordination, control, and cost contain-
ment. But by addressing the camplex interdeperdence of home care services
in New York City, it would not generate the significantly greater in-
creases in staff costs and processing time entalled by formal compliance
with SDSS regulations.

Accordingly, HRA could propese to SDSS - which informally has ex-
pressed interest in altermative plans - a limited intervention plan
to substitute for compliance with the regulatary procedures currently
prescribed by SSS. In this way, HRA could exercise ifs responsibility
in a cost-effective manner — a goal which neither full compliance nor
taking no action would allow.

D. A Final Observation

The suggesteﬁ plan for targeted intervention of course does not
address the basic issues (discussed briefly earlier in this report)
that will shape the future delivery of home care services in New York
City. Targeted intervention only meets HRA's immediate need to respond
to SDSS regulations governing hcome health aide service.

The city's ability to meet responsibly the growing demand for
long~term care will require significantly more thoraugh and camrehensive
measures. The effective delivery of long-term care ultimately depends
on: how the components of the contimuum of care are deflned; how patient
need is assessed arnd necessary services identified; what arganizations
provide different types of care and with what types of persommel; and
how different services, workers, and reimbursement sources are inte-

grated to provide the highest quality, most cost-effective care.
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- APPENDIX A

An Analysis of Medicaid/Home Health Aide Services
Delivered by VNA of Brooklyn, February through July, 1979

To develop some wderstanding of the use of Medicaid/hame health
aide services in Brooklyn, the billing records of the Visiting MNurse
Association for the periocd from February through July 1979 were reviewed.
Tn this time, 116 different persons received home health aide services
reimbursed by Medicaid: 93 who opened new cases and 23 who had received
services in January 1979. Extrapolating to a full year, VNA opens
approximately 225 new cases anrually ard closes approximately an equal
number. At any one time, VNA serves a caseload ranging fran 20 to 30
patients (Table 1). In terms of the receipt of Medicaid/hane health
aide service, 67 of these 116 cases were both opened and closed in the
five month period under analysis. Of the remaining 49 cases, only one
case was open from at least Jarmary through June; 21 were opened prior
to February; and 27 were recorded as still active at the end of June.*®

Minety-six of the 116 patients (82.7%) were women and 20 were men
(Table 2). The mean age of male patients was U9 years as campared to
58 yesrs for the females. Overall, the VNA aide patients had a mean
age of 57 years, and approximately a quarter fell into each of the fol-
lowirg age groupings: under 50, 50 - 59, 60 - 69, 70 or older.

As Table 3 shows, only 8 patients (7% of all 116 patients) received
more than 20 hours of aide service weskly. Seventeen patients received

only one visit before service was terminated, presumably because patient

#The 21 prior openings could be backtracked, but time did not permit
ard a different billing systen would have limited the data's use.
Billings after June have not yet been processed.
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status or alternative resources rendered the service inappropriate.

And a slightly larger number of patients — 18 ar 16% of the total —
received generally brief and infrequent visits amounting to less than 8
hours weekly. Most VNA patients received from 12 to 20 hours of aide
service weekly through a schedule of three, faur, or five bohour visits.
Twenty-four cases (21% of total) were assigned four hour aide visits
three times weekly; 47 cases (L0% of total) five times weekly; and 2
cases (2% of total) four times weekly. These 73 cases account for 63
percent of the full caseload and 73 percent of the 99 patients visited
more than once.

Only eight patients received more than 20 hours of service weekly.
One patient received four hours daily, seven days a week for a littlie
lenger than a month. Six patients received 40 hours weekly (5 x 8):
two far approximakely two weeks; one ror roughly two morths; and three
whose still active cases were opened in Jurne. And one patient received
8 hours of service daily for almost six weeks.

The length of stay can be determined from the biliing recards for
67 of the 116 patients (58%). As Table 4 shows, 54 cases (80%) were
closed within four weeks of opening; 10 cases (15%) within 5 to 8 weeks;
and 3 cases (4%9) within 9 to 12 weeks. No case that both cpened and
closed between February and June remained open longer than 12 weeks.
The mean length of stay for the 10 patients with 3 x U4 service was
3.9 weeks and 3.5 weeks for the 2l patients with 5 x U service.

Table 5 sheds some light on the U9 cases that did not toth open and
close during the February through June period. As would be expected,
these patients received hape health aide services over a longer period
of time. Roughly a quarter (26%) recelved at least 5 weeks of service

as campared to 15 percent of the other caseload. And billing records
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show only 45 percent — as compared to 80 percent — receiving less than
five weeks of service.

By arbitrarily assuming that all cases of irdefinite duration re-
ceived services for an additional four weeks, a projection of the length
of stay for all 116 cases can be made. Using this assumption, 46 percent
of the cases would receive service from 1-U weeks; 28 percent from 5-3
weeks; 15 percent fram 9-12 weeks; and 4 percent for 13+ weeks. While
this distribution is hypothetical far cases suspected of receiving more
than four weeks of service, it demonstrates that slightly less than hall
(36%) of the total caseload receive less than four weeks of service.

These data suggest significant differences between the VNG aide
patients and those served in Brooklyn by VNA. VNA serves a younger
population — mean age of 57 as campared to 71 for VNS ~ with fewer
hours of service ﬁer patient. While only 7 percent of VNA's patients
received more than 20 hours of weekly aide service, aspproximately 43
percent of VNS caseload recelved more than 20 hours of service weekly.
And VNA dischaerged patients far more rapidly than VNS. Only one VNA
patient received service for more than 30 weeks as campared to 42 percent

of the VNS caseload.
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TABLE U4

Service Use: "Cpen to Close” Patients

Allocation
Sehedule Hours/weaek #Case;'sg #Visit;, #Iburs% ]Etﬂll lerszgjh of SE?:,EJ ('»rks]}\3+
One visit — 17 25,4 17 2.4 53 1.8 W - - -
3x 4 1z 1 1k.9 117 16.7 468 15.5 7 1 2 -
Ux b 16 1 1.5 18 2.6 78 2.5 - 1 - -
5x kb 20 24 35,8 U4l 35.1 1656 55.0 17 6 1
Tx4 24 1 1.5 34 4,9 136 UW.5 - 1 - -
5x8 bo 2 3.0 24 3.4 192 6.4 2 - - -
TxB ) 56 1 1.5 ig 5.6 312 10.4 - i - -
Cther 28 11 16.4 38 5.4 122 4.1 11 - - -
TOTAL —_ &7 701 3031 54 10 3
{Bo.63) (14.9%) (4.53)
TABLE 5

Service use: Patients with opening date orior to 2/1/7%9 or
active as of 7/1/79

Aliccation

Schedule Hours/weak Cases Visits Hours Mindmam length of stay {wis)

# z # % # A 1-4 5-8 9-12 13+
3x i 12 i 28.6 T4 28,6 1,086 23.9 5 b 3 2
hxt 16 1 2.0 10 .G o .9 1 - - -
5x b 23 23 W6.9 709 63.5 2,83661.9 9 7 4 3
7Tx b 28 - - - - - - - - - -
5x8 lp y o 8.2 56 5.0 &i8 9.8 3 1 - -
7Tx8a 56 - - - - - - - - - -
Other — 7 143 63 5.7 139 3.5 4 2 1 -
TOTAL _— 4g 1,132 4,579 22 14 8 5

(44,9%) (28.6%) (36.3%) (10.2%)



