 DOCOMENT RESUME
ED 203 249 R | 6 015 232

TITLE | Adult Day Care Programs. Hearing Before the
- Subconmittee on Health and Long-Term Care of the .
Select Committee on Aging, House nf Representatives,
Ninety-Sixth Congress, Second Session.

INSTITUTION - Congress of the U.S., Washington, D.C. House seléct
L , Committee on Aging. ' :

REPORT ¥NO House-Doc~-96-260
-PUB DATE ' . - 23 Apr 80 - o - :
NOTE . 302p.: No* available in paper copx\due to small

S 7 print, : ' s ’ o

- AVAILABLE FROM Superintendent of Documents, 0.S. Government Printing
CTe— : .0ffice, Washington, DC 20u402. ‘ N
. ' I Ve : . E ,
EDRS PRICE " MF01 Plus Postage. PC.Not Available from EDRS..

DESCRIPTORS *Adult Day Care: Adult Programs: Family Relationship:

e *HealthvNeeqé:‘ﬁearings:'*Individual-Needs: Nurs: '
Homes: *Older Adults: *Program Costs; Progranm
'Evaluation: |*Social Services ' S

ABSTRACT« | N _ , ¥ o
- / This repor: of a congressional subcommittee hearing

focuses on the'status of day care programs for the elderly. Opening
statements by subcommittee members consider the need for progranms,

. costs, government involvement, and abuse of the elderly. Summarized:

- statements by witnesses examine the value of various day care
programs as alternatives to nursing homes. A panel of witnesses -
presents family histories.of elderly parents and, their experiences
with day care; one panel member describes his own participation in a .
day cafre proqram. Findings from a study on the costs and effects of
adult day caré_conducted.by the National Center .for Health Services

-'‘Research =are presented, ard the differences between health-oriented

- day care and social day care are discussed. The status of adult day
~care in Massachusetts and Washington is ou*tlined by ‘two witnesses:

~ proarams and costs are also revi€led. Testimonies by'directors from

. various -models and day care programs are included.along with _ :
statements from a panel of administration'spok45pérsops. The appendix
co ional sta*ements and an extensive conference report on

-adult-day health care. (NRB} |

- , : o

ko ek AR AR AR KR K Ao S R K R AR R o R o ok R o R K o
* Reproductions wupplied by EDRS are the best that can be nade *
* - from the original document. S %

sk A Sk Ko R A K K o Kk ko R A o o A R sk Rk Rk

Q




Cl

~ ADULT DAYCA\BE PROGRAMS
| — =

AU

‘. . _ | : N Bl |
- - HEARING
‘ o . BEFORETHE
: SUBCOMMITTEE ON
o~ ~HEALTH AND LONG-TERM CARE
e | *  OF THE \
e SELECT  COMMITTEE ON AGING
o HOUSE OF REPRESENTATIVES " :
o ~ NINETY-SIXTH CONGRESS
S ' SECOND SESSION
Ai?RIL 23, 1986
Al?rlnt‘eidfor the use of the Select .Oonlnmlt_tée‘on Aging
~ Comm. Pub. No. 96-260
] N ' A
o % ebucATION S WELFARE
o NATIONAL INSTITUTE DF
EDUCATION . .
B :‘: : THIS DOCUMENT HAS BEEN' REPRO- o
o, - % THE PERSON OR GROANIZATION DA IC
T . ATING IT POINTS OF VIEW OR OPINIONS
< - STATED DO NOT NECESSARILY REPRE-
. SENTOFFICIAL NATIONAL INSTITUTE OF
A EDUCATION POSITION OR POLICY
J}
L

. U.8. GOVERNMENT PRINTING OFFICE
65-883 O WASHINGTON : 1980

. For sale by the Superintendent of Documents, U.S, (;'ovornmonl, Printing Otlice
. Wasaington, D.C, 20102 -

> o : ot 2




SELECT COMMITTEE ON AGING
‘ CLAUDE PEPPER, Florida, Chairman

EDWARD R, ROYBAL, Californin CHARLES E. GRASSLEY, lowa,

MARIO BIAGGI, New York Ranking Minarity Member .

IKE F. ANDREWS, North Carolina WILLIAM C- WAMPLER, Virginia

JOIN L. BURTON, Californin. * _ JOHN PAUL HAMMERSCHMIDT, Arkansay
. DON BONKE3#, Washington JAMES ABDNOR, South Dunkota

THOMAS J. DOWNEY, New York MATTHEW J. RINALDO, New Jersey

JAMES J. FLORIO, New Jursey MARC L. MARKS, Pennsylvania

HAROLD E. FORD, Tennessce RALPH S. REGULA, Ohio

WILLIAM J. HUGHES, New Jersey " ROBERT K. DORNAN, Californin

MARILYN LLOYD BOUQUARD Tennessee HAROLD C.. HOLLENBECK, New Jersey

JIM SANTINI, Nevada : S, WILLIAM GREEN, New York

ROBERT F. DRINAN, Mnssnchusctm ROBERT (BOB) WHITTAKER, Kansas

DAVID W. EVANS, Indiana - . NORMAN D. SHUMWAY, Californin

MARTY RUSSO, Hlinois LARRY J. HOPKINS, Kentucky

.STANLEY.N, LUNDINE, New York OLYMPIA J. SNOWE, Maine

MARY ROSE OAKAR, Ohio DANIEL E. LUNGREN, Californin

ELIZABETH HOLTZMAN, New York
JIM LLOYD, California .
THOMAS A. LUKEN, Ohio .
WES WATKINS, Oklahoma
LAMAR GUDGER, North Carolina
GERALDINE A, FERRARO, New York
BEVERLY B. BYRON, Maryland /
WILLIAM R, RATCHFORD, Connectncut
DAN MICA, Florida '
EDWARD J. STACK, Florida
HENRY A. WAXMAN, California i
MIKE SYNAR, Oklahoma o R
EUGENE V. ATKINSON, Pennsylvenia
Chuartes H. Epwanrbns I, Chief of Stuff
Yoser J. RIEMER, Deputy Chief of Staff
Vat J. HALAMANDARIS, Senior Counsel
JAMES A. BRENNAN, Assistant to the Chairman
-Watter A. GuntHAre, Ph, D., Minority Staff Director

Suscommrrree oN HeaLt AND LonG-Term CaRE
CLAUDE PEPPER, Florida, Chairman

IKE F. ANDREWS, North Carolina . JAMES ABDNOR, South Dakota,
HAROLD E. FORD. Tennessee Ranking Minority Member

MARILYN LLOYD BOUQUARD, Tennesse¢’ MARC L. MARKS, Pennsylvania
ROBERT F. DRINAN, Massachusetts . . RALPH S. REGULA, Ohio - )
DON BONKER, Washington : HAROLD C. HOLLENBECK, New Jersey

DAVID W. EVANS, Indinna ROBERT. (BOB) WHITTAKER, Kansus .
ELIZABETH} HOLTZMAN, New York .

THOMAS A] LUKEN., Ohio :
WILLIAM H. RATCHFORD, Connecticut ‘

_EDWARD J. STACK, Florida
DAN MICAI Floridn . .

' Loutse BRACKNELL, Majority Staff Director
/ Larry R. PArkiNsoN. Minority Staff Director

'! I ) ) .~

O

ERIC

Aruitoxt provided by Eic:



CONTENTS

"
MEMBERS OPENING STATEMENTS ‘
- ' .
Chuirmnn\ Claude Pepper .......vremererreren
Chairman Wllllnm R ntchl‘ord
Mario Bia
James A nor

Geraldine A. Ferraro
DA MICA ..o sssseesssnssssssssssissseas s snaer e sebesssrsersrares
Mary Rose Oakar e . ’
Don BonkKer ....vmeeenemmnenininmon ererasrsrenenene

CHRONOLOGICAL L1ST OF WITNESSES
Joanne Jackson Yelemk teacher, Georgetown Day High School Washington,

D.C
Paul Feng, Ph. D. clinical psychologist, Danville State Hospltal Dnnvnlle. Pa...

Horace E. Woods
Dr. William G. Wenssert Senior Research Manager, National Center for
Health Services Research Office of Health Research, Statistics, and Tech-
nology, Office of the Assistant Secretary for Health, Depnrtment of Health,
Education, and Welfare
Anne Klapfish, director, adult day health services, Massachusetts Department

of Public Welfare

Charles E. Reed, director, Washmgton State Department ol‘ Socml and Health e

Services, Bureau of Aging, Olympia, Wash ..
-Marie-Louise Ansak, executive director, On Lok Semor Health Servnces, San

Francisco, Calif

Daniel D. Driscoll, Chairman, National Institute on Adult Day Care; director,
special care services, Waxter Center for Senior Citizens, Baltimore, Md.........

. Howard B. Bram, executive director, Menorah Park Jewnsh Home for the
Aged, Beachwood, Ohio
Jeffrey C. Merrill, Director, Office of Leglslatnon and Policy, Health Care
Financing Admlmstratlon

Michio Suzuki, Acting Commissioner, Administration for Pubhc Servnces. De-

! partment of Health, Education, and Welfare....c........oovversiiisrsnssessmivesisosivnsosossmsnes

Knthryn M. Morrlson. Deputy Commissioner, Admlmstrntlon on Aglng. De-

/
d partment of Health, Education, and Welfare
- APPENblx .
/

" Additional material received for the record:
Joanne J ckson Yelemk teacher, Georgetown Day High School ‘Wash-

mgton

Marle-Lounse Ansak executive director, On Lok Semor Health Services,:

- - San Francisco, Calif
J. William Anderson, administrator, and Dennna R. Noble, day care

* courdinator, Homewood Retlrement Center, Unlted Church of Christ,

Hanover, Pa,, letter......
Greg Ctse, director of gerontology. McDonough District Hospital,

acomb, Ill., letter with attachments

Martha French, director, CYO Adult Day Cnre Center, Akron, Ohxo._

' letter and nttachments .

3 : ) am /"

ERIC

Aruitoxt provided by Eic:

=
=

ES
]

SOOI v e

—

73
85

94
95
99



/‘lv

Lenou} 8. Horsh. M T.R.8,, director, Adult Day Treatment Centor, Casa
Colifin Hospital for Rehni)ilitntivo Medicine, Pomona, Calif., statement ..

‘Dennis L. Kodnor, director, plnnninﬁlund community sorvicou. Metropoli-

.tan Jewish Goriatric Center, Brooklyn, N.Y,, letter and attachment.......
Francis.J.. Mallon,.director, Government and Leunl Affairs Division, the
Ainerican OLcupntionnl Therapy Assoclation, Inc,, Rockville, Md., state-
ITICIIE ¢ orereetioniionann o ms i tes it h e 1es 1oL 1oL s AL 000081010 1L 01O L8O H AL 010101003 b smne NIRRT b0 R ROL S
LuMari¢® Polivka-West, medicaid progrnm apeclnlist Dopnrtment of
Honlth iind Rohnbllitutivo Services, Tallahassoe, Fla,, lotter and attach-
Lydn B Sanford, chief, ‘division of rogrum dovolopmont. Stato of Mnry-
land Dopnrtmont of Health and Mental Hygieno, Baltimore, Md,, lotter
and attaChMEeNt . iiwemiimessiness oo e e e s
Senior Citizens, Inc., day care for the eldorly. Joqeph B. Knowles Center.
Nashville, Tenn., propured BtAtEMONt s s e
Shirley Sidran, director, Prime Time Day Center. Evnnston. I, letter
AN BLACKMICIEE 111 e st s st r1bes
Albert R. Siegel, M.D,, rmcipnl mvestngntor. adult restorative sorvnces.
The E S Edgerton edical Research Foundation, Wichita, Kans.,
SEALOMENL Lot At bo et 1e s

. Mary Jo Skube, R.N., supervisor, extended heulth sorvnces. St. " John's

Hospital, Sprmgﬁeld TH,, letter. s,
“Day Care Offors O&tlon for leerly. by Liliane Droynn Kodner, nows-
clipping from the New York Times ......ccoiimiimisnemeneineinesssesssiosnssrsses
Letter from Chairman Claude Pepper and Congressman Lnrry dJ. Hopkins
to ge\:lﬂﬁ‘my Joseph A, Califano, Jr., Depurtment of Health, Educnuon.
AN WeEllBro ... inniissmiimmmssimimeitnmssisnsssassissessosresnnisosomossoss

: ‘Sample of Adult 'Day Care Survey sent out by the Subcommittee on

ERIC

Aruitoxt provided by Eic:

Henlthdund Long-Term Care, along with an analysis of the responses
FECCIVEU. .t ittt inerervunnsissrsuiininioieniriiisssnissirssssrs s sarsnsts o onsesso s osssnitisstonsosstiororetsnsenn

“Adult Day Health Care—A Conference Report prepnred by Brnhnn'

Trnger ............................................................................... s s

l’uue.
1m
106
114

17

194

17
139
141
142

143

146

148
163



ADULT DAY CARE PROGRAMS

WEDNESDAY, APRIL 23, 1980

U.S. HoUSE OF REPRESENTATIVES,
_ SELECT COMMITTEE ON AGING,
SUBCOMMITTEE ON HEALTH AND LONG-TERM CARE,
' : Washington, D.C.

. .. The subcommittee met, pursuant to notice, at 10:08 a.m., in room
+ 210, Cannon House Office Building, Hon. William R. Ratchford
* (acting chairman of the subcommittee) presiding. : :
Members present: Representatives Ratchford of Connecticut,
Biaggi of New York, Bonker of Washington, Ford of Tennessee,
Drinan’ of Massachusetts, Oakar-of -Ohio, Ferraro of New York,
Mica of Florida, Abdnor of South Dakota, and Evans of Indiana.
Staff present: Louise Bracknell, staff director; Mark Covall, re-
search assistant; Hazel K. Edwards, secretary; Eleanor Hall, intern;
Larry R. Parkinson, minority staff director; and Glenda Barnhill,
staff assistant. ' : :

~ OPENING STATEMENT OF CHAIRMAN WILLIAM R RATCHFORD

Mr. Ratcurorp. Ladies and gentlemen, we will be starting short-
ly, as you have just -heard the buzzers ring. There is a rollcall in"
the House of Representatives, so the members of the panel will
‘have to go over to vote and come back. ' - .

Senator Pepper, unfortunately, is sick with a cold and will not be
in today. He wanted to come in, obviously, because he is a great
supporter of day care. His detailed statement will be submitted for
the record, and he assures you of his continuing, ongoing, and
strong support for day care. - ‘ .

[The prepared statement of Chairman Claude Pepper follows:]

~——"OPENING STATEMENT OF CHAIRMAN CLAUDE PEPPER .

It is my pleasure to convene this hearinF-—the first congressional hearing devoted
exclusively to an examination of day care for the elderly. - o
By all accounts adult day care is an idea whose time has come. In 1974, there
were only some 15 programs in the United States. Today, there are over 600. This
. rapid growth has come about without federal policy, without a mandate to the
states, and without a unified funding source. ‘ i
In my book, this qualifies adult day care as something of a phienomenon: What
created the momentum for this kind of expansion? I believe the answer is that da
- care grew from grass roots—with community efforts responding.to community nele
Popular opinion would have us believe that many American families don't care
about their elders—that they are content to dump their mothers and fathers and
* dunts and uncles into institutions and leave responsibility for their care to others.
That kind of mentality is dangerous, and it’s mis eading. . )

The fact is that most American families don’t have the resources to provide 100
Eercent of the care an impaired older relative might need to stay out of a nursing .
ome: The complexities of our increasingly mobile and impersonal society make it

difficult to keep a household running smoothly. : e ‘

-
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The needs of un:impaired older relative who réquires specinl care cun compound

the difficultios. For lack of alternatives, this al{uution fur .too often results in

nursing home placement. ‘ .
This doos not mean that familles don’t wish to care for their clderly, To tho

-contrary, it bften means that all other doors are closed. We want to opon those

. considerable progress. Home care an
" nents of a continuum of community-based care for the olderly.

-

doors. Our Committee has dovoted yeurs of work to making home health caro
availablo to tho elderly, Our task is l()‘y no means completed, but we have achioved
day care should go hand-in-hand ns compo-

In our hearing today, wo want to learn what day care means to families, Wo want
to know how the various programs work. We want to discuss the costs of day care.
And wo want to know exactly what the Federal i(ovornment is doing in this area,

A principal concern has been the lack of policy focus.in day core, Some 1
potential sources of funding huve been Iidentified. We havo distributed a survoy to
all the states which we hope wlll prove beneficial In getting a better idea of the
extent of day care around.the country.. }

Encournﬁ%i day care doos not just mean new dollars, It might mean a reorgani-
zatlon of the haphazard financing structure, We know that of the 600 programs in
oxistence now, well over 300 recoive Title XX Social Service funds; over 100 receive
funds under Title III of the Oldor Americans Act; and 125 recoive reimbursement -
under Medlcaid. The remainder of day care support comes from a hodge-podge of
publlc and private sources, area agencies on aging and others. Morcover, a large

- number of persons—as many as one-half of the participants in some programs--pay

their own.way. ‘ . i .

We have much to learn today. I want to welcome each of you to this hearing. We
are especially pleased to have with us u number of members of the National
Institute on Adult Day Care of the National Council on the Aging. Your concern
and your expertise are welcome, and I want to encourage you to work with out
Committee in the development of long-term care policies wKich will enhance the
lives of elderly Americans now and in the future. .

Mr. Ratcurorp. I am Congressman Bill Ratchfoi-d, Congressman
from the State of Connecticut. I will be chairing this morning’s

portion of the hearing.
"[The prepared statement of Chairman William R. Ratchford. fol-

lows:]
PREPARED STATEMENT OF CHAIRMAN WiLLlIAM R. RATCHFORD

Mr. Chairman, I applaud: the efforts of yourself and the fine staff of the Subcom-
nlxliti;elt:,i onl Health an ng-Term Care in conductiig today's hearing on day care for
the elderly. . :

As you well know Mr. Chairnian, I served as Commissioner for a cabinet-lavel
Department of Aging in Connecticut just prior to my election to the Congress last
ﬁear. Preceding that appointment, I served as Chairman of the Governor's Blue

ibbon Committee to Investigate the Nursing Home Industry in Connecticut, As
gnrt of the Commission's outstanding report completed in December of 1976, the

ubcommittee on Alternatives to Institutionalization-recommended that state policy
and funding should be directed towards providing a continuum of care for the
elderly. Services should range from simple support services enabling a minimally -
impaired person to live at home independently through skilled nursing care .in an
institutional setting, through comprehensive skilled nursing care in an institutional-
ized setting. . . . :

Adult Day Care was identified as one attractive option along this continuum of
care, which would prevent the inappropriate institutionalization of many elder

ple and offer a more humane social, medical and economic alternative. %qually
important, day care could provide critical social and economic support to family

‘members who care for their other relatives. Far too often, Mr. Chairman, older

people are forced to deplete their limited financial resources in rnying for their
social and - health care needs not covered by Medicare. To be eligible for those
support services provided under Medicaid, almost all of.their resources must be
“gpent down”, As a result of depleted financial resources and clearly lacking sup-
port services ih the communitg. many older persons are left 'no alternative but to
accept placement in a nursing home as a Medicaid recipient. S
The time is now to identify a place in the continuunfof care for adult day care. In
my state of Connecticut we have estimated that 14 to 17 percent of the community- -

- . based elder}_y suffer from chronic conditions which limit the performanc: of major

activities of daily -living. The socialization and multiple services and therapies

. \“
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. avallable through day care contors can holp many of these olderly persons live
independently at home or undor the care of family mombors, _ Co
In 1978, the Connectleut Logislature approprinted $70,000 for the ostablishment of
0 modol adult day care program in wouthonstern Connecticut, Sorving 18 towns, this
program began operation in Docombor of 1078, and has provided tranaportation,
 nursing, rehabilitation, recreation, counseling and nutrition services to elderly por-
s gons with o hlilh probubllity of boing institutionulized. ‘Along with mandnting this
slature gave the Department on Arlnu th(lrouponulblllty for evaluat-
u

. . rrojuct. the log
. Ing this and other programs in tho stato, This evaluation tulinlnated last Septembor .
~with tho submission of comprohensive recommendations'to the Logislature on the
“future role of adult day cnre sorvices in tho state. . .
- This landmark report included sovoral important findings. The full public cost of
v radult day care was compared to the total public cost of chronic and convalescont

- nuraing homes (SNF) on the averagoe. Eatimates for adult day care roflect actual
grogrum expenses, net dalily living expenses of the client based on Bureau of Labor
tatistics figures, and the cost of other services rendered for the participant. The
, results of this comparison are rovonlinr indeed, Mr. Chairman. Total public costs of
the adult day care program were calculated at $113.87 per cliont in weekl expenses
i vand a per diem of $16.27, ns opposed to a weekly expense of $228.00 per client and a
* per diem of $32.67 for skilled nursing fucility costs. Additlonally, this study repre-
sented the {irst empirical analysis of its kind on the impact of ncﬁxlt day care on the
caring family, Purticlpant families experionced reductions in family stress and
tenslon and the program nr ars to have had a most 'favorable impuct on the
quality of the older person's i?: . ;

Thus, it seems quite clear that if day care. is focusedl on those with a high
probability. of institutionalization and is fully utilized, that it can be extremely cost-
offective. In fact, the Connecticut oxperience would indicate that even if. only 60
percent of adult day care clionts would have otherwise been institutionalized, adult
day care would still be a cost-effective alternative to institutionalization. The ovi-
dence cvaluated in my own state seems decisive, and I am plensed to report that
there are now some 17 adult day care programs in Connecticut and the state
legislature's A pro‘rrintion Committee last week passed a bill that would require
the state’s Medicaid administering ngoncy to amend its plan to include coverage for
adult day care services. Also the state's Title XX plan has beon released for review,
and for- the first time includes provisions for the targeting of adult day care
activities. .

Groat progress has been made in identifying the advantages of adult day care,
and I am eager to hear from today's witnosses on the experience in other states.
Thia exciting new concopt can work and cortainly warrants greater attention and

’ funding support from the federal government. -

Thank you.

Mr. RatcHFoRrD. Briefly, by way of background, I was Connecti- .
cut’s commissioner on aging for 2 years. Prior to that, for 1Y years
I chaired Connecticut’s investigation of nursing homes, and in both
capacities we found that there should be a continuum of care; that
that continuum of care certainly should include day care.

We have found, for example, that the day care experience in
Connecticut costs $113.87 a week, versus skilled nursing care costs
substantially above and beyond that at a weekly expense of $228 a-

* week. So from the point of view of humanity, and from the point of
view of economics, and from the point of view of providing a
continuum of care, we in Connecticut have found it to be an
experience that we wrnt to encourage. We are encouraging it
* "" through our State funding. We are encouraging it through our
medicaid provisions. We are encouraging it through title XX, and
we will have more detail on it later this morning. ‘
With me is a Member of Congress from New York, Geraldine
Ferraro. She will be back as soon as we vote, at which time the
meeting will officially begin. Thank you. We will go over and vote,
and come back immediately. R

[The subcommittee recessed at 10:10 a.m.] \
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Mr. Biaaal [presiding]. The hearing is called to order, 1 will
reside for a fow momeonts until Mr. Ratchford roturns. Mr. Ratch-
ord has just returned, * -

Mr. Rarchronp. It should be an hour or so before there is an-
other rollcall, so we should be free to proceed. o o

Again, | am Congressman Ratchford, from the State of Connecti-
cut. Chairman Peﬁpor is at home with a cold. He regrets that he
cannot be here, He isCpreparing himself for the budget debate,
which you know full well is extremely important as it relates to
programs for the aged. There are other members of the panel, and
other Members of Congress who would like to be recognized. Before
we adjourned, I was prepared to recognize a Member of Congress

' from New York, Geraldine Ferraro, for her statement. L

Ms. Ferraro. Thank you, Mr: Chairman. I will defer to my
colleague from New York who has to go to another committee
meeting which he will be chairing, ' :

Mr. Rartcurorp. The Chair then recognizes someone I a.n sure

}\;ou all know, a Member of Congress from New York, someone who

as been extremely active in the area of aging, someone who is
always on the floor working for programs to improve the life of the
aging, Mario Biaggi, from New York. Mr. Biaggi. :

STATEMENT OF REPRESENTATIVE MARfO BIAGGI

Mr. Biagat. Thank you very much, Mr, Chairman, thank you for
indulging me. '

I simply feel compelled to make my comments this morning in
the light of recent events. I would like to staﬁ on, but I am chairing
another committee hearing in the Longworth Building, and we are

- in the middle of receiving testimony from witnesses who have
traveled from many parts of the country to testify. Last Monday, as
chairman of the Subcommittee on Human Services, I conducted a
hearing in'the city of New York. That meeting was attended by
.Ms. Ferraro, Mr. iuken, Mr. Rinaldo, and other members of the
c?énnl)ittee. We dealt with the issue of domestic violence against the
elderly. - :

You may have read about the issue in the New York Times, or
-other papers, or perhaps have seen segments about it on the elec-
tronic media. Unfortunatelr, the ‘fact of the matter is it is not an
uncommon event. The University of Rhode Island has revealed in
its studies for instance, that there are at least some 500,000 such
incidents during the course of 1 year. Some people feel that the-
incidents may be even greater in number. At the hearing in New
York we had the advantage of two witnesses who were victims, and
the testimony of .a police officer who handled a case of another, a
victim. All of their testimony was graphic, and one was terribly,
terribly repulsive. This particular woman was assaulted repeated]

- by her 36-year-old grandson with a part of the wheelchair in whic
she was bound. She was semiparalyzed, and she was robbed. In
addition to that, she was sexually abused. But it was not a single

“event. It had happened many times, before. This particular episode

-had a unique development because a witness, not the victim, testi-
fied. As a result of this, the assailant was committed to the peni-
tentiary for 3 to 7 years. .

1
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It wo did not have the witness, thore is gvery reason to believe
the offonse would have continued, 1 sui[ this because the ono
common eloment that runsé through all of these cases is that the

~vietim {8 roluctant to prosecate. This occurs for o number of rea-
sohs: One, fear of reprisal; and two, the ties of relationship. The
victim undoubtedly has more affection for the offender than the
offender has for the victim. . :

The abuse occurs in several ways; including psychological; physi-
cal, and financial. In' fact, robberies occur; and t{he prospect of
being put out of a home and put into an institution s a real throeat.

Another witness testified that she was put out of her home
repeatedly and would have to sneak into the house while the
others were asleep. She was tortured, and was visited regularly
when she received paychecks. They would come, take the checks,
and abuse her physically. Apparently there was a long history of
this occurrence! : e N

I raise this today because one way to deal with the problem,is to
expand adult day care services. I point this out to you because
there is a definite linkage between the offense and the remedy,.
Hopefully, by virtue of these hearings that we will give this pro
lem the same visibility that child abuse now has.

Some 10 years ago, when J came to Congress, I dealt with the
issue of child abuse. Child abuse was relatively obscure then. Today
it is no longer. I do not think it will take 10 years for this issue to
get the kind of attention it requires, but it é,oes require the total
commitment, and participation of the entire aging network, and
reople in public life. So far, the response has been surprisingly.

arge, and the reaction has been gratifying. We anticipate future
hearings in different parts of the country for the same purpose, but.

I offer the expansion of the adult day care program,as a possible\
remedy to the problem. I do not believe that anyone| would argue | -
over the benefits of a day care program. However, it becomes more
urfgent‘when you consider that it can diminish. thk number of
offenses that we find occurring in the home. ‘

Thank you very much, Mr. haijrman, for indulging/me. If I may,

- I would li{e to insert my Krepnred remarks at this point.

Mr. Rarcurorp, Thank you very much, Congressman Biagﬁi.
Withgut objection, your statement will appear at this point in the
record, o

[The following was received for the record:]

PREPARED STATEMENT oF REPRESENTATIVE MARIO BiAcal

I would like to commend my most distinguished colleague in congress, Claude
Pepper for conducting this very i portant hearing on the effectiveness of adult day
care. It is yet another clear exnmme of his genuine concern and long-time efforts on
- behall of the elderly citizens of our nation. ,

» . I serve as the chairman of the Subcommittee on Human'’ Services of the House
Select Committee on Aging. On Monday, in this capacity, I conducted a hearing on a
matter which has great bearing on the subject at hand today—I speak of the
nitional scandal of ti'omestic violence against the elderly. .

Researchers have identified four major forms of domestic violence against the -

» elderly. They include the following: . i :
- Physical abuse~This includes direct beating and the withholding of care, food,
medicine, and supervision. _ ' ;

Ps,\rhoh}qical abuse.—Including verbal abuse and threats.
Material abuse.—theft of money or personal property. ‘ ‘ N
Violation of rights.—Forcing older persons into nursing homes.

- (
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On Mondny, the committoe learned through testimony that acts of phyalenl vie-
tonce ngainst older porsons are often diveetly reluted to the lack of periodle rospitos
far un overburdencd caregivor. Shouldoring the full reaponsibility for an Ilmf
prrent without the benefit of external or community supports can nrouse feelings o
an entrapmont on the part of the adult ehild who sees o avenues of reliof, Whan
presaures nre high, this Kind of tenkdon cant precipltate netw of violenee by o fruw:
trited eoregiver,

While adult day care in and of ltwell in not the Alpha and Omoega to solving this
problom, it s a partinl solutlon which should be given very sorlous connlderation,

If the pressures of such o Mallstime responaibility can be allovinted by the intro-
duction of adult duy cure, then these services enn help to prevent the harmijul butld-
up of strens ond thereby diminish the incldences of” domestic violence agninst the
olderly. ln short, adult day care cun contribute s long way to the maintenanee of
healthy intergenerational living arrangements,

The committee did recoive speclfic recommendations by numerous individuhls
wrging the expunsion of adult day care. 1 wish to lend my support to this most
important effort and sincerely hope that recognition of the need for the expansion

. of such services will be adopted on o national scale very soon.

Mr. Ratcurorn. The Chair now recognizes the ranking minority
member of this committee, James Abdnor, from South Dakota, who
has a statement that he would like to present this morning.

STATEMENT OF REPRESENTATIVE JAMES ABDNOR

Mr. AnpNor. Thank Kou. Mr. Chairman.

1 find myself somewhat in the same position as Mr. Biaggi. One
of my other committees .is marking up a verf' important piece of
legisiation that affects my State, so I too, will be going back and
forth today, between several hearings. ‘

I am pleased to be able to participate in today's hearing, for
there i o tremendous need in this country to deyelop community-
based long-term care programs; and adult day car¢ promises to be a
very important part of our effort in this area. ,

It has been estimated that approximately 8.5. million
noninstitutionalized. older Americans are restrieted in performing
certain basic activities, including about 4 million who are severel
limited due to chronic illness. In addition, there are many individ-
uals currently residing in nursing homes who could return to"the
community if appropriate support services were available. Simply
said, there are millions of elderly Americans crying out for commu-
nity services. . i ;

he growth of adult day care programs in this country has been
phenomenal. Only 6 years ago, fewer than 15 programs could’ be
identified. Now there arc over 600. Perhaps the most amazin
aspect of this expansion has been the lack of any direct Federa
initiative in the adult day care area. The programs have been
developed at the grassroots level in response to locai‘needs. .

Before we advocate a broad expansion of the federal role in
adult day care, there are some difficult questions which we need to

.

_answer. The first and foremost question is, what do we mean by

adult day care? There is a great deal of confusion, even in the
aging community, over the many definitions of day care. Are we
talking about principally medical programs, social programs, or a
combination of the two? Who are we trying to serve with adult day .

" care—only the impaired elderly? If so, how impaired do they have

to be? .

I fully support the development of a flexible range of noninstitu-
tional community care services, but I am fearful of building an-
other layer of aging programs which would further dilute the
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already limited funds for elderly sorvices. Adult duy care hold a
great deal of promise, but it is cssential that it is developed in
conjunction and in coordination with existing programs, such os
multipurpose senior conters. Av one more component in' a.contin-
uum of care, day cure will be oxtremely valuable to older individ-
uals and their families.. . ‘
[ would like to offer one final caution. Onoe of the complaints we

have heard most ofton during our day cnre discussions is that there . .

is no Fedoral thrust, and no uniform’standards in the area of adult
day caro. Do we really want to increase Federal controls? Certainly
the Federnl Governmoent has o stake in day caro since it provides
much of the financial support. On .the other hand, I suspeet that
one of the reasons day care progrims have expanded so much in
the last fow years is because there has been flexibility at the State
and local levels. There is probably a need to coordinate funding
' sources, but I seriously question the concept of uniform Federal
standards at this time. '

We have an exciting group of witnesses here today, and 1 hope
they will be able to shed some light on these questions.

'I'?l’mnk you, Mr. Chairman. ‘

Mr. Rarcurorp. Thapk you very much.

Already introduced ‘before the rollcall, a Member of Congress

from New\ York, Géraldine Ferraro, with a statement.

STATEMENT OF REPRESENTATIVE GERALDINE A, FERRARO
Mg, FrrRRARO. Thank you, Mr. Chairman.

Largely through*the efforts of this committec and its Chairman,

Senator Pepper, this Nation hag become aware of the folly of the
wholesale institutionalization of our\Nation’s elderly. Studies have
_indicated that many, nursing home rgsidents are indppropriately
. placed. Too often institutionalization is seen as the only alternative
as families struggle with the difficult question of how to care for
their senior citizen relatives. , ‘
The General Accounting Office, in a report dated November 26,
1979, indicated that a large percentage of the elderly being cared
for in nursing homes were there, despite the fact that their basic
requirements were nonmedical supervision and management. The
GAO concluded that placing senior citizens in nugsing homes, even

when they have the potential to remain in thé community is prob-

lematic because, one, it is contrary to the wishes of most elderly
and their families; two, individuals may be provided a more inten-
sive level of care than actually needed; and three, it requires a
costly outlay of public and private funds, and is an inefficient use
of this service. v - )
Though I am not a member of this subcommittee, Mr. Chairman,
I asked that I be able to make this statement and sit with the

_.committee because of my deep concern about the issues raised by

unnecessary institutionalization and the need to find alternatives
to it. Like most people\who are involved with the field of aging, I -

"am convinced that the'.unnecessary institutionalization of our
senior citizens wreaks havoc.

The human costs, attributable to inappropriate nursing home
placement are immeasurable. In many cases we merely sentence

| 2
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our elderly to death, and I may add, a death which is without

either dignity or comfort. . °

On Monday, as Congressriian Biaggi indicated before, I partici-
pated in hearings in New York City on the subject of intrafamilial-

violence against senior citizens. Over and.over again the witnesses
expressed the belief that if there were alternatives. to keeping
. senior relatives at home around the clock, the tensions and pres-
~ sures which result in domestic violence against grandparents would

be alleviated. This is just one area in which evidence strongly -
indicates that by allowing senior citizens to remain in an intergen-.

erational setting, but by also providing for a brief break on a daily
basis, we can-avoid both institutionalization and the horror of
-domestic violence. - e v ' o .

Dostoevski once said that. “You can judge the quality of a civili-

zation by the way it treats its children and its senior citizens.” I -

-would hope/that modern America is'not judged by that standard,

but if we are to be, I think we have time to have the sentence -

commuted by early action on -proposals such as senior day care.

I commend the 'clluairman for calling these hearings.-1 am grate-
- ful for the opportunity to participate in them. I krow that the.

witnesses here today" will reinforce that which the committee al-
- ready ' ‘knows, that there are alternatives to the wholesale

institutionalization of our elderly, and that by providing them we .

-will be strengthening not only the will and dignity of our elderly,
but our entire society. - : R .

- As I mentioned earlier, I will be unable to remain for the morn-
‘ing. 1 am also on the same committee as Mr. Abdnor. We are

marking up an important piece of legislation; however a member of .

-my staff, is going to remain. We have had an inquiry in bur district

for a senior day care center, and I am sure that she will find some.
answers. today which we will be able to pass on to the: applicant, .
I thank Mr. Chairman for the opportunity to make my state-

ment.

Mr. RarcHrorp. We thank you very much, and all of the Sstate-
ments thus far will be made a part of .the record, including the
statement-that Chairman Pepper would have ‘delivered, and the

statement that I summarized beforz the rollcall occurred. -

At this point I'would like to recognize another ve .active .,

member of this-committee, and this committee has beed active
here and on the floor, Congressman Dan Mica, of Florida.

STATEMENT OF REPRESENTATIVE DAN MICA
Mr. Mica. Thank you, Mr. Chairman. : A
I would just like to make a bfief comment and associate. myself
with the comments of my colleague from New York, Ms. Ferrara.
- I might say that being from Florida, which is becoming a retire-
ment State, and. seeing the progression“in average age, we know
that we have to look for ‘alternative solutions. Until.this point,

until recently, we have only had a few solutions, one, to stay at-
home; or two, nyrsing home’care. This is a new alternative. It is'a
fresh idea and a new dpproach, and’T am ‘most interested in follow- -

- ing the hearings, listening to the testimerny, reading it—I will not
be able to stay either—and hopefully we can come up with some

)
J
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prepared statement of Congresswoman Oakar for the hearing -

"“tors-have conducted programs that provide multi-faceted treatments and benefits, It -

.\ ' 9
suggestions that will provide 'spme"hewhope for those in advancing

years, and those of us wha have parents-of that age.
' Thank you, Mr. Chairman. - '

Mr. Rarcurorp. We thank yomwillr statement will be -made: - -

a part of the record. S o »
At this point, if there is'no objection, I would like to submit the

record. Hearing no objection, it is so ordered, .
[The prepared.statement of Representative. Mary Rose Oakar
follows:] T ‘ ' -

PREPARED STATEMENT_ OF REPRESENTATIVE MARY ROSE OAKAR

I would like to thank the Members of the Subcommittee on Health and Long
‘Term Care for letting me listen to the valuable testimony of the witnesses who have
appeared today. Hearings like this are needed to explore all possible areas in the
care of the Elderly. - . A L N ;

Today we have heard witnesses speak on their experiences with Day Care for the
Elderly. Day Care of this type is in its’ infancy. The ‘people who have talked to us
today are among_ this nations’ innovators and they are to be commended. Because a

#reat number of problems face Adult Day Care, there will be differences of opinion

a-d contradiction, but this is to be expected with any new and emerging concept.’

On one hand we have had testimony from Dr. William Weissert, who concludes

that Adult Day Careé is an add-on service, does not prevent institutionalization, and -

is not cost-effective. On the other hand, his research does not dispute the facts that
the program provides more independence for older people, that it provides relief for
care providers, and it relieves the lonelihess of many old people. It is hard to put a
monétary value on these benefits that are, so vital to our nation’s elderly. :

No researcher is expected to find answers to every question and no study is

-supposed to be accepted without corroborating evidence. Di. Weisse himself has

stated that there is a strong need for'more research in this field. Acrass the nation
there are over 600 active programs, and we have heard the testimony by directors of
a few of the more outstanding programs. Through years of experience these direc-

is refreshing to see communities, philanthropic organizations, ‘and governmental
bodies working in coordination to get new initiatives moving and to keep successful

~programs funded. These ‘program directors have developed centers which have a

e

realtively - low cost, thdt result in significant savings when compared with
institutionaliZation. They have ‘developed inventive and flexible variations to meet
the needs of their particular communities. .

Most promising are the prospects for the future. We may find that Adult Day

Care is effective as a Half-way house to remove people from institutions who need
only marginal health. care, It is also possible that Day Care could be used in a
preventative manner to deter or at least delay institutionalization of some older
Americans. Both of these prospects make sound conomic sense, and also provide
the chance for independence and dignity that this nation's elderly deserve. These
witnesses as well as the participants, and families are sending us a message.
Because these Centers have evolved on their own, they-truly represent the needs of
the seniors and the communities. Through this hearing I hope that they realize that
we in Congress are interested in their progress. It is now up to us to see what we
can do to make it easier for new programs to start, and to help the existing
programs to continue and expand. =~ - .

Mr. Ratcurorp. We notice the presence of: televiéion, and under
rule 17, these proceedings may be ‘covered by television. I simply
Wwould note that for the record. -

‘At this point I would like to.call to the chair an' individual who

has been active on this committee for a long period of time, an

individual who has brought witnesses here this morning, and some-

one who has devoted a great amount of effort to improving the

-plight of the elderly, not only in his, home State of Washington, but

throughout the! United States, the Honorable Don Bonker. Don.

F=
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STATEMENT OF REPRESENTATIVE DON BONKER

Mr. BonkEer. Thank you, Congressman Ratchford. - A
I would like to commend .the chairman of the committee, Mr.

"Pepper, for ‘once again bringing before-our attention a timely and
. important issue at this time as it relates to adult day care services
_for slderly. Americans. : S

'On.the second panel we have witnesses from Washin'gton‘ State,

- Mr. Charlés- Reed, who is one of the leaders in this area, and

*"Mr. Bill Weissert, from the Department of Health, Education, and

‘services are the best possible use of our scarce resources for health’

- of adult day care services in places where
' This issue will represent something of a dilemma for me because * -

I recognize and fully appreciate the work that is being done by the
state of Washington, but I also feel that 'Dr. Weissert has raised

certainly has done a fine job in my State of Washington; and also

Welfare, who has just completed a study iﬁ the cost - effectiveness

|

some valid questions and I think deserve the full attention of this

committee. - . :
We ought to be looking at such things as to whether day care’

care services. We ought to be looking at whether the use of our
health care budget for this purpose is duplicating other services,

~ particulary those that relate to. comprehensive health care. Fur-

ther, we should absolutely make sure that the servicés that are

being provided are indeed going to needy people, those whose needs

are not being met currently by existing services. .

And finally, “How do the social day care programs differ from

senior citizen centers, and could those senior centers be’ slightly

‘modified so that they can serve any needs that are now met?” I -am
hopeful that the potential of these programs will be achieved in a
“way that will not duplicate existing programs, and will be cost

effective. To be less expensive, my guess is that they will have to be
a substitute for nursing homes, or hospital care. If that is the case,

‘then this committee certainly should look at the concept. . :
At this time we would like to call the first panel persons that are

on our schedule, and they include: Mrs. Joanne Jackson Yelenik

“and Mr. Horace Woods and Dr. Paul Fengz~ - ... com =7
We will then 'begin with Mrs. Yelenik, and I would ask that each
_ of the witnesses identify themselves and their professions, and then
proceed hopefully with a summarized statement, and their full

statement will be included in the official record.

STATEMENT OF JOANNE JACKSON YELENIK, TEACHER,
GEORGETOWN DAY HIGH SCHOOL, WASHINGTON, D.C. -

Mrs. YELENIK. My name is Joanne Jackson Yelenik, and by
profession I am a teacher at Georgetown Day High School here in

‘Washington, D.C. I am here to relate some of our family history

which- relates to matters on which the committee is meeting.-1 am
submitting to the committee, along with.a copy of my oral state-
ment, the following items: Documents relating to our family histo-
ry with social and mnedical care services; an 11-point suggestion for

. legislation written in |a letter to Congressman Michael Barnes on
. March 16, 1980, and submitted also to this committee; a copy of a

En law passed -in January of this year by the State legislature of

California seeking to address and rectify the prejudices of financial

4
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aid and medical insurance as they affect sufferers of chronic brain
damage related illnesses; a book review of a book entitled, “Unlov-
ing Care”’ which explores the ineffectiveness of nursing home care
facilities and the extent to which this kind of care is forced upon

families by governmental and medical and medicare systems.
(See appendix p. 73 for material submitted. by ‘Mrs. Yelenik.]
" Mrs. YELENIK. In a world where many articulate statements of
positions, of beliefs, and of feelings, in a world where much is in
disarray and turmoil, and wheré many clamor to be heard, I would

‘ like to speak out for the few who cannot speak out, who cannot yell

v . out their wishes, who if they speak at all speak to us in gentle
\' whispers. I would like to tell you of the whispered desires of one of
", _these many, of my father, Harry Jackson. '

.My father came to this country in 1921-from Russia, one of many
Russian Jewish immigrants; immigrants seeking to live well and

- work hard in an atmosphere free from persecution. My father -
workeéd during the days, and studied at night, Plato, and the scien-

~ tists and philosophers being his favorites. He became, and re-
mained a master electrician; a man honored and respected by those
he worked with and for, and by all who knew him and loved him.
He was a man of few words, and of many principles; principles
which he upheld all his life. - o . A

It was in the 68th year of this rich and loving life that my father
began to experience the first symptoms of the illness that was to

. wreck havoc with his days and nights until his death this past"
‘February 5, 7 years later. The name of the illness my father had is

-——————Alzheimer’s-disease. I stress the name because many do not know

of this-disease at &ll, and some who do do not even honor its

< horribleness by naming it. Often Alzheimer’s disease is lumped

- together with words like “senile,” or the “confusions of the old,” or-

the “childishness of the old.” Alzheimer’s disease does net create

- children out of the old, nor pet-like docile creatures out of human

" beings. Alzheimer’s disease takes usually very physically healthy,

mentally sound and productive full-living adults, and slowly and

relentlessly by the slow and steady destruction of brain tissue

-which first attacks.the memory and later destroys abilities to per-

form from the most complicated to the simplest tasks, makes its

victims finally totally dependent for-their care and well being on

others. Alzheimer’s disease robs those who suffer from it of their

special skills and unique talents. It does not, however; rob people of

~ .their dignity, nor of their love for life, nor of their love for their

\ families, and their known surroundings, and cultural and ethnic

... backgrounds. It does not even rob them, as in the case of my

| . father, of their love of the beauty of fine music, or of their sense of

; humor, or of their joy in living. Alzheimer’s disease does not rob

'~ them of these things that make life beéarable and still pleasurable.
Society does. - : ] "

- Through inadequate medical, medicare, and social services,
through the lack’ of adéquate and well proportioned homemaker
care services, especially in the evenings and nights when such care
is most needed and most lacking, through a system that encourages
and sometimes forces families at every step of the way to isolate
and alienate the victims of Alzheimer’s disease from.good and
loving homes and family care to institutional care, through these

i
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things society adds to the anguish of those suffering from Alz-
heimer’s disease, and to the anguish and frustration of their fami-

lies. Through these things society robs them.

