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MINUTES OF THE ___HOUSE  COMMITTEE ON PUBLIC HEALTH AND WELFARE

Marvin L. Littlejohn at

Chairperson
(Outside House Chamber)
10:30 a.m./pAf. on April 6, 1988in room ____ of the Capitol.

The meeting was called to order by

All members were present except:

Committee staff present:

Conferees appearing before the committee:

Chairman called meeting to order (Outside House Chamber), when
quorum was present.

Chair asked wishes of members in regard to unapproved minutes.

Rep. Weimer moved minutes of March 24,28,29 be approved as written.
(There is one set for March 24th, two sets for March 28th, one

set for March 29th.) Motion seconded by Rep. Cribbs, motion carried.

Chair recognized Rep. Branson. She noted over the past two years
she has learned there is a critical problem with training, payment
and delivery of health care services in the home setting, and she
distributed copies of her request of Chairman that an Interim Study
be held on these matters. (See Attachment No. 1).

Chair duly noted a letter would be written to request such a study,
and stated if others had requests for Interim Studies to inform
him by letter and such requests would be taken under advisement.

The committee members presented Secretary Sue Hill with a gift
certificate. She was very pleased and thanked all those members
present.

(This is final meeting of House public Health and Welfare this
Session.)

Meeting adjourned 10:40 a.m.

Unless specifically noted, the individual remarks recorded herein have not
been transcribed verbatim. Individual remarks as reported herein have not
been submitted to the individuals appearing before the committee for

editing or corrections. Page 1 Of _l_.
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April 6, 1988

TO: Representative Marvin Littlejohn, Chairman
and Members

House Committee on Public Health and Welfare

FROM: Representative Jessie Branson

RE: Interim Committee Study on Problems Concerning
Delivery of Health Care Services in the Home

Setting

It has been brought to my attention over the past two
years that there exist critical problems with the various
programs involving training, payment and delivery of health
care services in the home setting.

This has been pointed out by several groups and agencies
including the Kansas Association of Home Health Agencies, the
Kansas State Nurses Association, Kansas Association of Centers
for Independent Living, the Advisory Committee on Home and
Community Based Services, the Department of Social and Rehab-
ilitation Services and the Department of Health and Environment.

In addition to a severe problem in the HCBS pro@ram re-
garding home care of severely physically handicapped individuals,
other issues are involved. The following are points of concern:

1. There are unresolved questions regarding the
requirements and training for HCBS personnel who pro-
vide in-home health care for severely physically handi-

capped persons, as well as questions over liability and
the responsibility for supervision.

2. Current law (KSA-5115) now allows only one program of \
training for persons providing in-home non-professional X/ %
health care services. })b/\\

\ /1 \J

Some groups suggest that there is need for another KQNAQ?L

category of home health worker, for non-licensed HCBS '

and home health agency personnel, who provide basic )
personal care. Such a category would require fewer

hours training than required by the only current category.



and helpful as possible,

There may be need for a change in the statutes to
allow nurses to teach nursing procedures at their
discretion to non-licensed persons, even though

such persons would be reimbursed. Currently the

law allows this only for family or friends who
volunteer their services.

(The Legislature has already approved such a proposal
by allowing school nurses to teach public school
teachers certain nursing procedures for the care of

severely handicapped students while they are attending
school.) :

Current existing problems create difficulty for co-
ordination and cooperation between state department -
programs relating to requirements and training.

In-home services generally are a savings over care
provided by an institution or an adult care home.
However, for several years Medicaid reimbursement
for home health care has been insufficient, making
it difficult for home health agencies to meet the
cost of providing services to low-income persons.

As more emphasis is placed on in-home care for frail

elderly individuals and persons with severe physical handicaps,
as opposed to an institutional setting, the delivery of services
should, in the interest of these individuals, be as effective

as well as cost-effective to the State.

Currently a number of barriers exist which the legislature could
assist in resolving. :

Therefore, I respectfully ask that our House Committee on

Public Health and Welfare endorse a request for an interim study
this summer on the issue.

Thank you very much for your consideration.




ne nighl, many years ago, | re-

ceived a call from a woman who

said: "My mother is ill and we are

trying to keep her at home but cannot af-

ford the level of services needed to care for

her. Medicaid will pay for her care in a

nursing home but will not pav for the serv-

ices she needs at home. We are bheing

forced to institutionalize her. What can
you do?” That was the dilemma.