Alzheimer’s disease cries out to be dealt with to be researched v
to have programs funded which begin to find medical answers as to
its cause, history, and treatment. Organizations are forming, and -

‘they need the support of government programs and medical know-

how. The way to dignify Alzheimer’s disease is to recognize it, to
name it, and to begin to find ways to eradicate it so that the vital
and productlve people it strikes down can continue to do their

{. work in and for society, and can go on with the business of living.

Until the time comes when Alzheimer’s d1sease can be eradicated,
or at least made treatable, while it still remains an unknowable,- :
and to a large degree unmanagable disease, until that time what

~society needs to do, and what I am pleased this committee is at
_long last addressmg, is to help through the augmentation of full,
-day care facilities for the elderly, and through improvement and

amendation of medicare services, and through financial support for
family care at least e%ual to that being-given to institutions, give
older people like my father the ability to remain in their homes
with those whe love them, and who they love, and who are trying
to give them the best possible care.

Those, who in their prime adulthood worked to make our society -

" the best and most just in the world deserve no less than that from

the society they called their own.

My father, until his deéath, remained at-home in the excellent
and exceptional care and never-endmg affection of my mother,
Bessie Jackson, and of his family and friends. This kind of care
requires 24-hour-a—day attention, and. it is as exhausting as it is-
worthwhile. In this home my father - laughed, and ate his meals,
and walked. around inside, and in the park he enjoyed so much. In
this home he smiled, and hugged, and loved us. He wore the

. clothes he knew; ate the foods he loved; was surrounded.by the

pictures and furmture he had cherished all his life, and practiced
the rituals of family and religion that give quality to life and to the
passing of ‘the days. It was in this home that, even during his

_illness, he loved and watched grow: his; grandchlld Daniel Adon
“Yelenik, and was loved and cared for_in: ‘return by that grandchild; -

a hentage and a generational link that would not have occurred
outside of-that home. We won the battle to keep my father where
he wanted to be, and remain, because of my mother’s dedication,
and drive, and love, and agamst mcred1ble obstacles and blocks

placed upon us by present systems.
In all of this time, the strongest and most positive support of the

 kind we needed and wanted most was given to us by -the Support

Center of Wheaton, ‘Md., Jim MacRae, director. It was at this.
center, under the direction and supervision of very able, skilled,
and compassionate director, and staff workers and volunteers, that
my father, on Tuesdays and Thursdays -of each week, from 10
o’clock a.m., until 3 o’clock p.m.,.was treated in a manner that was
an extension of his home. At the center among the staff, and the
‘other elderly clients it services, my father was exposed to a bright .
and loving environment that tried to stimulate him, and others, on-
a level appropriate to their abilities. It was at this' center that ‘the

=
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full range of my father’s magnificent personality became known
and appreciated, and.finally loved. And -vhile it is to the full credit -
of the center that this happened, it is also far more natural for this
to occur through a day care center {nat is in partnership with the .
family in caring for an elderly, ill person, than with an institution.-

. that is in pseudo-substitution for that family and home.

] . Day care facilities for the elderly allow the old and sick to keep

what is most vital for'them during this difficult period: Their roots,
..their background, the history of their achievements, their likes and .
" dislikes, their place in society; perhaps not the full active place

v . they desire, but nevertheless, a decent, respectable.place, not living
off and away from the world, but still béing in and of the world
they still desire to hold on to, and have a right to hold on to, and to

. be protected and encouraged to hold on to. R '
At the center my father could be as he was in a pleasant and
" supportive environment. The people there became an extended

family to him and to my mother, for the center provided -her also -

with the things she needed most, some private time free ffom the
anxiety of caring for my.father, and most importartiy free of the -
worry that he was being improverly cared for. The ceater-and my’
mother could share things, good things, and problematic things.
Everyone makes mistakes. Times are difficult. The family errs
sométimes; so doeg the center, but the overall commitment is clear -
to and by the family, to and by the center, to and by the patient.
The center was a pleasant. place where my father could go to be
with people who cared, and amongst others who, like hirself, -
‘needed to be cared for. The center was a fine place to be, and the
finest thing of all was that he, and everyone there knew that when
he left the center, he would come home to us to be with his family
where he belonged. - R -
At the services on\&e day we buried my father I remember my
mother ‘crying out.only once, and that was when my father’s
friends from the center'came to.say a final good-bye to him. The
director, and staff, and clients came, another man with that special -
look of Alzheimer’s sufferers.’ : L o . )
Nursing home care, institutional care' may be the answer for
some, may even be the rieed and desire of some, but for the many
who, like' my father, abhorred in the days of his health and well
“being, their concept and philosophy and the all too frequent indif-
ferent or demeaning care they ‘offer, society must support alterna-
' t{]ve ITethOds of care for the ever growing number of the old and
the ill. . . . '
I suggest from our own experiences thai one of the most loving,
" productive, constructive, and ¢ost effective—and I emphasize that
so powerful last -t«eri'm—alteri)atives, ‘is by increasing aid to the .
“families who desire jto keep their old and ill ones in their-home,
and by increasing:the funding, and expanding the services offered

N

by day care facilities for the elderly,/This is the direction and care .

- toward which I believe society now begin to work in practice.
Professional -verbal support fer home. care, and day care must be
backed by the practical support of programs and funding.

Thank you. . R . ‘ o ‘
Mr. BonkeR. Thank you, Mrs. Yelenik, for providing the commit-
tee with such a moving and eloquent statement.

i
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Before you proceed, Dr. Feng, I would like to announce the

presence ‘of Congressman David Evans from Indiana, who is a
member of the committee. You may proceed. '

STAYEMENT OF PAUL FENG, PH. D., CLINICAL PSYCHOLOGIST, |

. DANVILLE STATE HOSPITAL, DANVILLE, PA, ‘
- Dr. FENG. My name is Paul Feng. I have my Ph. D. in clinical
psychology. I have practiced as a clinical psycgologi_st of Danville
State Hospital, Danville, Pa., for the past 10 years. I am also a
college professor of Psychology and Sociology for Williamsport
Community College, Williamsport, Pa. ' o
.My mother came to this country in 1923. The reason for her
coming over is because of trying to run away from an unpleasant

.political climate in China. She came here and worked very hard,
and my father and her slowly accumiilated a small amount of

wealth, but unfortunately, there came the depression. Then, they-

‘had to start all over again. My father died untimely when he was

. 48. My mother, being a very strong-willed\woman, worked hard as

an antique dealer and put me through college and I got my Ph. D.
from NYU. She worked for many years an independent and
- hard-working small business woman. -Somej'now, just like any other
person, she made the wrong:decision of investing in stock. Shortly
before she turned 65, once again the bad luck struck. She lost all of
her lifetime savings, so she got a very minute amount of social
security, and 2 years ago she suffered a stroke which paralyzed the
right side of her body. ’

But I have told, as I.have mentioned before, my mother was a )

very strong-willed lady, and she will not give up, nor will I. At first

I was thinking about taking her to some places as Mr. Bonker

mentioned, the social center for the elderly, or senior citizen elder-

ly center. I went there and observed how they took care of the

elderly people, and I was greatly dissatisfied with the way they did
it. There, the whole group of those senior ¢itizens, working hard all
through their life, were being treated iike a pile of garbage. They
_ were not being taken care of at all. In fact, my mother told me that
when the time came for going to the toilet, she requested somebody
- to wheelchair her.to the toilet, and not one person responded. I do

not want to mention specifically what organization it was, but that -

e

‘happens to be one of the better senior citizen’s center, after my- o

~ careful investigation, that I'sent her to. .

I also thought.about.taking her to some/so-called church-related

organization: As impressive as they scund, the nurse at one of the

* leading church organizations in the Rockyille area where we used.

to live, told me:

We cannot take care of those_citizens who cannot take care of. themselves. If they.
are partially incompetent in handling themselves, those are the people we cannot .

care. We only take care of those people who can take care of themselves.

I want to pinpoint the difference between the so-called Senior

- Citizen Center, and a special skilled center, such as the Support
Center in Wheaton, Md. I was extremely impressed with Mr.

MacRae’s competence in running the program. After.all, since I did
work at a State hospital for 10 years for the geriatrics, I ought to

know the difference. -
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‘T looked at those people over at the support center, they were.
being treated like individuals, respected like people, first-class citi-
zens. Why is it those people, after years-of work, should be treated
just like trash. When things grow old we respect them as antiques,
but when human beings grow old they were treated just like
refuse. This is really a very terrible and disturbing element of this
society.” - : S - .

I am the kind of person that I would .go to the center during the
regular intervals. I noticed that there were diffcrent kinds of pro-
grams which are really motivating to those semiparalytic patients.
. Examples are skilled personnel training those people how to do
handicraft work; and another -thing is they also have physical
therapy. I noticed ‘there was one worker diligently helped my
mother to hold on to the rail a.d walk, and back and forth many
times. This is the beginning of the sécond year, and I notice my
mother is improving, thanks to the good care of the support center.

If T would send her -to some. places, like one of those poorly
staffed places mentioned previously and just leave her there and
.. let her be, and slowly she would deteriorzte and die. Certainly it .

would be a pity for a person who would like to really self-a¢tualize
herself. There must be a lot of people in the support center that
.would like to articulate the viewpoint which I have just mentioned
a short while ago: I think it is really a blessing for my mother who.-
worked hard for her life, and now, that she was fortunate enough
‘to go to a place like support center in Maryland. This is really an
inevitable asset, not only to the senior citizens of Maryland, but
als?l to the working citizens, the relatives of the senior citizens, as"
well. -

I would lastly point out also a very important factor. That is,
~ aside from the physical therapy, and also the occupational therapy
the center provides, the center also provides very carefully selected
nutritious meals for the senior citizens, My mother goes there two
times a week, Wednesday and Friday.. When I go there at 3 o’clock
to take her out I would ask her what she has done. I also went to
the center, talked to ine workers, and discussed various kinds: of
. programs. Sometimes we even work together. to promote different.
type of social programs which were basically selling the crafts done

- by the senior citizens from the center. - -

All in all, what I am saying is that the whole organization, the
support center, is really something to be commendable. This is one
thing that the Federal funding was properly spent for the benefit
of the citizens. o . : . :

‘Thank you, - o : :

Mr. BonkEer. I want to thank you, Dr. Feng, for taking time to be
here to give this committee the benefit of the personal experience
that you and your mother have had with this program. It certainly
is helpful for those of us on the committee to have a glinipse of -

these personal experiences as we take up the subject of adult care......__.

centers. : .
Our third} and final witness on this panel is Mr. Horace Woods.
It is a pleasure o have you with us this morning, Mr. Woods.

. | STATEMENT OF HORACE E. WOODS
Mr. Woops,iThank you very much. - ' '

20
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What follows is my testimony in support of the continued need
for senior day care centers throughout the.country. Because they
. filled a void in my life, I have the fondest regard for the Woods
Adult Day Care Center. Three years ago, while recuperating from a

stroke, the Health Department therapist suggested that I attend an

adult day care center for continued maintenance therapy, both:
physical and mental. Thank God, in November 1976, I was accepted
by the Woods Adult Day Care Center in Severna Park, Md. At that
time despondency, and a feeling of uselessness prevail2d in my life.

Usually, in the casé of senior illness or handicap, he or she

experiences a traumatic shock when they discover their inability to

function as well as before. Prior to-my stroke I worked with retard- °
ed adults in work training at the Providence Center in Annapolis,

Md., for 5 gratifying years. Married, I lived with my wife in my
own home. On acceptance at the day care center, consideration of
my physical limitations were dealt with, being paralyzed on my left
side. The therapist from the health department followed me at the
center during this transition time, and provided a physical fitness
program for the center staff to continue during my maintenance
routine. - ) o

Also, I participate in the center’s activities learning to make

tapestries by using a punch needle with one hand, and-later teach- -

-ing others how to perform also with one hand. An aide encourzged
me in creative writing, and much to my surprise I/found myself
developing my latent talent of writing. These associations renewed

my usefulness, my sense of purpose, and my hope for the future. I -

- regained my counfidence in my ability to assist and train. It was

-c1ite a relict to get out of the house for a few hours daily to meet

ncw {riends, and socialize with my peers. - =/ ' o

While my attendance at the center was withotit a fee, my home

was at a great distance and I had to pay for my own transporta-

tion. Unfortunately, it was so expensive I could only afford to
attend 2 days a week. - . :)

o The counseling and training at the center taught me to Jive more

‘. - independently by strengthening my family ties, as President Carter

. has advocated, and to remain in my community, dispelling my

" . fears of institutionalization. At the same time, my prese.ce at the

. center allowed my family to fulfill their daily obligations content’

. in the knowledge that their loved.one was adequately being cared

for during the day. o/ . 4

" Now a widower, I graduated from the day care center, and now

attend a senior center closer to my home.:While transportation

remains a problem, I have heen able to maintain my own home

and use the meals on wheels service.-Physical, mental, and' social

rehabilitation, the prerequisites for a full life in our waning years,

is available at the day care center through their counseling activi-_

ties and associations. Again I have a feeling of ‘self-worth. I have a.

new lease on life. Adult day care centers are a godsend. . -
During my 3 years at the' center I witnessed some dramatic
changes in certain participants. Those who had withdrawn into a

shell became actively involved in activities and relationships, and

those who had been rejected looked forward to the center as a

haven, a‘home-away from'home, all due to the atmosphere and the
knowledge that someone cared. - ‘ '

0
o i
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With a waiting list %ﬂﬂklog, the - need for day care expansion is
there. What is needed now is for all society to care. ;
Thank you very much. ‘
Mr. BoNkeR. Thank you, Mr. Woods, for being with us today.

- Once again, I think you have given the committee the benefit of a

personal experience which is so important to our understanding of

7

these programs. _
At this time I would like to call on Congressman Ratchford for’

" any questions he may have.

Mr. RatchHrorp. I do not have any questions, Mr. Chairman, just

. a comment that this type of testimony is graphic evidénce of the

fact that what we need in the area of aging is a continuum of care. .
Connecticut, by no way, has completed its program, but its pro-
gram includes home care. Its program is beginning to include day
care. Its program also includes nursing home care, and I think as
testimony. develops we will see that if there is correct assessment
in monitoring, that in many, many cases for the individual who

" needs the type care that has been described this morning, that care

can be provided in a day care setting so that the individual can go
there, be reviewed, receive the type medical treatment necessary,
and still go home in the evening. And this, to me, is certainly much
more humane, and is proving in Connecticut to be more economical
than to say to that person, “The only option you have is because
you are too sick to stay at home and receive care, .is to go into a
nursing home.” And each instance that I have to encourage this
type of care, whether it is through changes in the medicaid law,
the medicare law, or title XX, wherever given thé opportunity I
will vote to expand the law to include this type of coverage. :

Mr. Evans. I have no questions, Mr. Chairman. ) ‘

Mr. BoNkeR. OK. I want to once again thank each of the wit-
nesses, and also' to commend "the committee staff for scheduling
people who have personal experiences. Too often we hear from the

* professionals first and schedule the people who have the experi-

ences later. I think this is a proper setting for us.to proceed with

‘these hearings. Thank you again.

We would now like to make a slight modification in the program,

and call up the third panel, which includes Dr. William Weissert,

Anne Klapfish,-and Charles E. Reed. .
_Dr. William Weissert is the senior research manager“of the Na-
tional Center for Health Services Research, Office of the Assistant

.Secretary for Health Research, Statistics, and Technology, Depart-

ment of HHS, though I am informed by staff that your statement
today is not.necessarily the official position of the administration.

I might also mention that Dr. Weissert and I served as fellow
staff assistants in the Congress 16 or 17 years ago, and we are still
around, and still specializing in the same issues. It is a pleasure to
greet you, Dr. Weissert. I' understand your studyis somewhat

controversial, so we are very interested in what you have to say
- this morning. ; . .



STATEMENT OF DR. WlLLlAM G WEISSERT, SENlOR RESEARCH
' MANAGER, NATIONAL CENTER FOR HEALTH SERVICES RE-
SEARCH, OFFICE OF HEALTH RESEARCH, STATISTICS, AND

TECHNOLOGY, OFFICE OF. THE ASSISTANT SECRETARY FOR
HEALTH, DEPARTMENT OF HEALTH AND HUMAN SERVICES

Dr. WeisserT. Thank. ou, Mr. Chairman.

-

You are correct that I appear as a researcher here, and not asa

policy spokesman for the Department.
Thank you' for.inviting me. I appreciate the opportumty to tell

you abdut the findings from a study that we recently completed on

the costs and effects of adult day care.
The study was conducted by the. Natlonal Center for Health
Services Research, which is part of HHS, in response to a congres-

sional mandate contained in section 222 of- Public Law 92- 603,

" which were the 1972 amendments to the Social Security Act. The

- purpose of this study was to determine whether or not day care

services would improve patient outcomes or' would reduce costs. It

began in 1974 and ended in 1977, and the data were analyzed in

4 1978 and in 1979. - ®

Services were provided by four day care programs which were -

reimbursed through" medicare waivers granted under the special

authority of section 222. The programs operated in Syracuse and "

White Plaing——

Mr. BoNKER. May 1 1nterrupt just for one moment—Dr Weissert?

- You said that the services were reimbursed through medicare?

Dr. WeisserT. That is correct.

Mr. BoNkER. Is this money that would have otherwise gone to
‘medicare patients, or is this an adm1nlstrat1ve category from which
this money was drawn?

Dr. Weissert. The dollars came from the trust fund. They were

health care dollars. The. section 222 authority allows the Secretary
to expand services beyond what is now covered .by legislation and .-

regulation, and that was the case in this study. :

Mr. BoNkeR. So instead of the money going directly to medlcare
recipients, or patients, or to prowders, it went to support the
.Center and its services? .

Dr. WEeisserT. That is correct. :

Mr. BoNker. OK.

Dr. WEisserT. The patients served were medicare ehglbles |

As I said, the programs were operated in Syracuse and White -

Pla1ns, N.Y,; Lexington, Ky.; and San Francisco, Calif. -
The programs studied were what has been called the heéalth-

onented type of day care, rather than the social type of. dag care -
tates.

which has become much more prevalent in the United
- “Health oriented” meant that patients received nursing supervi-
sion, meals, transportation, social work-services, and health serv-
ices such as physical’ therapy, occupational therapy, or speech ther-
apy and other related services as they needed them.

ix ‘hundred forty-four patients. participated in the day care

: study They were all medicare eligible. Their average age.was
about 74,-and about half of the patients were 75 years old or older.
The majorit fy was female. Eighty percent were white. Three-fourths
lived_with family or others. More than half were severely depend-

ent in- the activities™ of"dally hv1ng Almost a. th1rd ‘were only .

-

i
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ent. Three-fourths came from the community
a hospital,. which means: that one-fourth came

from a hospital, and circulatory.disorders and injuries due to frac-
tures were the most prevalent diagnosed conditions' suffered by the

patients.
Patients were r
programs and the

eferred to the stud&; that is, to the day care
research, by their physicians, by hospitals, com-

munity service agencies, by welfare departments, and by the. fami-
lies of patients. Of course, only those who wanted day care were
studied, since it would not be possible or worthwhile to provide day
care to patients who did not wantit. -~ = '

All patients were assessed by day care staff teams which includ-
ed physiciahs, nurses, social workers, and sometimes one or more
therapists. If the team felt the patient might benefit from day care,

the patient either
control group whic

was enrolled-in day care, or, was assigned to a
h did not get day care, but was used for compari-

son purposes with the patients'who did get it. Each quérter, the
two groups’ health and social status, mortality' and use of health
ervices, was compared. - _ : :

/' Results showed that day care patients did no better than control .

group patients on

most measures, including physical functioning,

mental functioning, contentment, activity level, or hospitalization.

. Those in the day ¢

are group did have a lower rate of nursing home

‘use and lower death rates, but when more sophisticated statistical
techniques were used, it became evident that these benefits were

almost totally due
living arrangemen

to small initial differences in diagnosis, age, sex,
ts, race, and dependency level between the day

care and control groups rather than any benefit of day care.

Cost findings we

re no more encouraging. For the day care group, _

"medicare reimbursements were almost three-fourths more than the

control group.

Two other findings are important. First, each day care program .

" had a difficult tim

e getting enough patients. Intake periods had to

be extended several times. I would add on that point that in an
earlier study of ten day care programs, none of them had a waiting
list, and each program had a quite small population. - ‘

Second, in this s
ly low. Only less

tudy, the rate of nursing home use was extreme-
than one-fifth of all patients entered a skilled

nursing facility. This indicates that most patients who used day

care in this study

‘'were using it as an add-on to existing services -

rather than as a substitute for nursing home care. ‘
" One important limitation on the applicability of these findings to

the whole day car

€ question you are considering should be noted.

As | indicated, this was a study of the health oriented type of day

care, not social da

y care. Health oriented day care is more expen-

sive and usually serves sicker and more dependent -patients tha?/\

social programs.

. In the study I mentioned' which I did in 1974 and 1975, I found
that social day care programs were considerably less expengive
than the health-oriented day care programs studied.here. I con lud-

ed then, in a sense as an-advocate of day care, that day care

be cheaper than n

ight
ursing.home care, but the critical questior/ was,

would it serve the right patients. In other words, unless dat care

can be shown to

O ___A,\’ — --;_;4)“ . .‘ l o . . t- [S— ’/

reduce use of other expensive services, /i

-,
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always be more expensive regardless of what it costs. We found in
this study that most patients used it not as a substitute for existing
services, but:-as an add-on, and so it cost more. Nor were these
extra costs offset by beneficial effects on patients. ‘

In summary, we used a sophisticated research methodology. In
most cases we used experienced -day care providers. These were
providers who had won competitive bids to provide day care in this
experiment and at the time represented the state of t e'art in day
care, and we assessed a large number of potential benefits of da

care, but we found no significant benefits, while we did find high . -

costs. ,

Of course, this is one study. As a responsible researcher, I would
urge the committee to seek additional research before drawing
conclusions. Lo :

Finally, this study has been published by the National Center for
Health Services Research, and is about to be published by some of
the leading scientific journals. In that context, since there is some
tendency to be very critical of findings that are, in this sense,
counterintuitive, and also very disappointing, I think understand-
abl()l' there ‘has been a considerable amount of criticism-of the
study. c

It is worth noting that a very distinguished research panel ad--
vised in this research, and reviewed the research methods and the
analysis. The panel included Dr. Sidney Katz as chairman. Dr.
Katz is thie inventor of the principal scale for measuring functional
disability in the elderly, and has been the leading researcher in the
field; Dr. Robert Boruch, from Northwestern University, a nation-
ally recognized research ‘methodologist; Dr. David Rabin at George-
town University, a research physician, and recognized specialist in
research on the problems of aging in complicated social experi-
ments; and other distinguished researchers. Copies of these reports

. are available from my office. L

Thank you. - SR

Mr. Bonker. Thank you, Dr. Weissert. I can see why your study
is controversial. You say that this is not a substitute for existing

* - services. Therefore, it costs more, while not necessarily providing
the benefits. This ought to be a challenge for some refutation by
our next two witnesses who are very experienced in this area and

~ have done, I think, commendable work. It is timely now that we
hear from Anne Klapfish, who.is director 'of Adult Day Health
Services, Massachusetts Department of Public Welfare. We appreci-
ate very much your coming down to testify this morning.

" STATEMENT OF ANNE KLAPFISH, DIRECTOR, ADULT DAY
. HEALTH SERVICES, MASSACHUSETTS, DEPARTMENT OF
: PUBLIC WELFARE T ,

Ms. KraprisH. | am very pleased to be here, as well. .

_ Ironically, as I implore  you today for recognition bf adult day

.care as a viable and integral component of the ‘long-term care

continuum, 6 years ago it was the Federal Government through the

Department of Health, Education and Welfare, that implored Mas-

.~ sachusetts and other States to recognize the need for the establish-

. ment of alternatives to long-term institutional care. Adult day care
was recommended as one such alternative. :

o
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Due to Federal prompting and great interest on the part of State
policymakers and practitioners, the Massachusetts’ Medicaid pro-
gram in 1975-76 awarded six contracts to nursing homes, hospitals,
and community providers to operate adult day care programs in a
1 year pilot study. : o

Although Federal guidelines and various experts in -the field
suggested that adult day care was divided into threé distinct
models of care: a therapeutic/rehab model; a health maintenance
model; and a social model, Massachusetts opted for a different -
route. From a demographic, client need and cost efficiency stand-
point, it was felt that a merging of these models would be more
appropriate.

In 1977 the six pilot programs were evaluated. This evaluation
demonstrated that adult day care was indeed a deterrent to institu-
tional placement, that it was cost efficient, that there was a high
degree of client and family satisfaction with the program, in short,
that it was a workable and necessary service option in Massachu-
setts. .

The evaluation study resulted in a commitment by the State to
expand adult day care services. This commitment went beyond a
dollar commitment from the medicaid program. An Interstate
Agency Committee was formed to input into major policy decisions,
and to, along with Health Systems Agencies and area agencies on
aging, review incoming adult day care proposals. In addition, area

" agencies on aging and several local communities contributed the

- -necessary.seed money for day care development.

" The net result of all of this is that today in Massachusetts we
have 45 approved adult day care programs, and expect by fall to
have over 50 programs. s ]

The major components of the} Massachusetts Adult Day Health
program are: health restoratioh, monitoring and supervision, social
service counseling to clients and caretakers, therapeutic recreation,
social.interaction, personal care services, nutrition, and transporta- -
tion services. ;

The staff of each program, in a ratio of one staff person per
every six clients daily, is comprised of full time health profession-
als, social service professionals, a therapeutic recreation director,
aides, and physical occupational and speech therapy consultants.
Programs are reviewed quarterly for regulation compliance and
quality assurance. . . :

In Massachusetts we are currently serving over 1,800 people
ranging—and I think this is important—from age 24 to 99. It is
significant that at the point of admission to the program, all clients
are deemed by nursing review staff to be both eligible for, and in
risk of intermediate or skilled nursing home placement. o

It is also significant that the per diem rate for adult day care
services is currently $16 per person. In® addition to the per diem

rate, the Massachusetts Medicaid program pays for transportation
and direct therapy costs.. The total average cost for adult day care

-services in Massachusetts—and I will remind you: that it is a
health oriented, very strongly health-oriented program—is $23 to
$24 per person per day. . - . :

Mr. BoNkER. May I interrupt to ask how that reimbursement fee
would compare with. your current nursing home Medicare fee?

‘),"7 ..
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Ms. KLAPFIBH The average for multi-level nursing home facilities
in Massachusetts is approxiraately $33 per day now, so it is consid-
erably less.
Mr. BonkEeR. Ten dollars a day, but it does not provide overnight,

“around the clock nursing services, or food?

Ms.. KuaprisH. It ‘pravides a hot meal dally, plus two snacks.
Mr. BoNKER. Is that part of the t1tle VII nutrition program, or is

that an extra? '
Ms. KrarrFisd. Neither it is part of the title XIX dollar that is

bemg used to re1mburse for the day care program.

Mr. BonkER. OK.
Ms. KraprisH. It is 1mportant ‘I thmk . that question to note

- also that usage of day care in Massachusetts on average is 2.7 days

per week per person. Given that the per diem rate of day care is
approximately $10 less than multiple facilities, and given that
people in nursing homes are there.7 days a week, you begm to see

"a-considerable cost dlfference

Mr. BoNKER.- Does that also 1nclude transportatlon costs to and

from the facility? -
Ms. KrarrisH. Yes. The. $23 to $24 a day includes’ the average

. “cost for transportation, the average cost of direct therapy services

that are needed by the personin the day care program, and the:
entire range of day care services that I had listed before.
Mr. BoNkER. One final question on this segment. If there were no -

“adult care facility, would. that person go to a nursmg home, or

would they be in their regular home?
Ms. KraprisH. I think that the question of add-on versus substi-
tute service is a difficult one. My best estimate is that at least half

of our 1,800 people that are now in day care would, in fact, have : .

gone into a nursing home: given the family situations that they

were in, given their disabilities, et cetera. All people, even though .

they are eligible for nursing home placement, are not going to go

" in. Circumstances may keep them out. They may just refuse.;How-.
ever, they were all considered eligible. They all would have'been

accepted into nursing homes, given that there were a bed avallable _ '
for them, and I think in that sense you can say that it is a

" 'substitute in many ways, rather than an add-oh service.

Mr. BoNkeR. Yes, but that would also have to be noted in any.
cost comparison.

Ms. KLaPrisH. Yes, that is true.

This brmgs, us into the Weissert report. It is-obvious that the
ﬁndmgs in Massachusetts differ: greatly from theglaring conclu-
sions drawn in Dr. Weissert’s report, those conclusions most nota-
bly being that the .average cost of a health oriented day care
program is $52 per day, and that adult day care is not a. substltute
for nursing home placément. )

These: conclusions, althcugh certainly devastating to ‘adult day -

‘care through their visibility, are not, however, I do not think, the

major sin of the Weissert report. The sin- is really—does that bell

mean I have to stop?
‘Mr. BONKER. You may proceed That is intimidating only to those

of us who have to vote, and we can go for about 10° minutes.

Ms. KLAPFISH. Does that mean I wﬂl lose my audience?

Ko ko)
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. The sin.of the Weissert report, I believe, is the thrust of what

seems to be only major study in adult day care to be undertaken by
. the Federal Government. First, the report compares the impact of
' day care on the cost and usage of skilled nursing home care from a
medicare focal point. Experience in Massachusetts indicates that
day care clients, percentagewise, are most likely to enter or be at
" risk of intermediate nursing home care. Intermediate care facilities
are largely paid for with the medicaid dollar, not the medicare
dollar. To look at the potential cost savings of adult day care in
comparison with institutional care from the focal .point of the
Federal health care dollar, one must examine medicaid costs in
relation to day care before conclusions can be drawn.

Second, the selection of programs studied in the Weissert report
ensured that the average cost figures for health oriented day care -
‘would be higher than representative in other health oriented pro-.
grams nationwide. These programs were gilded—some of these pro-
grams, I should add—were gilded with a range of professional
services and staff that is not representative of most of the health
oriented day care programs in this country, and therefore result in
inevitably higher costs. Also, there was no evidence in terms of the
add-on versus substitute issue raised in the report. There was no
- evidence the clients in either the experimental or controlled group
of Dr. Weissert’s report, and perhaps he can refute this, were
assessed to actually be at risk of institutional placement upon
entering the program or the study. = . ’

. It is v ‘ortunate that the thrust of cost savings and substitute

service issues cloud some of the more positive aspects which Dr.
Weissert just said were not so positive, but when I read the report
that I found. For example the report states, and 1 quote, that
“higher proportions of day'care experimental than control group
patients improved or maintained in levels of contentment, mental
function and socialpactivity.” In addition, the report suggests that
those in day “care” experimental groups were kept alive -longer
through the program. : ‘

It is rather sad for me to think that not only the quality of life, :
but the length of a life also becomes a secondary issue to the
dollar. Medicare- decided not so long ago that‘prolonging life was
. worth $600 to'$700 per day for renal dialysis patients. Now, we are
sitting here arguing today that $52, which I do not believe is even a
_correct figure for the norm in this country, is too much to prolong "
the life for adult day care clients. . - . '

In conclusion, I would like to take this opportunity to offer one
‘recommendation to-the committee for consideration. I made one
recommendation'so that would sound short, but it really las sever-
al parts. I recommend the establishment of a Federal office on
-adult day care whose function would be to establish policy stand-
ards that would insure a basic nationwide uniformity and under-
-standing of adult day care, yet be flexible enough in these stand-
ards to allow for demographic and client need differences; to ex-
plore ways of integrating or channelling the multiple funding
sources now being used for adult day care, thereby easing for
practitioners and clients a major barrier in the development, con-
tinuaticn, and use of adult day care; to insure—and this is very
important—equitable ftinding for the broad range of persons appro-
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, pr1ate for day care service to make day care not just a program for
the very rich and/or the very poor; to-act ag a cgordinator of, and a
clearinghouse for the wide-range of existing material in the adult

- day care field; to provide leadership and tec mcal assistance in the
further development of adult day care. - _

I close with the reminder that day care is an essential and cost -

_efficient program. It deserves your utmost attention, and I hope
after carefully weighing the testimony that you hear today you will,
initiate action to insure that adult day care becomes both an
accepted, and an expected integral component of the long term
care continuum, . .

Mr. BoNkiR. Thank you, Ms. Klapfish.

I' think that it would be advisable for us to go to a short recess in
order to vote on what may be two issues, and then we will recon-
vene and pick up with Mr. Reed, and then open for questions. So
we will go into recess for no more than ﬁfteen minutes.

" [A short recess was taken.]

Mr. BonNkER. The subcommittee will come to order, and the
witnesses please come before the witness table.

The subcommittee has heard from Dr. Weissert, and Ms. Klap-
fish, and now we will proceed with our third w1tness, Charles
Reed who is director of the. Washington State Bureau of Aging,
and I might mention w1th some local pride that he is one of the
finest directors of aging in the country, and has demonstrated his -
ability in that capacity in the State of Washington, so it is really a
pleasure to greet you, Charhe, and I am looking forward to your
testlmony :

STATEMENT OF CHARLES E. REED, DIRECTOR WASHINGTON
STATE DEPARTMENT OF SOCIAL AND HEALTH SERVICES
BUREAU OF AGING, OLYMPIA, WASH.

Mr. Reep. Thank you Congressman Bonker. I am very pleased to,
be here today and have the opportumty to talk before you and the
other committee. members.

As you know, Congressman Bonker, the State of Washmgton has’
_worlieg, long and hard to develop alternatives for older persons in

the continuum of care. We have a day care program in our State
~ that we feelis a very significant alternative. We have been encour-
aged to develop this program, the very sophisticated, powerful
senior constituency in our State that you are well aware of. :

In Washington State we call day care day health. There are ten
day. health centers that are funded through the State Bureau of”
Aging, 'and an additional six day health programs funded through '
fees and donations.

Mr. BoNKER. May I ask, the ten day care centers, are they apart
from the regular senior centers that we know of?

Mr. Reep. They are apart from the senior centers’ in our State
That is right.

* Mr. BoNKER. Do they prov1de any other serv1ces, other than
those relating to health care services? |

Mr. Reep. Well, most of them are. freestandmg There are a few
that are in mental health centers in our, State, but most are
freestandmg programs that serve for the purpose of prlmarlly day
care.
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Mr. BoNkER. Is this in the health, or in the social category?
Mr. Reep. Well, it is a. combination of the two, and when I get
through my testimony here you will see that it is the health model .
that Dr. Weissert.taﬁcs about, there are definitely social services

. offered there, as well. o

Mr. BoNkeR. Thank you. . :

Mr. Reep. The centers in our State do operate five days a week.
The average attendance at each center is somewhere between 20
and 30 persons. The stated purpose of the program is to prevent, or
- delay entrance into 24-hour care, or reduce the length of stay in 24-
hour care. The primary target population are those older persons
who are mentally, physically, socially, or emotionally impaired and
need day health services to maintain ‘or improve their level of
functioning so they can remain in, or return to their own homes. A
secondary target population is persons who cannot be left unsuper-
vised, are living with relatives, or friends who provide the supervi-
sion they need to remain in the community, but need some relief
from 24-hour care. Persons living in congregate care, or nursing
homes, can receive day health services for a limited period of time
when it.is reasonable to expect that these services will enable them
to move to a lower level of care. The required services that are
provided in the day health centers in our State include intake
assessment with treatment planning and quarterly evaluations,
- health monitoring, rehabilitative nursing, occupational therapy,
social services, activity therapy, personal care, a noon meal, and

transportation. Day center staff arrange for participants to receive -
physical therapy, and speech and hearing therapy outside the
center when these therapies are ordered by the physician.

The day health standards—— ' ,

Mr. BONKER. I am sorry to interrupt. Let me ask you wiout that.
You say that those services can be provided outside the center if

- recommended by the physician? '

Mr. Reep. That is correct. : o o
- Mr. BoNKER. If it were a problem, would not the physician just
recommend other servicés, ‘without having ‘to go through the
center? ' o . ' »

Mr. Reep. Well, they could. As part of the treatment plan
though, 'at the center/the person may receive physical therapy,
and the day health centers do not have physical therapists on staff,
so they arrange for the older person to go to a physical therapist,
and that is paid for through the day health program. -~ i

. The day health standards require.that centers maintain a staff-
ing pattern which includes at least a director, a registered nurse,

an occupational therapist, social service specialist, activity coordi-

nator, and aides as necessary to have a sufficient staff/patient

- ratio. ‘ : : '

Most of the day health patients have multiple’ impairments. In
our State we administer to each patient the OARS, the Multidi-
mensional * Functional Assessment Questionnaire developed by
Duke University to determine the level of care needed. ,

The physical handicaps most common to the day health partici-
pants are stroke, arteriosclerosis, heart disease, hypertension, dia-
_betes, arthritis, and severe ¥ision problems. The most common

.

~
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. mental handicaps are schizophrenia, paranoia, depression, senile
dementia, Alzheimer's Disease and anxiety. :

The mean age of clients enrolled is 74, and just about 60 percent
of the clients are considered to have incomes below 40 percent of
the State median income. .

. The cost for day health care in our State is $21.91 per day,
" excluding their transportation. With transportation, which is about
$4 a day, it rounds it out to approximately $26 per day. We are in
the process of collecting more specific cost information in an effort
to get increased title XIX -funding, which is now only $21.60 a day
in our State. We will forward this cost information to this Commit-
- tee when we get that, which will be in the next month or so.

Mr. BoNnker. What is the per day . reimbursement rate for nurs- |
_ing home care under medicare; Mr. Reed?

Mr. ReEp. It is $33 a day in the State of Washington. .

Mr. BONKER. So the cost ratio is about the same as that which
was referred to by Ms. Klapfish. . '

Mr. Reeb. That is correct. o S

We have three major sources .of funding for day health care in
the Staée of Washington. The first, and major source is the State
Senior Citizens Services Act, which is unique to the State of Wash-
ington, which provides almost half the funding for the day health
programs. We also have title XX funds, and title XIX funds. Lack
of funding and rigidity of the medicaid regulations are the most
significant barrier to further development of adult day health in
our State. We get the same amount of title XX funding we received
3 years ago, as Washington State is always at the title XX lid. Due
to inflation, fewer title. XX clients-can be served each year. We are
unable to divert more State funds to day health for the same ‘basic
reason. Funding has not kept pace with inflation, and we have all
we can do to fund the sdme number of clients each year. The State
money will not-stretch to serve additional clients. Our ability to
use medicaid is limited because the State medicaid: agency requires
" us to use State money appropriated or, for aging services to cover
the State match. For all other medicaid programs in the State of
Washington, the State match is supplied through the medicaid
budget, and we_are currently negotiating with the title XIX people
- in our State to change that situation.

Mr. BoNgzR. Recently ‘the State of Washington enacted legisla-
tion which expanded senior citizen programs, and added consider-
ably to the funding of those programs. Are there any State funds
from this source that you use? - O

Mr. REED. Yes. That is the State Senior Citizens Service Act, and
about half the funds for the day health program comes from that
source, that State source, but that source, while it seems like a lot,
and it is-a lot, is still limited and is used for a number of different
services in the continuum of care: We have not received a major
increase -in the last 2 years. We are operating at current level.

Mr. Bonker. Washigton State’s commitment is unique in that
sense. Not many States have made a similar financial commitment
to-senior citizen programs. If the.State funding were wiped out, or
_if there are other States that do not have a source of funding,
~would it be possible to continue that same level of service?
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Mr. ReEp. It would not in pdr State. It would do away »/vith half
the program at the very leaSt, but it would do away probably with
three-fourths of it because the State appropriated aging dollars are
used to match the title XIX dollars, so we would do away with all
the State funding, and also the title XIX funding at this point in
time if the State dollars were not there. o .

In addition, it is very time-consuming for day centers in our
State to meet the medicaid regulations in regard to physician
orders for services. Day health was originally classified as a clinic
service in our State, and the client's Yhysician had to order the
service before the client could be enrolled. This wds approved by
the central staff here in Washington, D.C. After that approval was
given a change was made, and it was decided that a physician had
to be on site, had to be emplo}y;ed by the day health dpro am to be
considered a clinic service. This requirement would substantially
add to the cost of day health in our State, and we also thought it

- would be very inappropriate. Our goal'is to strengthen the relation-

ship between the client and his or her physician, not to weaken the-
relationship by having the client deal with another physician while
at the day center, ‘ : S

To resolve this situation, we have changed the classification.for
medicaid purposes of the day health centers from clinic to rehabili-
tative service. Medicare regulations do not require that a physician
be onsite for rehabilitative services, but now the client’s, physician .

" has to reorder’ the service every 3 months. Physicians find this

somewhat ridiculous, considering that the client’s mean age is 74
years, and it is' unlikely that clients in this age group will be
rehabilitated in 8 months. Day center staff spend a:large amount of
time calling physicians to remind them to send back a signed order

* 80 a client will not have to be terminated. For some reason, medic- °

aid requirements for day health in our State require much more .

physician involvement than do medicaid requirements for home

health services and nursing home care. :
In summary, I would like to say that in the State of Washington,

* that the State Council on Aging, which has had a great influence

on the development of day health, and most all of the area agen-

_cies have documented the need for such a service, all of our day

centers are serving as many people as they have funding to serve,

‘and most also have private ;lmying clients. The day centers are
. unable to accegt any new enro

lees unless they have a termination,
since all possible funding sources have been exhausted. It is clear
that day health must have a stable source of funding if it is to
grow to where it can. gerve all of the at-risk people it should be
serving. In fact, the program may not even survive if the funding
situation does not improve. It is essential that day health be ¢ov-
ered under medicare and medicaid, and that both medicare and -
medicaid regulations have sufficient flexibility to make it practical
to use. these funding sources for people still living in the commu-

nity. :

‘ ’I¥}1e experiencé in Washington State is_that the health oriented
day care described by Dr. Weissert does exist. It costs around $26 a
dagr,_and is a very significant part of the continuum of care for -
older persons. It is an alternative to premature and inappropriate -

" institutionalization.
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[The prepared statement of Mr. Reed follows:]

PREPARED STATEMENT OF CHARLES B, REED, Ditkeron, WASIINGTON STATE DEpART-

MENT OF SOCIAL AND HEALTH SERVICKS, BUREAU oF AdINg, OLyMeta, Wasi,

Adult dny care, often roferred to as geriutric day care, was first developed in
Furope in the 1940°s and Is now an established part of the British and European
henlth care systems, The first similar program in the United States began-in 1047
under the nuspi¢es of the Menninger Clinic and, while there has been significant
growth in the number of ndult. day care programs in this country, the concept has
not yet become a full‘y; intpgrated component of the continuum of care. However,

lic-at-large are becoming more and more committed to pre-
ventiw inuppropriate institutionalization; and adult day care is a key program in
ort to maintain people in their own homes ns long as possible.
. Since day eare for adults is a rolatively new phenomenon, no one progrum model
has been commonly nccepted us the ideal. Just the fact that there is little agree-
ment on what to call the program gives some indication of the differences in
philosophy nbout who the target population should be und what services should be
provided. Geriatric day care, therapeutic day care, day hospital care, day treatment
ond doy health are some of the terms that have been used to describe a duy
program for adults that is designed to prevent, delay, or reduce the length of stay in
a nursing home or institution, There has been an attempt on the part of various
people to define each of these terms according to the type of individuals served and
whether health services or social services are given primary emphasis. These efforts
have been tremendously helpful in conceptualizing the core services of a duy pro-
gram and most programs, no matter what they are called, do provide socialization,
assistance with activities of daily living, a noon meal, transportation and some
degree of henlth and social services. Ench state that develops a day care program'’
must decide what, if any, ndditional services will be offered, how the program will
be structured, the level of training that will be re?‘uirod of staff, the relative priority
of health services and social services, and whether the program will be oriented
toward rehabilitation or maintenance or both. Washington State hus made these
tecisions and has formulated program standards a day center must meet in order to
obtain state funding. A copy of these standards is attuched.