History of the Program

In the mid 19705, the actual and pro-
jected increases in the clderly popula-
tion—those most at risk of chronic
impairment —the hias toward and overde-
pendence on the institutional care system,
skyrocketing health care cost, and prefer-
ence of palients to remain at home com-
hined to show that a shift in the focus of
the provision and financing of long-term
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care was a necessity.

Everyone was frustrated—federal,
state. and local policymakers. the health
care community, and particularly patients
and their families who wanted appropriate,
less costly care in the most preferable set-
ting, their own homes.

As a result of these problems and trends,
particularly the gaps and inequities of the
public payment system that forced persons
into institutions, the need became appar-
ent for an alternative. We envisioned a
"nursing home without walls"—a hu-
mane, less costly, and more flexible alter-
native for providing care, which would not
only address the immediate crisis but
would also pioneer a new direction in the
delivery of long-term care. Thus. we creat-
ed a program to provide long-term care
| custom-tailored to the needs of the patient
| athome. without unnecessary services and
j without requiring the patient to fit into a

fixed routine of an institution. This pro- i -

gram would assess the need for, coordi-

nate, and provide a broad range of health. -

social, and environmental services man-
aged on a 24-hour, seven-day-a-week ba-
sis. The program would make available in
patients’ homes the same comprehensive
long-term care that was otherwise avail-
able only in a nursing home.

The Nursing Home Without Walls
(NHWW) legislation was first intrnduced
in 1976. Throughout the 1976'ind 1977
sessions of the New York state legislature,
the proposal was further refined, and on
August 11, 1977, Chapter 895 made Néew
York's Nursing Home Without Walls pro-
gram a reality.

Prior to implementation, we discussed
with officials of the Federal Health Care Fi-
nancing Administration (HCFA) the possi-
bility of securing a waiver to allow
Medicaid reimbursement for services not
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ordinarily covered and in addition to the
: broad range of services authorized for the
- program. This additional array of services
t was important so that NHWW could truly
, respond to the total range of patient
¢ needs—health, social and environmen-
: tal—and more appropriately and cost-ef-
- lectively maintain patients at home. The
i Walver request was approved by the Health
' Care Financing Administration in October
i 1978, and state legislation was enacted in
. 1979 to implement the waiver.

’ How It Works

!

I The NHWW legislation established the
| essential design of the program and incor-
i purated specific features that are instru-
fmental in its continuing success as an
galternative to long-term institutionaliza-
'! tion. These key features, for the most part
i unigue to this program, distinguish it
“from the more traditional forms of com-
munity care.

Selection of providers. Participating pro-
i viders must be hospitals. residential health
[ care facilities, or certified home health agen-
Cies approved as competent and appropriate
according to specific criteria.

Partnership between provider and local
district. The program requires the jointin-
volvement of NHWW providers and local
social service departments to provide a
more comprehensive management proc-
I"ess, with mutual support and patient advo-
icaw by both agencies and a system of
. checks and balances with respect to care
planning and care costs. In private-pay
i cases, there is no social service district in-
. volvement; all arrangements are made by
 the provider in conjunction with the pa-
* tient’s physician.

Patient eligibility. Patients must be
medically eligible for care in a residential
health care facility, since the program is
intended as an alternative to institu-
tionalization. Neither age nor payor
source is considered.

Requirement for notification and refer-
ral. Patients considered for placement in a
long-term care facility must be informed
of the availability of NHWW and, when
deemed appropriate by a physician, be re-
ferred for an assessment.

Curnprehensive assessments. Each pa-
tient receives a comprehensive health, so-
cial, and environmental assessment prior
to admission and at least every 120 days
thereafter, Taken into consideration are aj|

" factors and circumstances related to the
patient’s care and condition, including the

patient's strengths and umpairments and
the potential support o family, neighbors.
and friends.