Washington State opted to call its program “day health and now has a total of

ten day health centers which receive state funding and about six private cénters
funded through fees and donations. Since we do not have a licensing law for day
health, we do not have much information on the private centers. Demographic and
program data for the ten'state-funded centers is attached. ,

Our day health centers serve participants for five hours a day, usually 10 am. to
5 p.m. Five conters have an average daily attepdance of 15-19, three centers have
an average daily attendance of 20—59 and two centers have an average daily attend- -
ance of 30-39. The stated purpose of the program is to prevent or delay entrance
into 24-hour care or reduce the length of stay in 24-hour care, The primary target -

pulation is persons who are mentally, physicnlly. socially and/or emotionally
impaired and need day health services to maintain or improve their.level of func-
tioning so they can remain in, or return to, their own homes. A secondary target
population is persons who cannot be left unsupervised and are living with relatives
or friends who provide the supervision -they need to remain in the community but
need some relief from 24-hour care. Persons living in congregate care or a nursing
home can recieve day health services for a limited period when it is reasonable to
exﬁect that these .services will enable them to move to a lower level of care.

.Required services that are provided at the day center to all participants as needﬁ
are: Intake assesssment, treatment planning and quarterly evaluations; health mo
itoring; rehnbi]itnti/le nursing; occupational therapy; social services; activity ther-
nps; personal care;/noon meal; and transportation. . .

ay center staff arrange for participants to recieve physical therapy and speech
nlr:d hearing therapy outside of the center when these therapies are ordered by a
physician. . , : . : L
he day health standards require that centers maintain a staffing pattern which

includes at least a director, registered nurse, occupational therapist, social service. -

specialist, activity coordinator and aides as. necessary to have a sufficient staff/
participant ratio. . o . - .

Most day health participants have multiple impairmants. The Multidimensional
Funtional  Assessment Quéstionnaire (OARS), developed by the Duke University
Center for the Study of Aging and Human Development and modified by the
Bureau of Agin(g. is administered to each participant within five days after intake.

(.j'J -

N

the OARS questionnaire is' to assess the participant's level of °
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functioning in five major areas socinl resoldirees, cconomic resonrces, mental health,
physienl health and nbility to perform activities of doily living. A score of 1-4 in n
given aren menns the participant s not impnired in that aren or iy only mildly
impaired. A score®l 4-6 in n given aren menns the participant is moderatoly,
severly or totally impaired in that area, .

Based on 1979 calendar yenr datn, below is the porcont of purticipants who
received noseore of -6 In ench of the functioning lovels measured by the OARS, The
percents do not add up to 100 percent as most all participnnts are impaired in two
or more functional arcas, ' ‘

. Y Pereentuge

Soelal FCROULCER .o s " 40
“conomie resources. . 29
Mental health ., " hYl
Physical healths.,..o......, ho
b

Activitios'of duily living

The physical handicaps niost common to day health participants are stroke,
arteriosclerosis, heart disease, hypertension, dinbotes, arthritis and severe vigion
problems, The most conunon mental handicaps are schizophrenia, paranofa, dopres-
sion, senile dementin, Alzheimer’s Disease and anxiety. , .

The attached data gives detniled information about the charactristics of day
health clients, but it is _,)urt_lculurl interesting to note the following: Mean age of
elients at enrollment is 74 years; 67 percent of clients are tge 70 or over; 59 percent
u{‘ clients are under 40 percent of state median income; 35 percent of clients live
alone. . .

We do not have complete information on the cost per day of duy heslth services as
the Buredu of Aging does not directly administer the day health program. Rather,
we allocate the Title XX funds designated for day heanlth.and state Senfor Citizens '
Service Act (SCSA) funds to Aren Agencies on Aging and they in turn contract with
the day health centers. Aren Agencies are rcsponsiglu for reviewing center budgets
and cost reports and establishing the daily rate, which varies from center to center.
The statewide avernge amount paid by Arca Agencies for o day of day health
services is §21.91, excluding transportation. This amount does not necessarily ropre-

“sent the total cost of providing a day of service, but it is very close as most day
- centers include all program costs in their budgets. We estimate it costs another

$4.00 o doy ‘to transport u client to and from the day center, which brings the total
cost to about $26.00.a day. We are in the process of collecting more specific cost
information in an cffort to get' an incrense in the Title XIX rate, which is now
$21.60 a day including transportation, We will forward this cost information to you
when it is compiled. Title XIX pays a flat rate to all day health centers and this

-rate has not been raised to keep up with inflation. We are now in the position

where Title XX and SCSA are subsidizing Title XIX and hope we are successful in
raising the Title XIX rate to where it is comparble to the Title XX/SCSA rate.
_Title XX, Title XIX and the State Senior Citizens Services Act (SCSA) are the
primary day health funding sources in Washington State. An individual day center’

" can qualify for all threc sources of funding; we do not have separate Title XIX
a

centers and Title XX centers. We already had a well-established-day health rogram
and a set of comprehensive standards when we applied.for-Title XIX funding. We
were eager to get Title XIX funds so we could expand services, but we also decided
we would not utilize Title XIX if required to develop separate programs for Title
XX/SCSA clients and Medicaid clients. Our day health program provided a com-
plete set of services and afforded each client the opportunity to use both medical
and social services to. the degree necessary for his or her particular situation. The
Bureau of Aging believed, and still believes, that it is administratively wasteful and
a disservice to clients to establish one day health program for clients who are
physically impaired, another for clients who are socially isolated or confused, and
possibly a third for clients who are emotionally or psychiatrically disturbed. Our
experience is. that client needs cannot be so neatly divorced from one another and
that even the needs of a particular client vary over a period of time. An individual
with seérious physical disabilities or illness will almost certainly have some social
isolation and very possibly some degree of depression; the confused or emotionally
disturbed client also has a need for health monitoring and nutrition services. People
with different sets of problems can helg each other improve, and we have found this
mutual support to be one of the main benefits of having a day health program that
serves more thun one tnrgetJ)opulntion. We felt it was essential that we stay with
the concept of having one day health program supported by various sources of -
funding, and we were successful in implementing this concept. : .

DO Y B ¢ I T ‘ ' .0 ¢
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" The table btvléw ropresents n brenkdown of do houlth funding for tho curront
ﬁur. An the table indicates, tho state Senior Citirens Services Act I8 the major
nding source, : '

Senior Citizens Services Act (8CSA) i i $617,480
Title GO N e o “ 162,462
Day treatmenit.... v, 8,721
T‘t (9\ xlx PO G 162.010
Client match for SCSA .. .08,280
g 43762

Lack of funding and rigidity of Medicnid remilntlonu are the most signiflcant
burriers to further development of adult day health in our state. Wo get the same

-amount of Title. XX funding we received three years ago as Washington State

always exceeds ita Title XX lid. Due to inflation, fewer Title XX clients can be °
served each year. We are unable to divert more state funds to day health for the
same basic reason; funding has not kept pace with inflation and we have all we can

" do to fund. the same number of clients each year. The state money will not strétch

to serve additional clients, Our ability to use Medicaid ia limited because the state
Medicaid ngency requires us to use state money appropriated for aging services to
cover the state match, For all other Medicaid programs, the state match Is supplied
through the Modicaid budget. The Bureau of Aging is working to change this

process. ‘ , : i

In-addition, it is very time-consuming for day center staff to meet Medicaid
regulations in regard to »hysician’s orders. for the service. Day health was originally
classified as a “clinic se-vice’ and the client’s physician had to order the service
before. the"client could be enrolled in ‘a- day center. Day center staff sent the
physician a copy of the client's treatment plan at intake and copies of quarterly
reviews'of client progress. The physiclan was invited to add his or her input, but did
not have to formally reorder the service once it had been initiated. This process was
originally apgproved by, Medicald staff in Washington, D.C., but staff there later
reversed the decision and stated that day health centers had; to have an on-site -
physician to qualify as a “clinic service.” This requirement would substantially add
to the cost of adult day health and we also thought it would be inappropriate. Our
goal i8 to strengthen tho relationship between the client and his or her own.
physician, nu: to weakeu the relationship by having the client deal with another
physician while at the day center. ‘ .

The above issue was resolved by changing day health from a “clinic service” to a

" . “rehabilitative service.” Medicaid regulations do not require an on-site physician for

a "rehabilitative service”, but .1ow the client's physician has to reorder the service

" every three months. Phynicians find this somewhat ridiculous, considering that the

client’s mean age is 74 years aud it is unlikely that clients in this age group will be
“rehabilitated” in three months, Day center staff spend an inordinate amount of
time calling physicians -0 remind them to send back a signed order so a client will -
not have to be terminat-d. For some reason, Medicaid requirements for day health
require much more bhy ucian involvement than to Medicaid requirements for home
health services and nursing hime care. ' ’

In summary, we believe Washington State has a quality day health program

which does he!p very impaired people avoid or-delay moving into 24-hour care. Day
health is included in the Scate's Title XX and Title XIX Plans and in the State
Health Plan. ‘The State Council on Aging and most. all Area Agencies on Aging have
documented the need for euct a service. All of our day centers are serving as many

people as they have fund'ng to serve and most also have a few private paying

‘clients. The day centerr a° . .nable to accept any new enrollments unless they have

a termination, since all possible’ funding-sources have been exhausted. It is clear *
that day health must luve a stable source of funding if it is to grow to where it can

serve all the at-risk pecple it should be serving. In fact, the program may not even

survive if the funding situation does not improve. It is essential that day health be .
covered under Medicare and Medicaid and that both Medicare and Medicaid regula--
tions have sufficient flexibility to make it practical to use these funding sources for

. people -till living in the community.

A
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: N
WASHINGTON STATE DAY HEALTH PROGRAM STATISTICS—CALENDAR YEAR 1979

Dato itsm a _ Numbet Percent
- Parsons served: .
Male O — J68 k]
L2 1 J— s : o 08 63
Tota ‘ R . e

Age at enrollment (mean age al emol|menl in 73.5):
Under 60

........ . . 6
60 1o 64 " 129 13
(1IN . 138 14
7010 Tluroee e eseee e eteseeseses b ste et 48O R 8 e R R e 192 19
lito 19 : 182 18
80 and over... e : 301 k[l
Income level: ’ !
Mo below 40 percent Slalo medlan income ........ 583 59
Between 4] percent and 80 percent median Income......... . : k') Kk]
Over 80 percent State median L — 16 8
Funding source: : , )
Senior Citizen Sewlm Act (State funds) ........... : 522, 52
TR XK. e ee e e e e s 08 5 R AR SRR AR AR R R 01 : 189 19
Medical, excluding day treatmen e ——— 179 18
“Day treatment.. e cervien e —— 1 2
PHIVAIE PAY .ocovcerernnenssunnss esssssesss esess s sesssssssssssssesssssssss essesnns : 69 1
Other (insurance, charitable donations, et cetera) ... vvwuirernrven ) 20 2
Living arrangement: : .
[V — 353 35
WL SPOUSE .v.vevv v e e sesessaesst s essssssessanens J— 254 25
WILH CHIM ... cvvecerersesesmsessessssunssss sesmssensessssssdasbss e 166 17
With other 81AtIVE ..., covvsesiermreses s eserssesssss e v 42 4
With nonrelative A
Retirerment BOMe........oucvuvsersssreen : 6 1
AUIE 1Y DOME..... e L3 4
Boarding home/CONZIBZAE CAMB.......vouwewsmrsnesrmrenerenss e 67 1
Nursing home. ‘ : B—— - 3
Psychlaltic L lg }
Relenal soutce . ‘
AZING NEWOLK PIOBIAMS.....oocvcerrrrssss sosessessssssssssssstansssssssssssssssssstssessssssssssen . 122 12
Department of Social and Health Services . . 62 ]

. Hospital {medical.or mental) s ——————— 15 -8
COMMURILY HEAIN ABEICY ,.v..eveersctersssesesses s mssmssssssssssssestessessssessessserens . 176 . 18
Community Menta! Health Agency . o9 10
Religious agency: ; 6 - . 1
Private practitioner " k] 4
Adult family home/congregale care laclhly/nutsmg home . 5 5
Relative/lriend . W M ..

- Sell..... : > 49 5

: BIREE o vvricannssernn s s ssnssssss s s ssessess s . " ‘ 43 A
R Reason for termination: ’ . 4
Graduation. : : : 8l 1
Moved out of area........ ' ; 45 /9
Too [ll/disabled to attend 5 /10
Entered adult family home . ? ]
-Entered congregate Care 1aCility........ . innenssesermssmsnsssssssssn e . s . 8 12
Entered nursing home — — %8
Entered medical hospital . 4§ -1
Entered mental hospital e ————————— U 5
Program. not appropriate . . 126/ 26
- Client/family choice . ‘ ; - 70 14

.- Died . : M % - 5
Other.........c.. — R 1

Total terminations.........: . A ‘ 485

o
<
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Avernge number of days of wervice provided to terminated clionts:' Menn--10:4;

N2, ‘ ‘
M;\d\;ornm}; number of montha of service provided to torminnted clients;y Mean—10;

Wn==i)j, '

Cost of sorvicea provided durin lll"ll)-fl.ld:l.‘lﬂ().

Number of dayn of service provided during 107052, 180,

Coat mﬁr day of sorvice, excluding trnnusmrtutkm-—%l.ﬂl.

Number of clients served durlmé 19791046,

Cost per cliont served—$1,148,07, »

Mr, BoNKER. Thank you, Mr. Reed.

T think the committee now has the benefit of both sides of the
issue through Dr. Weissert and his study, apd also through the
excellent testimony of Ms. Klapfish and Mr. Rn;?od.« .

Mr. Ratchford. - | T

Mr, Ratcurorp. Dr. Weissert, perhaps you ‘stated, but I did not
hear, what was the date of your study? . A .

Dr. WeissERT. There were ‘two studies. One was a descriptive
study of day care centers that was done in' 1974 and 1975. The
controlled experiment began in 1974, and ended in 1977, and then
the data were analyzed in 1978 and 1979,

Mr. RatcHrorp. And how many facilities did you study?'+*

. Dr. WEisserT. Four, -

‘Mr. RArcHroRrp. Do P),'ou think that this is an adequte sample to -

at you have drawn as it relates'to day care

centers? - . } :
Dr. WEisseRT. The conclusions I have drawn are limited to those

- four centers, and certainly it is adequate for that.

The question I believe you are asking is, should we draw conclu-
sions about other centers from those four, and the answer of

course, is no. On the other hand, should you ignore these findings .

when thinking about this issue, I think the answer to that is also
- Mr. RATcHFoRD. I think my concern is with the position that you
hold, that the study then takes on more -significance nationally,
and takes on a significance that would suggest that this is the
pogition of the Department of Health and Human Services.

Dr. Weissert. No, I would deny that, It certainly is not the
position of the Department. Speaking personally, for myself, my
impression is that the Department appropriately does not yet have
a position on day care because we do not know the answers, .
: en you suggest that because I am in HEW that this study

" takes on more prominence than it deserves, I think you must keep

in your mind that research of this type is always very expensive,

~ and is limited to a small number of sites, typically, and we did the

best we could to make the most of our investment. That is, we used
the most rigorous methodology known to social science; that is, the
controlled experiment. And so while it was small, it was large, for
example, in comparison to some drug studies, and other studies of
medical treatments that affect life. - .

Mr. RATCHFORD. But small in relationship to the fact that there

- are now over 600 day care programs in the United States.

_Dr. WEisserT. That is true. _
Mr. Ratcurorp. I would be interested in your feelings as to

B standards, as to whether or not standards should be-developed . for

such facilities. Did you find standards in the four institutions that

- you studied?-

"OH
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Dr. Werisserr, Well, for purposes of this study, the people at what
iy now the Health Care Financing Administration, designed stand-
ards that required certain sorvices; the standards that would relate
to things that are typical in nursing homes, utilization reviow of
fucility, fire regulations, and things like that did not exist for the
most part, for day care either in general, or in those facilities.

And along that line [ would add that in the earlier descriptive
study of 10 centers, wo found some instances where I think most
health care professionals would have wanted to see standards im-
posed and met. That is, facilitics were not comparable to what we
would consider adequate fucilities. So | would say if we are going to
have day care, yes, we should have standards. “);mthor they should
be National, State, or local standards, I am not prepared to say.

Mr. Rarcirorp. Would you say that Ysses$ment in monitoring is
n key to what population day care centers should serve? ‘

Dr. Weissert. Yes, that is definitely true. I think if—and let me
say once more that [ am speaking as a researcher, and not for the
Department—if [ were to make one recommendation as to where
we go from here, it would be to say let us try to narrow the
population that we are offering the service to so that we increase
the potential for having a beneficial impact either on patient out-
comes,\or on costs."

Mr. Rarcurorp. Some States are designing their programs to
serve just those who are in risk of institutionalization. Would you
comment on that? ‘

Dr. WeisseRT. I think that is an excellent idea. It is very close to
impossible, unfortunately. We find that—well, other researchers
have found, for example, if you take a survey of the community
you find that for evety. patient who looks like a nursing home
patient and is in a nursing home, there are four or five more in the
community with the same characteristics living at home, and we
cannot explain why. : x

By the same token, if' you take a community study and list all
the characteristics of patients in nursing homes, and outside nurs-
ing homes, you find that you are able to explain very little of the
difference between who gets into a nursing home and who does not
get into a nursing home.

I think that trying to limit the population to those at risk of
institutionalization is laudable. I would go somewhat further and
require that patients exhibit at least moderate dependency on the
Katz ADL scale, and I would, unless there were compelling reasons
to do otherwise, I would favor patients coming from-gvospitaliza- -
tions, or skilled nursing facilities since we found that those tended
to be the patients who had the greatest potential for benefiting..

Mr. Ratcurorp. Well, some States have home health care, day
care facilities, nursing home facilities in hospitals. Is this not an
appropriate continuum of care, provided adequate standards are
set? -

Dr. WeisstrT. I certainly favor a continuum of care. If I had been
designing the entire concept I would have studied, instead of day
care, I would have studied a broad range of services, of which day
care would-be one, so that there was no chance that I was putting
a patient into day care as inappropriately as he might otherwise go
into a different service. o

1 ) i
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But to address spocifically the issue of da{ caro, do I favor
having it in the continuum, [ have to say that It is oxpensive. Our
study indicated that with qualified providers and patients who
showed a potential to benefit, it had no significant effects. I have to
ask the question, what else are wo giving up when we buy day
care? Are we giving uP. for oxample, tax credits, or deductions that
might encourage the family to do more? Are we giving up congre-

Bute housing, for example, which we have very little oxperience -

with but seems to be a promising alternative.

Mr. RarcHrorDp. But are not those decisions that olected officials

have to make?

Dr. Weissert, They certairly are the burden of elected officlals
to make those difficult decisions. What I hope our research can do
is—Chester Barnhardt, who studied the functions of the executive
used to saz, “The principal function of the executive is to make a
decision when he does not have any basis on which to make it.” We
try to contribute to that basis of decision with research. o

Mr. Rarcurorp. We have heard the director from Massachusetts,
and the director from Washington cite figures that were substan-
tially lower than your survey. Would you comment on that?

Dr. WeisserT. There are, I think, two comments. One is that we
studied four programs, and the range of cost was considerable.

Mr. RATCHFORD. Were they all in the same State? ’

Dr. WeisserT. No. Two were in New York. One was in California,
and another was in Lexington, Ky. .

We found a considerable range of costs. The cheapest one was in-
Lexington, and was less than $19 a day. There are a couple of
things we found. One is that how much a program costs per day is
in part a function of how often the patient uses it; so that there
was an inverse relationship between daily cost and utilization. The
cheapest program had among the highest utilization rates, and the
most expensive program had the lowest utilization rates. That
reduces the cost difference when you look at them annually.

. The other point that I think is im(rortant is one that Mrs. Klap-
- fish made. She said, I think, that a desirable kind of comparison is
, one between the cost of day care on a per day basis, and the cost of

nursing home care per day. I did that in an article I published in

1978, and concluded that, gee, it looks cheaper. But the big ques-

tion that remains is are we talking about the same population; and

e answer we found is no, it is not the same population. Only

“about a fifth of those who participated in the day care gxéogram
were people who went to nursing homes. The comparison between

- the cost of nursing home care and day care is really quite irrele-

vant %ﬂess you can prove that you are dealing with the same
patients. C ’

Mr. Rarcurorp. Well, are you then rejecting the possibility that
the day care facility kept people out of nursing homes? -

Dr. WzisserT. It did not do that in this study at a statistically ‘

_significant level. That is, when we looked at all‘of the characteris-
tics that made the control group different than the experimental
%roup in their use of nursing homes, day care was not a significant
N _

ctor. : :
Mr. RarcHrorD. What elements entered into your determination
that it was not a significant factor?

6
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Dr. Wrissert. Well, wo had a vory comprohensive patient assoss-
ment that took up to 1 hour and 45 minutes, and we found that
whon you put alljof those charactoristics into a formula to analyze
the effect of varidus fuctors on institutionalization, day care ranked

among the lowest contributing to ontry.

Mr. Ratcnrorp. Well, I have no further questions.

Mr. Bonkkr. Thank you, Mr. Ratchford.

This issue posos somothing of a dilemma for me, as I mentioned
carlior, because bf the excellent tostimony that has come from Ms.
Klapfish, and Mr. Reed, and Washington State’s successful experi-
ence with this rogram on the one hand, and Dr. Weissert's excel-
lont study, which hai posed some provocative questions on the
other, and-I think it is.appropriate for this' committee to sort out
these things and reach a concensus on whether or not the Federal
Government should become more heavily involved in those pro-
grama. I think just to kee \t‘he perspective we should point out that
presently the Federal Government has not acted directly on adult
care centers. It has not been\the subject of any particular program,
and the funding comes from an asgortment of Federal sources,
State, and local, and private\as well, to support the 600 or so
programs that are in oxistence today. And if I get nnr' messge from
your testimony, Mr. Reed, it 'is that the Federal Government
should become more involved, at least in funding of adult day care
centers. ‘

You say in your testimony that your concern is the rigidity and
the limitations of medicaid. regulation and funding, and that it is
clear that day health must have a stable source of funding if it is
to grow to where it can serve all at-risk pec%)le. Further, you say
that it is essential that day health be covered under medicare and
medicaid, and that both medicare' and medicaid regulations have
sufficient flexibility to meet this need. ' ‘

Now, what concerns me is that we are making it possible for
adult care centers to compete with other ﬁzograms for the scarce
Federal dollar. We have to look at the cost-benefit analysis to see if
money that is siphoned off of medicare, or medicaid, and has gone
into adult care centers is egoing to be more cost beneficial to the
ggctient. I really get troubled when I see us starting to tap medicare

ause, as you know, Mr. Reed, I have long been concerned about
health’ care for senior citizens, and increasingly I find that the
Government is not allowing the full financial benefits that are
inherent in the medicare program. Many senior citizens who have
in-patient care, or even just go in for physician services under part
B, find that because of the assignment fees, and other thin§s, that
they have to end up paying $10 or $15 on that doctor’s bill. I would
hate to see us divert money from medicare, and even medicaid, into -
other programs that do not provide direct benefits, but a center

“and services that makes that scarce dollar even less significant for

the intended beneficiary.

That leads me to pose this guestion once again to Dr. Weissert,
concerning the cost benefit of day care centers, nursing home care,
and home health care services. Are we essentially duplicating these

complement existing programs? The one persistent criticiym we
hear is that we have too many programs that are not effettively

" services, or is this an add-on, or do these health care t{:nters
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doing theﬂjob. If the Federal Government were to get directly-

“ involved in'supporting adult day care centers, would that compete

. with the existing programs, and is it going to be cost effective?

- Dr. WEeisserT. Of course, when I answer that“l am talking only .

. about the day care. programs in this study. We have talked about
- 'the limitations of generalizing from this to all day care programs.

“In this study we found that, with respect to nursing home care, day

care was not ‘a substitute. It did not reduce use of nursing homes.
In that sense, it was an add-on to existing services.

Mr. BoNker. The purpose of thé program is to provide alterna-
tives for institutionalized care, and in your study it did not repre-
sent any reduction in nursing home care. Therefore, it is not pro-.
.viding an alternative. : ' §

+ Dr. WEIssERT. That is correct. It failed in that respect.

There is; however, another purpose of day care, and that is to
provide -better care than is currently available, or care that is not -

-currently available to some patients, and we certainly hoped that _
' some. patients would receive care in day care that they were not .
getting anywhere else; could not get, or they would get better care.
If that had happened, we should have seen differences between the
. day .care group and the control group in outcomes. They should

" have shown better physical functioning, higher contentment, better
social activity levels, better mental functioning abilities, lower mor-
tality rates. None of those was true; not at a statistically signifi-

- cant level. - . .

Mr. BONKER.- Most people who go to a nursing home under medi-

care are referred to the meédicare as part of the.health delivery
program. inherent under title XVIII, and that means they go di-
‘rectly from the hospital, to a nursing home, and then, if necessary,
. to home health care service. You say that in your study almost a
third were minimally dependent; that three-fourths came from the
community rather than a hospital, so only a fourth of the patients
- covered in your.study actually were part of that process of hospital
.- nursing home health care. The others just came in directly from-
‘the community, or through physician referral. Is that the case?
"~ Dr. WEIsSERT. -Partially the ‘case. It is not entirely true that
patients - enter nursing homes always from hospitals. Some .do. .
". Some come directly from the community. ‘ e v
- Mr. BoNKER. Under medicare, I think they all have to come from
a hospital. . o o -
Dr. WEisserT. That is right. Under medicare they must come
from” a hospital. One ‘would hope that day care would prevent—
there has been some probably legitimate criticism of that require-
. ment, and that is that if you need a nursing home the route to get
there is to go through a hospital, and that may precipitate unneces-

" sary hospitalizations.

. In this study we had Boped—andfthe reason we admitted people” 4
-directly from the community—we. had hoped that we woyld-pre-

vent unnecessary hospitalizations, as well as unnecessary nursing
home institutionalizations. ‘ ’ '

I think it would be worth*adding at this point, since-I did not
cover it in my' statement, that although we were dealing with.a
medicare-eligig e population, some patients were medicaid eligible,

" and.we’ received data on their medicaid utilization as well—that is, -

>
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“their long-term nursing home use, and other things—from three of
the four sites we studied. In no instance was there a signficant use
of medicaid institutionalization either. —— A .
Mr. BoNkER. Well, let us shift for a moment over .to the social
~.aspect of day care centers. This question would be directed to
‘either Ms. Klapfish, or Mr. Reed, and I am interested in the
differerices in services that one may find between a day care center
. envisioned under this concept, andy under senior citizen centers as
‘we know them today. . . . :
Ms. KraprisH. I will respond first to that question. .
In senior centers in Massachusetts, there is normally no health
care staff. 4
Mr. BoNKER. No, I am not talking about health. There are two
+ - different concepts under adult day care centers. One is strictly for
* health requiring some kind of skilled nursing care; the other is for
social purposes. , .
_Ms. Kraprish. T don’t agree with the statement in your question.
The way I see it, there are two models. There is a health model,
that I would call a wholistic model, that combines health and social
services. Then if you are going to make the distinction! of social
'model, there is a social model that has no health services at all in
it. : . ;

Mr. BonNkER. OK. That is the model I.am interested in for this
question. . . ' |

Ms. Kraprish. I think the social model is a very controversial.
issue. I think that for the client who primarily needs a structured
environment, supervision, for example, a chronic wanderer, people
who may have mild demeptia problems, some of the health services
may not be necessary, at least to the degree that they are offered
in a health oriented program. : ,

I personally think, and in no way is this representative of how
most of the field might think, that senior centers can be adapted -
with an additional staff person to have a small social program
within the context of the senior center. Funding would have to be .
appropriated for this additional staff person.

Mr. BoNKER. Well, senior centers have social programs now.

‘Ms. KraprisH. They do not have supervised structured programs,
and that is the real difference.

-Mr. BoNkER. But what you are lcoking for is a source, of revenue
to put on another staff person on an existing senior citiZen facility.

Ms. Xrarrish. I think for a social program, it would be possible
to build into a senior citizen program that is going now, a compo-
nent that is more structured with money for additional staff.

Mr. BoNkER. But can you net do that merély by modifying.the
existing program for centers? I mean, why set up a whole new
senior center for social programs when ‘you have an existing one?

Ms. Kraprisn. That is not what I am advocating. What I am
advocating is taking your senior center that exists now, and adding
a new. program component into that center. For example, I was the .

- director of a title VII nutrition program senior center for a number
of years. People wandered in at 7 to-11 o’clock in the morning, 60
to 80 people came to that prpggram a day. There was one staff
person, and that was me. There was no way that if I had people
who were chreonic wanderers, who were confused people who
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needed structured prz)grammg, that I could have done anything for
that group of people. That is what your senior center looks like.
The person who needs, let us say social day care if there is such an
animal, cannot be in the. typical senior center environment. They
need somethmg more structured, so you would therefore have to
- add at least one staff person to be responsible for a cluster group
within the larger group.
- Mr. Bonker. OK: I think that is sometlung that has to be ad-’
dressed, probably at: the local level, or area aging level, depending
on what resources they have, and how they are going to balance
"+ out those resources and services as the local administrators see fit.
But I just do not see an adult day care-center as an alternative to
the existing senior center. I hope that is not what is being advocat- .
.ed, We are having a hard enough time getting "senior centers
established in various communities throughout the country. -

Ms. KrarrisH. I think that somewhere, if you have got this
impression our testimony has led you astray. In viewing a contin-
‘uum of -care, you have 'a person who is in a senlor center who is a -
-relatively act1ve, well person——

Mr. BonkEir. OK, I understand what you are saying. In looking
over staff material they say that there are two types of adult day
care:al centers OK One is for health related, and the other is for7
social. - :

Ms. Kraprigu. I think that then your staff has mformed you not

' completely enough of the situation. )
Mr. BoNKER. So we are just talking ba91cally about health orient-

ed centers then, not social. I mean, there would probably be some

social benefits that will come into play if we have such.a program

. for health care.

Ms. KraprFisd. It is just not that black and wh1te I think that
maybe the classic example is you take a person who is a stroke
victim. Yes, in a heaith oriented program there is a whole range of
~ health services to help deal with that person’s problems. You have
physical therapy, occupational therapy, and in many instances

speech therapy. You have nursing supervision to monitor vital . -

signs, et, cetera. One of the common results of a stroke, as Mr.
Wood, I believe, in the earlier testimony stdted, is that you get very
depressed You lose your sense of self worth. You become very, .
very dependent You are not.like you used to be all of a sudden. A~

stroke is not a slow sort of transition. It is fast, usually. That is

where the social service element is inseparable from a program

that yon are labeling as strictly health. You have to have the social’
and recreational interaction, the social service counseling compo:
nent. ial service and soc1ahzat10n components are as important
as the |health care. The one thing that you cannot do is uniquely

separate health care and social semces in deﬁnmg a health orient-

ed program.
.. Mr. IBONKER.- OK 1. wilt get off that limb of the tree on to |
. another. -

In reviewing your response, Mr. Reed. I notice in question 3 that
I have here, you state that there is no consensus across the State
that day care is cost beneficial. My question is, Who are those in
the State who feel that the program is not beneficial?

23
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Mr. ReEp. Well, it is res: ‘ly the area agencies. In our State, all of

- the money for day healt}: is allocated to area agencies for adminis-
tration, the State money, the title XX money, and then title XIX is
handled a little bit differently. The area agencies, ‘through their..

planmng process, decide how that money can best. be spent in any
commumty, and while most of the area agencies have concluded
that it is cost beneficial to have that element of contmuum care in
their commumty, all have not decided that yet. Some feel they can-
. deliver services in other ways. Some feel that-it is not feasible to

have a day health program, or day care program because of the

size of the community. The day care program is primarily an urban
type of service delivery model. If you have large rural areas, for
example, Klickitat Count; m our State, it is very difficult to have -
-one central site that you bring people into for day care because the
transportation involved is so great that that is not lcost effective.

I think it is primarily that issue about the large terrltory to be

covered to bring people into a centralized. program for service; even

- though there may be many individuals, or several individuals that

live in that large rural area that need day care se{'vme, there are
- not enough to justify the cost to set up a center.

Mr. BonkER. I posed a question earlier to Mr /Welssert about the
comparison of day care centers and nursing hores, and whether or
not day care does provide an alternative, or, Qubstltute to nursing
home care. /

In this' questionnaire that we sent outfearher to which ,you

responded, we asked how many persons/could be d1verted  Arom

- nursing home care .if adult day care \z?re fully funded in your
-'State, and_you replied you did not know. Do you have any idea?

Mr. Reep. Well, what we do know is that based on the data that -
is available, that 12 000 people are in need of day care semces, and
we can assume that at least—I think the literature xmght -say that
at least half of those people are really on the verge,of going to an
institution right now, that many people could .be deterred from a
- nursing home if they have the family support, or ‘community sup-
port, whatever, to keep them in their own homes We really do riot
. have that information. That is one of the pieces that is lacking.
There just -has not been that kind of research.done.

Mr. BoNKER. So you do not feel in your.own mind that having
adult care centers will duplicate existing services and facilities.

Mr. Reep. No, I do not. I think that they really are an alterna-
tive to those people that need that alternative to maintain them-

selves in their own homes. o

" Mr. BoNKER. Alternative to what? -

Mr. Reep. Alternative ~to - premature or -inappropriate -

institutionalization. There are definitely people that need nursing.
home care, and need to go there. There is no alternative to that,
but there are people that are-currently reslqu in nursing homes,
and going to nursing homes every day that real
there yet..

There has also been a’ number of studles done natlonally that
. range from 12 to 30-35 percent of people being inappropriately
placed in nursing homes, and one reason for that is perhaps that
. there are not community resources to help that person maintdin
themself in the1r ‘own home. Most older people, I thmk really

y do not need to go .",
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prefer to stay in their own home where there are those resources
. in the community, to help them stay there. . = -

Mr. BoNkeR. But still, I am troubled by Dr. Weissert’s conclu-
sion. Three-quarters of the recipient patients are the walk-ins, did
‘not come from the hospital, and were probably not:headed for
- nursing -home care, but were merely referrals. T am not saying .

&ere is not a demonstrated need for the program. I am just trying
« to understand whether or not the service is indeed a substitute to
an existing service, because at some point you are going to draw .
away. from the resources that are supporting the existing programs,
many of which are not even doing a satisfactory job now, but I
‘guess we are going to need further study on this matter.

Mr. Reep. I think that is the issue. I think it is important that
we do have program standards at the State level, I believe, rather
than at the Federal level, to have a definite understanding of what
a day care program is so that when we do that kind of research or
survey, that we can determine what we are talking about, because

that does not exist now.. ' : -

- Mr. BONKER. I, speaking as one Member of Congress, I am not
sure if I.would support further Federal funding for these programs
until we have a better understanding of how effective they are in
relationship to other programs. , A :

Let me ask you about this; the Federal Government also funds
programs for nursing home care, and home health services. Now, if
we are talking about a person who is in need of some kind of
skilled care or therapy, presently if it is part of inpatient care in a _
hospital they can go to a nursing home and receive that service, or
a further extension is home health care service. They can have a
nurse actually visit them. You.would recommend a third option,
and that is adult health care centers. Now, is it not possible, short
of that, for us to have nursing homes provide that kind of so-called "
outpatient service so that a person could actually drop into a
nursing home where they have skilled care, and they have the
facilities to receive that kind of in-house service, or-expand home
_ health service of therapy, or if some kind of nursing care is re-

quired, it should be available there. b -

My problem is that we are adding a new -program that may, or
may not be an alternative, but at some point we, in the Federal
Government, are going to have to be sure that it is gxost' effective.
There is a strong mood in Congress to cut spending,\and I am not
sure that we ought to be developing new programs, \on\ expanding
funding to support new or experimental programs, instead of being:
more effective with the existing programs. \l

Mr. ReEp. | agree with that, and I have no problem\at a in the
State of Washington. If there is a nursing home that exists“that .
wants to offer day health that meets our standard, we would con- .
tract with them. . o S

Mr. BoNkER. Well, what standards would you have in addition to
-- what a nursing home is now required to provide under title XVIII?

Mr. Reep. Well, there are a number of different standards that .
" they have to provide the rehabilitative servjces to the people. that
reside—not reside—but attend the day care program. The nursing
* home has that capability. ‘ o '
Mr. BoNKER. Give me an example of a service.

A
«
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Mr. Rien. OK; rehabilitative nursing, occupational therapy.

Mr. Bonker. What is relocative nursing? -

Mr. Reen. No, rehabilitative nursing, occupational therapy. It is
‘true that nursing homes can provide that, but they are currently, I
would assume, providing: that service to people that reside in the
nursing horme.

Mr. Bonkew. Well, if they are provndmg it to the resldents can-v
they not also pruvnde it for people who come in?

Mr. Reen. That is correct. It will take more money to hire more
- people in that nursing home to provide that same service though. '

Mr. Bonkek. Why? .1 mean, if you are going to set up a new
facility and staff it, you need an administrator, a director, nurses,
therapists, aides, and 80 forth, and I am trying to look at whether :
this -Federal dollar is going to- be cﬁ"(_ctlvely spent. It is a very
honest concérn,

Mr. Rekn. [/.xppru.mte that concern. '

Mr. BoNKER. You aré setting up a new facility with thns special-
izcd help, including.a director, and 1 am asking whether an estab-
lished nursing home that would have the space, could utilize their
existing facility and specialized pLople to provide the same service.

Mr. Reen. And the answer is “Yes.” If they have additional -
specialized people to providé the service to the additional workload -
that is going to be there. There is no problem at all with housing it
in the nursing home; no problem whatsoever, and we would -be
more than happy to do that. In fact, in one day health program in
our State, it is based in a congregate care facility. That is the one
in Spokane, and they do use some of the staff, occupational thera-
pist, physical therapist, from that congregate care facility, to work
in the day health program, but it is an additional workload that
has to be paid for with another source of funds.

Mr. BoNker. Do you have an idea of the cost comparison be-
tween the two?

Mr. Reen. Well, [ really do not. ‘

"Mr. BoNkEr. OK. Well, maybe it is something that we ought to
pursue at some point. L i

Just a few.questions, Dr. Weissert, and then we have got to get
on to another panel.

You obviously have done a lot of work in this area, and your
study, is fairly provocative. Did you come into this subJect with a
bias one way or the other? I have known you a long time, and you -
have always been a strong advocate of health care programs for

senior citizens. Your posmon is a rather surprlsmg revelation, at . .

least for me.

Dr. Wessert. Well, as a researcher, -I came into it without a
bias. As someone making career choices, for example, when.I did
the first study-of adult day care, I had been working on a number
of social program evaluations at the time, I was very impressed
with day care. It looked to me as if we had here a potential for a -
“real solution to a real problem. I think we have found, in looking
at many of the programs that we thought were real winners over .
the last couple of decades, that often we were offering nonsolutions
to nonproblems. Day care looked to me like.it was the real poten-
tial for great benefit, and so I have really committed the last 6
years of my career to studying day care. I would not place myself
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in a class, in terms of an adocate, with Feople like Marie-Louise

- Ansak, who has devoted her career and all of her waking minutes -
to making a program operate, for example. But certainly, if I had a -
bias, it is in favor of day care. And let me just say this, that I -
looked at the data I have every way from Sund’ay before I drew the

" conclusion that there was no significant benefit,

Mr. Bonker. Well, now your study was from 1974 to 1977. That
is 3 to 5 years ago. I wonder how it would apply today’s state of the
art. - ' : . : '

Dr. WEISSERT. I'thilik that is a worthwhile question, and I do not
know the answer to that. The answer for a researcher is always,
. “Well, do it again.” For a policymaker, you have ‘to make the

choice,. I think, whether or not you have enough information to
make a judgment, and I guess my answer to you is we do not—my
personal opinion is we do not have enough knowledge at this point
- to make a judgment, and we ought to be very, very cautious about
- expansion of this benefit before we have better, more current evi-
dence that it is beneficial. - L .

I would add, the work you are doing now on studies of this type,
will not be available for several years, either. ,
~ Mr. BoNKER. I would like to apologize to the witnesses, and the
audience, but I was to be relieved of my chairmanship an hour ago,
and I have appointments backing up, and despite the fact we have '
. . 40-some people on this committee, it is very difficult to get someone-

" to come in and Chair a session. " - o S

I have further questions, Dr. Weissert, but I think it is best that
we moveon. - | _ g ' B

I will be submitting questions to each of the witnesses in written -
form, and hopefully for your responses, because I think the ques-
tion is going to come before the Congress at some ‘point, and if we
are going to proceed with an expanded role of the Federal Govern-
ment in day care centers, then we have got to have as much
information as possible. e :

It has been a good session. You have all been excellent witneses..
"I think you have really contributed to our understanding of this .
important subject, so I would like to once again thank you for your
‘appearance today. o - e .

. The subcommittee will now recess for approximately 20 minutes;
. and pick up at 1:30, and we have one remaining panel—two re-
maining panels, including representatives from the administration.
' [T?e subcommittee  recessed at 1:06 p.m., to reconvene at 1:30
- pm. : ' o ‘ . B

S AFTERNOON SESSIGN

Mr. Forp [presiding]. The committee will now come to order. The -

Subcommiittee on Health and Long-Term Care, Select Committee . . .

on Aging is resuming its afternoon session. .
Our next panel is made up of directors of various.models and day
care programs. First the Chair would like to recognize Ms. Marié
Ansak, the -executive director-of On Lok -Senior Citizen Health
- Services in San Francisco, Calif. Then we will hear from Mr. Dan
Driscoll, director of the Special Community Services of the Waxter -
- Center for Senior Citizens in ‘Baltimore, Md. Mr. Driscoll also
serves as chairman of the National Institute of Day Care, a pro-
gram of.the National Council on the Aging. Finally, we will hear
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Mr. Howard Bram, executive director of the Menorah Park Jewish

~ Home for the Aged in Beachwood, Ohio.
The Chair will now recognize Louise Ansak."

STATEMENT OF MARIE-LOUISE ANSAK, EXECUTIVE DIRECTOR,
ON LOK SENIOR HEALTH SERVICES, SAN FRANCISCO, CALIF. -

Mrs. ANsak. Thank you, Mr. Ford. . SR

- First of all, I am sorry that Mr. Bonker is not here because I

have a lot of answers to some of Mr. Weissert's statements, and I
think just in general before I go:into my own testimony, I would
like to say that I would like to submit a paper which was prepared -
by our research director Dr. Zawanski titled, “Methological Con-
straints on_the Medicare 222 Day Care Demonstration Project,”
which goes into some of the problems that project presented.

. One of the statements that Mr. Weissert made is that the day
care centers used in the project were all experienced.day care
centers when they got involved in the 222 project. Let me tell you
the ones in San Francisco—which I know intimately—got started
one day before the 222 contract was entered into. I do not think
you can call that an experienced ‘day care. center. I think it is
important, and I think Mr. Weissert did say that perhaps further
studies should be done, and I think this committee should look into
. that. The committee should also be looking at all the day care -

- centers presently operating instead. of just four very questionable.

programs which lasted for 1.year. I do not think that.the Congress
1s going to get any adequate picture of day care, or-care for the
. elderly if we'look at.projects that have lasted barely 1 year. -
On Lok started as a day health center for the frail elderly in
March of 1973 as a partial answer to. the total lack of nursing
home or long-term care facilities in San Francisco’s - Chinatown

.North Beach District. Over the past 7 years, this nonprofit commu-

nity-based program has expanded its services from a-limited day
health program into a community care organization offering total -
health and social services .to elderly over 55 .who are sick, or
handicapped. and, very important, certified by the Department of
Health Services in C;ﬁf rnia as needing at least intermediate-type
- nursing home. care. So/ these people would ‘have gone to ‘nursing
homes if they did not come to On Lok. , o

. For the purpose of this hearing, I would like to limit my observa-
-tions to the Day Health Center part of our program. -

_The day health center, which was modeled after the .Ehglish-Day .

Hospital, opened its doors in 1973 in an old remodeled bar. From
- the beginning a multidisciplinary team, composed of, at a mini-
mum, a social worker, nurse, physician, and physical and occupa-
_tional therapists, evaluated and reevaluated individual participants

and_offered direct services to them -at the_center.. Participants”

needing. medical .and nursing supervision and/or. rehabilitation -
gervices were accepted and scheduled to come to the center from 1
© to T days a week. The main goal of the program was, and still is, to -
. keep patiénts in their own homes, and assist them in being as
'indfpendent as possible. They are, if needed; picked up by the On
" Lok transportation, brought to the center, and returned to their
homes.” At the center "they receive their individual therapeutic -
treatments, meals, social work consultation, personal care such as .

. ‘A",') .
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_showers, nail cutting, grooming, and are involved in various social
and recreational activities. e S T
Initially, and until N]979, day health services were offered in
cooperation with the pai']gi(;:ipants’ private physicians. It is interest-
. ing to note that the On Lok program from the beginning has been -
quite popular with participants who joined the project, but that an
, enormous amount of educational work had to be done with physi-
, /cians and families. The traditional care system for the elderly is. .
7 geared to institutionalization.-Both professionals and lay people
need a.total reeducation. We continuously need to point out that
some weakness, forgetfulness, or even incontinence are no reasons’
{;or condemning our elderly to a life in a strange place away from
ome. - . .
On Lok’s day health “centers are licensed for from 50 to G0
_participants a day. They are full every day. At the present time we
-are serving a total of 220 individuals. Qur costs for the day health -
center alone, which: includes all services mentioned, run between
.- $25 and $26 a day..In our negotiations with the California ‘Depart-
- ment of Health Services in- 1978, we were able to document that
savings. of up to $448.41 per month, or over $5.300 per year, per
participant, could be achieved with the development of community- -
based day health centers. Today. the average medical reimburse-
-ment per day of the licensed centers in California is $21.18. There
are some adders, so it comes up, for some of them, to\$25. Also,
there is some difference between the actual cost and the réimburse-
ment. e : B .
_ In California, a distinction is made between the medically orient-
ed day health centers and the social day care programs. This
(distinction is somewhat unfortunate and is due only to the vagaries-
of o\ur reimbursement ‘or funding systems. It is one of the most
unfortunate facts of life that we stiﬁ do not have a single coordi- -
nated funding. source: for :long-term care. Day care, or day health
services are each one small component of a continuum of care
. which in turn represents long-term care. The distinction between
" the need for day care, or day health is often difficult to make and
depends morezon the participants’ particular health status on a
given day. With.the rapid changes in health being the norm for the " .
elderly, centers should be able to offer all options and gear treat-
‘ment plans to the needs of the individual. However,. no center can
do ‘a satisfactory job. without the backup of all components of the
continuum of care from the senior center to the acute hospital or
hospice program. . : o
It is for this reason that On Lok:has moved on-and developed all
.the components of the long-term .care continuum. Within one
agenicy we are at-the present time at the beginning of :an"exciting
. new development, and we.hope to be able to share some encourag- -
" ing news with you-in the coming years: We are starting to; find that
.. the commurity-based continuum of .care might not only be more
" satisfying to the elderly, but also.significantly more: cost effective.

It is too early to submit data since'our inpatient service component

only started in February of this year. We have, however, been
surprised at the significantly lower than expected use of hospital-
"~ izations.. We are still waiting-to add sbeciar sheltered housing as
+.  another component of our continuum this\summer. By spring or -
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early summer of 1981 we hope to be able to start to cs‘
figures on our initial experience with this system.
Thank you. : L c
Mr. Forp. Thank you very much.

Mrs. AnsAk.'] also have to submit one letter which is addressed .

to the Honorable Claude Pepper, and which is supportin
health services, and signed by about 15 individuals who ar in-
volved in day care, and one of the State planning directors)\et -
‘cetera, who would like the committee to consider day care. A

Mr. Forp. Without objection, it will be made a part of the recor
and let me say that the chairman of the committee is at home with \
a cold, or the flu, and he cannot -be here. Other than that, the
distinguished -chairman would, in fact, be here today. Thank you.

,[See appendix p. 85 for material submitted by Ms. Ansak.]

" Mr. Forp. The Chair now recognizes Mr. Driscoll.

STATEMENT OF DANIEL D. DRISCOLL, CHAIRMAN, NATIONAL

. INSTITUTE ON ADULT DAY CARE; DIRECTOR, SPECIAL CARE
SERVICES, 'WAXTER CENTER FOR SENIOR CITIZENS, BALTI-
MORE, MD. R i ' :

_ Mr. DriscoLL, Thank you, Mr. Ford, and distinguished members
of the Hduse Subcommittee on Health and Long Term Care. - -
This afternoon I would like to briefly describe the Waxter Cen-
ter's day care program, and highlight some of the coficerns and
recommendations of the National Institute on Adult Daycare.
As a program of the National Council on the. Aging, NIAD repre-

© . sents an affiliate membership of over 500 persons involved with,

and interested in-day are for the elderly,

The Waxter Center is a large, municipal, multipurpose senior
. center located on the fringe of downtown Baltimore. The center
opened its doors in 1974 and now operates 7 days a week as a focal
point of service to Baltimore’s senior citizens, serving a current
membership of over 15,000 persons. It offers a full range of services
designed.to keep the elderly well, active, and independent.

As a component of the Waxter Center, our day care program is a
structured rehabilitative program for the impaired elderly. It is
designed for those persons who are disabled emotionally, pgysical-
ly, or socially to such a degree that they are unable to. function
independently. The program participants, or. members: as they.are
also. members of the senior center, present a variety of problems
" ranging from severe and chronic:physical and mental handicaps to
an array of multiple social and health-related problems. It is to be
- noted that this population is significantly more impaired; and
therefore somewhat different from the. membership served through -
the regular senior center programs and activities. The day care.

program serves an average of about 18 -persons per day, with the . |

total enrollment of approximately 40 different persons. . - .~ ..

The prime objective of the day care program is to- assist those
“elderly persons whose impairments prohibit living independently
without supportive services, to reach and/or maintain their own
maximum potential for independent living as an alternative to -
inappropriate institutionalization. ' Lo ‘

There are several purposes that the program is designed to meet:

-to reduce isolation and immobility; to stimulate interests in leisure
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activities; to provide opportunities for socialization and coming to-
gether in a group setting; to enhance activities of daily living with
.instruction in ‘self-care, health maintenance, consumer protection, -
and ‘assistance with accessing to other community. services as
needed by the individual; to improve health status by maintaining
. necegsary liaison with providers of health care, and to coordinate .
care and counseling with the person’s family, thus providing sup-
port and- assistance to the individual’s care giver. . .
Admission to’the program is based on a comprehensive, profes-
sional assessment which includes evaluation. of both physical and
~ mental health status, and of the person’s environmental and social
. situations. A functional assessment is completed on each person,
- which draws a profile of the participant’s performance in tasks of
daily living. An individual care plan is developed from this infor-
‘mation outlining the needs'of the participant. This care plan is
revised and refined as the person’s needs change over time. .

. The day care program, in a protective setting within the larger
framework of the senior center, provides a wide range of activities.
They are planned in order to assure that the person receives the
services that are needed without overserving, and ties in with the

~ full range of the resources of the Waxter Center with all the senior
center facilities, services and resources available to the participants
of the day care program. S Lo T
Discharge from the day care program.is a possible goal that is
considered even at the point of admission. In those cases where
progress to greater independence seems indicated, ongoing plan-
" ning for discharge is ' made with the client. - :
As a component of the senior center, the.day care program is
unique in its ability to bring the impaired older person into contact
_ and relationship with their well peers. These types of experiences
— provide incentive and motivation toward improvement. for the dis-
- " abled older person who.is participating in the day care program.
. From the national perspective, there are several issues which-I
would like to highlight, - : C Y
In this era where the key words are coordination and cost con-
tainment, adult day care is beginning to show many exciting ways
to approach these problems. It is an important component of the
continuum ‘of services, which is perhaps most strikingly indicated
by the very fact that day care has not developed from the top
down, but rather it has been a grassroots movement born out of
real community need, and sponsored by a wide variety of public
and private resources. It adapts to, and ties in with other resources °
available within the local community. ‘ _ '
As we know, the number of day care programs has increased
significantly during the past several years with only minimal as-
,sistance and direction from the Federal sector. To encourage con-
tinued development of-this needed service, the National Institute ~
-on Adult-Day- Care would like to recommend the following for the -
committee’s consideration: _ S -
S First, legislative and executive action to remove the barriers to
the integrated use .of funds of medicare, medicaid, and title XX
social service dollars to support day care programs. Federal mecha-
nisms are needed to encourage the increased use of :funds for the
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expansion and effective implementation of day care as a service
option. S T
Second, uniform standards be developed to serve as a model for
the delivery of quality day care services. We are not referring only,
- or necessarily to regulations, but a baseline framework that can be
as service providers throughout the country are developing
~ day care programs to respond to local community needs. An explor-
atory survey conducted recently by NIAD has confirmed that
standards of operation vary tremendously among he States. While
30 States do have established standards, over hair are designed for
funding purposes only, ‘and do not really -adeguately address the

- programmatic and quality control factors of service delivery. In the -

historical model of the senior center field 4nd vocational rehabilita-
tion services, it is further recommended that practitioners be inti-
mately involved in this process. Warkers in the field of day. care
are sensitive to the needs of the dxy care clients, and from experi-

ence can serve as a vehicle for th:; standards development.

Third, that additional and e:punded evaluation of day care be

undertaken. We feel we must look at what is currently being done,

what are the variations in practice, and what is the potential of -

- this service option. Policy cannot be made on existing limited data.
There has been a tendency to compare apples and oranges instead
of what the real costs would be to society if adult day care partici-
pants had to receive all these services which are available at the

center through other sources. Day care is currently operating in 43

States, which suggests there is already sufficient experience to

“confirm that it is viable, and a. needed service. We believe this

delivery of service should not be interrupted for the sake of re-
search, but rather evaluation should be designed for further devel-

opment ongoing along with practice.

"Finally, we recommend the designhtion of ‘a single Federal - -

- agency which will have the responsibility for the evaluation and
enhancement of further development of this service option. Coordi-
nation of activities in regard to day care must be effected to better

- -enable practitioners on the frontline to negotiate the labyrinth of

Federal agencies, acronyms, and such, in their_efforts to deliver
‘'services to the most vulnerable segment of the aging population.

I 'wou!” ‘i to thank the committee for .this opportunity of .

testifying *'o» .u#rnoon. We feel, and believe strongly that this
hearing is a milestone in the day care field, and in the ‘day care
movement, and are much appreciative of this opportunity.
Thank-you very much. :
Mr. Forp. Thank you very much. _ .
- The Chair will-recognize the very able ‘colleague of ours, Con-
gresswoman Oakar, for the introduction, of Mr. Bram. . , .
'Ms. OAKAR. Thank you very much, Mr. Chairman, and I want to

- commeénd you and Senator Pepper, and other members of the com- _

mittee for having this very, very important hearing today.

I am very pleased, Mr. ‘Chairman, to have the committee hear
from someone who is very well known in the Greater Cleveland

- area. in terms of the field of. geriatrics, and I believe also is a
" national figure in terms of expert care. I am speaking of Howard

Bram, who is the executive director of Menorah Park Jewish Home
for the Aged. This is a geriatric center that has been in our area,
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* Greater Cleveland, for almost 75 years, and they have been innova-
‘tive in the field of day care centers, having begun one in 1968, so I
believe they are among the first in the country to start a program,
and they have added to the program ever since.|So it gives me a

great deal of pleasure, Mr. Chairman, and thank you very much-"
for that courtesy of hearing from Howard Bram, the executive
director . of Menorah Park, and we are very ple; ised that Howard

. could come today.

STATEMENT OF HOWARD B.'BRAM, EXECUTIVE DIRECTOR, ME-
NORAH PARK JEWISH HOME FOR THE AGED, BEACHWOOD,
OHIO ' ' ‘ '

. Mr. Bram. Thank you, Ms. Oakar.

We had!Ms. Oakar’s special assistant on aging meet with a group
of day care directors at Menorah Park just a week ago, and she -
addressed the group and participated in the discussion, I think
there were 12 day care directors who were in attendance for a half-
day institute. - ' : : _ o

glenorah Park is a geriatric facility located in Cleveland. We are
located on a 40-acre site which is now the fourth location we have
occupied in the past 75 years. ’ )
" We are deeply committed to serving the frail and the impaired
elderly, and are equally committed to developing noninstitutional -
services. We believe that people ought not to be entering long-term-
care facility if it is avoidable, and we do everything we possibly can
to help people remain in the community. Therefore, on the grounds
of our geriatrics center, we have a highly skilled long-term-care

- - facility, with 285 long-term-care beds. We have 235 people residing
‘ in a congregate housing facility. We have 125 who are enrolled in
our home delivered meals program, 98 in our adult day care pro-
gram, 22-in our day care program for the severly handicapped; 30
in -our religious holiday stay program; 20 in our vacation stay
respite program, for a total of 815 different persons served. ,
~'We now have on the drawing boards a psychiatric evaluation
center, a respite program for the severely impaired, and a day care
center specially designed to handle the severely mentally impaired
“person. ‘ .- :
I have been invited today because I'represent the long-term care.
facility based day care programs. We ‘have two such programs. In
. Ohio, there is no medicaid support of atiult day care, so we must be
entirely funded by private philantropy. *\ e
Our adult day care program serves the frail, and the moderately .
handicapped older person. This program; was established in 1968. .
The people in this program are in their middle eighties, very frail,
very fragile, many using walkers, or using wheelchairs, but able to
function on a rather good level. : ‘
We then have a second day care program for the severely handi-
-capped. That was established 3 .years ago. Both programs are
- housed within" a. specially constructed single, self-contained day
care center ‘which is located in:the middle of our long-term‘care ° -
". facility. It has 3,000 square feet: It has a separdte entrance to the.
outside with bus unloading and loading area to bring the people to
the program, a couple of lounges, dining rooms, resting rooms, a
pantry, toilet facilities, bathing areas, et cetera. The day care
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center has direct access to the center of our long-term-care facility,

to our occupational therapy and physical therapy departments, to

our sheltered workshop, to our beauty parlors, to all of the services

available to the permanent residents of the long-term-care facility.

They share them. ' o -

First, let me describe the adult day care program. I mentioned

* - earlier that it serves a very old population. Its average age is well

into the eighties. We do have a few wheelchairs in- this program,

but they are the kind of wheelchair patient who is able to get onto

a bus, managing the steps with the hdlp of two assistants, Those

-who join this program do so because lof & need for socialization,
counseling, nutrition, personal care, and re abilitation.

To clear up some of the problems we had/in the earlier testimony
in terms of definition, this group is too old, and too frail to partici-
pate in the usual senior citizen center. I would like to get.into this
subject further later on in the testimony. : .

Most of the people in this program Ifve by themselves. Others’
live with their children, or other relafives. Participation in the
program enables them to remain within the community,. or to._
prepare for admission into a long-teym-care facility, or to help
them cope in the community while they are on the waiting list
awaiting admission to the home: W¢ have found that with our
many years of experience, that 54 pefcent of the participants have
been in the program from 2 to 9 yeprs, so that [ believe we have _
succeeded in keeping them within the community.!

Now, the day care program for severely handicapped is also
known in parlance as the “day hogpital.” Particularly in England,
where they invented the term, “dgy hospital.” We have chosen not |
to use that terminology because we believe it is a misnomer. Hospi-
tals deal primarily with acute illness. Day care business is dealing
with chronically and permanently disabled people, not people who
are presently acutely ill. - .

This severely impaired program serves those who are unable to
ulate because of handicaps resulting from a severe stroke,
or double amputation, adv.:nced multiple sclerosis, crippling
arthritis, injury from accidents, and other disabling- diseases. In
this program the average age is considerably less than it is for our
adult day care program since we do have several people in their
thirtie\s, forties, and. fifties, suffering from multiple sclerosis, or
some injury which has caused severe handicap. There are 22 people
ifi:this\program presently, with an average of 8 attending per day.
Almost ‘all of the participants are residing with either a spouse, or
children! Their attendance in' this program not only gives them
temporary freedom from the imprisonment of their own homes, but.
even more so, a degree of respite to their care givers. I would like
. to repeat this. I think respite is one of the major objectives of a day
care program; that is, to give respite to those who are struggling so
hard, the spouse, the children, other relatives who continue to care
for a disabled person within their own home. Intensive rehabilita-
tion and personal care are important aspects of this program.
I'was asked, too, to identify what are the service components of’a

. day.care program. Let me take a crack at that now. o
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~ TRANSPORTATION

Transgportation is a 'necessity of the program. People must be
able to come to the program by a method designed by the program
sponsors. We use two, and occasionally three schoolbuses with driv-
- ers. These buses are leased each day to pick up the adult day care ..

program - participants, In this program the driver must pull up in
front of the house, must get out of the bus, go to the front door and
assist the participant from the house to the bus, and onto the bus.
The reverse occurs on the return home. For that reason, it becomes
~ a very costly process. You cannot pick up more than perhaps 8 or:
10 persons with any one bus, otherwise they will be spending half
the day on' the bus. ‘ : .

In t%e case of our severely handicapped program, an entirely -
different transportation system is used.'Our own health care atten-
dants drive the center’s own special bus equipped with hydraulic
lift, and all of the other necessary equipment. They pick up the
participants and return them home at the end of the day. In this
program, the two attendants go into the house and literally carry
the participant out of the house to the bus, often down a long flight
of steps. . ’ :

MEALS

The adult day care program serves a continental breakfast,"
lunch, and dinner, that is three meals a day to all of its partici-
-pants, and will even give a L,home delivered meal package to a
participant to take home with her or him for additional meals
during the week or the weekend. The handicapped program partici-
pants spend a shorter day at the center. They are served only two
meals, a continental breakfast and lunch. e :

Personal care becomes another important component) and’ the
adult day care participants may use the beauty parlor or barber
shop. If not for their availability they would usually not be able to
geét to one. They may also be bathed.if it is not possible for them to
- do_sc’ within- their own homes. Some may need assistance with .
" toileting. However, in the day care for handicapped program, all of
the participants are bathed in our special whirlpool century tub
equipment. They receive toenail and fingernail care, use of beauty
pparlor-or barbershop, and almost all must be assisted with toilet-
"ing. Now, a very significant factor is this bathing service is that
almost everyone who is in our day care for the handicapped pro-
. gram has not been in a bathtub for several years. When they came

to our program we are able to get them into a bathtub with the
special equipment that we have. They are so disabled that' their
care givers just do not have the strength to do it at home. '
_ Counseling becomes a very'important part of the program. Our
two programs are headed by graduate social workers who provide
counseling to the program participants and their families. In the
case of the handicapped program, the families meet one evening.
per month for group therapy sessions to help them cope with their
‘tasks of care giving to a handicapped person. :

Physical therapy is offered each'day to each of the handicapped
persons, and selectively to those in the adult day care program.
The prescription for therapy must be provided by their own private
physician. : A
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OCCUPATIONAL THERAPY

Each participant in' the handicapped program, and some within
the adult day care program are evaluated by the registered occupa-
tional therapist to determine how this program might best be used
for their rehabilitation. .

ARTS AND CRAFTS

Many persons from both Qrogi‘ams use this activity and benqﬁt
greatly from the diversion and sense of accomplishment. ‘
One of the things that is rather unique at our facility is that we

have a sheltered workshop in which we employ 100 of our resi--

.dents, average age around 87, who work' 25 hours a week on indus-
trial projects. Many are people in wheelchairs totally disabled.
Many of the‘participants in the day care programs work in the
sheltered workshop performing assembly work for which they are
reimbursed. In this work therapy program theéy continue to work
- within industry; they feel worthwhile and a vital part of the
economy. ’ ‘ :
Volunteers are an essential ingredient in the success of this
program. The volunteer brings the devotion and freshness of the
lay person, and helps to keep the cost of the program down while
adding considerably to the personal services available. ’

¢

NAPPING

Contrary to the assumption of the uninitiated, resting or napping

<

is not—and I will repeat—is not a desirable service to offer in these -

. programs, and we do not encourage it. The aged and infirm should
have a full day of activity and go home tired so that they may

sleep well during the night, and not walk around all night. We do

have a few small resting rooms for an occasional rest for a small
number of selected participants, usually no more than 5 percent of
our population. ‘ ;

"We have cooking and baking classes for the handicapped. They
are taught to preparé their own meals within their own homes
. with their handicaps. We provide them with the mechanical equip-
ment they need in order to do this.

RECREATION

Recreation, of course, becomes a very important and essential
part of any kind of day care program. We hold programs each
afternoon of a recreational and cuitural nature. .

MEDICATION

The participants bring their own medication to the office, and
are then reminded by the day center staff when they are to take
their medication. If we were to dispense medication in Ohio, we
would need to be licensed to do so.. It would create a whole new
documentation necessity, and I think it is wise that day centers
stay out of this. They should use only the medication reminder
system. L. :
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© L NURSING CARE

We have a nurse who works part time for the program. She

teaches the elderly and the disabled how to function at the highest

. posgible level. She conducts exercise programs each day. An educa-

.‘ \tlonal session is held once each week to promote goo hedlth and

trition. Blood pressure and other vital signs are taken on a

reg, lar basis. If the nurse suspects a change in the participant's

health condition, she will call his or her private -physician to
inform him of the suspected change. _

- FMERGENCY CARE—__

With a very old and fragile population like this, we have heart
attacks, strokes, fractured hips, happening at the day center. If a
partlclpant becomes acutely ill our professxonul staff, within the
long-term-care facility, renders lifesaving care in our own acute
care dw;sxon until the private physician can arrange transfer to
the general hospital:

The per diem cost of operating our adult day care program is
$20.40, including transportation. A breakdown of those costs are 40
percenb for personnel; 34 percent for transportation; 16 percent for
food; and 10 percent for the remainder. Transportatlon itgelf
amounts to $6.50 per diem, and is one of the major cost.factors.

We charge fees on a sliding scale basis according to ability to
pay. The highest fee pald for our adult day care program is $15.
Most of the people served in the program are on marginal incomes,
paying what they can afford, some as low:as $1 per diem. The total
received last year in fees was $37,000, out of a total cost of program
of $108,000. The $71,000 deficit is made up from philanthropic
funds plus cont ibutions inkind from the long-term-care facility.

Now, for our day care for the handlcapped program. The cost is
shgh*ly more than twice what it is for the adult day care program.

"~ The cost is $41.40. This hlgher cost is pnmarlly the result of the
high ratio of staff to participants. The participants are so complete-
ly disabled that/ we need a ratio of one staff person to every two
persons served lz/n the program.

The major pfoblem faced by our program presently is financing. ...,
With the severe inflation, the participants who are vn margirial
income are finding it more and more difficult each year to contrib-
ute towdrd the per diem charge. and the average per_diem pay-
ment which we are receiving is*going down every year, whlle the

%,  costs continue to rise. The population served also is becom.ing.more

% frail, and more confused, and we find that the handling of \fu-

¢ sion is a senous matter. That is why we-are presently studying the._
possibility of ‘creating an entirely new day care program designed ..
only for the mentally impaired. Lo

- It becomes more apparent to us that we w1ll need assistance '

. from Government sources if the program is to contmue inasmuch

as philanthropic furnds are limited and level of giving has\pla-

teaued. Wehave applied to the area office on aging for assistance
under title III and title XX, but with the inflation the Administra-
- tion on Aging is finding it, possible only to-continue to fund-pro
- . grams which they have already sponsored, and-we have not been
successful to date in being included for funding.

R : - | \
(V] ’ . ’ .
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If transportation services for the elderly and handicapped, under
publicly funded programs, were available to us at no cost, or at a
‘token cost, it' would substantially reduce our deficit and our reli-
ance on philanthropic funds. - ‘ ) ' '

Being where I am in the long-term-care field, and being a geriat-
ric center administrator, and being in the field for a very long

“time, I believe that having the day care program. based at a long-
term-care facjlity is possibly the f‘;est method of imnplementing a-
full program of care because of the availability of a wide range of
services already located.in the facility. As an example, when we
provide physical therapy, we already %ave the program there. We
have the equipment. We have the professional staff. They may -
" need to work only an additional 12, or 2 hours a day in order to
serve the day care people in addition to the inresidents of the
‘home, but they are there, and they are in place, and we do this
with a whole range of programs. It is pretty hard to duplicate this
"in a freestanding day care center. Also, the persohnel and adminis-
tration are knowledgeable, and attuned to the needs of the frail
and infirm. :

And now, I would like to just take a minute to comment on what
happened at the earlier testimony, _— :

I think we have some problems with definition. The committee
was concerned about the question of the social day care center, for
example, as opposed to the adult day care center, I personally

believe it is a mistake to use the terminology of a “social day care
center,” because all day care centers, no matter whom they serve,
should have a strong social program, It is a necessary component of
all of them. I believe the different levels of day care programs
Should be differentiated not by the program as much as by the
condition of the people who are served. The traditional senior
citizen center serves those people who are vigorous, healthy, who
can get to and from the center by thémselves, generally. They may
be coming only for recreational purposes or they may be coming
for educational purposes, or for nutrition. The nutrition center
would fall into this category. o '

You then move up the line, and you have the day care center -
which deals with the very frail, the very old, fragile type of person
who is in his’eighties and nineties. ‘They are too frail to participate
in the traditional senior center. They need a specialized kind of
center, and they need more staff. The main difference is more staff,
in orde » handle the disability of the people involved, .

You 1. .y then move a step fyurther and deal with those who are
severely impaired. When you deal with the severely impaired you
continue ‘to provide some of the same services, but only with a
greater intensity of staff, and an intensity of program. There are
other day care centers which deal with the mentally retarded.
There are those which deal with the mentally ill angl there are
programs which-deal with the mentally infirm. All of them &re day
centers, but each deal with a population that needs a different type
of staff, and a different type of program, I believe this is the way
we ought to be looking at the variety of programs available.

Thank you very much. '

Mr. Forp. The committee would like to thank each panelist for
giving their testimony today before the committee. I am going to
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have to leave, and 1 am going to ask the Congresswoman from Ohio
to Chair the committee. :

I would just like, for the record, for Mrs. Ansak to respond to
maybe one or two questions; one being out of the 220 participants

ou talked about in your testimony before the committee today,
‘how many of those 220 would be actually placed in nursing homes
if On Lok did not exist; and also, if a large proportion of those
would in fact be placed in nursing homes, then are you saying that
the day health services is an alternative to the nursing homes; and
also part 3 to that, out of that 220, do you have many minorities? If
so, when you think in terms of black n inorities, Indians, and other
minorities, what about some of the programs that we are talking
about in thinking in terms of the death rate, mortality not being as
great, | mean lives not being as long as those of Caucasians, other
groups, should there be any legislation in the future as to relate to
‘agewise for different races, and all. If you would respond to those
/questions, I would appreciate it, M:s. Ansak. -
/ "-At this time, the.Chair will ask Ms. Oakar to Chair the commiit-
/ tee. Ms. Oakar. . ‘
Mrs. ANsak. I will start with the last one first. :

Mr. Forp. The last question is that we have a problem with the
minorities not living as long as—black males, black females—not
living as long as white females, and black males not living as long
as white males, and . am just wondering when we are talking
about these programs, and age groups and all, should we be talking
about lowering the age requirements back for some of those who do
not have the expectancy of life? :

Mrs. ANsak. Unfortunately, I am dealing with a different minor-
ity group, and that is the Chinese, and they have an enormously
long life expectancy. . -

Mr. Forp. ] undy;rstand that. When you tnink in terms of the
qhinese people who have a long, long life span, how does that
relate to other groups; maybe not.your group directly. That is why
I! proposed a question as to how many minorities; are.there any
blacks, Indians, and other minority groups. -

. Thank you, Ms. Oakar. '
Ms. OaKAR [presiding]. Thank you, Mr. Chairman.
| Would you like to respond? -
| Mrs. ANsak, Yes, I will try. . :
=257 The population at On Lok is 70 percent Chinese, and the rest is a
mixture of Caucasians, Filipinos, Italians, whatever; very different
. ethnic groups. Most of our participants are foreign born. I think it
_is now about 90 percent. It used to be 99 percent lately. We added a
. different area, and now have about 90 percent. o

We have very few. blacks because we are districted. In our dis-
trict there are very few blacks, and very few American Indians. I
have heard that there is a lowered life expectancy, among blacks
‘and American Indians. Because of my lack of experience I cannot
address myself to that question. The Chinese, and other partici-.
pants in our program are on the average 80 years old. I think their
life expectancy is about equivalent to Caucasians. But I think the -
problem should be considered. o

Another thing which should be considered when you are talking
‘about day health services..On Lok is restricted to accepting only

P
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people who need at least intermediate care. There might be an age
limitation, and I think the Federal Council on Aging at one point .
suggested that frail elderly be-entitled to services, I think it was

age 75; I cannot recall exactly; but I think there should be a-
certain age when people are automatically eligible; but as to the °

- problem of other minority groups, I cannot talk about it because of

lack of experience. .
One of the questions, another question was is—if I recall it
right—does On Lok present an alternative—does the day health

~ center at On Lok present an alternative to nursing home care, and

what would happen if On Lok were closed. We have estimated at
one point that 80 percent of our people would go to nursing homes -
if we would close. Within 8 months—I think that was the esti-
mate—they would need nursing home care. Whether they. would go
or not is another question, becayse many people prefer to stay in
their homes, and they decide they do not want to leave the area,
particularly in our area where, there is no nursing home. They

~ -~ would have to be removed 30-40 miles from-the area. They would

have to enter nursing homes where they cannot speak the lan-

" guage, eat their foods, et cetera. They would probably préfer to

stay in their own home, but they would probably die. You know~—it
always seems to me when we are talking about cost effectiveness,
well, the cheapest way is probably to die, is it not? But this issue is, -
I think a dangerous thing. Essentially I would say On Lok is an
alternative to nursing home care. o : : .

At the.present time, we provide all the services from the social
day care center, all the way to hospitalization. We get a capitated
rate, and therefore are really interested in looking at the service
that keeps our participants in the community and independent as
long as possible, and at the best possible price. We do not get more
funds when things don’t work out. So I think day health services,

from our point of view are an alternative to nursing home care.

It is not an alternative for those people who need 24-hour nurs-

. ing care and who are bedridden. There is absolutely no way, 10 get

them to any health center, and those people should be in skiled
nursing facilities. x : B : :
There is another interesting observation.’ Sometimes when' we:

- 'have patients who need to go to a nursing home, the nursing
" homes refused them because they are too heavy care; and what

does it end up with? We have to kzep them in the community and
bring them to the centers, and make all kinds of arrangements in
the homes. I think that is a very interesting proposition, which I
think ‘the committee might want to look into, too. What kind of
people do nursing homes take? They. take. those, at least in our
area—I am speaking only for San Francisco—those who demund

- less care. When somebody is incontinent, it is very difficult to get

somebody in the nursing home. o .
Ms. OakAR. I wonder if you would jusi expand on thst, just -for

~ the record. What is the alternative, though, because many cf these .

people who need comprehensive care are from families that eicher
are not available to them; they.are alone, or possibly in some cases
the families are indifferent toward their welfare; then what hap-
pens? . . : : :

-t
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Mrs. ANSAK. Sixty-five percent of the-people, at ' On Lok have no .

" family, so I think we can speak to that. They are mostly living in
rooming houses or hotels. This is why we have provided the contin-
uum of care. We Jelt that, for instance, it was essential to add in-
home services. Now, these in-home services might be very minimal.

It might be to assist the person to make his bed, or to see to it that-

. somebody is on'the nith shift and goes and checks that the person

is actually in’bed; will assist him to get up in the morning. All I
want to restate is that of the people.in our program, 65 percent are
alone, and .depend on a support system. That might be a housing
manager, .or a friend next door in the rooming house, et cetera.

Ms. Oakar. All right. Let me ask Mr. Driscoll one question, and
that is how many clients are actually discharged as a result of
improved health? You stated that that is one of your goals of your

day care program at Waxter is the discharge of individual clients.

Am I correct about that? .
Mr. DriscoLL. Yes, that is correct. Over time, I do not have the

‘exact figure, but it would average about two, perhaps three a .

month. The day care program is small, and the process of discharge
into the senior center is many times a lengthy process. We feel

that there are ways in which the day care program- interfaces, and -

can tie in with the senior center, while retaining its distinctness
and providing a separate kind of programing, and separate kind of
resources. The variables that come into play are the family sup-
- ports, and 'many. of the other things we have heard here, and the
capabilities of the senior center. . -

In Baltimore we have had some very exciting experiences in

looking at a continuum of service, one might say, with several—"

and I will use the term '‘models” for a working. definition, or
working terminology. In Maryland, and in Baltimore, the frame-
work of day care is such that there are day treatment, and day

care programs. The day treatment has a much stronger medical

component; a much stronger rehabilitation component. In Balti-
more, there is a day treatment program at the Public Health
" Service Hospital. We have had some very strong and close collabo-
ration, arid some exciting individual cases where a person has been

" admitted to the day treatment program after a traumatic illness,
and has received intensive rehabilitative services through the hos-.

. pital-based resources available there; the person has been able to
be discharged from that program into the day care program at the

Waxter Center, and over time is able to move to more independ-

nent activity and participation in the senior center. I cite that
because it is the kind of thing that is just very exciting to see what
happens with the individual. , : .

I think another aspect of the day care senior center kind of

linkage is that a person is able to participate, and, be a member, a -

participant in the day care program, but also then to be able to tie
in, utilize, and participate more independently in other resources
in other parts of the center. ' ' . _

For example, with the lunch program, in our center all of the
members of the day care program have lunch in the communal
dining room. It is provided through “Eating together in Baltimore,”
the title VII program, but this is an opportunity for the day care
members to move from one part of the building to another, and to

.‘\
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"-be with friends and peers. Stuff supi)ort is . needed in' terms of
preparing the meal, perhuﬁs getting the meal, going through the
cafeteria line, and so forth. The number that are discharged is
significant. [t 'is something we need to look at, but I think that
equally important, we believe that the ability to be able ‘to bring in
the kind of services, and the kind of resources that meet what the
erson needs at that time, so that while a person may not official-
ly, or technically be discharged, their plan of care in the day care
: rrogram is minimal. It provides some coordination; it provides the -
" ‘linkage to more independent activities in the senior center, but -
coming back to base and having a home base, if you will, that they

can move out from. So I just suggest that it be viewed in the

broader framework.

Ms. OakAr. Thank you. .

We are under a very tight time arrangement here because so
many of us are:on other committees, et cetera, and I know the
committee will want to ask some of you to respond in your answers
in writing. We will have other questions. . ‘

Let me just quickly ask Mr. Bram one question, and I think it is
a question that all of.you perhaps wouqd like to respond to in
‘writing, and that is would you like to apply for a public reimburse-’
ment if there were a unified funding source? Right now, you men-
tioned the State of Ohio does not have one. Do you feel that
somehow we ought to have this a universal type of medicaid pro-
gram, let us say, or make it a Federal program so the day care:
could be covered? : . o

Mr. Bram. That is an interesting question, and I ponder it be-

cause I know the first instinct is to say -yes, let us get the funding =

so that it would help us through our funding dilemma.
~ On the other hand, I feel that there are such misconceptions, .
such lack of knowledge, such lack of research, terminology, in this
whole range of day care program services that it would be untime-
~ ly now, in 1980, to try to create a universal program. I think that if
HEW were given that responsibility now it. would have a difficult
. time trying to design a method of reimbursen:-nt based upon ap-
propriate standards. LT o o :
Having been in the long-term care field for a number of- years,
and having felt the tremendous load of regulation that has accom-
panied the medicaid program, I would like to see a new way of
developing day care reimbursement systems different than the con-
ventional one used for medicare, and medicaid. I say this for the
simple reason, that even though people in the program are chron-
ically disabled, and will have this chronic disability the balance of*
their lives, the major emphasis in a day care program is socializa-
tion, the counseling, the activity, the loving tender care, nonmedi--
cal kinds of programs. Even though there might be 'some physical
therapy rehabilitation, might be some taking of blood pressure,
might be some medication administration, the emphasis ought not
to be.tied to.a medical model. I think we need to design a new type
of reimbursement séystem which recognizes that the greatest need,
and ‘the greatest disability of older people are their emotional
needs, and their social needs. In order to assist them to cope with
all of the illnesses and frailties of old age, we must recognize that
everything is not medical. If we could design a system of reim-"

-
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bursement which would recognize this principal I think we would
do much better. - ‘
What would happen if HEW were suddenly given a reimburse-
ment program to design this year? It would find, I'm certain,
'enumerable ways to require compliance so that a major portion of
tho time of the staff would be diverted to document what they plan
. to do; how they are going to do it; what they have done; and what .
. the results aré; spending much of their time in meetings so that .
- surveyors may come around to make sure that the money that the
Federal Government has experided has been appropriately uged. I
‘am not being factitious; I am being very serious*about this. I would
hope that we-would be able to design a program that would recog-
" nize, first of all, the nonmedical needs, and secondly an entirely
different and simple method of reimbursement. ‘

_Ms. OAKAR. Thank you very much, and I am sure. your views are’ '

shared by many, not only in the audience, but across the country -
about the regulations of HEW. . 0
. -1 am going to thank you as a panel,-and please know that the
committee will submit some questions in writing to you, and thank
. you for being here. _ - o

I also would like to turn the Chair over to my distinguished
colleague, Mr. Bonker. Thank you very much. .

Mr. BoNker [presiding]. Our final panel consists of Administra-
_tion spokespersons, Jeffrey Merrill, Michio Suzuki, and Kathryn
Mortison. A S e
* I am sorry this hearing has extended beyond what we had
planned for, and I am here again on. extended time with some
scheduling conflicts ahead. - - ; :

I think it would be advisablé that if you would submit your
formal statements for the official record, and use whatever time
that we have left to respond to some of the things that have
occurred earlier today in the hearings. I know that at least one of
you is anxious to clarify some of the things that have been dis-
cussed, and maybe respond to Dr. Weissert’s study, which was
discussed on earlier panels, or if you want, just summarize in
whatever way you feel would be most effective. There are not
many panel mémbers here, I am about the only one, and you know
my concerns, so you may want to address them more specifically,

I think what we will do is just allocate five minutes to each, and-
then -proceed from there with questions. I apologize once again for
the short time available, but knowing that you are high ranking
members of the administration, you can. summarize your state-
ments effectively in the time that is available.

Mr. MERRILL. Am I first on the list? ‘ S '

- Mr. BoNkEeR. I am sorry, Mr. Merrill is the Director of the Office -
of Legislation and Policy in the Health Care Financing Administra-
tion,-and he will be our lead-off witness. '

“Mr. MerriLL. Well, in keeping with what you have proposed, I
will abandon my statement. . .

Mx';‘l BonkER. You do not have to abandon it. We will put it in the
record. . - , - : » , :
" [The prepared statement of Mr. Merrill follows:]
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Purrarkn STATRMENT or Jrkreey C. MERRILL, DIRKCTOR, OFFICK OF LEQISLATION
AND PoutoyHeaurit Cank FINANCING ADMINISTHATION .

Mr. Choirman and committes membors, I am Joffrey C. Merrill, Diroctor of the
Office of Logislation and Policy in the Health CAre finuncing Administration | nm
plensed to bo with you today to talk about the Health Care financing Administra-
tion's involvement in Adult Duf' Health Care Services. As you know, the Health
Cure Financlng Administration Is responsible for the administrution of titles XVIII
and XIX of the Social Security Act, commonly referred to as the Medicare and
Medicuid programs. For this reason, we have o major interest and role within the
Department. in long-térm care policy and program development. We are working
clogely with 'the Department Task Force, chaired by the Undor Secretary, which is
coordinnting the Department's long-term care activities. :

-

MEDICAID

Medicaid may roimburse for Adult Day Hoalth Care Services in one of two ways:
first, as outpationt hospital services, where the provider is licensed 'and certified as
1 houpital, and second as clinic services where the providers can be any licensed and
cortified health facility. There are over 100 day care programs currontly receiving
Medicaid funds—more than a two fold incrense in tho last 2 years: Some of these
are funded under title XX as well. California, Massachusetts, New Jersey, Now
York ‘and the State of Washington have been particularly active in this area.
Maryland has recently passed legislation and developed regulations'to provide Adult
Day Health Care as a Medicaid service. In addition, we have a emonstration

fogram, the Alternative Health Services Project operating in two health districts
In the State of Georgia. Adult Day Rohabilitation is a major service in this program.
We anticipate that programs will be added soon in Texas and Kansas, :

-Health Care financing Administration rersonnel offer "technical assistance to
States that are interested in providing Adult Day Health Care under Medicaid. We
recently visited Kansas, Texas and Hawaii. A trip is scheduled to Florida next week.

MEDICARE

"Medicare is designed: to deal with the problems of financing short-term acute care -
and treatment for the'elderly and disabled. For this reason, Medicare cannot pay for .
all of the services provided in Adult Day Health Care centers, except under demon-
stration- conditions, For example, basic social services, -transportation, meals and
therapeutic recreational activities would not normally be covered by Medicare in an
outpatient setting. Of course, Medicare will pay for health care services such as
physical therapy, that are usually covered, if tﬁey are rendered by providers partici-
pating in Medicare. : , o
DEMONSTRATION PROJECTS

In 1972, the Dephrtmeﬁt initiated four demonstration programs under the aus-

-pites of the Administration on Aging and the Medical Services Administration

which, at the time, administered the Medicaid program. In 1974, HEW contracted
for a state of the art paper on Adult Day Health Care. At that time, approximately

.15 programs were identified and n%groximntely 10 were described in detail.
i

More recently, the Health Care Financing Administration has funded a variety of
demonstration projects studying the problems in long-term care. We are also cooper-
ating closely with the Assistant Secretary for Planning and Evaluation on the
channeling demonstrations which are designed to assess the capacity of locally-
based organizations to manage, coordinate, and arrange the provision of home
delivered services, other ambulatory care services, and institutional outpatient serv-
ices. Adult Day Health Care may be one of the services included in the channeling
demonstrations. A revised notice of intent to initiate the National Channeling
&gencgyb Demonstrations program was published in the FEpEraL REGISTER on March ,
1, 1980, . . ' .

' SUMMARY |

In summary, we feel that Adult Day Health Care Services can be an important
health service as an alternative to institutional services. However, as you know, our
programs.are confronted more and more with budget constraints.

In spite of our budget constraints, we believe that we should continue to examine

" this most important service for the elderly, and should continue to look at it as part

of a comprehensive coordinated set of services which provide elderly persons and
their physicians options for receiving care appropriate to their needs. .

Since the devélopment of the four Federally funded projects in 1972, we have now
over 100 Adult Day Health Care Programs operating with Medicaid reimbursement.
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A directory of both Adult Day Henlth and Day Social Care Programs, listing more
than 600 pruizrumu thut provide services ench day to almost 12,000 peeple, is
scheduled to be published by HCFA this summer. A National Adult Day Care
Conforence wan supported through a conference grant by the Natfonal Center Yor
Health Service Resenrch. The final roport was completed under the direction of the
Health Cure Financing Adminigtration. This conference served as a catalyst to form
a ‘Nl{lti.unul Inatitute on Adult Day Care under the auspices of the National Council
o Aging. : :

We wﬁl continue to carry out demonstration and evaluntion projects which focus
on both health and social problems of the elderly and to provide technical assistance
to States that express an interest in Adult Day Fealth Serviees, " :

Mr,'Chairman and members of the committee, 1 would he pleased to respond to
any questions that you may have. ' .

STA'EEMENT OF JEFFREY C. MERRILL, DIRECTOR, OFFICE OF
* LEGISLATION "AND POLICY, HEALTH CARE FINANCING AD-
MINISTRATION

Mr. MERRILL. I just wanted to mention a couple of things about
the Health Care Financing Administration’'s—HCFA—role in
. Adult Day Health Care Services, and talk .about what we see in

terms of the future. , : «

_ First of all, I want to clarify a couple of things about the cover-
age under existing HCFA programs, and some of the funding for
research and demonstrations. . '

As you know, both the medicare and medicaid programs are
entitlement programs. As long as people receive services covered
under the programs, and they are eligible, we will pay for those
services. - o

Under the medicaid program we both encourage and support
States in their efforts to establish Adult Day Health Care pro- -
grams. Presently, we have programs in seven States, and some of
those States are represented here today. In addition, we are in the
process of starting programs in a couple of other States, namely
Kansas and Texas. . .

Under medicaid, it is not mandatory to provide Adult Day
Health Care Services. It is something that the State has at its =
option, and, as I said, some States have chosen to do this.- We stand
ready to help with technical assistance, or any other kind of assist-
ance, to other States that aré interested in providing this service.