Runge of services, The program’s range
of services, reimbursable by Medicaid, is
perhaps the broadest available through
any commuiity care program. It includes
nursing, physical therapy, oceupational
therapy, specch pathology, medical social
services, respiratury therapy, nutritional
counselling. audiology, medical supplies
and equipment. personal care, humemak-
er-home heulth ade, huusekeeper, social
day care, respite care, home-delivered
meals, congregate meals, transportation,

ithout Walls

~aal services district in which the patient

We enuvisioned a “nurs-
ing home without walls”
— a humune, less costly,
and more flexible alter-
native for providing
care, which would not
only address the imme-
diate crisis but pioneer
a new direction in the
delivery of long-term
care.

housing improvement, home -mainte-
nance, persunal emergency response sys-
tems, and moving assistance.

Cuse munuayement and service coordi-
nation. The program has total responsibil-
ity for managing and coordinating the
delivery of all services to the patient and
must be available on a 24-hour basis. This
intensive approach virtually eliminates
fragmentation and duplication of services,
ensures on an vngoing basis that the nece-
essary services are provided to meet the
patient’s needs, ensures that all aspects re-
lated to the care of the patient are closely
monitored, promaotes the development of i
pusitive relationship between the patient
and the program. and facilitates provision
of the must cost-effective care pussible.

Cost cap. Expenditures for patient care
are capped at 75% of the average annual
rates of payment fur skilled nursing or
health-related facility care within the so-

e e e e e .
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resides. Generally, all care provided to the
patient must be provided within the expen-
diture  fimitation, regardless ol payor
source and whether o service s provided
directly through the program or in con-
junction with another provider, such as a
luboratory. clinic, pharmacy.

Through the interplay of these key ele-
ments. NHWW provides each patient with a
comprehensive program of fong-term care.
The NHWW courdinated design forms the
basic vamework tur all patient care and
mandgement fur initial referral to discharge.

Generally, the program uperates in the
following manner: A referral is made to the
Jocal department of social services lor
Nursing Home Without Walls care. Nurs- |
ing Home Without Walls providers and su-
ctal services representatives juintly assess
the patient's health, social, and environ-
mental needs. Based on the results of the
assessment and the physician urders, a
summary of service requirements, month-
ly budget, and plan of care are developed. If
the patient meets the medical cligibility
criteria, can be appropriately cared for in a

suitable home, and the total cost for care is
within 75% of the local average cost for
comparable level of residential health care
for that pativnt, the case may he author-
ized by the lucal social services official. All
care is tailored to the patient's specific
needs and circumstances and is coordinat-
ed, arranged for, andror provided by the
Nursing Hume Without Walls provider,
who is availuble to the patient on a 24-hour
basis. Sucial service districts monitur vari- .
vus aspects of the case, particularly the
cost of care, and, when necessary, assist in
obtaining authorization andior arranging
for certain services and public benefits.
Complete reassessments are conducted ev-
ery 120 days, or more frequently if the pa-
tient's needs dictate, Physician orders are
renewed every b0 days.

In private-pay cases there is no social
service district involvement; all arrange-
ments are made by the provider in cun- |
junctivn with the patient’s physician,

Growth of the Program

i
i
The Nursing Home Without Walls pro- !
gram became effective on April 1, 1978, !
The first nine providers were approved that l

sume year, and in November the {irst pa-
tients were admitted. . (
l

Continued on page 8
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Nursing Home Without Walls

Continued from page 5
Although “HWW progressed slowly at

'
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first. it nevertheless demonstrated earlvon |

its ahility lo provide appropriate yet sub-
stantially less-costly care at home for
chronically ill and infirm persons other-
wise eligihle for placement in residential
heaith care facilities.

In 1880, legislative amendments provided
3 mgmificant stimulus to the program’s
Zrwth and operation. These amendments
Jdarmned patient eligibility criteria, author-
ized the state Commissinner of Health to in-
crease the total number of patients that a

i provider could be authorized to serve. and
{ added flexihility to pracedures for patient ad-
* mission and calculation of patient budgets
© inaccordance with the 75% cost cap.

Eventually state officials became con-
vinced that NHWW was workable and ef-
fective and that its expansion would have a
positive impact on patients, on the long-
term care system, and on the state’s efforts
to contain health-care costs. The pro-
gram’'s demonstrated success was instru-
mental in Icading many hesitant, "wait-
and-see” agencies to seck approval to
provide NHTWW care.

Both the individual agencies and the en-
tire program have continued to grow and
develop. with providers. communities.
and, most important, the patients con-
tinuing to tap its far-reaching henefits.