Under the medicare program, We are constrained much more by
statutory requirements. Medicare is designed to deal with the prob-

lems of financing short term acute care .and treatment for the
elderly and disabled. The long-term care ‘benefit under medicare is
very limited, There are some skilled nursing facility services pro-
vided, but this type of care is limited to 100 days in a benefit
period. There are also home health services provided, with a limita-
tion on the number of visits, ‘but no intermediate care, and no
“Adult Day Health Care. . ’ : '

The onf’y way that we can provide these services under medicare
is through our research and demonstrations efforts. A number of
these have been discussed already. Under these demonstrations, we
can provide certain waivers which will allow the coverage of serv-.
“ices that are not currently covered under the medicare program.
The only exception, under medicare, where we cover something
similar to this would be in terms of day hospitalization, or partial
hospitalization programs for the mentally ill. Essentially in those

programs, we consider day care as an outpatient service, and pay
¥ "\ .
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for most of the services that would be considered part of an Adult
Day Health Care program. B

Vy&"o agree very strongly with many of the comments that have
been made, und 1 appreciated Mr. Bram's recont comments that wo
have a lot to learn yet. We are working under very tight budget
constraints, as you mentioned before, Mr. Chairman, am;z before we
extend or expand services we feel we have to have a fairly good
idea of what the implications of these services are going to be in
terms of overall cost and cost effectiveness. In that light, we have
embarked over the last 8 years on fairly extensive research and
demonstration projects. In 1972, the Department initiated four
demonstrations under the auspices of the Administration on Aging
.and the medicaid program. In 1974, we expanded these demonstra.
tions-to a number of other sites authorized under section 222 of
Public Law 92-608. Right now we are not focusing on individual
projects as much. ' : '

Mr. BoNKER. You were given authority under what law?

Mr. MERRiLL. Under Public Law 92-603. ‘

Mr. BonkER. To expand? :

Mr. MeRrRILL. To do demonstrations under the medicare program.

Mr. BoNker. Specifically for day care centers, or just in general?

Mr. MEeRRILL. No, no, in general. It was an expansion of existing
authority, but it allowed us to get into the area of Adult Day
Health Care. :

Mr. BoNKER. What are some of the other demonstration pro-
grams under that authority? .

Mr. MERRILL. We have a number of demonstration projects in
prospective reimbursement. For instance, in your State we are
funding experiments involving alternative systems for hospital re-
imbursement. .

Mr. BoNkER. But in terms of alternative services. :

Mr. MEerriLL. We have a number of channeling programs that
are on going. That is what I was just about to mention.

Mr. BoNkER.'OK. ' .

- Mr. MERRILL. What we are interested in looking at is the contin-
.uum of care in terms of long-term care services, whether it be
- institutional or community-base services. What we want to look at
© particularly are community base models which provide for case.
management in the channeling and assessment in referral of serv-
ices so that a person who enters that system can get the appropri-
ate services from the appropriate provider. Under our demonstra-
tion authorities we are now testing that out in a number of sites.

Our focus is not simply looking at one of these services, but the -
whole continuum of services, and providing models for the total get
of long-term care services. On Lok is one of the projects that is
covered under those demonstrations.

Mr. BoNkER. I rather imagine you are interested in cost effective-
" ness of the programs. ' :

Mr. MerriLL. Absolutely. - . :

Mr. BoNker. What do you have to say about the cost effective-
ness of adult care centers, especially in light of Dr. Weissert’s
testimony? .- -

Mr. MERriLL. Well, some of the demonstrations are going on
right now and it is a little premature to determine that. Qur

”
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feeling is that there is no one of these services that is in every case
more or less expensive than others. I believe that variable circum-
stances, such us an individual's lovel of disability, the support
gorvices that might be available, other than health services, and
whether he needs homemaker services, will greatly influence the
cost of an individual service for that person. Therefore, to say that
Adult Day Health Care is universally less oxpensive than institu-
tional care, or universally more expensive, or less expensive than
hlomc health services, would very much depend upon the individu-
ul. L

Mr. BoNkkr. But that does not really help us as legislators who
are trying to make good decisions on scarce %’ederal dollars as they
relate to these progrums. We have to have some idea of the cost
effectivencss of these programs, especially if we are introducing

_alternative concepts. We are not going to have many Federal dol-

lars to appropriate, and should we take away from nursing home
care, and from some of these others for the clinics? I mean, if you
cannot provide us with the basis of information so that we can
muklcl- prudent decisions, 1 am not sure we are going to be effective
at all. :

Mr. MErrILL. What | am saying is that—I agree with you. .

The demonstrations that are under way right now, and the dem-
onstrations.that have been in existence for a long time are starting
to provide us some data. What I am saying is that on adding Adult
Day Health Care as an additional: service under medicare, for
instance, we believe in many ways it would be a very valuable
thing to do. On the other hand, before we come up here and
suggest legislation to the Congress, we would like to see under
what circumstances and under what kind of system, and under
what kind of reimbursement mechanisms it would be most helpful,
and most cost effective to provide that service.

Mr. BoNKER. So then, until you have that information, you would
not recommend that we would expand funding for these programs.

Mr. MerriLL. Under medicaid, where the program is a covered
service if the Stat::.decides to exercise that option, we are working
with the States to do that. Hopefully, with our technical assistance,
we are helping them to develop a mechanism that is cost effective.
Under the medicare program, I think right now we are reluctant to
recommend that that service be covered. _

Mr. Bonker. Well, Mr. Reed said that he was concerned about
the rigidity, and the limitations on medicaid funding for this pur-
pose. So obviously, you are moving cautiously. If you were more
generous with the use of medicaid funds for adult care centers, he
would not be complaining as he is. : X .

Mr. MErriLL. I think Mr. Reed's problems are specifically related
to some difficulties between HCFA, and the State of Washington.
Today was the first I had heard of that problem. I plan to go back
to find out and try to get back with some response to Mr. Reed. I
gather that is a unique problem, and it mirht have to do with some
early decisions, not current thinking. '

Mr. BoNKER: Does that conclude your opening statement? )

Mr. MerriLL. The only other thing I want to say, and I think this
refers to the other two individuals here with me, is that the De-
partment, in general, is very concerned about the whole area of
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Adult Day Health Care, and the whole area of long-term care
services, both tho health care portion of it, and the socinl services,
As a result the Under Secretary has formed a task force on long-
term care to try to look into these various issues, and to advise on
long-term care policy issues within the Department. One of the
first steps is that all the long-term care rescarch and demonstra-
tion projects will be coordinated by the Assistant Secretary for
Planning and Evaluation, which means that they can serve as the
focal point for developing policy in cooperation with other agencies
within HEW,

Mr. BoNkER. Well, that may be in part an answer to the question
staff had prepared, and that concerns HFCA technical assistance to
States that are interested in these programs. Apparently we have
been unable to identify a particular person within your agenc
. with responsibility for day care, so I guess the question is twofold:

one, who provides this technical assistance; and two, does such a
person exist? - . f

Mr. MerriL. Somebody within the” whole organization—the
whole organization being HEW, or Health and Human Services it
is soon to be called—I do not think that person exists, very {rankly.

Mr. BoNker. No wonder Mr, Reed is having problems.

Mr. MerriL. Within HCFA, 1 think ‘that there is also a lack of
coordination, very frankly. Up until 2 years ago, there were two
separate programs, -the medicare program, and the medicaid pro-
gram. They were in two different agencies within HEW. It is a
major step to bring them together to start that coordination.

Mr. BoNker. Well, I think what this points to is an example of
how the agencies, through these demonstration grants, have en-
tered a whole new field, and have developed a constituency, if you
will, and a program that is without direct congressional a roval,
or authorization, or direction. Most of the time Congress will enact
legislation to identify and fund programs. In this instance, there is
no legislative basis for an adult care program, to exist..So obvious-
ly, in" your department, you have not set up.such an office; and
since there seems to be a kind of frantic shopping around for
available funds, Federal and State, to support these programs, it is
being drawn upon from several sources, including your agency.
Therefore, there is not a single person, or a single program in-
volved. I really think it would be advisable before you move fur-
ther, or expand to any greater degree the rogram, to wait for
some congressional action so you have more direction, and more of
_an authentic means to carry on the administration of such a pro-
gram. ‘ ,

Mr. MEeRRILL. There is one other factor in terms of limited coordi-
nation I just want to mention. First of all, the programs are au-
thorized under different statutory provisions. You are absolutely
correct in saying there is no explicit enabling_legislation under'
medicare, or medicaid in this area; but besides that, I think it is
very important that many of these programs work through States,
and that the agency within the State that handles the coordination
is very different for programs under title XX, or under title. XIX,
“or under title III of the Older Americans Act. So it is not only in
terms of the Federal coordination, but I think the statute, and also.

the State's roles make it difficult to coordinate.
\
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Mr. BONKER. OK, thank you, Mr. Merrill.

And now, we hear from ,our second w1tness. Is it Mike Suzukl'?

Mr. Suzukr. Mike is fine. '

Mr. BonkeR.That is easner than the first one;. Acting Commls-
sioner. -

Dol understand that they  have abolished your office? :

Mr. Suzuki. We are planning a restructuring of the Office of
Human Services. The Administration.for Public Services is one of -
‘the five current administrations in-HDS which administers the
title XX program. We are having a'series ‘of meetings right now
.with -central office, and regional staff, relative to the proposed
restructuring.

The function carried out by the Administration for Pubhc Serv-
ices will be continded by the Office of the Assistant Secretary,
Human Development Services.

Mr. BoNKER. It.is safe to say you w rk somewhere in HEW

Mr. Suzukr I'did when I left. - -

Mr. Bonker. Well, you have 5 minutes, and you may want to
comment on your own personal survn;r()., or the subject: at hand.

{The prepared statement of Mr. Suzu folloWs]

PREPARED STATEMENT OF MICHIO SUZUKI, ACTING COMMISSIONER, ADMINIS’I‘RN

1108 FOR PusLic SErvices, DEPARTMENT OoF HEALTH, EDUCATION, AND WELFARE *

Mr. Chairman and members of the committee, I am Michio Suzuki, acting com-
missioner for the administration for publxc services; and I appreciate this opportuni-
ty to speak to you today. States ‘#ré permitted ‘under the title XX legislation to
determine what services they will offer to their eligible recipients. ‘Adult day care-
services are offered by 38 states. Under title XX, adult day care services are deﬁned
as those social services which are provided in a protectxve setting for a portion of a
24-hour day to promote social, physical and emotional well being. However, title XX .
grohxbxts payment of medical services unless the medical component is an integral

ut subordinate part of adult care. Therefore, medical services are not generally.
offered as part of title XX adult day care programs.

The title XX annual report to the congress for 1979, indicates that the average
number of individuals provided adult ddy care services per quarter, by states, was ,
36,671, The total cost of all recipients served was $54,203,581. It is estimated that
expendltures for adult day care .rose by $8.4 million in fiscal year 1979 over fiscal
year 1978, Of the total number served, 49 percent are SSI recipients; 53 percent are
income eligilyes (that is, those with income below 115 percent of the median income
of a.family of 4 adjusted for family size). Adult day care services are not provided to
individuals without regard to income. It is worth noting that although,SSI recipi-
ents receiving adult day cafe services make up 39 percent of the caseload they
re resent 45 percent of the costs.

he range of activities provided- by states in thexr adult day care services pro-’
grams include group recreational activities, such as crafts of various sorts, in
addition to group therapy sessions to deal with problems associated with the later
years such as retirement, bereavement handling stress and anxiety in widowhood
‘and depression. These services also include assistance in maintaining a nutrition
and health maintenance regime; counselling on personal and family relationships,
and activities to help adult with jmpairments (strokes, recent heart attacks, etc.) to
face the necessity of physical medk:me and rehabilitation.

Adult day care services in the title XX program, offers an alternatlve to, or -
prevention of, institutionalization for physically or mentally 1mpaxred adults. Such
services are provxded in the form of supervision in a protectxve commumty settmg
for a portion of a 24-hour day.

Adult day care services are not within the adult protective services system..

. "However, day care may be one of the services in.the protective system: Day care -

should not be confused' with those service mixes which ‘are mustered to help an
individual remain in his own home such as homemaker services, chore services or
home delivered meals. Nor should day care be confused thh adult foster care
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services which provide a protective placement for one or several older people with a
caretaker over a 24 hour period of time. . .

The value of adult day care lies in providing social services over a period of less
than 24 hours in a setting away from an individual’s own home where that person
can obtain meals, have a ifap, participate in such recreational activities as they may
wish, and mix and mingle with their peers as they wish. .

For fiscal year 1979, eleven states planned to charge fees for provision of adult
day care services..These states were: Connecticut, Minnesota, Mississippi, North
Carolina, North Dakota, Ohio, Oklahoma, Terinessee,- Utah, West Virginia, and -
Wisconsin. ’ .

Current information on specific auspices under which adult protective services are
provided is scanty. Adult day care services arc provided through senior citizen's
-centers, as part of theyprogram in homes for the aged under sectarian auspices, or

. under other voluntary or “for-profit” agency auspices and in othér ways.

In at least one center we know of, the Knowles Center, a 25 year old facility, in
Nashville, Tenn., adult day care is provided as one of the services programs. Other

- similar centers provide an opportunity for socialization, rest and recreation for

adults. Most participants are at least ambulatory although some centers that are
barrier free do accept clients that are wheelchair bound. . ) :

Currently, states faced with financial stringencies may be considering reducing -
their programs, including adult day care services. Thare are, as yet, no precise data
.available. States CASPs for fiscal year 1981 due on October 1, 1980 .-will provide the

_"m~first clues us to states intentions.
N L4

S"T:\TEMENT OF MICHIO SUZUKI, ACTING COMMlSSlONER. AD-
MINISTRATION FOR PUBLIC SERVICES, DEPARTMENT OF
HEALTH, EDUCATION, AND WELFARE : <

Mr. Suzuki. 1 appreciate the opportunity. ¥ will not read the-:
statement which we are submitting on behalf of OHDS, and also
for Administration for Public Services, but only highlight the sig-
nificant portions in view of time limits. Title XX ofg the Social
Security Act is the newest of the -Social ‘Security Grant InyAid
Programs. It provides for grants to States for social services) In
order to.get a perspective, in fiscal year 1979, 2.9 billion Fedéral .
dollars was allocated to States for social services. In the current
fiscal year, because of a lapsing of legislative statutory authority,
that funding is reduced to $2.5 billion, although both houses have
t-;;aﬁged bill H.R. 3434, which would raise the ceiling back to $2.7

illion. . :

What I will try to convey is really what is happening relative to
adult day care services in the context of title XX. Title XX funds
are allocated to States on the-basis of population, and it really is
not a grant that is given ahead of time. It reimburses States for

.expenditures for services which the.State is free to select. States

are not required to offer any specific service, nor are they required
to serve any particular target group. Except for the fact that there
is a 50-percent rule which says a significant amount of the title XX
resources must be offered to welfare recipients, the law also pro-
vides that at least three services must be aimed at the SSI supple-
mentary security income recipients. States do not have to offer any
specific service, so that they-are free to select a range of services -
they wish to provide: Of the 51 jurisdictions, that is, the 50 States,
and the District of Columbia, 38 States offer adult day care serv- .
ices. States define the service. We have examined the plans of the .
51 jurisdictions.- Adult day care is defined as those social services,
which are provided in a protective setting for a portion of a 24-hour
day to promote social, physical, and emotional well being. '
Title XX is'not a grant mechanism for the funding of medical

~ _care. In some instances you ca7s provide certain medical services
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when they are integral but subordinate to a social service, so that
‘in terms of .a model we tend to think of title XX adult day care as
perhaps fitting into the social model, as it was called this morning.

Mr. BonkgR. Now, that is pretty interesting, if not revealing. If
‘'you are concerned about title XX money that is-intended for social
services being used for health care, then how do you respond to

‘what are obvious examples of this money being used directly for.

health related programs? - .

Mr. Suzuki. Again, if title XX funds are used specifically for
medical or remedial care health programs; it is fundable only if it
meets the specific condition that you have a socially focused adult
day care program, and the medical care provided is an integral
part of the social service. '

Mr. Bonker. That is not what I am hearing. What I am hearing
is that it is basically a health care program with some of the social
benefits inherent in it. ' )

Mr. Suzukl. That may be another model under the medicaid
program, because medicaid and medicare are really health financ-
ing mechanisms.

Mr. BonkeR. That is right. : ‘ o

Mr. Suzukt, If title XX funds are used that way, they are subject
to audit. In other words, in some places where you have essentially
a medical health program, unless it really is a part of a larger:
social services program, that.funding is questionable. -

. Mr. Bonker. OK. Well, let me ask you then, Mr. Suzuki, in
Washington State, the budget for adult day . care is $982,000, and
here is the breakdown from a State sponsored program, the Senior

" Citizen Services Act, $517,000; title XX, $162,462; day treatment,
$8,721: title XIX, $152,019; client match for this other State pro-
gram, $98,280; private, $43,752. - . : .
'Now, that represents the funding sources, of which title XX is
prominently represented. Now, how 30 you know whether this is
for basically medical, or health-related programs? . i

Mr. Suzuki. Again, let gte point out—I cannot speak to this
particular example. You @w, I have not looked at Washington
specifically. I heard about Tt this morning. But again, take a situa-’
tion where you have multiple funding. I cannot "speak to this
Washington State example specifically, but even in a health fo-
cused program it is possible under title XX for selected social
services, including adult day care to be funded with the XX money,’
and other health-related activities perhaps funded out of other
mechanisms. I do not know, and I will be pleased to examine and
have our staff review the Washington example. But by and large
we have the same issue—can I give you the ilfustration in another
somewhat related field? ' '

"You have homemaker services funded. out of title XX, and you
have home health aid funded out of health financing mechanisms.
Now, at the extremes you can make a pretty clear picture that
there is no a medical or remedial service on the homemaker side,
and way over here'it is very clear that this person is really gettin
a medical treatment as a part of home health aid service. I-woul
concede that as you get into the middle area, gray area, it is tough
_at times to make the call as to whether one that is really a health

financed activity, should be groperly on that side of the ledger, or a
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social service activity. But by and large, in terms of the review that

 we make, and we are constantly reviewing the contracts and the

programs that we fund, our law says that we cannot fund medical
care. We have disallowances that run in the millions of dollars in a
year, relative to the kinds of things we fund. I hope this is not a
violation of our rules and regulations, but we arel .certainly pre-
pared to look at the Washington model. '

Now, let me just say this, that while in the context of title XX,
adult day care service_is not a-large portion, it does not ‘even
- achieve 2 percent of our funding; but in terms of dollars, for fiscal
year 1979 out of title XX, we spent over $54 million for adult day
‘care programs out of title XX in the 1951 jurisdictions. It is less
than 2 percent, but it.is the fastest growing single service proper-
tionately in the title XX program. Between fiscal year 1978 and
1979, title XX expenditures for adult day care services increased by
almost $8.4 million; almost- by a quarter, so it is not a major piece
by any means, but certainly a significant piece.

Mr. BoNkeR. Well, what I am hearing is this, that based on
testimony from earlier witnesses, that when we talk about adult
day care we are talking primarily about health care, health-related
care. This is the testimony that came from Ms. Klapfish, and Mr.
Reed. When I try to make a distinction between the two models,
she said it was very difficult because they are kind of mixed; but
basically it was health related. - oo

Now, I am hearing from you that $54 million goes to help sup-
port these programs, but according to your policy, or. regula-
tion—— C e T L

Mr. Suzukr. By law. , ,

Mr. BonkER. It is questionable whether these funds ought to be
used to fund programs that are health related. ‘ L

Mr. Suzuki. Health related is OK. In other words, they can be
health related, but I am saying basically medical, or remedial

- health programs are not fundable under title XX. = . )

Mr. BoNKER. Then based on the testimony I have heard today, I
would have to'say that those programs probably are in violation of
the iaw which restricts your funding for adult care centers. It also
seems to me that there is some shopping: around for other Federal -
programs that can underwrite adult day care centers. That is why
there-is a lot of pressure now for medicaid and medicare money. It
seems to me it is a prime example of what happens if the agencies
take on a new dimension without proper congressional authority -
for either the program, or the funding; and we are heading toward

" . real confusion, and possible’ yiolations of law until we can somehow o

bring more coherency and statutory -approval to adult day care
centers. . ’ - g ’ B
Mr. Suzukr. I understand the point %ou are making. I would just
make two comments. One is that neither the Federal law, nor the
, Federal bureaucracy requires any specific service to be provided in
States. It does not require adult day care be provided in States,
not—— - :

Mr. BonNKER. I understand. You made that point. :
*" Mr. SuzukIr. Also it really is up to State option. It is this point I .
felt that I wanted to share with you that when 51 plans came in at

the beginning of title XX in 1975, we had, I think 1,313 different
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| services named under title XX. It is out of that wide range—many

of them were called different things—that States defined their
services. There are now probably about 50 different social services
that are funded in States across the country, and I just wanted to
point out that out of that major group there are a number of those
like adult day care that States are selecting to spend additional
funds on. ’ , ' ‘ :
.The other point that some of my colleagues are pointing out to
me, and I k it is a point that should be mentioned, is that in
terms of title XX a significant population needing this service is
the mentally retarded, and mentally "handicapped population.
There again, it is up to the State as to how they wish to target the
adult day care that they offer. It is up to senior citizen centers,

- which target group they want to direct their adult day care pro-

grams toward. But again, I’just share what is happening in the
context of title XX. In terms of the choice though, and although we
have not had 1980 data relative to 1979 on adult day care, ther®
seems to be an increasing growth in this service although it'is a
small one within the larger social service program under title XX:

Mr. BoNKER. But it is growing all the time.

Mr. Suzukl. It is growing. ' : :

Mr. BoNker. I think that ‘it would be a good idea if you would"
submit to the committee the statute which prohibits, or restricts
your contributions to programs that are exclusively, or predomi-

nately for health activities.- e

Mr. Suzuki. Certainly, title XX statute. : '

Mr. BONKER. And a?;o your analysis as to how they relate to
your funding of adult day care centers. : o

[The following information was subsequently received from Mr.

- Suzuki:]

1. Déscribe the statute which prohibits or restricts your contributions to programs
that are exclusively, or predominantly for health activities. (Line 3502.) )

Answer. Title XX, Section 2002 (a)7)

“(7) No payment may be made under this section to any state with respect to any -

. expenditure

‘(A) for the provision of medical or any other remedial care, other than family -
planning services, unless it is an integral but subordinate part of a service described
in paragraph (1) of this subsection and Federal financial participation with respect
;?xth’e expenditure is not available under the plan of the State approved under title

2. And, also, your analysis as to how they relate to your funding of adult day care
centers. - -

Answer. See Report from Committee on Ways and Means of the House Report No.
93-1490, 93rd Congress, 2nd Session, datediNov. 22, 1974, Page 7, which identifies a
list of prohibited activities, among themfunding of . medical services. L

This report covers the Bill which later”“became title XX. The report points out
that funding medical services, with the exception of family planning services and of
integral and subordinate medical aspects of a service directed at one of the five
goals, is prohibited. ‘

The Bill specifically prohibits social service funds to be used for medical services
for which the individual has Medicare coverage or which are available under the
Medicaid plan. This provision is intended,to avoid the dispersion of funds destined

" for social services to other service programs for which other sources of funding is

_more appropriate.

Specifically, the provision precludes States from claiming y’eimbursemeht under
social services, which has a 75 percent Federal match, for services more appropriate-

_ly covered under title XIX, which, for many States, the matching rate is less

favorable.
"2, (Would yow submit) your analysis as to how they relate to your funding of adult

day care centers. (Line 3507-8.)

i



69

Analysis. Adult Day Care Services, provided in a heulth facility under the direc-
tion of a physician where the service is medically prescribed, weuld be considered a
health activity and would nct be eligible for (itle XX furdinz (Medical inodel.)

Adult Day Care Services, fuaded by.title X¥. as a social servic 2, may be provided
at o free standing Adult Day Care Center, or « Senior Center. Since particinants :n
an Adult Day Care Services prog.am are at risk because of some impairment in -
functioning, the adult day care services ar. provided in a protective setting, under

N supervision for a portion of a 24-hour day. (See¢ M.S, testimony, Page 2. Paragraph: 2,.
2nd sentence.) The focus of activities are directed towards gromoting the social,
physical and emotional well-being of “he participants. (Socia: ;nodel.) Any medical
or remedial care which might be provided as parc of Adult Day Care Services in the

» social mode! con only be funded when such medical or remediul care are evidently,

an integral but subordinate part of the social service program.

Mr. BonkeRr. I hate to move on to the next witness because this
information is so important, but.I am under some time restraints
and we will have to adjourn the Comniittee in a few minutes, so [
would like to move now to the third witness on thz panel, Kathryn .
Morrison, who is the Deputy Commissioner on Aging.. That ‘office is
still in effect, I assume. .

Ms. MORRISON. Yes, it is. :

Mr. BonkeR. OK, Administration on Aging, with the Department

".of Health and Human Services.
. You can be the anchor person. You can have the last word today.
“[The prepared'statement of Ms. Morrison follows:] '

.
- PREPARED STATEMENT OF KATHRYN MORRISON, FOR RORERT BenepicT, Com-
MISSIONER, ADMINISTRATION ON AGING: HUMAN DEVELOPMENT SERVICES -

Mr, Chairman, and committee members, I am Kathryn Morrison, Deputy Com-
missioner for the Administration on Aging, and.l am pleased to resond to your
invitation to discuss adult day care on behalf of Commissioner Robert Benedict.
Adult day care is well recognized as a service that can prevent, shortén, or delay the
need for institutional care or expand care choices available to famjlies.

The  AOA support adult day care in several ways. Under the*Older Aimericans
Act, it provides title I1I-B funds for support of adult day care services. It provides
funds for the operation of senior centers in which many adult day care programs
are located. In some instances, adult day care residents participate in congregate
nutrition programs. . ‘ L
- Currently, 15 States report that they have adult day care funded either through
title XIX or title XX or-title TII dollars. Of these, 19 States report using title III
dollars. For example. there are Y day care centers supported by title III' in the
States represented by .members of this subcommittee. Thirty-four of those are in -
senior centers, : i Lo : .

Mr. Chairman, [ would like to report on some of the more important and innova-
tive projects that the AOA has supported. Let me describe for you, an example,
where title TI1 funds (together with other Federal resources) are playing a signifi-
cant role in assisting day care. In Dade County, Florida, there are currently seven
doy care centers. four of which are sponsored by the Dade County elderly services
division and use titile [II funds. These four centers serye’ 270 clients a month.

Of the older persons who receive such sérvices, 90 percent are at or below the
poverty level. In some cases, older persons volunteer in each of these centers to help
those who are less able. Families are involved as volunteers as well. Each center
. provides hot meals. transportation services, health screening and education, and. .
M . family counseling. When an individual condition improves enough, the elderly serve-.. '
) ice division hos a special assistance effort entitled the “impact program.” Under this -
program, if an individual declines in his or her physical condition, the elderly
service division provides for home visits. This is'an example where 'title III funds
provide an important care choice for older persons and their families.

The AOA has invested $1.2 million in model day care projects between 1972 and
1980. These model projects cover a range of day care concerns. Let me cite just a
few: The Burke rehabilitation center project, a day hospital, was funded to deter-
mine the reasonableness of a day hospital as a means of providing rehabilitative -
services for the chronically ill or the physically disabled older adults. This demon-
stration has shown the value of this setting in encouraging participants to renew
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their interest in themselves and others, by group activities which require intecper-
sonal communication. . - : :

A grant awarded to- Case Western Reserve University in Cleveland, Ohio, focused
on both physically and mentally impaired older persons. This project not only
provided services to the frail elderly, but also to the family and to older volunteers
to active mutual help. , . S ' '

The On Lok Senior Health Services program in San Francisco, California, is a
pioneer in the field of adult day care designed to adapt to the ethnic and cultural
backgrounds of Filipino, Chinese, and Italian older persons.

A Lockport, New York, project demonstrated the feasiblity of integrating severly
and moderately impaired older person within tk- structure of a multipurpose senior
center program. A project in Wichita, Kansas, has shown that adult .day care
services can be provided in rural areas, by using an existing nursing home, Public
and private -replication of these models has contributed to the growth from 15
programs nationally in 1974 to an estimated 600 in 1980.. e

There remain a number of questions about the provision of day care, including
issues of funding, cost of services, and variety of service models and the mix of
services. The AOA is currently investing research dollars in identifying answers to
some of these problems. For example, we will receive in the next few months an
assessment of the cost of alternative levels of care, and a comparison of benefits
received in day care centers, day hospitals, nursing homes, and domiciliary. care
arrangements. : : .

‘Additionally, AOA provides funds for training service providers and State and
area agencies personnel involved with providing adult day care. - : )

The 1978 amendments contains 4 new provision, section 422, special projects in
comprehensive long term care. The AOA together with the health care financing
administration is launching a’ major demonstration program this year which will
include adult day care as an important service element.

. Mr. Chairman, this concludes my prepared remarks. I wo‘uldlbe happy to answer

any questions you may have.

STATEMENT OF KATHRYN M.- MORRISON, DEPUTY - COMMIS-

SIONER,. ADMINISTRATION .ON AGING, DEPARTMENT OF
HEALTH, EDUCATION, AND WELFARE :

Ms. MorrisoN. Thank you very much, Mr. Chairman. . .

I would like to just summarize very quickly some comments
about the program within AoA. . '

Under title III of our law, money is distributed in States to arza

-agencies which have a wide latitude in the kind of programs they -
choose. They may choose t6 have a day care program, or to provide

partial funding for such/a program. In fact, 19 States chose to do
that. In most of these cases we are talking about partial funding,
or the initial funding/for such. a program. Whereas the gentleman
on my right is speaking billions of dollars, we speak in-millions of
dollars at the Administration on Aging. However, we are flexible

on money. We have fewer restrictions in terms. of the kinds of
services that we can provide, and fewer limitations on the popula- -

tion eligible than either XIX or XX.
We have, over the last several years, also funded a number of

demonstrations. About $4 million worth of demonstrations with the. -
discretionary money that we have available to us. I would just like
to mention a few of them quickly, because I think they illustrate

some things that you were commenting on before. We did provide,

" and still do provide some of the money for On Lok. This. is »

separate facility’ for-day care, and it now prcvides a continuum of
care. We have provided money for Lok Port, a day care ‘service
located in senior centers. They found that it ‘was necessary to

increase their senior center staffs substantially so they-could pro-

vide the services that were necessary for this kind of a function.
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-We also, right now we are funding a project in Wichita, located
in a nursing home. So again, it is making use of thé facility that is
there, putting another kind of service in it. ,
. Here, I would just like to mention something that I learned
while I was in Wisconsin and sat on a committee that determined
. medicaid rates. When we went through the process of calculating
K the rates, we would assign a specific amount of time per person per
day for occupational therapy or other services. A fee was associated
‘with each. This approach was used to build the cost, so that if you .
were to introduce a new group of people and services into that
facility, it would be necessary to pay extra for the staff. Because of
-physical facilities, and because of location, particularly in rural
areas, it might be a very wise place to locate day care services, in
.nursing homes' and senior centers, but it will not be done without
additional resources. ' T
We are in the process now of doing some research to find out the
- differential of costs in the various sorts of care: care in nursing
" homes, care in domicilliary homes, care in day care, and in-home .
-care, so that we can begin. to add to the kind of information that .
Mhr. Weissert has, and begin to develop a body of information about
the cost. ‘ ‘ ' ‘ : :
We ‘are also associated with HCFA in the demonstrations on
-long-term care. Originally we had 10 million, I guess we are down "

~to 7.5 million now, to donate to -that- effort; and-you—have 8, I-—

7" believe. S
——""Mr." MERRILL. We are down, too.. o )

Ms. MorrisoN. Part of the demonstration will be with regard to
day care. It-involves the whole continuum of care, one of the parts
of which is day care. Out of that demonstration will come some
information about the various kinds of costs. .

I guess I would just like to say that our States, and our agencies

. have found it worthwhile to fund day care. They do have the choice
of whether or not.to do it. It is an allowed service, it is not a
mandated service. They have found it wise to do that.

- We have had several demonstrations which no longer receive
AOA funding.  They still are funded. They are still continuing.
They are part of the group, I-think you could properly say are
scrambling for title XX and title. XIX funding, but they still have
managed to exist. . . = CL T

We are also invgtwed in ‘more demonstrations with regard to the
whole continuum{of care. We see this as a valid part of that
continuum, . - : '

Thank you. : '

Mr. BonNker. Thank you, and I would like to thank each of you
for excellent testimony' this afternoon. I am sorry more of my

v+ .colleagues are not here because it is an important subjéct, and the
record will be held open for a few additional days if you want to
respond to some of th- comments or questions that have been
raised here. ‘ .

I may ask the chairman to conduct another afternoon of hear-
ings, ‘at least so we can hear from the administration witnesses,
because I think the program has reached a stage where we are
either going to expand it and authorize greater levels of funding, or
we are not. If it is a valid program worth our attention, and it is

-
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_competltlve with other programs, then I think Congress ought to
“express itself accordingly, but I do not. think that the agencies
.~_ht to move much beyond where they are untll Congress has
z+usen on the matter. )

'l' ank you, once again for coming, and to the audience for your --
patience for the various chau‘men, and the interruptions that we
have had today. .

The subcommittee will stand adjourned.
[Whereupon, the hearing was adjourned at 3: 25 p-m.]

¥
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APPENDIX

ApriL 23, 1980,

From: Joanne Jackson Yelenik. .
To: Subcommittee on Health and Long-Term Care of the Committee on. Aging.

Pleaso” accept along with a copy of my oral statement and enclosed written
documents ! a review of a book entitled, “Unloving Care,” which explores the
ineffectiveness of Nursing Home Care facilities, and the extent to which this kind of
‘tare is forced upon families by governmental and medical systems. Also I am giving
the Committee a copy of a law passed in January of this year by the State
Legislature of California seeking to address and rectify the prejudices of financial
aid and medical insurance systems as they affect sufferers of chronic brain damage
related illnesses. ) : .

Thank you.
IMPERSONAL CARETAKERS

B (By Paul Starr)

Some problems in society exist for reasons beyond our conscious control; others
are quite clearly of our own making. Before reading Bruce Vladeck's new study I
would have put nursing homes in the former catégory..I. would have.thought-that,
aL.bottom,_tReir_shabby conditions; their impersonality, their routine indifference

and isolation were the product of some-inescapable-currents in our society, such as
—the décline of the éxtended family, or the consequence of some deep-set patterns in

our culture, such as-the infatuation with youth and the horror of old- age, or
perhaps the result of some irremediable defect of the humen soul that makes us
duny death and shun the dying. . . : ’
But, as Mr. Vladeck’s study makes clear, the development of the nursing home
industry was almost entirely the product of recent public policy: Nursing homes are
not institutions that have been with us since time immemorial. Even two decades
aﬁ_o they were not nearly as widespread as they are today. As of 1963, there were
about half a million nursing home beds; now, thanks to Medicare and Medicaid
policies and the failure to develop adequate alternatives, there are a million and a

" quarter. At present rates, one of every five of us who lives past 65 will spend time in

A

a nursing home—many needlessly, and at huge expense to society. As of 1977, Mr.
Vladeck reports, we were spending more than $12 billion-a year on nursing homes.
In the absence of any major changes in policy, according to a Congressional Budget
Office stud;\;, that figure will rise to $22 billion by 1985. And at the start of the next -
century, when the elderly dramatically increase .as a proportion of the population,
we will need still vastly greater sums to support what is, even at best, a form of
im’Fersqnal caretaking universally regarded with dread. " :

he prospects are sobering. Yet rather than give us just\.another investigation of
deplorable conditions iri nursing homes, Mr. Vladeck—a political scientist by train-
ing and now an assistant commissioner of the New Jersey State Department of
Health—has chosen to address the sources of failure and the’&dssibilities for change
by.exploring the history and politics of the nursing home industry. The result is an
analﬁsis more powerful in its impact and more profound in its implications than a
muckraking exposé. For what is at issue here is. not the callous greed of a few
unscrupulous speculators, but rather the failure of government to deal intelligently
with a problem of broad human and financial dimensions or to care decently for
weak and defenseless people. _
"Mr. Vladeck, however, is not among those who attribute government failure to
the natural incompetence of public officials, so often contrasted with the presumed
genius of private management and the wonders of the free market. Nor does he
ascribe failure merely to the predominance of proprietary, as opposed to nonprofit,

- facifities, although he acknowledges that the proprietary homes have been the -

source of the worst abuses. The picture is far more complex. What emerges in

* The 11-point suggestions for legislation is found in the March 16, 1980 letter to Congressiman
Michael Barnes enclosed herein. c ‘
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“Unloving Care” is a devastating critique of policies of rational cost minimization
that have relied on the private sector to provide services and on government to

correct deficiencies through incentives and regulations. i .
Nursing homes received their impetus in the 1960's partly from the false belief

that moving patients out of hospitals into less expensive nursing facilities would .

reduce the costs of hospitalization. (In fact, longer institutionalization in nursing
homes offsets the savi:gs from shorter hospital stays.) Subsequentlkv. nursing homes
themselves were divided into two classes (‘'skilled nursing facilities” and “intermedi-
ate care facilities”), supposedly corresponding to different levels and costs of care.
But as Mr. Vladeck observes, the economies that such measures were supposed to
yield by matching services to needs never materialized, except perhaps from the fact
that transferring old and frail people from one institution to another tends to kill
them off at a higher rate. Policy makers, chasing after illusory efficiencies, were
oblivious to the real human misery their reforms were causihf. ’

Perhaps none of their illusions have been more powerful than what might be

" called “the mythology of incentives.” Instead of providing services directly, govern-

ment in recent years has more often contracted with pro it-making firms and relied
on systems of incentives to maintain quality and control costs. It is not an exaggera-

tion to suggest that this faith in private action and the effectiveness of incentives,

which Charles Schultze several years ago called “the public use of private inter-
ests,” is now the dominant ideology of American public policy.

In the case of nursing homes, the problems with this approach should have been
evident from the outset. It is difficult, if not impossible, for government to measure
the quality of the services it is buying, much less for the residents of nursing homes
to act as informed consumers. Sometime the methods.of reimbursement for nursing
care were too complex ard changed too often to produce the results expected of
them. But often, private nursing home opagatiors simply outwitted the system. The
theory of incentives presumes that private entrepreneurs can be led about by their
noses by cleverly designed incentives, What frequently happened, however, was that
nursing home operators manipulated the reimbursement system and milked it for
all it was worth. :

Of course, some state governments did not even try to create incentives for high
quality services through their methods of payment. In some states, Mr. Vladeck
writes, nursing homes, like medieval armies, were basically given “subsistence plus
all they could steal.”

A further source of failure might be termed “the bias of regulation.” As Mr.
Vladeck points out, insofar as measurable “inputs” are important, regulation can

effectively improve performance, but when the relevant “inputs” are less measur-

able, regulation doesn't work. Regulation works best when “engineering content” is
high, so regulatory measures did succeed in accomplishing some objective, such as
mnkinﬁ nursing homes reldtively fireproof. But regulation does not deal effectively
with the human relationships that determine whether nursing homes are decent
places to live. v

Among the actions that Mr: Vladeck would take to improve nursing homes would
be to reguire that they be open to outsiders, such ds volunteers, who could exercise
the vigilance that residents cannot exercise for themselves. And, recognizing that
perhaps 50 percent of nursing home residents don’t need to be there, Mr. Viadeck
would, over time, close down half of the industry's capacity and use the resources to
expand sheltered housing and home health services. (Sheltered housing, unlike
nursing homes, allows residents to maintain their own apartments, but provides
services and assistance nearby.) All these programs woufd be financed through
community ‘agencies with fixed budgets for long-term care, which would_act as

"-gatekeepers to prevent a run on the public treasury. The result would be fo-move

:jhe cloggéry( toward the kind of home-based geriatric services that the British have
eveloped. o - R

Radical as theseé measures sound, they may not go deep enough. To shift from
nursing homes to sheltered housing may turn out to be only another change in
nomenclature, if no attempt is made to relieve the social isolation of the aged poor.
Watching television in sheltered housing' may be no better than watching television
in nursing homes. Social policy has to concern itself increasingly with the social
relations that sustain well-being; considerable evidence now suggests that the vital-
ity of family and friendship networks has a dramatic effect on health. We need to
find ways to strengthen tﬂose human relations, instead of relying on regulated
entrepréneurs to provide substitutes for missing homes and moral communities.

" o

" AssemBLY BiL No. 1043—CHapPrer 1058

An act to add an article-heading immediately preceding Section 446 of and to add
Article 2 (commencing with Section 447) to Part 1.95 of Division -1 of, the Health
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and Safety Codf:. relating to brain-damaged persons, and making an appropriation

therefor.
[Approved by Governor, September 27, 1978, Filed with Secretary of State, September 28, 1974.]

¢ LEGISLATIVE COUNSEL'S DIGEST

AB 1043 Agnos. Brain-damaged persons; pilot project. .

Under existing law there are no programs that specnﬁcally provide services and
financial assistance for brain-damaged persons.

This bill would require the Director of Mental Health to estabhsh a osie-year pilot’
project for such persons by contracting with an appropriate nonprofit commumty
agency to conduct a program providing ‘for diagnostic services, in-home support
services, out-of-home services, and counseling and legal services.

The bill would require the director to use any available funds and would approprn-
ate an additional $250,000 for such purposes.

The bill would also require the director to make a report to the Legislature on the
pilot project, as specified.

. Appropriation: yes.

The people of the State of California do enact as follows:

Section 1. An article heading is added immediately preceding Section 446 of the

Health and Safety Code, to read:

Artxcle 1 General Provisions

Sec. 2. Article 2 (commencing with section 447) is atlded to Part 1.95 of Division 1
of the Health and Safety Code, to read:

Article 2. ‘Pilot Project for .Brain-Damaged Persons

447. It has come to the attention of the Legislature that: '

(a) State public policy discriminates against brain-damaged adults.

(b) Brain damage is often a long-term chronic illness, the costs of which are most
often not covered by health insurance or exxstm% government assistance programs.

(c) Financial assistance is not available until after families have struggled to care
for family members and exhausted their own financial resources.

{d) If brain damage is diagnosed as a mental disorder, financial liability is signifi-
cantly less onerous.

(e} Separable and less onerous financial liability already exnsts for programs
serving the developmentally disabled and crippled children even though the medical
and treatment needs may be identical to those of brain-damaged persons.

() The term: brain damage is broad in scope and covers a wide range of organic
and neurologlcal disorders.

(8) Services required by bram-damaged persons often cross the service line of a
number of different programs.

447.1. It is the intent of the Legislature to establish a pilot project to:

"(a) Assist families in securing services, information, and counseling necessary for
the care of brain-damaged family members.

(b) Coordinate funding and services among state departments and programs in
order to provide an mtegrated program and smgle service access for persons .with
brain damage.

d (c) Facilitate the integration of existing funds and services for persons with brain
amage. )

447.2. The Director of Mental Health, herein referred to as director, shall admm-
ister this article and establish such rules, regulations, and standards, as the director
deems necessary in carrying out the provisions of this article.

447.3. The director shall establish a pilot project to be conducted by contract with
an appropriate nonprofit community agency to integrate services and funds for
persons with brain damage.

4474. In choosing an appropriate nonprofit community agency to conduct the
pilot project, the director shall give priority to the following: :

{a) An agency which has previously provided information and support services to
families of brain-damaged persons within a populatlon area or county ol‘\ at least
500,000 persons.

(b) An agency whichincludes family members of persons with brain damage on its

. _governing board or advisory boards.

(c) An agency which has shown a capacity to address the needs of bram-damaged
persons and their families.’
447.5 The Agency conducting the pilot prOJect shall provide the following services:
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(a) In-home suppdrt services shall be provided by the pilot project through the
establishment of a client voucher system. The voucher system Shouljd be available to
family members, in lieu of cash assistance, to reimburse for wide variety of in-
hoine services, as specified in Sections 12300 and 14132 of the Welfare and Institu-

, tions Code, including but not limited to, the following: !

(1) Nursing services.

(2) Housekeeping services.

(3) Home health services.

(4) Attendant care.

(5) Transportation.

(6) Respite care. : ‘ '

(b) If additional funding from sources other than.the General Fund appropriation
contained in the act by which this article is enacted become available, the pilot .
project under this article shall provide additional services in the following order, of
priority: . ) ) -

() Adult day health care services.

" (2) Diagnostic services. : ‘
" (3) Out-of-home 24-hour skilled nursing services. .

(c) The pilot project shall provide legal, financial, and postdiagnostic family sup-
port counseling, information about services to persons with brain damage, and
overall project administration. The pilot project may provide such services directly
or by contract. .

447.6. The director shall establish criteria for program eligibility for persons with
brain damage, including financial liability pursuant to Section 447.7. The director
shall assume coordination of existing funds and services for persons with brain
dnmai%dand for the purchase of in-home services through the client voucher system
descri in subdivision (b) of Section 447.5, with other departments that may serve

rsons with brain damage, including the Department of Rehabilitation; the State

partment, of Health Services, the State Department of Social Services, and the
State Department of Developmental Services. . ’

447.7. 'ghe parent, spouse, or child of a person receiving services under this article
or the person receiving the services may be required to contribute to the cost of
services depending upon ‘their ability to pay, but not to oxceed the actual cost
thereof, as determined by the director.

447.8. In considering total funds available for the pre..w:t, the director shall utilize
funding available from appropriate state departmentc, including, but not limited to:
the State Department of Health Services, the State Department of Social Services, -
and the Department of Rehabilitation. Funding for services not available from
existing programs shall be provided from the appropriation contained in this article.

-447.9. The pilot project under this article shall be limited, to one year and the
director shall evaluate the success of the pilot project. The director shall report such
evaluation to the Legislature, not less than three months following the completion
?f“the‘ pilot project, and the findings of the evaluation shall address at least the
ollowing: ‘ . . i .

. (a) Reﬁuced need. for institutionalized services by providing in-home support serv-
ices. . . ‘
(b) Number of persons in skilled -nursing facilities who transfer to less dependent

5

‘24-hour care settings.

SEC.3. The sum’of two hundred fifty thousand dollars ($250,000) is hereby appro-
priated-from the General Fund to the Director of Mental Health for expenditure
during the 1979-80 and 1980~81 fiscal years for the purposes of Article 2 (commenc-
ing with Section 447) .of Part 1.95 of Division 1 of the Health and Safety Code,
provided the* a sum not to exceed thirty thousand dollars ($30,000) of such amount
shall be expended by the department for the adminstration of the pilot project
established pursuant to Section 447.3 of the Health and Safety Code. Such funds are
in addition to other available funds for services provided in such article.

PREPARED TESTIMONY OF JOANNE JACKSON YELENIK

The material enclosed chronicles some of the history of my family as it relates to
the matter Pf the support and care of my father, Harry Jackson, through the period
of the last/two years of his seven long ‘years suffering from Alzheimer's Disease.

I respectfully request that this~materia{which includes the following information
be included as part of my testimony before the Hearing of the Subcommittee on
Health and Long Term Care: : . R

Washington Post Article on Harry and Bessie Jackson, January 31, 1980, Mary-
land Section. ) i o
| Lelet:r of Legislative Recommendations to Congressman Michael Barnes,"March

6, 1980. ) .
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Letter to Bessie Jackson from Congressman Claude Pepper, March 11, 1980.

Letter to Mr. Phil Donahue, March 16, 1980,

Letter to Ms. Dorothy Gilliam, Washington Post, December 21, 1979.

Letter to Medical and Social Service peopl?e\working with the case. .

Letter of a copy of correspondence of Jim -MacRae of the Support Center, Inc.,
Wheaton, Maryland to Mr. Curtis Vanover of the Department of Social Services,
Montgomery County, December 18, 1979. . : .

Newsletter of Alzheimer's Association, Rockville, Md\Branch.

Newsletter of Alzheimer's Disease Association of Maryland Sponsored by the
T. Rowe and Elanor Price Center for Dementia, The Johns Hopkins University
School of Medicine, The Johns Hopkins Hospital. AN :

I hope in the near future to submit additional_material to the Committee relating -
to the care and treatment of Alzheimer's Disease and to the type of Social Service
and Medical Care Services that.are most needed. B o

Thank you for your attention. N X

BATTLING THE [RREVERSIBLE EFFECTS OF ALZHEIMER'S DISEASE

- (By Janet Cooke)

When Harry Jackson was younger, he was. a skilled electrician and craftsman
who buiit and repaired a variety of machines. The work was both his livelihood and
pleasure. He was, according to his family, convivial and gregarious.

. Today, he is a fragile and silent man who sits quietly on the sofa and watches
' daytime television programs. A victim of Alzheimer's disease, he bears little resem-
blance to the person described by those who knew him in other days.

But.Jackson remains an important -part of his family, whose members are strug-
gling to permit him to pass his remaining ‘days with grace and dignity. ;

Alzheimer's disease is an irreversible and untreatable disorder that causes a
gradual loss of intellectual and physical capabilities, according to Dr. Robert Butler
of the National Institute on Aging. In its final stages, the patient may become

" unable to recognize anyone—including himself.

Alzheimer’s is “one form, of what was once called senility,” said Butler, who added
that while the disease is always fatal, death is almost never swift. )

He estimates that nearly half the patients in nursing homes in the United States
are victims of Alzheimer's. :

And then there are the people like Harry Jackson, whose families want to care
for them at home. Bessie Jackson, his wife of 40 years, and their daughter and son-

" in-law, Joanne and Ron-Yelenik, say they did not consider any other alternative .
from the beginning of Jackson's illness. Although Mrs. Jackson and the Yeleniks do
not regret their decision, they have discovered that it is a grueling one to live with.

Jackson, who is in his mid-70s, lost  the ability to speak nearly six years ago, and
must have help with nearly all routine, day-to-day activities. - ,/

Health care experts agree that home care.is less costly than institutional care;”” :
but snv '*-re is little public aid available to families like the Jacksons who want to
nur=e - ::od aging relatives at home. o

“Lan. ozed,” said Mrs. Jackson. “I could get all kinds of help if I wanted to put
him aw: . But for the most logical thing -here, for keeping him in familiar sur-
roundings where he is loved; there is not a penny.” - ’ . -

“I'm so angry,” she continued. “You hear a Jot of talk about keeping your loved
ones at home, but basicially, I think that doctors, agencies, and goverments are very
insensitive to the whole thing. . -

“"When Harry began to be really ill, the first thing they would ask me was if I had -
made any -plans. What they meant was, had I though about putting him in a
nursing home. Listen, this is a man I've loved and.lived with for 40 years, and [
expect to do more for him than stuff him into the corner of some institution at the

. time when he needs me most.” . . ‘

, - Mrs. Jackson has sought help from the Montgomery County Department of Social

- Services, hoping for the aid of a homemaker for six or eight hours each day. Such

" help would free her for routine chores outside the home and for a partial return to
a life of her own, she said. The department has provided a homemaker who helps
out two hours a day on two days eacrs week. .

While her daughter Joanne says that Mrs. Jackson is-“almost inordinatel grate-
ful for any help that she gets,” the four hours a week are not enough. She %ves an
exhausting and sad life, watching her husband fade away, and passing the time

- without friends, without diversion, and without laughter. -

_ “We knew a lot of people back in New York,” said Mrs. Jackson, who moved to -
Rockville two years ago to be near her daughter. “I have met some very nice, people
« - / . :
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here. But 1 can't . out, and, with n few exceptions, people can't come in. It's just
too depressing for them.” ‘ '

Before a serious decliné in his health last month, Jackson attended a day-cure .

program fur the eldorly offered by Support Center Inc. in Silver Spring. He partici-
pated twice a week, for five hours at a time. .

The director of Support Center, Jim MacRae, said he is very worried about Mrs.
Jackson, because, “she needs all of the help that she can get. Most of the time, she's
just exhausted.” MacRae acknowledged that “there are only a limited number of

services available?’ and snid he -believes the county Departiment of Social Services

“is probably doing nll that it can right now,”
Jack Hiland, associate director of the department, said that a maximum of.20

hours of service weekly i8 “the best we could ever do” in a case such asg the.
y

Jacksons'. He. said a lack of manpower, rather than lack of funds, is the problem.
- “It's ironic,” snid Hiland. “We're one of the wealthiest little communities around,
und we still can't get it together t6 get the services.” «

« - I'he Jacksons-live on"a-fixed Irf:ome_;"und'ﬁlth'oLié;ﬁ"th“é'j"h’fﬁ/@f}h’z\ﬁﬁgéamfa"};ﬂ;"ﬁ{g T
staggering medical bills that hafe accumulated over the years,,Mrs. Jackson said

she cannot afford to hire someojpe to take care of her husband eight hours a day.
Nancy L. Mace, center coordinhtor of the Alzheimer’s disease association of Mary-
lnnd at Johns Hopkins Universfty said that home support systems are underfunded
even though they are significantly less expensive than the cost of care in institu-
tions. ) ) ' .
“Funding for home care of the sick and elderly is just not a politically attractive
issue and tkere is not enough public recognition or awareness of the problem,” she

- said. .

“Mace snid some form of assistance is crucial for famjlies who care for Alzheimer's
victims at home because “some life of one’s own is a serious issue here. Some of
these people: just never leave the house. In essence, they've rnnllK lost their partner,
but th \é’hole précess of grieving has to be delayed, because although he’s gone, he
isn't dead.” ' g .

The association, which was formed last fall, has four main goals: patient care,

- family support, research and education. Mace says that more support for at-home

care can only come with increased public awareness that what was once dismissed
as “senility” often is a serious physical problem. - .
Dr. Matthew Taybeck, director of the Maryland Office on Aging, believes that the

. Eublic ougrht to be willing to give more support to families who want to take on the

urden of caring for their elderly at home. If that support is not equal; it should at
least approach what we're- willing to give to institutions.” .

Taybeck cited the newly developed Family Assistance Demonstration Program as
one way the siate is trying to ﬁglp families who care for the elderly at home.

Using a complex formula to determine the difference betwien the care a family
can afford, and the actual cost of the care required, the state has set up a system for

payments. The maximum amount a family can receive in one year is $2,000.
B

ut even if this pilot prograni—currently covering.40 Maryland families, 13 of .

them in MontgonierysCounty—is a success, its restrictions will exclude Besbie Jack-
son and others like her from assistance. Family, as the program’s regulations define
it, does not include the sick person’s spouse. , rf

Taybeck admits that this is ludicrous, but said, *‘The public policy notion remains
that it is the duty of the spouse to provide such care. Perhaps as this notion and
public awareness evolve;-the rules can be changed.” |

It may already.be too late for Bessie and Henry Jackson. Recently, Mr. Jackson
fell in his apartment and suffered a broken hip. He is hospitalized and according to
his doctor, Allen Mondzac, learning to walk again will be “an excruciating, if not
impossible” task fer him.» ‘ L

Mondrac believes that patients like Jackson receive better care at home—if they
have the kind of dedic’?xteg family that Jackson has. " :

But now, he said, Mrs. Jackson may be forced to consider a nursing home, because
the physical burden of caring for her husband‘in his present condition *is simply
too much for any one. two or three, people.” . o

AS

, . , RockviLLe, Mp., March 16, 1980.
Congressman M. BARNEs,
U.S. Congress.
Washington, D.C. o '

Dear CoNGRESSMAN BARNES: In accordance with our meeting on February 21,
1980, i am sending you my suggestions relating to the improvement of the medical
and Social Care’ Services conditions for those suifering [Fx'-om Alzlieimer's Disease
and their families trying to provide them with loving and efficient care:

.
!
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I am also forwarding to Senator Pepper and to Phil Donahue oupies of these

suggrestions. It is my hope that Congress can address these matters tl.muuh appro-

printe legislation and that Mr. Donuhue perhaps can raise the awasenvts of the
public by discussing the illness and ity effects on lumllwq and on soviety.

Here are my au},gcauonq

1. That fumilies caring for those with Alzheimer’s Dlsuuse should be subsidizen
individually in equal purts ns would s Nursing Home facility.

2. That Medicare should include coverage of Chronic and Custodinl Cure Needs.

4. That the amount of time provided by Socqu Service Homemgalers be increased
to a reasonable amount of time dependent on' need and circumstunces. That the
aermuqnesq of this type of Support be made clear.

1. That increased Day Care Centers for Senior Citizens be estublished with special

uttcnt n being paid to the particular needs of Alzheimer’s sufferers.

5. That Night Homemaker Caré be provided ag night time care is aimost always
-+ the-most-needed-and -alwayd-excluded - from-Homemaker- Servxces as theéy preséntly

exist.
6. That money for Research into Alzheimer’s Disease be allocated in the hope that
a ture or a treatment can be found.

7. That the Medical and Social Service professions be educated specifically as.to
the decent and humane treatment of patients with debilitating brain damage dis-
ease und of their families. That it be made eminently clear that adults suddenly
afflicted with thisg illness in their adulthoud when they are and have always been
fully capable, functioning and independent individuals ure neither children nor
pets. They are sick people with special needs and fears specifically related to the

.changes that are occurring within their minds and their bodies. The language and

cure needed to treat these patients and their families need special atte.tic: o .
development.

8. That the t]lecision for Social Services not remain in the hands of one ind
Social Worker. :

9. That a File of the History of a fumily be kept in a Central Place thou ..
released with Permission so that the poor fumily in nced of help does not ha-.. *
repeat and repeat the story ol their need over and over aganin to each different
Agency, Hospital and Service. Believe me, there i3 little as oppressive as that.

10. That present programs which include some financial support to children

caring for ill parents be amended to include spouses caring for their mates.

t1. That elderly couples should be treated independently under the Medicare/
Medicaid System so that a dupendent and ill spouse can receive extra financial aid
without «lepleting.the healtii s spouse of a lifetime’s earnings or causing the healthy
spoust to fruudulently ' represent his/her financial situation..

* Thauk you for your 'help in this matter. I respect your efforts on my behalf and

on behalf of the many other families still in such desperate need. I hope for el our -
sukes that you are succes-fil in pursuing these gvals. [ am happy that we talked

and should you need my helw in any way, please let me know.
Sincerely yours, : . N
Bsssm JACKSON.

L / . N

i

[ U.S. Housk o REPRESENTATIVES,

; . Ser.ect COMMITTEE ON AGING,

' Wushington, D.C., March 11, 1980.

Dear Mns. JA(‘Ié’iUH I want w tiiank you for taking the time to come in from
Rockyille and share your experiences concerning Alzheimer’s Disease and. home
health care with vur =faff. I want you to know that ! share your concerns in these
areas. -Our Aging Committee "has beeir (ighting for years to'enact legislation to

expand the Medicare proera:n so that it provides the kind of homemaker assistance -

you would have found so hclpful with your husband. At the same time, we have

been trying to urge “he appropriation of funds to research the cure and treatment of

Al?helmers Disease. t!nfortunately, we have been unable to convince our House
zagues of the necessity for this kind of legislation.

l am'sorry that I was nct able to meet with you yesterday, Eut previously ',

scheduled commitments in my own Congressional District would not allow me to be

"in Washington when you were in our office. However, I did contact Dr. Butler's staff

at the National Institute on Aging. They suggested that you might wish to speak
with Dr. Richard Irwin or Dr. Bernard Wortman who are top experts ip this field. I

have requested that they contact you to set up an appointment, but if you have not °

heard from them in a reasonablé period of time you may wish to contact them
directly at 496-1033. )

e
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I nm 80 very sorry to learn of your husband's passing. I ean only hope that

altimately we can join together to promote and enact lh(esuﬁ(inds of changes so as to
spure others the terrible burden of puin that you have alrendy experieneed.

With warmest regards, and believe me,

Always sincerely, .

. . Craupnk Peeriw, Chairman.

Rockviune, M., Mcreh 16, 1980,
Pui DoNanus, : '
Chicago, I, : .
Dear Mit. Donanue: I have watehed your program through good times and bad
and I admire you and the work you are doing in exnmining the many jssues that
v ygu bring up. :

\

~=—=--¥The-bad-times-that-I-referred-to-for myself relate to the yeiirs inwhiich 1 Witehied

and cared for my husband who was suffc ing from the debilitating effects of Alz-
heimer's Disease. It is the disease and th - problems that it creates in our society
under the present medical care and socic care system that [ wish to bring to your
attention in the hope that you will discu..s the illness, the present state of research

. and the lack of health care support for those who are sick with Alzheimer's and for
" their families. :

I am enclosing various letters from Senators and Health and Social Care People
and an article written’ on my husband and myself that appeared in The Washington
Post. All' of this material "highlights how inadequate the Support services are.
especially in regard to giving financial support to spouses caring for severely ill
mates, - L ) . '

In this countr .’ in this <'\:1y and age, everyone cries-out in dismay about people
throwing their loved ones into Nursing Homes. Everyone in the Socinl Services
Krofessions cries out in favor of Home Care. But try and find support when'you

ave an ill husband who you are trying to keep at home ard whom you are trying
to love and care for in the best way. My story is that of oue who tried. «

My husband died on February 5, 1980. But for many the problem continues as the
enclosures on the illness and on the Association that has just been formed ‘testify,
And many of the elderly, those who in their prime adulthcod, contributed much of
their skilf,s and energies to make this society a decent and humane ong, are forced

- to end their days abandoned and ill cared for. ) ¥
I hope you will read this letter and the material that [ am sendiny to you and
' that you will devote one of your programs to examining this issue. 1' I can assist
you in any way please contact me at any time,

Sincerely\yours,
: Brssik JACKSON.

WasHinaTon, D.C, Decertber 21. 1979,

Dowotny GiuLiam, \
 Washington Post,
Washington. D.C. . .

DeAR Ms. GiLtiam: In accordance with our conversation of Wednesday. Decenfber

§ 19, 1979, | am sending you a copy of the iwtter | have written to all support people
whd have assisted my mother and our family in the matter of | eeping my father at
home with us.’l would be very grateful if you could call this situation t¢ the
attention of anyone who could be of assistance to us aad also to a great number of
other families who, are experiencing these same difficulties. . .

As [ indicated to{you in our conversation, everyone agrees philosphically that the
besu place for the elderly sick-is at home with their loved ones, however, few
programs actually support this theoretical position with real help. At the moment
our plan is to bring my father home from the hospi/a/xl on Saturday and my mother
is receiving piecemeal help from the County on.a’weekly basis. We have been in
contact with Congressman Barnes' office and also with the Office of the County
Leader, Mr. Gilcrest. They and our Social Workers and the Homemaker Supervisor
of the Division of Social Services will make possible whatever help we are gi.on

Thus far our request for Emergency 0 Hour a Week Support has been rej- - .

on the basis of contract disputes and-no-funds, and this from one of the « st

counties in the country. .
If we are to be successful in our aims, we need much more assistance as Mr. Jim
MacRae of The Support Center, Inc. indicated in a letter he wrote on our behalf to
all these offices,” " . i L
The plight of a spouse trying to keep her mate at home needs to be addressed.
Between the sincere ‘professional theories and tthssibilities under existing pro-

-
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pramy for reul aid, there is a wide gap, Society needs to address this gup for into it
fall o great number of the old and sick who are being taken from their homes and
their loved ones after the many years in which they functioned and contributed to
this, thoir society. They deserve botter, Their families deserve better,
Thank you for your attention and compassion in this matter.
Sincerely yours,
JOANNE JACKSON YELENIK.

DecEMBER 1974,
DiAk PRESENT AND FuTuke Surport Prorik: This letter is a statement for HELP

for what our [amily believes, is best for all its members: Bessic and Harry Jackson,
Joanne, Ron and Daniel Yelenik.

The life of an institution is its own—it has its own processes and dynamics. We .

see that now as a result of thesp few days being with my father in the hospitul. We

“Rnew it evenbefore these” fewdays:The life o our family “is"lived” in our Homes™™

where we gather together for celebrations, where we enjoy our Sabbath, where we
tilk about our work and our play and where we luugh, cry, yell and discuss our
lives: At this moment in this period of all our lives, we helieve that this is the best
life for my futher to continue to be exposed to—for him and for us.

It is in my parent's beautiful home surrounded by all that they love and have
worked for all their lives that my mother ean receive visitors, can do her ‘chores,
can see her loved ones, 1t is in this home where my father during his ggood moments
can recognize his family, laugh with us, danee and listen to music, welcone friends,
vat his meals, say our prayers which he still is able to say and watch the little boy,
his grandson, grow and play. My parents both love children and sociability.

Why do we need help, and more help, at that? We pretty much need round the
cloek aid—someone to help him, someone to help my mother. Someone or ones to

+help us keep him and us together.

We aced more help because elearly my futher is getting sicker and weaker. His
moods are changing and he sleeps more during the.day and has greater difficulty
walking and moving, 1e moves at everything more slowly., What is his day like?

Slowly waking up, being helped to dress and go to the bathroom-—chores done,
then” what? He watches the scenes from nature that he still loves—the trees and

Nowcers—he listens to the birds. He walks, inside the apartment, and outside, when .

he is able. He sees us all come, and go—he responds how he can—and does re-
spond—he listens—he tries to communicate—he tries to understand what is commu-
nicated to him—we try to understand what he tries to communicate. HE FEELS,

His life which was once broad is now limited—his hands which were once gifted and

busy are now held. His life is very limited. Would we want to make it even mare so?

. He tries to do thé best within these limitations—in a home with people who he loves -

and who love him: An institution will not feel his absence. from its walls—we will
all feel his absenee from this, his home. He is trying his best. We believe we should
try ours. N .

You all know what my mother has done for my father. With help, Yes! But
mainly it's been my mother. What would be her life if my father were in an
institution? She'd be worrying all the time about ‘his care, his treatment-—most
in‘lportémtly. she'd be there with him in the institution for great periods of time, for
many days.

'l'h)crc {vould be little release or relief. My mother loves her home, her apartment,
her friends. People visit—she does her chores:'it’s the pattern of her life and she
comes alive with it. To wrench my father from that home NOW is to also deal with
wrenching my mother from it. Wrenching also. even further, Daniel and Ron and
me from both my parents and their share in our lives and ours in theirs.

We ask for help dt this moment Recognizing that conditions may change- that
my father’s illness is progressive. My father’s future is only one of getting sicke
and dying. Each day that we all keep him where he is best off is a victory for {;
futher and for all of us. o ’ . ) i

We ne-d to pool information continually. We will do.so. We know the ending is
inevitabiv. All endings are. This st :iement ask that we enter togetBer this new
phase of round the clock Home Support. That we try it together with all the
financial and personal help we can muster. We will then see for how long—for how
well this is working out. - ’

“We commit ‘ourselves to cafing sbout the safety and well being of ali those
involved-in this care: the homemakers, the social.workers, the doctors, the Support
Center and all members of our family. : ' :

We ask from.our medical doctors advice to all of us on my father's condition and

cunsistent evaluations of same. ‘ :

~.
-
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We usk from the psyehiatrists similar evaluations and ulso drug evaluations nnd
recommendations to stabilize and handle ol} phases of my futhor's condition. Geners
ully we have observed his moods to stay on the side of what his personality always
was: gentle, optimistic and affectionate. : ! :

We nsk from the County and Mrs., Peterson the maximum 20 hours of Home
Support under the Independent Vendor program. : :

V\}o usk from the Support Center that m¢ futher can continue to be a member of
that small and loving community whenever possible for him. ‘

We ik from the Jewish Social Services their maximum Homemaking Suppori;
and that same nid from any other possible supporting Agency.

We ask from our Social Workers support, counseling and understundineg of our

objectives:
. We ask that you help us find whatever extra help—financial or professional—that
we can and we well do so nlso. \

equipm
* help my father, my mother, us and all those who care for him, be it beds, wheel-
chuhy, ete. ‘ - _ .
~ We commit ourselves to handling for as long as we can financially the nightly

care ot n-12 hr. shift basis thut we have found to be so excellent and helpful from *

Kelly Services, especinlly in the example of a very remarkable person.

We commit ourselves to give ns much of our time and money r- it is possible for
us to give. Our energy, caringNinterest and depth of affection” si.ms clear, but we
reingtate it again.

We commit ourselves to pooling
times no matter how hard,

We commit ourselves to sharing dbctor's statements and all relevant information.

We ask a lot and we know it. We think we are giving a lot also. We know you all
are and we are grateful. We think ‘it is important—one man, one family—yet, the
values seem' clear. We ask that you all stny with .us. throug\'n this to see where it
foes and what the results are for evéryone. . S

None of you knew my purents when they were yourig. Only some of you know of
their early lives. Suffice it to say that they are good people who.worked hard and
loved wll. They are victims of this illness. Yet they are fighting it together still.
They love cach other still. To us there is still' much beauty in my father. The

nd evaluating information from all to all at all

magnificence. of his face is-like the strength of his character and even like the A

strength of his frail, but etrong body. The force of my mother's character and her
integrity, I ikini vou have all felt. .

They & ~nge te sk far professional help. They are of the need.
Thaouk - -our attention, ¥
< Soars, .

JOANNE JACKSON YELENIK.

e f,THE-SUPl’ORT'GENTER., Inc,;~
Whéaton, Md., December 18, 1979,

CURTIS VANOVER, . _
Departnent of Svcial Norrives, Montpomery County, o R
Rockuille, M, :

Deag ¥, V‘AA\‘(,“.‘EHI‘I regret that I was not able to attend the meeting of Friduy;

Deceinber 14th, regarding Mr. He 'ry Jackson. - .
Bevause I was urable to have direct imput at that meeting, I would like to state
"Te role of itr Support Center e=~+ my concerns to all persons who are involved.
TEe role of the Support Center 1n tais case has been, and will continue to be, to
provite day ceve "ervices to Mr: Jackson on Tuesdays and Thursdays until such
time us, It " e family requests that these services be discontinued, or (2) Mr.
Jackson’s conditinn deteriorates to the point in which we are no longer able to
t'e nately care ‘or him. ; ’ . . e )
Since Octobe: 197¢, I have worked closely with Mr. and Mrs. Jacksog_and their
fomily. I have been very impressed with he commitment. each of them has made
‘towards coiliruing to care for Mr. Jackson in a family setting. Mr. Jackson has
res,.onded ves. favorably te this nurturing .d Jovi- ¢ environment. It is clear to me
that Mr. ducksen's necde are best met in this h .ae gituation, 7 irthermore, we at
ti.e Support Center have tried to continue ca' .y for Mr. Jackson in this same
nurturing way un Tuesdays s ad Thursdays. . : .
Mrs. Jackson: here daughier JoAnne Y:'si.i+; wrd her son-in-lew, Ron Yelenik,
havel r«'qu?lsted very little in the way of services during the seven years Mr. Jackson
" has keen il :

J/ L
’ - Oy
) |
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It is my undorstanding that the Department of Social Services has been providing

. one day of homemaking services ro the Jacksens per week, Mrs. Juckson needs

much more in the way of supportive services,

Mrs. Juckson i8 a rare and remarkable woman, but we cannot continue to care for
her husband without more help. 1 believe the Department of Socinl Servic s should
respond favorably to the effort whicl is being made by this family. !

It is my understanding that Tor - aker Jervives are considering removing their

services from the Jackson hojne 0 s distrosses ine greatly, Homemaker services,
instead, need to be increased, ‘

We are dealing with a very un, ruation—one which does not occur often. We
have, in the case of the Jackson smily which is committed and concerned. This
situation’ requires speedy d ® ive nction on the part of the Department of
Sociul Services.

I urge you to ive speci’ <. leration to thin case and increase the support

* dystenis for Mroy o\ Mrs-J S v T
Doing anythin, ss thuen t.© would be counterproductive to any decent service
deliver%( system. L
Sincerely, .

. Jim MacRag, Director.

Wiat Is AwznriMer’s Diskase

Alzheimer's Disease is a disorder of the brain, causing loss of memory or serious
mental deterioration. It is estimated that the disease affects from 500,000 to 1.5
million middle-aged and glder Americans. o o

The terms presenile and senile dementin are used to describe any kind of severe

/ mental impairment in older individuals. Many of these persons are victims of
Alzheimer's Disense. Others suffer. from a variety of other conditions. Diagnosis of
the specific type of dementia is very iimportant since some types, other than Alz-

. heimer's Disease, can be effectively treated. .
—At- first, patient’s suffering from -Alzheimer's Discase exhibits only minor and

“ilmost imperceptible symptoms that are often attributed to other illnesses. Gradual-
ly however, the person becomes more forgetful. As memory loss.increases, changes
also appear in personality, mood and behavior. The person may-negiect to turn off
the oven, misplace things; take longer to complete a chore that was previously
routine or repeat already answered questions. Judgment, concentration, speech and
physical coordination may also be affected. Some individuals show confusion and
restlessness and may require special assistance.

There are many patterns!in the type, severity and sequence of mental changes in
this illness. The symptomsare usuuﬁy progressive, but there is great variation in
the rate of change from person to person. In a few cases, there may be a rapid
decline, but more commonly, there are long periods with little change.

Although the person with Alzheimer's Disense is often unaware of, or may deny
the full extend of his or her limitations—especiully late in the couise of the

illness—the development' and course of the illness are a source of deep frustration -

for those afflicted and for their loved ones. ) .

As yet, the prevention or cure of the disease is not known. However, medical care
can relieve many of its symptoms and proper guidance can assist the person and
family in coping with the illness. i

THE BENEFITS OF AN ALZHEIMER'S DISEASE ASSOCIATION . .

This organization can offer support to 'ﬁqmil{eg._encournge ‘additional funding for
treatment and research, generate increased visibility of the problem, and encourage
the continuing education of doctors and nurses in the management of the disease.

. . . . . . o . .

: . ‘
! - 0 Linpa E. NEE,
LCSW Aduisor.

NEWS FROM THE NATIONAL INSTITUTE ON AGING

In recent years, changing attitudes among physicians, researchers, the' media, and
the general public have begun to whittle away at the myth th.. “senility” is
inevitab'e in old age, untreatable, and results exclusively from a hardening of the
arteries in the brain.. At the same time, Alzheimer's Disease has come to the
forefront of consciousness as a major and significant public health problem and as a
Krobnple cause of uat least 509,000 cases oﬂerious mental impairment.in elderly

mericans. _ o
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The vosts, of, Alzheiwer's Disense are - e in terms of both finnneiad foss
and porsonnd (an family nnguish, Howe i )77, when the Naotional Institate on
Aging (NIAY launched “its efforts Jo enc ot g0 research on the causes, cure, and
prevention of Alzheimer's and relnted disenses, loss than 0.2 porcent of the $21
Lillion spent by the federal government on health services to tlhv clderly went to
reseureh on the chronie dementins. There remains o great denl of confidsion with
regard to the causes, symptoms, dingnosis, and treatment of Alzheimer's Disease.

One appronch to niding the victims of Alzheinjer's Disease! und their fomilies is
rescarch. Recent advance in o number of fields have defined directions for rosearch
scientists and have outlined possibilities for future studies. One canrently hoing
explored is that an enzyme replacement therapy might be able to dlleviate the
a;ymptomu of Alzheimer's Disease in much the shme way that Ledupa works in
Parkinson’s Discase. It is also possible that o breakdown of the immune system—thoe

body's first line of defense—may be responsible for the development of Alzheimor's o

Disease, Other avenues of rescarch involve the role of slow or latent virases and the ™
resence of heavy metals in the brains of persons who have died with Alzheimer's
isense, g : . .

In kc(&iing with its concern for the quality of life in the Inter years, the NIA
funds research on the organic brain disorders of old age ut universities, medical
schools, and other research institutions; condacts research in the [nstitute's own

Jaboratories; and looks ut such issues as risk foetors in senile dementin ander the

auspices of the NIA epidemiology program, :
A major gonl of currently supported research projects is to find the enuse or
causes of Alzheimer’s Disense and, in this way, an effective treatment for it, At

-several sites, patients and their families are being asked Lo provide information on

pust illnesses, occupntions, places of residence, dietary habits, and family health.
. The data are nnalyzed for patterns thot may indicate fuctors or couses common to
paticnts. At the same time, the patients undergo physical and psychological exami-
nations. Results of such studies have led to an intensive evaluation of three poten-
tinl factors in the development of Alzheimer's Disease: traces of aluminum in the
brain, viral infections of the central nervous system, and genetic factors.

At several other sites, NIA grantees are looking at ‘the change most commonly

.associated with Alzheimer’s Disease—the accumalation of nearofibrillary tangles in

the cerebral cortex or outer layer of the brain. These studies are designed to

-determine the chemical composition and the.role of normal neurofilament proteins’

and to find out how and why tangles develop. It is’ particularly interesting that
these tangles have been found to develop in limited quantities——but seemingly
without significant negative effects—in the nerve cells of more than 50 percent of
the healthy aged population, : ‘

One project currently being planned in the NIA Laboratory of Neurosciences
involves a study of the changes in the way different regions of the brain handle-
nutrients in patients showing marked confusion and memory loss, NIA scientists
also plan to study alterations in regional broin metabolism in healthy people in
nssociaition with changes in their ability 1o perceive, think. and remember over
time. o :

In addition, the Institute’s: Epidemiology, Demography, and Biometry Program
hopes soon to initiate support of research on a community hased group of persons—
some having senile dementia and others as controls—to provide a better definition
of diseases of this type and to identify associatea risk ot es.

Until recently, the victims of Alzheimer's s aws and o1, 7amilirs have had to
proceed as best ‘they could. Now research hus ltv. to new u.d poient ally. promising
insights. In the meantime, we are witnessing the srowth « vroups throughout the
United States and Canada—ns well. as a nesw netior:’ oreseization-—through which -
affected families are generating interest in anwd 1ose.=Y suppmt for this still
mysterious -malady. The National Institut. < “v'r. s 1ppe <5 the efforts of those

“"~dedicated to working against senile dement.. - ' 'nose who would devote their

time and encrgr @ providing information and ass:_.ance to others.

MARIAN M 1,
Public Information Specialist.

20 AESEIRGH PROSECTS SEEKING PATIENTS

- The Clinics! Conter, Naticnal Institute of Mental Health, Bethesda, is looking for
patients who Liave br<1 recently diagnosed as having Alzheimer's Disense and who
are still capatle of 2 1ak amouat of iidependen. function and self-care. The subjects
should: be 45 and older (prererably 45-67) and have no significant medical and/or
psychiatric disorders. Patients ineeting the criteria will be ad nitted for.a 1-4 week

) 'stud‘y.‘CompIete’ neurological, medical, and psychiatric evalua.ion will be followed

L [(GRAY
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by trinl of lnmlivuljun’u. There is no charge for this hospitalization, For ety
itormation, call collect: Waltor . Kaye, MDD, cioh06-1801, o
Abso, the Clinieal Center,” National Institute of Nearological und Compeiesiive

Disorders und Stroke, Bethesda, is looking for patients within the nge range of 18-

T venrs in the varlys stages o Alzheimer's Disease who have menory loss ar
confusion and no seriotts medical illnesses theart disease, Kidoey disease, or tiver
dhseaser. Patients will be admitted for nbout 3t weeks and will recotve o complete
physical exam and tests to rule out any trentable causes of dementia. There s o
charge for the hospitalization, For frether informntion call cobleet: (301) 406-1149,

\ HELE AT HOME

In the Mture, Dwill use this column t respond to quistions on hotme eare. L this,
my (st colunin, b want to share with vou some thoughts on memaory loss.

Alzheimer's, as you well know, is a d
to remember - The patient S Tling 'm : not within his power to control, It is
as much nopart-of his disense as a rash is a part of measles, I\Su nmount of wishing,
hoping, or praying will either eliminate the rash in measles or bring back the

< memory of the patient with Alzheimer's. Those who care for such a patient must

understand and accopt this fuct before they can-begin to cope with this disease.

This fling memopy presents overwheln: ag problems for the vietim of the dis-
s U embarrasses! hime He cannot renicauber the nnmes of friends, or how to
carry out routine functions at the office. He makes light of or gives vague answers
to questions instead of ndmitting that he cannot remember, fHe begins to doubt his
intelligence or he foars he @8 going “crazy.” His selfrimage stips. He is not the person
he used to be but does not understand what is happening to him. Any one of us
would be afraid, angry, and very anxious if we suw our mentul functioning slip
:I\i:l}' .'ulul were unable to halt the steady decline.

family i i

and fricnds ean at this point in the patient’s illness offer more than
medical sciencee to date. Frequent reassurances that the patient remainsg o loyed one
\l\'ilh dignity and self-worth can best make him feel wanted despite his growing
delicits,

Mease send questions for this column to ‘Alzheimer's, 819 Aster Blvd,, Rockville,
Md. 20800, '
Sariy Youna, Registered Nurse.

Sunmreten ror THE Recorn oy Mawe-Lomsy ANsak, Exkcurive Dnu:(:'ryﬁ. OnN
Lok Skntor Hearrn Skrvicks, San Franewsco, Calar,

‘s i
METHODOLOGICAL CONSTRAINTS OF THE MEDICARE 22Y DAY CARE DEMONSTRATION
PROJECT . .

A report was recently released by the National Center for Health Services Re-
search summarizing the cost and effects of day core services as seen in a Medicare
demonstration vroject (NCHSR, 1999, The study itself addresses a critical problemn
areq, alternatives in Jong-term care. Unfortunately, beeause of methodological and
logical problems inherent in the design and implementation of t} project, the study
veally raises more problems and yucestions than it answers. Instead of identifying
aany of these problems, the authors of the report chose to make strong conclusions
regarding: the cost impacts of day care; conclusions which are unwarranted, mislend-
ing, and potentialiy very dumaging to the lives of millions of ctierly who will be

-facing the needs for long-term health care,

The study has been referred. to as the Medicare 222 demonstration and the report
is entitled, "Eftects and Costs of Vay Caré and Homensker Services for the Chron-
ically 1L Using waiver nuthe -ity under-Section 222 of ‘he 1972 Title XVHI Social
Security Amendment, Medn 2 » reimbarsement was given for services provided
throwugh four dav care prograc~- 10 ds8 the country. The research and evaluation of
theese demonstration projects w re ifiven to an outside contractor, Medicus, Becaaose
of o series of je-oublems and difticetties encountered throughout the data collection
period, the evaluation contrac ¢ ith Medicus was withdrawn and the intromural
rescarch staft of NCHIK took | sression of the data and prepared the final ci-port,

The study as presented refleces many methodological and logical {laws, some of
these being: :

1. The study has limited generalizability. —'Uhe four centers involved in the study
were chosen i a non-random fashion and were unrepresentative of all the centers
which were in operation at the time, Projects were selected through competitive
bidding with the day hospita! model in mind. What v ould be true ot this sample of

* that severely. affeets u person's ubility.
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day centers would not necessnrily bo true of the hundreds of other day contors
opernting throughout the United States. N

& The four centers used in the study were not even similar to vach other.«-One

“program was an estublished diy hospital providing Intensive rehabilitative sorvices

while another project consisted of 1 number of newly-established day centers provid-
ing n variety of wocinl and health services, Indicative of some of the variation
between sited is the. daily cost for the various centers which runged from $18.54 for

one day carve program to a high ol $88.17 at anothor, Certainly, this differonce is

more than ﬁcogruphic varintion, It indicutes substantive differences between the
programs being studied, To report that the average cost for day care is $52 per day
or to imply that all of thvse projects are providing similar serv.cen is not only
seriously mislending, but nlo reflects poor research mothod.

S Demonstration programs do not reflect the actual experience of operating pro-
grams.~The Medicare 222 day care project wns a time-limited domonstration. Cen.

* ters wero asked to dovelop their programs, serve participants for one year and close
~down, 'This artificinlity han serious implications for the valldity of the data. Some of

the duy care centers never renched full consus, nnd because of fixed costs their daily
costs were much higher than would have been expected if they were operating more
stably. In some cuses, participants understandably refused to got involved in the
program knowing that their involvement. would be time-limited and soon they
would be forced to chnnge. Most of the programs incurred n number of cos-+ related
to the development and demonstration of the program which would not have been
necessary for ongoing operation, Because demonstrations are different from operat-
ing progruma, the researcher cannot directly apply findings from a demonstration to
conclusions regarding policy. What is needed instead is more information gathered
from ongoing, stable operating programs. By the way, to anyone ever dove oping or
operating program, it is abundantly clear that one year is .not sn scoguate time
frame.to evaluate any program, especinlly o newly-developing onc.

4. Although studying the impacts of day care on institutionalization, the study did
not even limit itself to those at risk of such long-term care,~There were not specific
standards for project eligibility which were used consistently across sites, In {nct,
because of participant recruitment problems, it was noted in the “Method” section
of the report that mont referrals were admitted to the project with the only ones
being excluded were those who seemed in need of institutional care. In fact, the
report itsell suggests, "effective sereening of potients to limit those served to pa-
tients ‘at risk’ of inatitutionalization wnu?d imprave rost-snving prospects. . . ." B
aceepting healthy people and rejecting ihe meor frail, the project deterred itsell
from its originally intended objective. It seems that an intensive health care pro-
gram was established to serve o realtively healthy population. Certainly the impacts
of the program will not be found if those for whom the program was intended are
not the ones served. : ) :

3. The project made no attempt to provide management control over costs.—~This is
in part an unintended consequence of demonstration. The programs participating in
the project were told to report their costs, but were not given any incentive to
eontrol those rosts. As a result, costs for the Medicare demonstration projects were
much_ higher ‘han costs found in similar Medicaid programs, In addition, criterin
specificntion. service program matching, optimization of treatment plan, client bene-
fit, and program efficiency—were all things that were not discussed or incorporated
into the demonstration programs. Without these management controls, the pro-
grams undoubtedly suffered and costs were likely inflated. i

6. The study ignored large bodies of conflicting information from a number of
operating programs.—The day care report described the findings of its study and

"referred to another study done by one of the authors, but gave no recognition vr

even acknowledgment .of information available from a large number. of operating
Medicaid and Title XX day care programs and projects. In California and Massachu-
-~ . for example, Medicaid has reimbursed a num! .r of day health programs at
rates far below.those reported in the 222 studies. These programs were often better

. controlled and more tightly monitored than the Medicare projects, yet mention of

“their existence was not-even made.

7. There is u difference betwceen the real and ideal world.—The basic problem with
the 222 demonstration underlying many of the above criticisms is the basic differ- .
ence between a real world and a theoretical or ideal world orientation. Laboratory
fesearch addresses a theoretical ideal world. People are randomly assigned to condi-
tions, human beings act in predictable and objective fashion, services can be.turned
on-and turned off. people can be manipulated according to the needs of the research

- design, While this works in a laboratory setting, it does not in the real world: we -

can randomize rats but not people with real needs. Knowing that a project is limited
dissuaded a number of people from getting involved in the service program. People

91
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who ure denied services heenuse of the needs of research are not the snme ws those
who nover would have received them, The real world i not the idenl world. Policy-
relevinit research, however, much address the roal world, Randomized designs are
nt desuable i they do not redistently nddross the problem, Policymakers need to
ook o information guthered from reat warld cottings in mnking deetsions regarding
the poeds of their constituents.

A fullor presentation of some of the methodological nnd logical limitations to the
w2 day care study s being propared and 1 copy of the full report will be submitted
to the committee upon its completion, It is important, however, that policymakers
be uware of the limitations of the 222 Medienre day health and homemaker demon.
stration projeet, There i an adngn o research that wenk research repluces no
research and good renearch ultinutely roplaces the weak. It s important that
infurmntion on ongoing stably eperating day care programs be guthered and orga-
nized s0 that we miy nddress ttom a rend world peespective questions regarding yhe

f

value and cost of day health care., .
A 21, 1080,

Hon. Craunk Pereeg,
Charrman, House Select Committee on Aging,
Washington, D.C.

Deak Mit Preper: We are writing to you as Chairman of the Select Committee on
Aging to bring to vour attention some of the progress and some of the problems
relating to adult health eore in the United States.,

The eritical and grows... need for long-term health care has advanced the growth
of the nursing home industry s the primary health eare vesponse, For many frail
elderly, this response has been nult‘n-r adequate nor approprinte. Adding more
nursing hume beds would not alleviate the disruption to family life and independent
living caused by premature or innppropriate institutionalization. Specifically, from a
number of studies 20 percent or more of those in lomgterm eare institutions could
have been more approprintely served in community settings if options such as adult
day health and home henlth services were available, .

Adult day health centers first emerged in the U8, in the carly' seventies as an
important community-hased serviee in the continuum of long-term care. The move-
ment has grown dramatically from a mere handful of programs to approximately
600 programs operating todny. Funding comus from a variety of sources: Medicaid,
mental health, socinl services, private tunding, community funding, and insurance.
Medicaid, the primary reimburser of long-term care, has acknowledged the impor.
tance of adult day health services by including it as an optional service. Svven
states have affirmed the importanee of this program by providing Medicaid reim-
bursement for adult day health servieess additional states are actively considering
their provision. Today, over 125 centers in these seven states receive Medicaid
reimbursement for day health services. Most of these adult day henlth centers are
grassroots organizations, developed largely by non-profil, community-based groups
to met loeal needs. This grassroots support iy indicative of the important needs
being addressed by this program, ‘

In addition to the fragmentation of funding, we, as planners, administrators and
evaluators of adult day health programs, see two problems facing this growing long.
term care service option. First, there is the misconception held by some policy-
makers that the continuum of care is an“alternative to adult day health. The
purpose of n continuum of care is to coordinate and integrate services, but it cannot

. do so unless all the service components are first in place, Thus, adult day health

does not compete with, but is an essentinl component of any seivice cobtinuum
addressing long-term health care needs. Significantly, the U8, Departinent of
Heulth, Education and Welfare lists adult day health care as one of the core
services in their newly-proposed National Channeling Agency Demonstration pro-
gram. '

A more critical problem is misleading information from a recent smallscule study
of day care. The differences in individual programs maoke it difficult to conclusively
evaluate the io.pacts of ahy new program like day health services. A recently
relensed report by the National Center for Heulth Services Research (NCHSR) of
the U.S. Public Health Service evaluated four demonstration centers (not statewide
programs) with very different service mixes nnd costs, and concluded.that the cost
of day care was $52 per day. This report overlooked data from California, Mussachu-
setts, New Jersey, and other states, identilying over 100 (non-profit and proprietary)

Medicaid-reimbursed éenters which are providing medically-oriented adult day
health care at prices ranging from $17 to $25 per day. There is deep concern nmong
those working with day health that such single, isolated studics will mislead policy-
makers i decisions res arding the future role of day health in long-term health

e,
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Wo respeetully request that the House Seleet Committee on Aging roview the
progeess il progrom experienve of adult doy health care in thin country and
conmider {t ow an important companent of any plan of long-term care reform.
Speeitlenlly, we urge your committee to:

(1) Inelude adult duy health care in your hearings and delibieeations regurding
options in o term care; .