Today there are 95 approved NHWW

* providers in 51 of New York's 62 countries.
. rural as well as urhan, with a total capacity
¢ to care for more than 8,300 patients. Sev-

enty-five programs presently serve about
5.500 patients, and the remaining pro-

. grams are now completing final contracts
: and operating procedures in preparation
- to hegin service.

Of the 95 approved programs, 46% are

- sponsored by certified home health agen-

cies, 35% by residential health care facili-

clies. and 19% by hospitals.  Voluntary
- nonprofit agencies sponsor 59% of the pro-
¢ grams, public agencies sponsor 36%, and

proprietary nursing homes sponsor 5%.
Patients” ages range from newhorn to

. over 100 vears: 77% of the paticnts are 65
: or older, nearly 56% are 75 or older, and
i approximately 3% are children. Most pa-
{ lients (76%) are female, and nearly 61%

have care needs at the skilled nursing facil-

ity level. While the majority of the patients
- live with friends or relatives, a surprising
+ 47% live alone. This statistic is evidence of

4

'

the desire and ahility of cven the very sick
to remain at home with proper manage-

ment and support. Hospitals are the pri-

: mary source of referral (39%) and 4% of

cases are referred directlv from residential
health care facilities. Most discharges
(32%) are to hospitals, 22% of the patients
have died in their own homes, and nearly
14% are discharged to self-care hecause of
marked improvement, Although length of
stay varies considerably and is a difficult
statistic to compile, patients seem to typi-
cally stay in the program for about 10 to 12
months. The first New York -City patient,
admitted to the program in May 1979, re-
mained in the program for nearly 7 years,
until her death early in 1986.

While statistics are helpful in profiling
the status of the program and the charac-
teristics of the patients. the best way to
portray Nursing Home Without Walls' op-
cration and impact is in the patient’s own
terms. The accompanying case histories
vividly convey the dramatic effect this pro-
gram has had on the lives of many patients
and their families. Although few patients
in long-lerm care facilities ever return to
the community, NHWW has heen success-
ful in bringing many patients hack to their
homes and families. '

Impact of the Program

Benefits to Patients and Families

The Nursing Home Without Walls pro-
gram continues to have a positive effect on
patients and their families. The program
provides a viable alternative to long-term
institutionalization for patients who prefer
to remain in their own homes. It also of-
fers the necessary support for families who
may already provide much of the care for
an ill or infirm member hut who need pro-
fessional assistance. coordination of care.
and occasional relief in order to continue.

Through the NHWW program, patients
who would otherwise be institutionalized
are served hy an entire program of long-
term care that is managed and carcfully
tailored to their needs and preferences. Pa-
tients are provided with constant coverage
and a single source of communication for
all matters related to their care. They do
not receive extra or unnecessary services,
nor are they required to fit into the routine
of an institution. The program has a gam-
ut of services available to best meet the pa-
tient's needs, support his or her strengths
and independence, and, wherever possible.
address the needs of family and other in-
formal caregivers,

Terminally ill patients may die at home
with dignity, and their families are provid-
ed with the necessary support to help them
through the most difficult time. Providers
have reported overwhelming patient and
family satisfaction with the Nursing Home
Without Walls program.

Benefits to the Health Care System.

NHWW bridges a major gap in the
health care delivery system by extending
into patients’ homes in a cost-effective
manner the comprehensive long-term
care otherwise availahle only in the the in-
stitutions, and the program provides an es-
sential link in the overall continuum of

-care. Physicians, local districts, patients,

and families have greater flexibility and a
broader range of alternatives in planning
and arranging for care. Ultimately, the
program allows for more appropriate and
well-planned use of home health and insti-
tutional care systems of a community.

Official and practical recognition that
the program had become an integral part
of the state's health care delivery system
came when the NHWW program was in-
corporated into a new bed-need method-
ology for residential health care facilities
adopted in New York State in 1983. This
methodology requires that a percentage of
bed-need be met by expansion of noninsti-
tutional alternatives, chiefly NHWW pro-
grams, in lieu of long-term care facility
expansion or construction.