€ Call upon the Henlth Care Finaneing Administration to establish o specific
division to caordinate, support and provide technicnl assistanco for-the development
ol community.hased options;

th Batuhlish legistation which comprehensively dealy with the problems of tong-
term cnre nnd includes community bused services, sueh s day ‘u-ulth. and home
health, by: incorporating these community-based sorvices into the Medicare benefits
puckage; and strengtheniag the role of these services in the Mediendd system by
allowing the states the option of providing coverage for cortain Jow income mged,
blind, and disabled individuals who need inshome and doy health sorvices on o
regular basis, but are not eategorically eligible because their incomes excoed the
ussistance standard,

Adult duy health care can provide the frail, disabled elderly with the serviees
they need while allowing them to remain in their community. 1t ean do this, not hy
adding ndditional costs, but by substituting community-bused nervices for costly
institutionnl care. We urge you and your committee to use your intfluence for the
advancement of t s service alternative and the overall improvement of longterm
care,

“Thunk you for y. 1r time and considerntion.

Respectiully,
Marie-Lonise Ansuk, Executive Director, On Lok Senior Fealth Services;
~ Californin  Association for Adult Day Health Services; Charlotte
Hamill, Associate Director for Planning and Program Duvclopnu-nt.
Burke Rehabilitation Center; Anne Klupfish, DProgram  Director,
Adult Day Health Services of Massachusetts; Carol Kurland, Chief,
Burcau of Socinl Care Programs and Medical Duy Care Coordinator,
Division of Medieal Assistance and Health Serviees, Stote of New
Jersey; Brahno Trager, ealth Consultant; Dr. S, J. Brody, Depart-

» ment of Research Medicine, University of Pennsylvania; Judy Cun-

terbury, Nursing Supervisor, Adult Protective Services; Virginia M.
Hart, Supervisor, Program Development Section, Bureau of Aging:
Dennis Kodner, Director, Planning and Community Services, Metro-
m)litun Jewish Gerintric Center; Barbara Sklar, Director, Gerintric
Services, Mount Zion Hospital and Mecinl Center; Rick T Zawadski,
Ph. D. Research Director, On Lok Senior Health Services.

SYNOoPsis OF TE DRVELOFMENT oF ON Lok SeEntor Heavrn Services

On Lok Senior lealth Services started in 1972 as a day health center, a facility in
the community offering services to the frail elderly who otherwise would have had
to e placed i nursing homes. At the day health centor, the elderly reccived
medical supervision; nursing care; physical, occupational, speech, and réereational
therapies: meals and dietary counseling; socinl services; and assistance with activi-
ties of daily living, suely as grooming, bathing, ete. On Lok provided trunsportation
to and from home to the center, physician’s offices, clinies, cte., with specinlly
equipped vehicles. .

From 1972 1o 1975, this project was funded ns a1 demonstration project by HEW's
Administration on Aging In 1974, On Lok was able to negotiate a pilot project with
the California Department of lHealth Services (Medi-Cal) for reimburseiment -of day
health services. On the basis of their good experience with this type of cure, a bill
tAB 1611 was signed into law in California which made “day health services™ o
uenerally available benefit to the elderly in the State. Today, there are several *Day
Health Centers” in various parts of the State offering such services.

From 1975 to 1979, On Lok, with the help of a “"Model Project” funded again by
the Administration on Aging, evpanded its services. It was learned that o whole
range of services wis necessary (o meet the ever changing needs of the handicapped
elderly. One of the foremost problems in O Lok's district is housing. A plan for a
specially designed facility, incliding living units and o day health center, was
des*sned and a loan from HUD and private funding were obtiined to construct “On
Lok House” at 1411 Powell Street. Thus building is presently under construction :und
will be completed/in September 1980 and will offer housing to 54 elderly. At the
same tume. Huring this model project period, On Lok developed o home health
service component and a social day care center for those who no longer needed

< intersive medical supervision and rehabilitation,

1
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One ol the problems an developime and waiintaming o nonprofit, community-
Baaedy lom tero e svadem i the reimbursement and fundug? mechanismn press
ently avatable for heatth coe o the United States Steietly speaking, pablic and
prvite snsavanees al best only otfer minimal reimbursement for community-hused
suppartive services - the emphises s on payment for stays at acute hospitals and
nursiy; homes Organizntiona ke On Lok hive to seek’ funds frame 0 myriml of
sotirees, encho with it awn eligibility and reporting requirements,

“ 1 tor thes reason that Ons ok nppm;u"wd the Health Care Finuncing Adminise
tration eMaedearer o THTS and asked Tor a navel approach. A package was developerd
which paud heed to the sacinl and medien]l necds ol the frail elderly, On [k
proposed 1o assnme the responsibility for total eare of its target population at o
capitidion rate 1N & per person eogistored per manth - for all care at home, inoa
niesing home o aeate hospitals Medieare, recognizing inereasing pressure te pro-
vide hotter and more comprelonsive care to the elderly within the frames % of
hrnted resotrees, agrecd to this projeet.

A fonre vear codntriet was entered into in Februaey of 1979 and Medicare thus,
for the Tirst time i its history, has accepted the cancept ol o combination of social
sapportive serviees and medical care for the elderly. (For full deseription, see
attoched outhine

On Lok, which hos an extensive research department, is to demonstrate nt reason-
able cost the feasibility of o community-hased, long term core system which s
responsivic to the nevds of its clientoefe,

Day HeALTH SErvices ror the Pran, Bnbegr v

What ot ddovs - Keeps the fradl elderly in their own hontes!t :

How ot s done, - N malti-disciplinary team offers o compicte evaluation at the
begimning and vegular re-assesstnents A treatment plan i developed  with the
applicant und services are preseribed aecording to need.

Viat at provudes - Medical and nursing supervision, social services, physical,
m'('lumlimm{. and speech therapies, nutrition t-3 regular or special dict meals o
day at the Center or deliversd * ae), personad care services” (grooming. lnundry,
bithr eseart services), transp— tion, supportive inchome e rvices (shopping and
cleanmg), reereationabsocial activities outings, disenssions,  [itms, crafts, health
cducatiogi.

What o costs Fo provide for a frail elderty person not needing 21-hour nurging
Care:

Medi€al remibarses On Lok tor the all inclusive paekoge of Day Health Services
{or a participant an iwveragde of S4is.0n 0

S8 provides this On Lok participant an averoage of: 147.73.

Total public sector cost per month: $483.72

For the same individual, MediCal would reimburse o nursing home: $907.14.2

SSEwould provide this person'a monthly cash grant of: $25.00.

Totid public sector cost per month: $932 1.1 ,

What 1t could suee —One person in day health services instead of a nursing home
sivves the States Per Manth—=$1800]: Per Yoear-—$0.4480,92,

Ox Lok Dayv Heavrie Servicks: Irs IMpaces oN e Fran, ELberuy AND THE
Quarrry aND Cost or LonGTerM CAre A SumMmary or FinpiNas?

On Lok Senior Health Services is o community-based day program providing
health and health-supportive serviees to the frail elderly who need these services to
rematn in the community. Presently On Lok is funded as a MediCal Demonstration
Praject and as an HEW-AoA Model Project in Aging. This is a summary of a study
u-\-n\]uminu On Lok’s Day Health Center: its impacets on its participants and on the
ipeality and cost of long-term health care.

Thirty-two recently admitted On Lok Day Health participants were compared to i
toeched grsup of 32 elderly persons living outside On Lok's service area. Partici-
pantsan both proups were assessed by an independent team of health professionals
from the Calitornm Department of Tlealth in May and November 1976; most (90
pereents kept diarvies deseribing their health servicos and activities for the five-
mwonth anterim between ussessments.

FActal average renbursens oo G Lok durig Girst 4 months 1975 This all-inclusive rate
mchudes all above entioned ser - es

lased on MediCal resmbreseniest rates for comparable sized nursing homes in San Francis.
co Thewr rates exelude phivsical, cceupationid and © wech therapy and medical evaluation.

'Prepared by RTZ Assoctates Yor the California rent of Health pursuant 1o Contract
No Ta A wath sudditional pesearch support o van HEW.AoA Model Project in
Acime Noo WA -0 82 as part of therr evataation,
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A number of findings emorged from this study:

1. A muority of Duy, Henlth participunts wore eligiblo for institutionnl eare and
would have boen in w skilled nursing or other protoctive focility without Day llealth
servicon; with Day Health, they wore able to remain §n the communitg.

<. Duy Hoalth participants were more frndl, with more medienl problems than the
comparison group und gonerally lower in mobility and strongth; yet they wore
living more independontly and doing more for themselves.

4. Day lealth participants wore more socinlly netive, having more trips out und

more vikits than thowe-in protective environments.- - - :

4. During the study period, 94 percent of the compnrison group remuined nt the
f’ I .
e

same lovel of enro; t remaining 6 percont died. Day Henlth purticipants showed
more movement: 16 percent detoriorated and 22 porcent improved,

5. Doy Health participants expressed more satisfaction than the compnrison group
with the health services they received and with the neighborhood in which they
lived. Day fenlth purticl!mnw und comniunity residents of the comparison group
expressed higher satisfaction in each satisfaction aren nnd with life in general than
those in board and care and gkilled nursing facilities,

fi. The Day Health group spent significantly fewer days in skilled nursing facili-
ties nnd yot reecived more healtlr care, e, physician and therapy services, than the
coniparison group.

7. Even with adjustments for supplemental jncome and other government pro-
rramy, the introduction of Duf Health did not increase total government costs.

lealth care expenditures were lower in fact for day health partic pants, The cost of
Day Health s rvices were more than balanced by savings in skilled nursing care,
Individual expenditures varied more ncross Day Health participants nnd fluctuated
more for them over time, reflecting greater program flexibility and a greater
likelihood of cost contgwlinbility. )

CONCLUSIONS ’

The continuum of service with Day Health was compared to the traditional long:
termy health care continuum Available to the frail elderly. The continuum with Day
Health was found to be qualitatively different, providing slightly more medical and

" significantly more therapeutic services for the same or even slightly lower health -

care costs. More importantly, an; Health enabled- participants to remain in their
homne communities, to continue their social activities, and to improve or maintain
their (unctionul independence. Along with higher expressed satisfaction, these meas-
ures indicated the positive imnpacts of Day Health on the quality of life of ity
participants and, in turn, on the quality of long-tern health care.

ON Lok Skntor Hearrh Services: A COMMUNITY CARE ORGANIZATION FOR
DEPENDENT ADULTS

' ) PROJECT DESCRIPTION

Introduction

On Lok Senior llenlth Services is a model conununity-based health service pro-
gram serving the low-income elderly of the Chinatown-North Beach district of San
Francisco. Initiated in the late 1960’s by a group of concerned citizens and health
Yrufesslunals from the community and incorporated as a non-profit organization, On
ok has been striving to develop a free-stnndimf. community-based service system
responsive to the total needs—medical, functional, social and environmental—of the
depepdent adult. The goal of On Lok is to provide quality long term care, that is,
cnrejthat meéts the needs of the participant and which is satisfying to him/her, and
to provide such care at a cost below that spent for traditional long term care.

In October of 1978, On Lok Senior Health Services was awarded a Research and
Demonstration Grant from the Office of Human Development to plan, develop and
evalvate a Community Care Organization for Dependent Adults (CCODA). Accord-
ing -+ the provisions of that grant, On Lok will assume complete responsibility for
the -anngement and delivery of all health and health-related services to a popula-
tion of functionally dependent adults qualified for long term care institutional
placement. Building upon the management and financing principles of the health
muintenance organization (HMO), On Lok will develop nntf operate a community-
based long term care system, the CCODA. , '

Through waivers granted by the Health Care Financing Administration under the
nuthority of Section 222 of P.L. 92-603, On Lok will be paid from the Long Term
Care Trust Fund a monthly capitation rate for each participant in the CCODA. For
that payment, On Lok assumes complete financial responsibility for the medical and
sociurcnso managetnent of the participant as well as for the delivery of all services,
hath those provided by On Lok staff and those delivered by other providers.
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Prageet prineiples.

The CCODA project reflects the philesaphy of On Lok's community board und {8
renult of their sixsplus yenrs of oxperience delivering outpatient services to the
functionally dependent ndult, The basie prineiples of thin philosophysmany of which
are shured hy rescurchers and planners in aging, ure as follows:

(1) The dependent ndult wants to and should be alowed to renwin in thele homes

and in thelr own communitios for as long os it iy medically, socinlly and economicnl-

ly feusible,

() The problems fucing the lony term éare needy adult are multiple and interre::

lated; socind elntion and malnutrition have direct impacts on health.

W AN adeqante tong torm care response must consider the whole individunly
providirg medical care without nutrition or socinl support ignores the prohlem ang
i an ineflectun! response.

1) Coordination of services without control over Theiv delivery is insufticient,

() Comprehonsive, single source funding in csrontal for the delivery of cost-
effective long term care, ! ‘

(1 Quality long term care is atfordable within ptosnt burdgetary restraints,

Project rationale

Long tern care toduy consists of o patchwork of ov:;rlup;:u)r'_ wervices: Mast of the
long term eare dollar goes to aculo and skilled nursing facilities, but many other
discrete providers are involved. Funding for long term care comes from a number of
sourcos: Titles XVII (Medicare), XIX (Medicoid), and XX (Social Services) of the

* Socinl Sccurity Act; and Titles 111 and VIL of the Older Amcricans Act. This

piccemenl nppronch to the funding of long term cure hus resulted in o fragmented
und ineffectun] long term care response. .
A [fragmented long term care service response results in unnecessarily high

health cire eosts and less thun adequate care for the dependent who are served. .

Dependent adults are rurcl( able to avoid institutions unless n wide range of
supportive medical and social serviees nre readily available. Yet, categorical funding
is, by authority and purposes, usually designed to support single services rather
thun complete systems, Individual needs are structuied to fit service agency reim-
bursement guidelines, As o result, some needs often go unmet.

Changes in level of care present other problems. A discharge worker in a hospita!
may recommend in-home services, but there is no way to guarintee those sorvic
will be delivered or the continuity of care maintained. Often the funtionally depend
ent adult, incapable of arranging for his own services, falls between the crack .-
receives inappropriate, or no services, Simple' dealing with multiple provider.
changes from one provider to another is itself more thon many can endure. Rol:
to many different agencies and individuals, and retelling problems is an unn: .
sary and stressful burden for the dependent aduit.

.From 2 cost perspective, multiple discrete service providers have obyicus diyse
vintages. Multiple administrations incrense costs through duplication of functions.
Separate billings, nuthorizations and paperwork add to ndministrative uyeruead.
Indirectly, providers of discrete inter-related services tend to protect their own
interests, and service industries grow independently without inter-service cne.!=als,
With discrete providers working (n competition, there are no incentives {.,, . /ase
ing the independence of dependent ndurt: or transferring them to less cost... mire
appropriate service programs. Thus, today's long term care gystgm is u L nwork
system built around the skilled nursing institution. It is"an expensive. 1« fectual
and as is, unworkable system. S .

Recently, interests have turned to projects which coordinate services for the

‘elderly, Many of these projects provide centralized, comprehensive evaluation fol-

lowed by referral to o wide range of services. This type of service system, referred to
here us # “brokerags” model, uses existing service providers and ndds to it another
provider to coordinaw: and link available services. Although when' functioning prop-
erly these systems do provide some benefits to the participants served by them, this
“brokerage” model has some distinct disadvantages. Ti.»> coordinating ngency, for
example, can refer someone for services but cannot i iarantee service delivery.
Furthermore. a referring agency has no control over the discrete provider and nis
costs. Thus a “brokerage"” system is only as good as its weakest dr;screte provider.

Some cost savings are produced because of more effective long term care placement . |

in such models. However, added costs nre also incurred by the ndded level of
administrativn nwolved in coordination of services. Third, coordinating agencies

often provide comprehensive evaluation, yet individunal service agencies for their:

own reimbursement must often repent these evaluations, adding to the cost as well
as the stress on participants.
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Another alternative for integrating services, nnd the one tested through On Lok's
CCODA, is to have one ugency coordinate and deliver all longsterm eare services.
‘Through centralized manugement and delivery, 0 package of services ean boe pro-
vided which is responsive to the individual participant's needs, Seiviee delivery can
be gunronteed, beenuse control of all service components are in the hands of the
coordinating agency. Separaté administrative costs nre elimihated through central-
ized administration. In essence, the provider in a centrally managed and délivered
long termm health care system s given a brond range of authority ns well ‘as the -
responsibility and, with copitated reimbarsement, the incentive for providing cost-
effective care. ‘ ‘

Piaject objectives

The overall objective oi the CCODA demonstration is to apply the manigement
and reimbursement prineiples of the health maintenance organization (HMO) to tho
roblem of long term care by developing a model Community Care Organization for
Jependent Adults (CCODAY and to evaluate the impacts of this health system on
the quality und cost of long term care and on the health and welfare of persons who
would otherwise be almost certainly placed in institutions,

This project will: . : ) .

Develop and opernte n centrally funded and administered community care svstem
for meeting all health and health-related needs of dependent adults.

w~~_Meusure the impact of capitated, decategorized funding tinvolving substantial

’ pao\\l;id(.-r risk} on the utilizutiony;uu.lity and cost of services provided to dependent
adults. ' . .

Contrast the management efficiencies of the CCODA model with the fragmenta-
tion of patient management and budgets commonly found in presently operating
systenms of long term care as well as those offered in “brokerage' models.

Develop actuarially sound methods of budgeting the medical and social needs of
dependent adults, ‘ ) ‘

Produce u cost and utilization yardstick by which to measure the effectiveness of
other models of providing services to dependent adults. ) :

It is hypothesized that the CCODA will have {the following impacts:

Health service patterns will be changed: Days of institutionalization, both skilled
and acute, will be decreased while professional medical and therapeutic services will
be increased: More health-related, social and supportive services will be deliverud.

Quality of long term care will be increased: Participants will be functioning mose
independently: Participants will express greater satisfaction with the health service
they receive. . ‘ '

Long term health care costs will be reduced: As compared to the cost of tradition-
al long term care; As compared to costs in a “brokernge” model of integrated
services.

Project location , ) ‘

On Lok serves the residents of a geographically limited area of San Francisco
known as the Chinatown-North Beach district. This area can_be geographically
defined as the area contained by.Bay Street, Market Street, Sutter Street, Van Ness
Avenue, and the San Francisco Bay. . .

Alrgost 60,000 people live in this densely populated area, over half of whom are -
members of ethnic-minority groups, speak little or no English, and live on incomes
below the poverty level. According to the 1970 census, 15 percent of all those living
in the area were persons 65 years and older. Those familiar with the community
claim that even this statistic {s much too conservative. Many more elderly reside in .
back rooms and. alleys, unidentified by census takers. It has been estimated that
perhaps as'many as 20 percent of those in the area are élderly. E

Population served : . el : .

On Lok’s CCODA is designed to serve the functionully dependent elderly in San
Francisco's Chinatown-North Beach district, who are in need of long term care.
Specifically, to be eligible for enrollment in the CCODA, participants must reside,

“within On Lok's geographical service area and must be qualified for either interme-!
j mﬁﬁé'd_;ﬁ'rgsing care according to criteria established by the California|

- Department of Health Services.

Although enrollment is open Lo any qualified adult over 55 years of age, the vast® '

majority of those entering On Lok are over ti5 years of age. The average age of On
y Lok participants is about 76. A majority of On Lok's participants fall below the i
“poverty level with about 70 percent qualifying for medical assistance (Medicaid), |
About 60 percent of On Lok’s participants live alone and about half speak little or /"
no English. The chronic health problems of On Lok's population are essentially the
-same as those of any other long term care population. Some of On Lok's partici-

«
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punts require extensive medienl care; others daa benefit from extensive restorative
therapy: and still others are in need of ongoing personul care und supportive
services in conjunction with vxereise {o retard fhrther deteriorintion,
On Lok -now serves approximately 200 participants, When in full operation, On
Lok's CCODA will have an active caseload of approximately 400, Throughout its
four-year demonstration. On Lok's CCODA will vhave served approximately 1,000

-participants and will indirectly benefit the family and friends of participnnts and

many other elderly.
The service projram

Through its CCODA, On Lok provides all health.services. i.e., medical, social and
supportive services, required by the functionnlly dependent adult and eoordinates
these services with comprehensive medical and social case management, Compre-
hensive case management is n_eracinl component for the CCODA's effective imple-
mentation, : " :

Cage management is provided-in two ways. First, a multidiseiplinary health team
regularly reviews the status of cach participant. Together, the team works out a
service plan which is respongive to the participant’s medical, therapeutic and social
needs, Members of the Assessment Team, in turn work with .each participant
directly providing all needed services, The Team physician, for example, is the
participant’y physician and is responsible for all the participant's primary medical
care. . , - . ‘

3S‘ucond. the socinl worker/advoeate is the agent of the purticipam and responsible
for direct case management. Upon admission, a socinl worker/ndvocate is ugsigned
to cach participant and remains with that participant regurdless of his movement in
the program. The social worker integrates the needs and concerns of the participant
with the resources availuble through the CCODA and provides psycho-social support
to help the purticipant deal with situations that cannot be changed. :

Not only are health services munaged and coordinated through the CCODA’s
comprehensive case management funetion, but they are directly delivered by the
CCODA service stafl. Services may be delivered to participants in their homes, in

- one of On Lok’s multi-level day centers, or if need be, on an inpatient basis in a

skilled nursing facility or acute care hospital. Approximately 95 percent of all
outpatient services are directly provided by On Lok staff. Inpatient services, which
are provided under contract to the CCODA, are directly supervised by the On Lok.
staff’ physician, Thus, On Lok has complete control over al long term care health
serviees. :

Services provided through On Lok CCODA include: physician services, both pri-
mary and specialist: nursing services; therapy (physical, occupational and speech);
comprehensive social services; dietary services, including meals and dietary counsel-
ing; transportation, both- non-emergency transport to service programs and emer-
gency transportation; home chore services; laundry;. escorting, shopping and inter-
preting; home health services; and socialization services. including reality therapy,
education, group exercises, crafts and work activities. Through contract with other
providers and under supervision of On Lok’s direct service staff, other long term

~care services are provided: acute hospital care: skilled nursing care; board and care;

medications; radiological and radio-isotope services; clinical laboratory services;
prosthetic and orthotic appliances; medical appliances and supplies; and ambulance
service. Medical services provided by part timie retained medical specialists include:
podiatry, dentistry, optometry, audiology and psychiatry. For more detailed descrip-
tion of these services, refer to Attachment 1, Definitions of Reimbursable Services
for the On Lok CCODA project. . :

Project staff - : : :

On Lok is guided by a policy board of health consumers and health professionals
residing in or working in the On Lok service area. These board members are deeply
concerned with the quality of health care provided to its community’s elderly and
serve on the board voluntarily as a manifestation of their concern. On Lok’s commu-
nity board defines program policy and approves all program contracts and grants.

- Dr. William L. Gee is the president of On Lok’s Board of Directors. - ~

Maric-Louise Ansak, as Executive Director of On Lok, is responsible for the-
planning and operation of the CCODA service program. Dr. Harry Lee, Medical
Dircctor, is responsible for the medical care delivered through the CCODA program.
Physicians and health professionals from the community serve on a Medical Advis-
ory Board, some -members of which meet monthly as a Medical Utilization Review
Committee. Together these groups review the quality of care provided through On
Lok’s CCODA. ) . .

Most services are directly provided by On Lok staff members, who represent all
major disciplines involved in the provision of long term care. Specialty services not

o
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directly provided by staff are provided under subcontract with the CCODA and
supervised by staff, )

‘he resentch component of On Lok is headed by Rick Zowadski, Ph.D. Dr,
Ziwndski . is responsible for the planning and iinplementation of the dotn munage:
ment svstem and coordinates the evxﬁuution and research components of the
CCODA project. On Lok's research componentrworks closely with a Research Com-
mittee, composed of On Lok Boord members and researchers in the arep.

Project funding and reimbursement .

The planning, development and evaluation of On Lok’s CCODA pro{ect is support-
ed by ’{eseurc) and Demonstration Gront from the Department of Health, Educa-
tion~ and Welfare—Office of Human Development Services, with funding from the
Administration on Aging ind the Notional Institute for Hondicapped Resarch. This
grant was aworded on October 1, 1978, ) .

Funding for the service program comes {rom the Health Cuore Financing Adminis-
tration’s Medicare (Title XVIII, Social Security Act) program. Through waivers
rranted under Section 222 of Public Law 92-603, On Lok is reimbursed from the
.ong Term Core Trust Fund a monthly capitation payment for each participant in
its CCODA. This single poyment covers ulr health and health-related services pro-
vided to participants either on an outpatiept or inpatient basis.

Culifornin State Degartmcnt of Health Services has independently reviewed and
supported On Lok's CCODA project. The concept being demonstrated by the CCODA
project is consistent with demonstrations called for by Cnlifornia law (A.B. 998). As
presently.structured. however. the State of Culifornia is not involved in the financ-
ing of the project, :
Project significance L :

Approximately 20 million Americans are G5 years of age or older. Of these, almost
2 million are in need of some form of long.term care. A majority of these neither
need nor want institutional care. Yet fur most. the institution is the only long term
care option available. ‘ : ’ -

On Lok's, CCODA directly benefits the 1,000 elderly it serves. Moreover, this
demonstration will provide instruments for assessing and data for describing the
cost and quality of traditional long term care and the relative '‘cost-benefit-effective-
ness” impacts of expanded, comprehensively funded, centrally managed and deliv-
ered health services. This information will have direct implications, not only for
other low-income. ethnic elderly residing in the inner cities, but for all elderly in
need of long term care.

HoMmewoop RETIREMENT CENTER,
NiTED CHURCH OF CHRIST,
Hanover. Pa.. April 10, 1980.

Congressman CLAUDE PEPPER.

Chairman. House Select Committee on Aging, 4
Washington, D.C. - B

(Attention: Lou Bracknelb. ,

Dear CoNGressmMaN: We write to affirm our beliel in and support of the concept
of Duy Care for the Elderly. It has been our privileﬁ:e since January 1, 1976, to
conduct a Day Care Program for the emotionally, socially, and/or physically needful
residents 60 years of age or older in our community. . :

- The average age of our participants is 76. In 1979; we served 43 individuals—16
male and j27 female—with 25 of tﬁis number being over 75 years of age. Thirteen of
the 43 lived alone with no other support system. Adult Day Care goes way beyond
the concept of the Senior Center; and this statement is not meant to.reflect nega-
tively onfthat very fine program. However. as the Day Care concept has developed
in this pirt of Pennsylvania. most of our participants could not continue to function
outside l?f institutional care without the supportive services they receive in Day
Care. Our program is funded in part by Title XX funds and by a grant from the
Pennsylyania Department on Aging. ‘
, Participants in our Day Care program who have a family support structure can
remain ,‘under the influence of that support structure because Day Care provides
alternative care while members of the family work outside the lome, or it serves as
a means of relief for those who are seeking to care for medically needful relatives in
the confines of their home. For example. Day Care has supported the aging wife
who is Lrying her best to care for here stroke afflicted husband. The same is true for
childzen ‘who are trying to care for their stroke afflicted mother at home. Our
supporif has kept these people -at home with their families rather than in ‘institu-
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tions. Of course, those without any other support strscture depend entirely on Day
Care services to remain funetioning and viub‘u ndults, S \
We nre able to offor this service for $8.70 per day per peetteipant. This cost does
not include the cost of transportation which is pr()‘u}i‘.\i‘ by the York Transportation
Club . . . another support unit in our comawnity, Cost for transportation would
probably add another $4 per day to our anit cost. This is well below the average cost
of 24 hour .per doy institationna) enve in our community. Funding for the Day Care
. Program has not bheen udpeaave to underwrite all of our costs. Homewood Retire-
ment Centers has underwritten some of the cost through in-kind contributions. We .
feel this is 2 refleetion of our belief in and committment to the concept of Day Care
for the Elderly.
We apprecinte this opportunity to write in support of this very vital and worth-
~ while program.
Siheerely, v ‘
. J. WiLLIAM ANDERSON,’
: Administrator.

¢ DeaNNA R, Nohg,
Day Care Coordinator.

McDonouan Districr Hosprrat,
Macomb, 1L, April 15, 1980,

Lou Brackneer, * :
Staff Director, Subcommittee of Health and Long-Term Care,
Washington, D.C. .

DrAr Ms. BRACKNELL: At the suggestion of Edith Robbins, I am sending you the
enclused material concerning the Day Health Services program at McDonough
District Hospital for insertion in the record at the April 23rd House Comimittee on
Aging hearings on Adult Day Care. .

I certninly hope this materiat will be of assistance.

. Sincerely, ' .
o Greg Case, -
Director of Gerontology.

McDonouch Districr Hosrita,
Macomb, I, Aprit 15, 1950.

Emrh Romnins,
Baltimore, Md.

Dear Ms, Rommins: Thank you very much for your phone call on April 11 and
especially for your interest in the Day Health Services program of the McDonough N
District Hospital Department of Gerontology. We are very proud of our work here

/ and welcome any oppartunity to share our experiences. I certainly hope the infor-

~ mation enclosed Wilf be of assistance at the House Committee on ‘Aging hearings on

-~/ odult day care. A copy of this letter as well as the information enclosed has been

forwarded to Lou Brecknell, Staff Director of the Sub-Committee on Health and
Long Term Care, for submittal to the House, Committee hearings. :

To assist you in your understanding of the materials enclosed, 1 thought 1 would
tell you a little about McDonough County and its people. The 1970 census indicates
that there are about 37,000 persons residing in semi-rural McDonough County.
Approximately 20,000 of these individuals reside in Macomb, the.county seat and
home of Western Illinois University. Of the remaining townships, four have between
1,000 and 4,000 residents while 14 townships have under 1,000 residents. There are
just over 5,000 county residents 60 years of age and over with just over 2,000 of
them residing in Macomb. Approximately 1,300 of the McDonough County residents
aged 60 and over have incomes below poverty level. ‘ )

The Fellheimer Bequest has greatly agsisted McDonough District Hospital in jts
attempts to address the special needs of older McDonough County residents. These
monies have been" utilized in attracting many physicians to this area, increasing
medical services not only for the aged but for the general population. The bequest
has allowed us to account for-the special physical, psychosocial, and spiritual needs
of the rural older population in designing the Day Health Services program and
‘other programs of the Department of Gerontology. In short, without this bequest,
we feel we would not have had such a tremendous ‘opportunity to address the
specific health needs of the McDonough County older persons. '

!
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i
Again, thank you for your jnterest in our program for the nged at MeDonough
District Hospital, If we can be of any further service to you in your work, pleaso do
not hesitate to contact me. .
Sincerely,

\

. Grea Cask, .
Dircetor of Gerontology. -

MeDonouan Disrrier Hoseirar S

s DEPARTMENT OF GERONTOLOGY
History - :

In 1973, Mrs. Lulu V. Fellheimer of Macomb, lllinols passed away leaving a
renerovs bequest to McDonough District Hospital, This money was left to the
hospitul under the stipulation that it be used lor health related services for elderly
persons residing in the vicinity of Macomb, llinois and to the extent possible giving
sreferential treatment to persons lacking financial means, Three years were spent
in court determining the most npprupriate interpretation of Mrs. Fellheimer's will,
The courts dotermined that the bequest could be used for persony G2 years of age
and older who reside in McDonough County. The court went on to say that the
mone¥y could be used by the hospital in three ways: to support indigent inpatients;
to assist in the recruitment of physicians to McDonough County; and to develop and
operate geriatric outpatient clinics. '

The McDonough District Hospital Department of Gerontology was established in
April of 1977, in accordance with the bequest of Mrs. Fellheimer. This depurtment

.was developed to provide older persons in McDonough County with health related

services which support the individual in maintaining independence through preven-
tion, maintenance or rehabilitation, to serve as & community resource providing

.information and referral to the aged, their families anid other interested individuals

and to play an‘instrumental role in community education concerning the abilitivs, .

.circumstances and needs of older persons,

“The Department of Gerontology has developed several programs since its incep-
tion in 1977. These include the Day Health Services program, a telephone reassur-
ance program, annual flu immunization clinics, coordinating a county wide program
for the terminally ill, a hearing evaluantion and rehabilitation project and-others.

DAY HEALTH SERVICES PROGRAM
Goals and objectives St ‘

The philosophical base of McDohough District” Hospital's Day FHealth Services
includes the conviction that simply supplying services is not enough. It is the
primary focus of the program to ensure the maintenance of that sense of power and
control over one’s destiny which is critical to the integrity of the personality.

Older persons have substantial interest in health services and should therefore
have a voice in the development of these resources and facilities both in their
operation and delivery. Further it is believed that the geriatric individua! is an
important and integral element in our society from whose presence we cun learn.

Based on this rationale, the following are the goals and objectives,of MDH Day
Health Services Program: : . : '

1. To provide a viable alternative to inappropriate institutionalization by the
establishment of an adult day care program. S

2. To offer, through a multi-disciplinary approach, an individualized plan of
treatment and to provide encouragement for active participunt involvement.

3. To implement a multi-disciplinary model which will be an integrated program
of medical, social and therapeutic content..

4. To offer transitional services to facilitate the elderly persons’ return to their
homes from acte or long term care institutions. o o
.’i;. To prevent social isolation and encourage social interaction for elderly individ-

uals. .
G. To foster effective nutritional habits through a well balenced meal. .
" 1. To offer specialized transportational services to program participants. ..

8. To assist all participants’ families in their efforts to maintain elderly in the
home. : . : .

9. To provide a protective enviornment, retard deterivration and provide rehabili-

. tative measures. .

10. To provide, through the team approach, a supportive atmosphere in order that

‘the individual may continue to direct their life’and maintain their independence.
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© DAY HEALTHU SKRVICES

Developmental caso history . i

This 81 vour old male entered the Doy Health Services program with degencer.
ative arthritiy in both upper und lowey extremities, coronary heart discase, severe
bilateral hearing loss, n hintal hernin and vortigo. Though once un active business
man within the community, in the past few yoars he had been home bound, and
tiving alone, Due to the arthritis and lack of exercise, nmbulation was very difficult.
His sell coneept was quite low und he exhibited o great lack of self confidence. He
seemed to have glven up, . :

A care plan was set up for this individual which included physical therapy, duaily
exercises, involvement in constructive therapeutic activity, and involvement in
counseling nnd Instruction groups. Stafl was alerted to provide positive reinforee-
ment for accomplishments and to encourage him to help out uround the Day Health
unit ns much as possible. He was instructed on how to denl with and prevent
dizziness due to vertigo. In addition, instruction was given on how to decrease the
liklihood of choking due to hiatal hernin, ns well as how to self-administer the
heimlich maneuver, ’ _

After one year with the program, this gentleman is able to ambulate indoors
without assistance and out of doors with & cane, Weuther permitting, he is now able )
to regularly walk the several blocks from his home to the downtown district,
Through the program, he developed an interest in making leather belts and wallets
and rubber link” doormats. e now orders materials on his own and sells his
products throughout the community. o Co

By providing this gentleman with the envirgiiment and the skills to maintain
independent function, he seems to have been able to re-kindle his desire for uetive
participation in life, :

Developmental case history )

This 71 year old male with pulmonary emphysema, hypertension, arteriosclerotic
heart discase, obesity, and catarncts was referved to us by the Public Health Depart-
ment. At the titne, he was living alone in a small travel troiler not designed for
vear round habitation. He exhibited, both behaviorally and verbally, n'very low self-
concept and an unhealthy dependence on others, He is o very bright and knowledge-
able gentleman but at that time appeared to be unable to tuke the actions necessary
for self care. . . .

Since his admission to the progrum twelve months ago, his average attendance
has beén three days per week. The staff, as a team, has encournged independence by
focusing on the participant’s abilities rather than disabilities. An atmosphere was
erovided within the Day Health unit where self help was matter-of-factly expected. -

erbal self-abuse was gencrally not acknowledged. In regards to his medienl condi-
tion, rspiratory therapy was ordered and his em hysema and hypertension have
been closely monitored. Dietary counseling througg the hospital dictician was pro-

vided rfegularly.

The/ greatest success with this’ participant has been in a greatly improved self
concept and ability to exercise control over the conditions of his life. After o fow
months in the program; he sought assistance in contacting an o hthatmologist and
has hid_two_successful cataract surgeries, At his suggestion, ge was assisted in
applying for subsidized housing in a new development and has now relocated, His
personal hygiene and appearance have improved greatly with his increased self
confidence. He has become very involved in small woodworking projects with an-
other program participant and a close friendship has developed. Though very little
weight loss has been recorded, the dietician continues to work with the participant.

This 70 year old female entered the program in January of 1980 with dinbetes
mellitus, asthmatic bronchitis, arteriosclerotic heart discase, and left shoulder pain.
She lives with her husband who also has séveral chronic conditions. She had sought
entrance to the program primarily because she felt a great degie, of physical and
emotional stress in dealing with her own and her husband's health conditions.

She was given instruction in diet control. medication. and infection control in

...relation to her diabetes. She has received respiratory thernpi‘) within the program
and was assisted in acquiring home breathing cquipment.

hysical therapy was -
ordered for the left shoulder pain. She reccives individual instruction from an
occupational therapist concerning appropriate ways to deal with stress, es ecially
through an exercise program. In addition, one to one support is given. She . has
attended several medical-education discussion groups within the program where she
has been-very actively involved. .

It is felt: that this participant's greatest benefit from Day Heulth' Services has
been having the casy access to medical information and support. .

1u2
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ADULT DAY HEALTH SERVICEN .‘

Admission procedure ‘ X

Stage 1. —Inquiry by the eldorly person, a family membor, or a professional person
on bwhalf of the applicant.

Stage 2~An interview is conducted cither over the phone or in the Duepartinent
_by tho Director to establish eligibility bused on the admission criterin, .

Stage 7.—An interview is conducted in the home with the purticlgunt and family
members. The purposo of this s not to evaluate total functloning, but to provide a
reasonnble Indicator of the approprintencss of Day Health Services for«this particu-
lar individual. -+ - :

Stage 4.—The prospective participant and family visit the facility, Explanation is
given in regards to sorvices offered, cost. transportation, ote. }

iSlaye 5.—An interdisciplinary toam meets to evaluate the applicant for participa-
tion, .

Stage 6.—The prospective applicant receives a physical, examination ond the
phénlciun forwards an evaluation and recommendations,

Stijge 7—With the physician’s written order, the upplicant is nceepted and a plan
of treatment is set up. '

1979 DAY HEALTH SERVICES PARTICIPANT REPORT

Admissions  Discharge ys Open Total 1
[Ty e et b s ! 0 10 40
L1 LT F OO OO 3 0 12 81
. 1 1 12 83
I 0 I
1 0 12 85
..... | 0 19 22
ki 0 bi| 121
.......... ki 1 | 165
Seplember . | 0 19 167
(1 OO PNPPPOORION K 0 2 200
+ November ... 3 0 0 180
Decembet., (R e it 1 | 19 183
' Total number participants as of Dec. 31, 1979. 23
. Day Health Services—Referrals
Total number referrals . (i
Total number nccepted. .......oevevevvevrinnnrsinnninecene t 29
Reason for nonacceptance tapplications in process) 3
Referred to other agency 6
Not eligible..........cccccvvvcunne 6
Individual not interested . 31
DIEALH ..ottt et eiare e e e e bSO E R R E b SR et es 2

DAY HEALTH SERVICES PROGRAM

Adntission requirements

1. Should be aged 62 or older.

2. Should reside within McDonough County.

3. Should be free from communicable disease.

4. Should have a personal physician. N

5. Should be in need of a protective environment during the day because of a
physical, social and/or mental disability. g

6. Has moderate to severe difficulty carrying out activities of daily living in the

home.
7. Should have n home environment which provides his basic needs during those

hours he is not at the center. - )
8, Should be able to walk alone, or ambulate with the assistance-of a wheelchair,

walker, or cane.
9. Should be continent of bowel and bladder, or with dn assistive device.

N\

%)
(VY]
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1. Cannot exhibit extreme mental confusion which manifests [taelf through
harmful behavior. Individuals oxhibiting mild diseuptive behavior or who tend to
wandor will bo accopted on u trin] busis. ‘ '

i 1 Il.’"IYlum not requlre constant one to ono staff supervision beeause of functional
disabllity. ! .

; 13, Cannot be u chronle alcoholic or drug nddict.

" 13 Must be able to vorbully or non-ver nlly comaiunicate his needs to the staff,

CYO Aburr DAY Cark CuNTER,
- Akron, Ohio, May 9, 1950,
Congréssman Craunk Prregn, o
House Seleet Commiitioe on Aging,
Washington, D.C. .

(Attention: Lou Bracknell) . )
 DrAr CoNaressMAN Pevrkr: [ would like to submit inforination into the Hoaring’
Record an approprinteness and need for Adult Day Care Centers.

!

. /It s a unique aad crentive alternative to institutionalization. It provides commnu-

tr_xityi-lbusedi care while promoting’ independent living therefore maintaining the
aniily unit, ! i ’ i :

Please note the two enclosures, One being family questionnaire regarding euch
of our participants and the other an evaluation on the goul setting regarding
purticipants, . et )

“Again, Adult Day Care is a needed nnd necoessary communl{y service,

Sincerely,

) Manrna Frencu, Director:

CYO Anuur DAY Cane
v CLIENT SATISFACTION COMPONENT

A total of 41 questionnnires were returned. Attuched is a sample questionnaire
with the brenkdown of responses to each question.

The greatest need for purticipation in this program was seen as socialization (Tt
percent), followed by recreation (6] percent), and supervision (29 percent), 90 percent
of the respondents reported n chunge in the client since enrollment in the program,
93 percent said they would recommend the program to other in the community,

The following is a summary of respondents to the questionnaire and their rela.
tionship to thePnrtici ant: ” . -

Daughter~15; daughter-in-law—2; son—33; husband—4; friend—1; foster home—1;
niece—1; wife—3; brother—I; brother-in-law—1; sister—0; sister-in:law—1; group
home manager—2, ' ‘ *

Sample of responses to question No. 4 regarding changes in participant since
enrollment at C%: .
“Got up and dressed without coaxing”; “behavior has become more senile, pro-
gram is helping to arrest the speed of deterioration”; “she no longer cries, she is
more cheerful”; “she is a little more stimulated mentally”; “improved ability to
communicate created a purpose to get up and go, stimulated his mind”’; “‘enjoyment
of going somewhere every ggy—-he looked forward to going to CYO"; “less bored—
seems stimulated”; “seems to ‘enjoy life now"; “in her isposition—jealousy seems to
be under control; “more alert, more relaxed, has taken some responsibility for
himself”’; “needs are beyond services of center, withdrawn to home care”; “more .
responsive and alert”; “suffered a stroke and entered nursing home”; "he is more
Pleasant and cooperative around the house™ “showed interest in activities";
‘mother talks enthusiastically about activities and friends and feels she has some-
one to turn to for advice”; “much happier and more _independent’’; “illness is
progressive and he isn't able to do all the things he could when he started at the
center”; “Thanks to the good nurse on duty who found the problem with her
medicine”; “not as depressed”; “outlook on life is better”; “more self confidence,

doesn’t brood because ghe is not loved”; “blood pressure lower and happier”,

Sample of additional comments: . ’

“Your work with the elderly is wonderful. I hope that you']l be able to continue,
you're offerin% more service than other groups.” “'You have added so much to my
mothers’ life. She really looks forward to coming every day and talking about what
happend. ‘Her experiences with you are a far cry from her days of watching TV,
writing letters and taking naps at home.” “Says none of the staff carry on conversa-
tion with the genior citizens other than a greeting. She feels this personal_touch
would be a great uplift to the spirits of many of these lonely people.” “It was a great
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relivt tu me to know she wis there properly taken care of while T worked.” "1 feel
there ia o need for such o program in the community. Folt the program was quite
worthwhile.” "Stafl' at CYO wre pleasant and helptul and genulnely interested in
clients wellare.” “We wore grateful for YO and concern offered by the ataft, She ia
now at retirement center,”
QUESTIONNAIRY ,

The stalf of the CYO Adult Day Care Center requests that you complute this
questionnuire sa'that nn evaluation can be made of how effeetively dur progeam iy
mecting the noeds of your family member who attends our program. The Yo
Adult Day Care staff npprecintes your cooperation in promptly [illing out and
returning this torm. This information will be kept confidentint, 1 you have any
questians ubout the form, feel free to eatt me at 25 -1210,

Thank you. . .