A Model for Related State and Federal
Initiatives

NHWW continues to contribute to home
health and long-term care policies and ini-
tiatives on both the federal and state level.
For example, NHWW served as a model for
the Home and Community-Based (Waived)
Services provisions of the Omnibus Budget
Reconciliation Act of 1981, in which most
states now participate. Other federal legisla-
tion has also been based on this program.

A Nursing Home Without Walls pro-
gram directly palterned after the New York
model was developed in the state of Ha-
waii, and legislation has just been intro-
duced to establish a Nursing Home
Without Walls program in the state of
Rhode Island. Other states have also adopt-
ed similar programs and elements of the
NHWW design.

Cost Containment and Savings

Costs for care by the NHWW program
have been far less than would otherwise
have been expended for institutional levels
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“{ can'hardly believe that at my age I am having such a full life. I feel like Nying. How
could I know that my whole life would be changed by ull my Irivnds in this new pro-
gram?” —from a NHWW client.

Nursing Home Without W,

of care. The significant fiscal benefits of
this cost-effective program, which contin-
ues to save millions of taxpayer dollars, are
described below. ,

The average cost for patient care in th
NHWW program has consistently been
about half the cost of skifled nursing or
health-related fucility care. By returning
patients home from long-term care facili-
ties and by helping patients avoid institu-
tional placement, NHWW costs are signifi-
cantly less. In cases where patients would
otherwise be in a hospital or other special-
ity facility, the savings have been even
more substantial.

By caring for patients at home, NHWW
leads to further savings by making residen-
tial health care facility beds available for
those patients who truly cannot be appro-
priately cared for at home. Costs are con-
tained by facilitating appropriate place-
‘ment for these patients who, in the
absence of an available long-term care bed,
would otherwise be hospitalized at higher
costs or receive intensive round-the-clock
care at home while awaiting institutional
placement.

NHWW provides an alternatiyg to nurs-
ing home construction and jon. The
average cost of constmm% ursing
home bed in New York Statéanges from
$35,000 to $60,000 (N.Y.S. Degartment of

Health, 1985). Significant capital invest-
ment is theretfore avoided each time a
community meets a portion of its long-
term care needs by substituting develop-
ment or expansion of 4 Nursing Home
Without Walls program for the construc-
tion of additional beds.

Although the aggregate savings derived
through the program have yet to be com-
piled, estimates of savings across time show
the significant and cunsistent cost-contain-
ment potential ul the program. For example:

L. The State Departments of Health and
Social Services (1980) analysis of patient ex-
penditure data for the initial experiences of
the program showed that, through Novem-
ber 1979, the average monthly cust for a
Nursing Home Without Walls patient was
about $792 per month, as compared with
the average monthly rate for a residential
health care facility patient during that same
pgriod of about $1,490 per month,

2. A Senate Health Committee (1981)
study of patient expenditures found that.
for the 466 patients in the program in No-
vember 1980, NHWW patients at the
skilled-nursing-fucility level were cared for
at about 504 of the cost of care in a facili-
ty, and NHWW patients at the health-refat-
ed-facility level were cared for at about
519 of the cost of institutional care.

Is

3. The State Departinent of Social Serv-
ices (19841 estimated 1983 average munthly
expenditures lor Nursing Home Without
Walls patients at 50% of the costs for compa-
rable levels of care in a residential health
care lacility, for an estimated savings to
Medicaid of approximately $20.4 million for
that year,

4. In 1985 data compiled by New York
City show the average cost of caring for a
Nursing Home Without Walls patient to be

§ 48.4% of the average rate tor skilled nurs-

ing and health refated facility care in the
city. The potential savings during 1985 for
New York City patients alone was estimat-
ed at nearly $33.6 million.

Nursing Home Without Walls is a prov-
en cost-saver and is a' major component ol
the state’s health care cost-containment
efforts. When patients are maintained in
their humes through the Nursing Home
Withoul Walls Program rather than in an
institution, care costs fur these patients
are substantially reduced and overall sys-
tern costs are cuntained.

Conclusion

The Nursing Home Without Walls pro-
gram is the most innovative, viable, and
cost-elfective alternative to lung-term in-
stitutionalization. It is responsive to hu-
man needs and addresses the broader
economic and public pulicy issues in
health care today. The program conlinues
tu benefit patients. families. and commu-
nities as a whole and continues to signifi-
cantly contribute to state and national
policies and initiatives in home health and
long-term care. . {]
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