" Manrna Franew, Director!

Notk.—In the following' questions, vour relative or friend who nttends our pro-

gram with be referved to as the “participunt ™, _ _
1. 1 saw o need for the participant to be enrolled in the CYO Adult Day Core

program for:

. 25 recreation B percent. =t 12 supervision 29 percont,
b, 28 socinlization 71 percent. e. 9 all of these 22 percent.
¢. 2 natrition .05 pereent. f. — other (please specify).

2. At the time of enrollment, 1 felt that the center participant could be helped by

the Adult Day Care program. Yes: {1-—-No: 0.

2. Huve there been any changes in the participant since he/she began coming to
the Adult Day Care program? Yes: 37 or N percent—No: J or 07 percent.

4. If changes have occurred. please explain the noture and extent of these
changes, (See uttached.) ‘ :

5. Do you feel that the Adult Day Cure staff could improve this program? Yes: 6
or 15 percent—No: T am satisfied 20 or 71 percent.

Il Yes, Tow? ' .

fi. Flave you received any eomplaints pr negative remarks about the Adult Day
Care program? Yes: § or 07 perctnt—No: 4R or 33 percent,

7. Have you received uny positive remarks about the Adult Doy Cure program?
Yes: U8 or 8 percent—No: 7 or 17 percent,

%, Are there any other services that you would like the Adult Day Care program
to offer to the participant? Yes: 8 or 20 percent-No: 24 or 5 percent.

If Yes, What? -~

‘. Have the transportation arrangements for our program been satisfuctory? Yes:

- 37 or 90 percent—No: 1 or 02 percent,

10, Has the staff of the Adult Day Care center been cooperative in keeping you
informed about the progress of the participant in the program and in helping
resolve problems relating to your family member's participating in our program?
Yes: 30 or 73 percent—No: 6 or 15 percent,

11. To your knowledge., has the noon menl been satisfactory? Yes: 38 or 9
percent—No: 0 . i

12. Would vou recommend the CYO Adult Day Care program to others in the
co;nmunity who might benefit from such a service? Yes: 38 or #3 percent—No: 1 or
02 percent, ' . ' . :

Signature of person completing questionnuire and Date.

Relationship to purticipant. ' : ‘

Additional comments.

CYO ADULT DAY CARE CASE REVIEW

The stalf at CYO conducts quarterly goal setting conference on each participant
to assess progress toward the individual goals and set realistic goals for the next
quarter
" Evaluater observed a conference and-was impressed with the effort made toward
establishiry feasible goals which is often a difficult task in the area of adult
socialization, . )

The records reviewed were selected at random (every other one), and a total of 27
cases were examined. The records were very well organized and complete. This
program has developed useful forms to gather the pertinent information.

One of the difficulties in evaluating this program arises from the two distinct
tvpes of clients being served. One group of clients attend the center for socialization
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uctlvnh-u. Another smaller ()u‘p of clents attend who newd supervined care for o
portion of the day. Not all tKe clients attend on n dally busis, )
The vvaluntor concontrated on two arens when reviowing the records; PEOR Pess

Jdoward dndividual gonls and mnintenance of health as measured by vitil signs

{weight, blood prossure, nnd pulse rate),

It in Inlur«ut\n to note thut of the benefits of this program appears to be health
related. OF the U5 cosen reviewed this in the sunmaey of the vitnl slgne: 12-vital
signn improved; Z—vital signs worsened; D=—malntained vital signn ot fuirly constant
lovel; d=no recent inforngition.

Please note thut Lam nat attempting to establish any enasal rulm]mmhhm here, It
doen u;]vpmu'. however, that this program is mecting one of their objectivos by
maintaining and stablizing the health of some participints.

The following Is a brief summary of the Quarterly Reporta tsee attacihed) on the

cclionts’ progress toward gouls us rted by the stoff, f.iruupud the numerien! vatings

on section No. 2 (progress toward gonlsh as follows: 1-0 poor; A-7 lair, B-10 good.

GO (CHENERY. e

M
{11 TSI, AOTR N

ey

e

)

No informntion tnot attending Bt PreseND .., oo J

I also thought it might be helpful to include n sample of some of the ponls

Encourage participation in group activities,

Muke use of ather areas in main room,

Discourage sleeping,

Involvement in in(ﬁviduul craft project. N

Encourage to report cancellations. \

Promote adjustinent to center. -

Encourage attendance on regular basis.

Encourage client to nsstime center responsibility,

Discournge and extinguish “wandering” behavior.

Encourage interaction with at lenst one ather participant.

Discourage dependence on SWADP worker. .

In cm’cluxion. this evaluntor has been impressed with the quality of the CYO staff
nnd the'services delivered by this program. .

'

TestiMoNy SusmirTen ny LeNore S, Hersn, MTR.S., Dirkcror Aputt Day \

TREATMENT CENTER

Casn Colina Hospital for Rehabilitative Medicine, founded in|1936, is o compre-
hensive rehabilitation center delivering npproximately $7.5 million in rehabilitation
services each year. It serves in excess of 600 inpatients and 00 outpatients per
yeur. It is fully accredited by both the Joint Commission on Accreditation of Hospi-
tals and the Commission on-Accreditation of Rehabilitation. Facilities.

Specific service programs offered by Cusn Colina include a Children's Services
Center (educational preparation and physical restoration for orthopedically’ and
neurologically handicapped - children); Hospital Services Centgr (inpatient stroke
rehabilitotion program, inpatient spinal cord injury program, inpatient brain injury
program, inpatient chronic pnin management progrun); Carver evelopment Center
{vocational evaluation and trainingy; Adult Day Treatment Center (day hospital,
preventive maintenance program, and personal disability adjustment programl;
Cnsa Colina Palms (retirement community for the elderly on limited inconiesk: and
community clinics in arthritis, muscular dystrophy, cardinc work evaluation, pain
management and stress, and brace and orthopedic services, -

In June, 1975, Casn” Colina Hospital for Rehabilitative Medicine initiated an Adult
Day Health Treatment Program in response to o growing demand for an alternative,
health care system for the chronicnlly ill and elderly disabled individuals who are
medically Btngle and no longer need 24-hour inpatient care, but are still in need of
skilled medical, rehabilitation, and restorative services. The trend to shorten ap-
proved lengths of stay for individuals on inpatient status has hindered the process
of .rehabilitation in physical functioning and psycho-socinl needs and/or caused
deterioration of conditions by not allowing the individual to learn to become maxi-
mally proficient at his/her level of nbility. Our program serves s an alternative to
total institutionalization or as n transition from an acute hospital, long-term care
fucility or a home health care program, rrpviding a therapeutic environment for
ﬁersonnl independence of the chronically ill and elderly disabled when less than 24-

our skilled nursing care is needed. The program provides skilled medical, rehabili-
tation, and restorative services, along,with supportive services to the patients and/
or families/significant others, enabling the chronically ill and elderly disabled indi-

- |
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vidunt to live in their own homes wid participate in their homso and community
environmont to the fullest extent ponsible, The Adult Day Health. Treatment Center
has helped provent or postpone unnecessary utilization of inpatient hospitals or
long-term care fucllitions,

The cost on 6 monthly banis, which covorn the basle daily sorvices of skilled
nursing care, nocial services, thorapeutic rocreation services, nnd nuteition o o
preventive maintenance level v $520 per month compured with $800 to $1000 o
maonth in a skitled nuesing I'ucllitf'. The cont on # monthly buais, which covers these
basic dally services with emphasis on skilled nursing trentmonts, s $840 o month
compared with $1000 0 month in an aeute care fucility, The high cost of institution-
ulizing the chronicslly ill und vlderly disabled demands that alternatives, such os
Adult Day Henlth Core Centors, be established., These nppronches are clearly lows
exponsive and, if effective, ‘have the promise of saving many tax dollars when
uchieving the posltive gonl of maintaining persons in tholr own homen in their own
communitics. S

Casn Colinn Hospltal strongly recommends the establishment of Medicnre reim-
bursement for Adult Day Henlth Care Services to the chronlently 11l and eldorly
disubled Medicaro reciplents. At this time, only the individunl servicen, such ns
m\ynicul uwrnp{. occupationn] therapy, speech therapy. ete, are relmbursnble by

edicare. The daily per diem, covering the basie daily services, ot this timo is not
reimbursable by Medicare, Qur programs have been vendorized by the Dovelopmen.
tal Disabllitics Section of the Californin State Department of Health and by the
Californin State Department of Rehubllitation to cover the daily por diem for those
individuals who need the personal/disability odjustment troining prograom. There
are many private insurance carriers covering the daily per diem depending on what
the individual's contruct rends. There ure many patients who pay throuyf private
finnncing or receive free care. There have been many Medicare recipients who
qunlified for our Adult Doy Henlth Sorvices, but they lacked private funds to afford
it, or the free core f\mdil;): wis not available and, ns o result, many have been
placed in a long-term care facility. '

I firmly believe the Adult Day Care Progroms, which are the social models or the
preventive mointenance models, should be finnnced under Title XX funding, These
models compare to your intermedinte care or board and care|{services. Title XX, at
the federal lovel, mandates adult protective services, which is{defined as services to
keep people from being institutionolized. Unfortunately, many states, such as Cali-
fornla ond its countics within the state, do not recognize of meet the mandaoted
adult protective services,

Adu‘l)t Day Health Services compares to the services of a skilled nursing facility.
Therefore, Adult Day Health Services should be recognized ! nnd reimbursed b(
Medicare. Adult Day Health Services are less costly than a skilled nursing home if
you compare the daily per diem. A patient in a skilled nursins{ home, if they receive
restorative wervices, such as physical therapy, océupational therapy .and speech
therapy, is billed separate from the per diem, just as it is done ih many day hesith -
progroms. There is much evidence, also, that skilled nursing facilities cannot handle
the high level of skilled nursing treatment care that many patients need. The
Medicare guidelines state that an individual is eligible for Medicare reimbursement
in & skilled nursing facility if they need more than just help with eating, dressimi'.
bathing, and tonking medications at the right time. This should be the same eligibil-
ity criteria for Medicare tn cover the cost of Adult Day Health Services.

I would like to place in-evidence, ns part of my testimony, the following case
studies of patients that have been in our program: :

Case study 1 : _

This patient was a 72 ty;cnr old woman with a diagnosis of Oste},mrthritis, Arterios-
clerotic Cordiovascular Discase, Orthostatic Hypertension, Cataracts, and Diabetes.
Before beinrg ‘admitted into our program, she was hospitalized seven times between
July of 1974 and January of 1976. She had been a dependent person all her life. Her

G

"husband spoiled her, waited on her hand and-foot, and after his death, she went into

prolonged immobility, bedrest, and dependency on others. There was a problem of
management at home, because of her being very demanding and completely lacking
any motivation for trying to help herself—she felt people should continue waitin

on her. When admitted to our Adult Day Health Treatment Center, she showe

evidence of being a very highly mnnipulative person, having passive-aggressive
behavior patterns. The first month she was in the program, she did have physical
therapy on an ongoing basis and one psychological consultation with our psycholo-
gist. After one month in the program, she was discharged from physical therapy
and did not need any more psychological counseling. During the next month,
through the activities of our Adult Day Health Program, her endurance level
reached 0 normal range. We placed her in the role of helping others to lessen her

‘1"..,
Vo
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(Immmlwu?r. She'nlso got Invalved in cooking netlvitien and now onjoys cooking and
{8 ubloe to handle proparing hor own menls, She has purehised a mobllohome i (s
living by hersolf, but for n short time continued in our program on a three day a
werk basle to malntain her eurrent lovel, Sho hos now been discharged from the
progeam and In living complotely independently In her mobllehomi, and i active |n
coymunity liviog. Prior to coming into our Adult Day Hoealth Trentment Centor,
the'dollurs that woere spent on her hospitallzation totalvd o very lurge -amount.
Without owr Adult Day Hewlth Conter Program, as an alternative health eare
wystem, sho would have ended up In o lometer care fncility for the rest of hor life.

Case study 3 ' c

Thin womun, in her lote sevention, hnd o stroke in June of 1078 and won admitted
to Cann Coling Howpital in July of 1078 an an inpationt for rehabilitation, While o
patlont at Casa Coling, sho showed tendencies toward b«inr impulsive, become
ngltated for no apparent reanon, and intiatly and intermittently folt depremsod. She
had n short attentlon span, was uncooperative, and o chronie complalner. Hor
endurance wan low nnd sho needod to have someone with her at all times, Upon
dischargo, she lived with her doughter who teaches school, 1t was o choleo of bein
olnced in o longterm care facllity of becoming o patient in our Adult Day Health

reatmont Conter. When she was admitted to our program, her endurnnce wan still
very low. She had to take rest perioda aftor an hour of nctivity, Tho first month, she
o recelved occupational therapy for range of motlon. Altter onie month in the
grournm. her endurance had built up and she had renched an independent level.
‘hrouﬁh our lectures on nutrition, sho has now doveloped guod enting habita which
she did not have premorbidly. She has nlso developed n sood pattern of exertining
which keeps her endurancg level high. She was discharged from our program and I
now very active in one of the senior centers in the community. The dollars saved by
her being in our program are insurmountable:compared to. what the cost would
have been if she hadlbeen pliced in o lomrterm care facility in which she probably
would have had to remain the rest of her life.

Case study 3§ T , ,

This is o 60 year old man who, in January of 1975, had o strokc.lfenvin him with
un right hemiparesis nnd aphasin, After his condition was medically stabilized at the
acute houpital, he was transforred to Casn Colina Houpital for an in-depth rehabili-
tation program. When discharged from Casn Colina, it was difficult for his wife to
take care of him at home on a 24-hour basis because of her own health. The goals
were sct to make him more indopendent, give him a chance to interact through
oither verbal or nonverbal communication, and to build up his endurance to do
things for himself. He received ongoing apeechtherapy which we roinforced throuﬁh )
activities. He was given vocational testing, but showed no potentinl, Through the
various activities, he did show good eye/hand coordinntion and manun! dexterity.-
His communication skills had improved. He has many words in his vacabulary thaf
he can say, and nlso has good technique in gesturing his needs. Ho ambulates
independently with n quad cnne now and needs no supervision for bathroom needs.
Their private financing ran out and he was going to be dischurged from our

rogram. Wo were able to get the State Department of Rehabilitation to fund him
n our program to help him become more self-sufficient in case his wife's medical
stability did not stay up to n level where she could take. care of him. He was taught
kitchen skills and is able to prepare a breakfast, lunch, and dinner independently.
Throughthe. group counseling offered in our center, both he and his wife have
adjusted well to his disability now, carry over into the home and community many
things have learned through our program, and lead an active lifestyle with family

" and friends. When he first came into our program, besides speech th'erupfv he had
r

physical thernpy and some occupational therapy. He was discharged from our

program, there was a good chance of his wife not being able to handle many of his

gro lems he had at the very beginning. and now as her own health flucuates up and
own.

Case study 4 .
This woman, age 57, has n diagnosis of muitiple sclerosis, She had led n very.
nctive lifestyle previous to_her illness. Since developing multiple sclerosis, she had
become a very dependent‘and demnnding person. She had a very high level of
anxiety and n manipulative behavior pattern. She played a very passive-aggressive
role, making people feel she was complewl{ helpless. Beforo being admitted to our
program, she was at home all day with a licensed vocational nurse, She was very
dependent in her activities of dnilg living and personal hygiene. She: functioned
from a wheelchair level. When she first came into the program, she did not want to
push.her wheelchair—she always wanted others to do it for her. We set our goals in
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the program for her to become more independent ih her activities of daily living
and personal hygiene and feel that she had a.place in society, and not to feel that
she had to be dependent on others. She attended the center five days a week.while
her husband, who is a professor at a local university, was working all day. Before"
she camesinto our program, he was ready to place her in long-term care facility
because he could not affored to continue paying a licensed vocational nurse on a
daily basis and it became very difficult for him to handle her when he was home.
Without the Adult Day Health Treatment Center Program, her husband would have .
placed her in a long-term care facility. - .
Case study 5 ' - : . ,

This is a 52 year old man with a diagnosis of multiple sclerosis. The onset was in
-1967. The disease has progressed to the point that he is at a-wheelchair level. He
was admitted to our. Adult Day Health Treatment Center with a feeling of hostility
ds a result of. his disability. There is a poor family life environment. He has
difficulty getting along with his wife and children. He has a defeatist attitude. He
leads an active émtasy life, has a very poor concept of himself, and his major coping
mechanism is passive-aggressive behavior with strong dependency upon his family
to meet his needs. That is what has caused-problems within the family, as well as
the fdact that/ he manipulates the family to meet his needs through his physical
complaints. To summzt\i,ze where he was when he came into our program, he was
highly dependent, a very passive-aggressive individual who had reached the point of
feeling very defeated about life. He had very low self-esteem, and did not want to
assume a responsible role in interrelativnships with.others. The goals we set for him
in our program were to build up his endurance, to help him. become independent in
activities of daily livinF and personal hygiene, and to help him deyvelop high self-
esteem. He did accompl: .. most of these goals while he was in our program, but he
was riot able°to continue after a couple of months because of lack of private
financing to pay his way in the program. We have kept/in contact with him and his
wife. He has regressed gack to where he was before he came into our program, and -

-even -more. There are many days that he does not even get out of bed. He does rot

wish to do'things for himself. The family, at this point, do not help him. There are
many days he does not even get dressed or if he is dressed, he doesn’t get undressed
and sleep$ all night in his clothes. He has Medicare and Medicaid coverage. We feel
here is a case where if Medicare and/or Medicaid covered our program, he would
not have regressed to the point where eventually he will be placed in a long-term
care setting for the rest of his life.

Cuse Study 6 . ) ) . : o

This was a 19 year old male with a dia%'nosis of Guillian-Barre Syndrome. He had
complete quadriparesis with a tracheal tube due to respiratory problems. He
reached a plateau of progress the beginning of November, 1976. Medicaid would no
longer extend his stay as an inpatient in our acute setting. for rehabilitation. It
necessitated discharging him to a skilled nursing facility. At this time, he was still
at a very completely dependent level. He could not feed himself. He could not turn
or move in 4 bed. He was unable to push his wheelchair. He was unable to ring a

“bell for help. The care was yery poor in the skilled nursing facilit{}-’No one took the

time to feed him his compléte meal which caused poor nhutrition. No one came in to
turn him at night to prevent bed pressure sores or toilet him whgn needed. Bathing
was rarely done. He deteriorated from the level he had plateaued at. He, as well as
his family, became very depressed and despondent and finally took him out of the
skilled nursing facility. He was admitted to our Adult Day:Health Treatment
Center in November of 1976 after three weeks in the skilled nursing facility, We
taught thedfamily how to care for him at night. In our program, we carried out
-mainten¥fice therapy, bathing, ongoing counseling to him and his parerts, etc. After -
a couple of months, he started to show>some very slight functional return, as is
common in Guillian-Barre Syndrome, and could have been readmitted as an inpa-
tient. We kept him in the day hospital level of our Adult Day Treatment Center.and
intensified his individual physical therapy and occupational therapy sessions, along
swith a group therapy session. This enabled him to te at home at night and on the
weekends with his family. . o

He began using adaptive devices to independently feed himself. He started to be
able to turn himself in bed and to maneuver his' own wheelchair, and learned to
transfer with help, utilizing a sliding board, from wheelchair to bed—wheelchair to
car—wheelchair to toilet. Even though he had learned to use a universal cuff, he
continued doing many things by holding objects in his mouth. He became so profi-
cient at painting that he continued to do it by using his mouth .rather than his -
hands. By September of 1977, he was ambulating independently with a walker,
needing no assistive devices on his upper extremities to carry out functional tasks,

N .
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and nw‘\;ul into independent living away from his famiily. In February of 1978, after
receiving counseling on possible vocational/educational pursuits, he began attending
a community eollege on a balf-day basis. He attended classes on campus in the
morning :ind continued to be dpatient’in our Adult Day Treatment Center in the
afternoon swhere he continued to Feégeive psycho-social services and intensive_physi-
cal therapyMand now today is able (5w wlate without any assistive devices, The'
cost'of his care at the plateau level in our Adu ay Treatment Center was BEY
a4 month versus the skilled nursing facility cost of 3801h00 a.month. The total cost of ~
care in our Adult Day Treatment Center was $LS847 versus inpatient status total
cost. which would have been 318200, These costs covered the basis daily services
and did not include the individual physical therapy and occppational therapy ses-
sion costs, The Adult Day Tréatment Center saved 'Medicaid over $16,000 on this
one case, But, more important, we have rehabilitated the “Total Individual” and he
is uble to be at home as an active member_of the family through his rehabilitation
process., '

In summary. the goals of our Adult Ty Treatment Center are treatment-orient-
ed. rehabilitative and restorative rather than custodinl. Casa Colina Hospital con-
sistently attempts to insure continuity of care for the disabled, person. using the
criteria of appropriateness of tréatment modality.,The orientation of the program is
toward individualized treatment planning devised "to appropriately meet the needs
of the individual patient. ‘ )

We have had to refuse many individuals who qualified for-our Adult Day Treat-
ment Center. They lacked private funds to afford it, and as'a result have had to‘be
pluced in a long-term care facility. These individuals were all recipients of Medi-

- ¢are. Casa Colina Hospital is concerned that significant public and private resource

is spent for institutionalization of disabled individuals. Our Adult Day Treatment
Center is designed to serve all adults with disabling conditions, not just the elderly.
We feel the time has'come for the Federal Government and the Health, Education,
and Welfare Department to develop the regulations and make Adult Day. Health
Serviees o permanent program ruimbursabfe through Medicare funding.

Thank vou for the opportunity to submit my testinoriyion Adult Day Health
Care. T would like to extend an invitation to each of you. as'members of the Select
Committee dn Aging. o visit our /Adult Day Heulth Treatment Benter at Casa
Colina Hospital o personally observe and experience how Adult Day Heallth Care

‘Services meet the needs of the chronically ill and elderly disabled,

e
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casa couna hospital -

rehabytstative -medicine

2645 East Donita Avenue » Pomona, Cabilornia 91767 ¢ 714/393.752¢

ADULT DAY .

TREATMENT CENTEﬁ'
r -

" i L
DISABLILITY/PERSONAL

| 1 3
DAY HOSPITAL . ~ PREVENTATIVE = | | [
RESTORATIVE PROGRAM MAINTENAN(}E PROGRAM |

ADJUSTMENT PROGRAM |4
L ‘

GOAL: Provide medical, skilled nursing,
phy:i:él resioraton and supportive
servicas when lass than 24 hours skilled
nursing cate is needed as an atternaliv
to transi Irom total i le
ization 10 acheive maxmum  Sells
deprndance leading towards an en.
hanced quahly of lite.

SERVICE AREA: Pomouna Vailey

!
GOAL: Provide therapaulic services and
a therapeutic milieu to loster maXmum
tevel of physical, runtal and socialtunce

tiening as an alternative to tolal inslitus

tonalization in 3 long t2rm residentiat
care lacibly. Provide respits and sup«
portive servicas to families and enable
the physically disabivd to hive and purtic
cipale in their homs and commumly
environm.ent enhancing quahty of hfe

SERVICE AHEA: Pomona Vallay

‘] Department of Rehabititation and Re-

7 g
GOALQ Provida personal. social, come
munity, prevocationalfpre-educ ational
adjustnent training and/or independent
homernater skills trdining 1o physically
disabled chanls referred by the Siale

pional Centers lor the Davelopmentally
Disabled.
o

SERVICE AREN: Pomona Valley

N

Mildly/mod '\,- disabled ivdwidual

»redicaity stable individuals with neuro- -
logical, orihopedic,  neuromusculin [
trauma or diskase. .

with neurclogical, odhopadic, neuso-
muscular lrauma or doease,

Mitdiy ately disabled idut .
[ with neurological. orthopadic, neuro* . . . l ;
lar disease.

Medicat Consulialion
. Nursing Services
Paycho-Social Services
Recreational Theeapy -
Pnysical Therapy
Occupational Therapy
Speech Therapy
Family Coun:eh?’g
il Evatuati

taodica) Consuliation or Services
b Nursing Services
=, Physical Therapy l
© Occupationd) Therapy

Spanch Therapy
Hecreational Therapy
Reapiralory Therapy

< Social Services

Nursing Services
Psycho-Social Services

P’Y“"'Witﬂfnnhe: * Recreational Therapy ?:‘y:.‘ A
Agg'lc\:.glqggtll;::mﬁ;, Famlly Counseling g AudloioPi:.*J Servicos
Vocationat Evaluation/Counseling Transportation 5’:’}!"' Cuunseting

Leisure Counseling -
X-Ray and Laboratoty Services
Pharmacy Services - .
. Drivers Traning
Transportation

Leisure Counseling
X«Ray and.Labomlory Services
. Dnivers Training
Transportation

- MetropPoLITAN JEWISH GERIATRIC CENTER, ‘
. . .t : . Brooklyn, N.Y.,, April 24, 1980.
Hon. CLAauDE PePPER, .
Chairman. Select Committee on Aging,
House of Representatives, Washington, D.C. . ;
DeAR RePResenNTaTivE PepPER: We are extremely pleased to be able to offer.our
comments and views on such an important and timely issue as Adult Daycare for
health impaired older persons. We thank the committee for this opportunity.
Metropolitan- Jewish Geriatric Center, with 915 beds, is one of the largest long

. term care institutions in the nation. In addition to SNF and ICF. inpatient care,
* _Metropolitan sponsors a Day Hospital, LonF' Term Home Health Care Program,
y

Hospice, transportation services for the elderly and handicapped, Senior Center, and
Institute for the Study:of Aging & Long Term Care. The Day Hospital—a program

-aimed at providing long term health care and other support to chronically impaired

older. adults on an- outpatient basis—was our Center's first effort to reach out
beyond the four walls of the institutional setting to the population most at risk for
placement in a nursing horre. - B

Our Day Hospital beganlin October, 1977. Based on over two years of experience,

we and the community we|serve are convinced that the program and similar adult
daycare projects make a valuable contribution to the quality of life of older people

»~




in the commlmity. In-our case, with the strong support of our Board and staff, the
Day Hospital has managed to help maintain disabled older persons in their homes,
m; e their lives more meaningful'and productive, prevent or forestall their prema-’
ture institutionalization, provide relief and -support to their families, and offer an
easy link to a whole range of needed services on the continuum of care.

The enclosed report, although prepared in 1978, presents a more detailed view of
our program, including the many problems that had to be overcome in order to
make daycare an acceptable and effective element in the community’s long term
care system. Many of these issues will have to-be addressed by your Committee in
its deliberations. i . )

-We had the opportunity to appear before Representative Waxman and the Sub-

. - committee on health and the Environment in December, 1979 to discuss “Communi-
v ty-Based Long Term Care: Obstacles and Opportunities.” In our presentation on

- \'- New York State's Long Term Home Health Care Program, we urged the Congress

», not only to consider in-home care, but also the whole range of other non-institution-
», al services that should comprise the comprehensive continuum. This, of course,
. includes Adult Daycare. Needless to say, we were pleased to see the Medicaid
Community Care Act of 1980 as the outcome of this hearing. The inclusion of Adult
Daycare as one of the covered services in the bill was particularly encouraging. '
While we fee! the Medicaid. Community Care Act and the inclusion of the daycare
option is a step in the right direction, we trust that your Committee will consider
the following: . T i .
Incorporate Adult Daycare and other community-based long term care modalities
into the Medicare benefit package. : . o
Allow states participating in the Medicaid program the option of providing cover-
age for Adult Daycare services for certain low-income aged, blind ‘and disabled
people who need such care on a continuing basis to prevent or delay institutional
placement, but are not categorically eligible because their incomes exceed the
assistance standard. ) . .
In addition, we urge you and your Committee to use its influence in developing a

- visible, high-level, fully-staffed and funded unit within the Department of Health
—r__uand Human Services_to focus on the creation-of community-based models, including .

' mechanisms on"the Federal, state and local levels to coordinate elements in the

" _continuum of long term care. :

.= Thank'you for your consideration.
0 : Respectfully,

. DEeNNIs L. KopNER, |
Director, Planning and Community Services. .

Tre Dav Hosertal AT MJGC: CoMMUNITY TREATMENT SERVICES FOR CHRONICALLY
ILL AND ‘DisaBLEp OLDER ADULTS :

. (By Dennis Kodner, Program Director)
. THE FIRST NINE MONTHS

Preface .
Metropolitan Jewish Geriatric Center has long heen concerned with the needs of
older adults. The Institution's experience with delivering services to older. New .
Yorkers convinced the Board of Directors and Administration that the dependent
elderly perfer to remain in their own homes and, that for many aged persons, this
\ . .would be possible if an effective interface between inpatient care and the communi-
! - - ty could be developed. In 1977, some ten years from. the idea’s conception, MJGC

l. opened its Day Hospital to Brooklyn residents. o

' ) In recognition that the Center’s Day Hospital is one of only a handful of such
-, geriatric daycare programs in the metropolitan area, and that there still is a
4 substantial unmet need for this health service among the many vulnerable, non-
‘ . institutionalized elderly, MJGC—through its new Institute for the Study of Aging
and Long Term Care—decided to sponsor a one-day conference on ‘October 19, 1978
entitled, “Daycare for Impaired Older Adults: Philosophy, Planning and Practice.”
. The purpose of the conference is to explore the daycare .concept and the ‘'real-life”
o experiences of MJGC, with a view to encouraging new.project in this vital field.
This report, a detailed overview of the Center’s program and its first nine months
of operation, is a.background paper to be used by conference. participants. It will
- also be useful -to' other administrators, researchers, planners and policy-makers

" interested in the modality's potential and how if.can be implemented.\ .’

\
\
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MJGC: An overview :

/ Established in 1907 as the Brooklyn Hebrew Home and Hospital for the Aged,
{ MJGC. is widely known as a center of excellence for the innovative treatment,
! rehabilitation and care of the chronically ill, physically disabled and dependent
f older adult. The 915-bed, JCAH-accredited mylti-level geriatric institution is operat-
| ed under voluntary, non-profit auspices and 1s'a_member agency of the Federation
" of Jewish Philanthropies. The Center consists of skilled nursing and intermediate
| care facilities, Day Hospital and Senior Center, and is acknowledged as one of the
I largest and most, advanced continuing health care facilities in the nation.
; With the successful establishment of the Day Hospital, MJGC has entered a new
[ era of outreach and service.to the coramunity. Energetic and creative efforts are
| being turned toward the development of-a comprehensive range of intramural and
;‘ extramural -services—using the facility as the delivery core—aimed at keeping the
elderly in the community for as long as possible as well as ensuring them an
appropriate place on the continuum of .care. An ambitious five-year master plan
! commits MJ(EC te strengthening its role in the fields of aging and long-term care b
i creating a Long Term Home Health Care Program under New York's “Lombardi
i~ Law,” developing.community-based home help services, establishing a Gero-Reha-
| bilitation Institute and Hospice program and further supporting the educational =
IJ : gnd research activities of the new Institute for the Study of Aging and Long Term
; are. i , .
Evolution of the day hospital” - .
MJGC's Day Hospital is a natural outgrowth of the Institution’s long-term in-
i volvement in delivering services.to older New Yorkers. Although the Day Hospital
| received licensing approval from the State Department of Health in June 1977 and
/! . opened its doors to the first registrant in October of that year'i the program’s actual .

conceptualization and planning can be traced back to the early part of the century-
when MJGC. began to expand the scope of its services beyond those traditionally .
[ offered by a home for the aged. The Center recognized early that the unique needs "
| of the:elderly demand fresh approaches as well as new and improved programs. In
| 1918, MJGC becarhe the country's first geriatric facility to open a hospital unit to
i provide a full range of medical and surgical services to its infirm residents. In 1953,
J the Institution became the first in.New York City to house a Senior Center to
: provide older adults living in the community with meaningful recreational, educa-
} tional and socialization- opportunities. This was followed in 1975 by a “Menls-on-
Wheels" program operated in conjunction with a ccmmunity organization to provide
| “~.nutritious meals to- frail and home-bound older people, MJGC's experience  with
| " these and other programs convinced.the Board-of Directors and administration that
older adults—if given a choice—prefer to remain at home among family and friends
/ and that an-alternative/forestaller to institutionalization—an effective interface
between inpatient care and’ the community—was required. This feeling, coupled
with the fact that at the time the Center %ad the highest occupancy rate of any
Skilled Nursing or Exterided Care Facility in New York State, compelied MJGC to
pursue the idea of geriatric daycare. . . R
Between 1968 and 1972, the daycare concept was further explored and incorporat-
ed into plins for the Center's' new Brenner Pavilion; the State-financed building
included space for the program. Eventually the idea was formalized and the Board
elected to” develop this outpatient program as a means of offering impaired older -
adults who do not require 24-hour custodial care access to supportive health and
social services without forcing them to become institutionalized. In 1975, one year
.from the completion of the new building and after undertaking an evaluation of the
unmet health needs of the chronically ill aged in the facility's service area and.a
survey of community resources, MJGC formally applied to the Health- Department
for approval to provide '‘Non-Resident Services”” under Subchapter H (now Sub-
chapter C) of the State Hospital Code. With assurances from the planning and
regulatory bodies that the project-would .be approved, a Planning Task Force,
consisting of department heads at the Brenner Pavilion, was organized to develop
. " detailed program plans for the new service. Developing a geriatric daycare cénter as
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part of an inpatient unit involved many different considerations, including space.
equipment, stafling and programming The: group met for six months to deal with
each of these issues iind, after finishing ity work, was disbanded. )

This paper addresses itse—to—the By Hospitabs-first-nine-menths_of_operation
and provides a detailed profile of the program and its registrants during the period.

- Program objectives
The concept of a Day Hospital at Metropolitan Jewish Geriatric Center was
. implemented to fulfill the following institutional*and community service objectives:
1. To provide. an integrated long-term program of health care and supportive
services on an outpatient basis to nged persons who would otherwise deteriorate
= physically and mentally at home to a point where they would require Zi-hour
institutional care. . _ .
- 2. To serve as a short-term rehabilitation setting for older adults who cannot be
adequately treated in a home care program or -hospital outpatient department
beeauseé of the need for a broader range of supportive services and socialization
experiences to achieve optimum functioning. :

3. To act as a medical-soeial halfway house for those older people who have been
discharged from health care institutions and need time to develop sufficient self-
care skills and emotional stability to permit continued independent life at home
with a reasonable degree of self-satisfaction. : :

]
4. To provide relief to families caring for their disubled nlder relutivesrs a way to
increase their suppart capabilities in sustaining them a1 home.

Administration and structure

The Day Hospital is covered under the Center's oper:ting certificate, but is
independently licensed as an established health service under subchapter C of the
.State Hospital Code. The Program itself is considered a department of MJGC's
Brenner Pavilion and its Director is administratively responsible to the facility's
Assistang h’xecwn’o&&'{:clor in charge of professional services. .
* The staffing and programming component of MJGC's Day Hospital reflects the
uniqueness of the institutionally-based geriatric daycare center. The institution’s
administrative core js used as resource for billing, purchasing, payroll, administra-
tion and certain patient care and supportive services, including meals. The day-to-
day conduct of the program rests in the hands of a full-time R.N.-Director, secretary
and part-time clerk-hypist. A full-time Nurses Aide and Orderly. Social Worker,
Occupational Therapys Assistant and Physical Therapist are permanently assigned
to the program from their respective departments. The facility’s Activities Therapy
Department integrates Doy Hospital registrants into most of its inpatient program-
ming. The Center's Speech Therapist. Respiratory Therapist and Dietary staff pro-.
vide services on an as-neéded busis and the Medical Department’s diagnostic and
treatment services are made.gvailable to registrants as well,

Adrmission and discharge criteria—intake process—putient care planning

The Day Hospital's target population is defined by broad admission criteria which
have been applied te applicant selection sincé thé program’s inception. Registrants
must: be 55 vears ald or more: live within a”l10-mile radius of the Brenner Pavil-
jon—in Kings County—and be able to vope with the day-to-day stress of commuting
to the program: have a medical problem or disability; need therapy to improve.
restore or maintain existing functions: need preventive, dingnostic or therapeutic
services not feasible :t. home: need daytime supervision; be oriented to time, place
and interpersonal functions: have a family or significant other person who requires
relief in un-going patient care management; not require 24-hour institutional care.

Registrants can be discharged for a number of.reasons: -

1. It ¥ determined that daycare is noJonger needed.

2. The registrant requires a higher or mure intensive level of care.

3. The program does not 'meet patient-expectations. . .

.. Continuation ih the Day Hospital is considered inappropriate because of patient
adaptation problems. - - : . R ‘ .

5. Excessive absences, including prolonged hospitalization.

. Réloeation out of serviee area. 4, .« - . .

7. Death. " I . . i .

The intake procedure has many -steps: First'is the initial inquiry about the
program by the elderly person, a relative. a professional on behalf of the applicant -

- or sume other significant person. This is routinely handled by the-Day Hospital

“secretary and/or Social Worker, depending on the-nature of the questions. This- may
or may not lead to the second stage, wherein applicants receive a two-part “applica-
tion. The. first "part contains identifying data and detailed social and financial -
information to be furnished by the registrant or responsible family member. The
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second’ part, a medical report, is completed by the aely)licant's personal physician or
referring hospital. Once these materials are received, the entire admissions file is

screened by the R.N.-Director.and reviewed by the ﬁrogram's Social Worker. Tele-

: phone interviews with the applicant, his family or physician are used when certain
—m—~mfor~mat-ion—is—missmg--or—,lncomplete_lf_appmprinte,_the_appucgm and_family

member are invited for a pre-admission interview and evaluation session- which can
last from one hour to one and one-half hours. This Frovides a face-to-face opportuni-
ty to make a fairly comprehensive assessment of the applicant's needs and the .
appropriateness of the service as well as to explain the treatment program and -
answer any further questions. The meeting also provides some time for the patient
to view the on-going program and meet other registrants and key staff. If an
applicant has no meuns of transportation to the Center, a home visit by theSocial
. Worker will be arranged in lieu of the personal interview on the premises of the
Day Hospital. The final stage of the intake process is h formal interdisciplinary
~ evaluation by the R.N.-Director and Social Worker to determine admissability. The
alpplicant and his family are advised of the final intake decision once it is reached.
It acceptable, the registrant is advised of the number of days per week he will be
coming and: the actual date he will begin. The applicant is also asked to sign the
actual date he will begin. The applicant is also asked to sign'a standard patient care
agreement required by State regulations. From the Wpplicant's initial inquiry to the s
~ first day. in the. program, the entire intake process takes about one month. For
registrants who are referred by hospital outpatient departments, intake can take as
little as two to three weeks, because the medical \portion of the application is
.- usually easier to obtain. =~ .

e d Dependirig oh the number of days per week a registrant is scheduled to attend the
Day ?leospital. a patient care plan is developed in the person’s first or second week of
the program. Additional members of the interdisciplipary .team (Activities Thera-
-pist, Dietician, Occupational Therapists, Physical Therapist and, if needed, a Speech’ -

herapist) further assess the‘patient and develop appropriate goals. The facility's
Medical Director or Chief Medical Staff takes a medical history and rforms a
thorough physical examination on the patient's first day. The personal pfs/sician or
referring Eospital is then advised that the patient is in the program. A copy of the
patient care plan is forwarded along with this notification for the doctor's signature,
if the registrant is covered under Part B Medicare for any portion of the treatment
plan. The personal physician also receives a progress report on his patient from the
DIX' Hospital every two months. L ) : o
Il registrants are reassessed by the Social Worker every sixty days to determine
thie continued need for Day Hospital services and to modify or amend the patient
care plan as needed. The entire patient care team and persone] physical/referring
hospital are involved as in the initial patient care planning stages. )

Range and scope of services ,
The range and scope of services provided within the Day Hospital program
include the following: . ]
Activities therapy.—Older adults are often unprepared to cope with leisure time.
The Activities Therapy Program at MJGC provides companionship and fun, a sense
™ of belonging, a feeling of contentment, an opportunity /to receive recognition, an
occasion for new learning and a way to replace declining health and functioning
with more efficient use of remaining skills and capacities. Activities for Day Hospi-
tal registrants include: arts and crafts, cooking, dance; exercise, singing, special
events (birthdays, holidays, etc.) and discussions. Programs are designed to meet the
individual and group needs of reyistrants. N B
" Medical services.—All registi:nts are under the car of their family physician or
hospital Outpatient Department. On-site medical care includes taking histories and -
performing physicals of newly admitted Fatients; réndering first aid when regis- -
" trants are involved in accidents or medical emergencies at the Center; and, evaluat-
ing acute episodes of illness. When certain specialty" diagnosis or treatment is
required and is not available for one reason or another in the community, they ma
be provided va one or more of the Center’s clinics. This includes Dentistry,” ENT,
%lgi Gynecology, Podiatry, Psychiatry, Ophthalmology, Optometry, Urology and
- y‘

Nursing services.—Health care surveilliance. triage, personal care and patient
care coordination are major parts of the Day Hospital's basic service to all regis-
trants. . ' ’

- Occupational . therapy.—OT can be functional or diversional in nature and is
designed to increase range of motion, strength, dexterity and coordination. ’
vasical therapy.—PT is provided using such modalities as exercises, heat, cold,
whirlpool, ultrasound and diathermy in areas of ambulation, gait training, transfer-
ring techniques, assistance with prosthetic devices, maintenance of joint motion and
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prevention of disability from degenerative joint diseases. Individual and group treat- '
. ments are used. :
' Speech therapy. For those who require it, speech therapy is provided as part of the

patient care program. . . : )
Respiratory therapy.—This is an integral part of the program for patients in need
of the service. -~ '

afternoon snacks are provided by MJGC's inpatient Food -Service Department. Meals
aré brought to the Day Hospital in a tray carrier. Nutritional consultation is
provided by members of the Dietary staff and the R.N.~Director. This service is also

. _provided to family members in order to help them to implement a planned dietary

program at home. .

Self care education and training;—This is an ur Zoing part of the Day Hospital
program which occurs within the Center or in the patient's home. Registrants are
taught to recognize medical ilinesses, comply with treatment regimens and learn
homemaking and ADL skills. The entire treatment team is involved in providing
this service. ‘ ) : :

Spiritual counseling.—MJG("s spritual advisor, a Rabbi, provides counseling for
those registrants who want it. Chaplains of the two other major faiths are also
available to Day Hospital putients. A .

Community outreach,—This is an essential ingredient of the Day Hosp:tal. Both
the R.N.-Director and Social Worker have been involved from the outset in educat-
ing professionals and consumers in the community about the program’s existence
and purpose. Next, contact was made with agencies and institutions in the service
area to locate and reach the target population. As a result, an extensive referral
network has been developed and the program is widely known. This continues to be
an important activity of MJGC's administration and the Day Hospita! staff.

Transportation.—This service connects patients living in the community with the
services of the Day Hospital, It is, therefore, an essential component of the program.
Some registrants are transported by family members. Others are brought by ambu-
lett~ through a commercial vendor or private care service.

Voluntecrs,—These community minded people perform special services within the
Day Hospital setting and are usually assigned to and supervised by a team member.
Trained volunteers are especially helpful in creating and sustaining a bright, posi-
tive atmosphere for Day Hospitarregistrnnts.

The Day HosEitnl's patient care progran, operates from 9 A.M. to 3:30 P.M. daily, .

five days a week. A typical daily schedule of a registratnt is as follows:
Time Activity -

8:10 to 9:00 A.M.... Arrival and coffee/juice.
%15 to 10:00 A M. . Phys’zal therapy.

10:15 to 10:40 A M... Discussion group.

10:45 to 11:15 ALM... ... Exercises. . : ;
TE15 0 12:00 n00N, vt Medications and necessary medical treat-
: ment. '

1200 t0 1:00 AM...ooovriveice s seies Lunch. .

1:00 to 1:30 P.M.... .. Rest period. o

1:30 to 2:30 P. M. ......... Scheduled activity (arts and crafts. cook-
! . ing, birthdays. group discussions, etc.).

2:30 to 3:00 P.M Snacks.

5 Prepare to leave.

Departure.

The Day Hospital occupics part of the Brenner Pavilion's Medical Facility Unit.

The building's fourth floor consists of 25,000 square feet of clinic space and patient
treatment areas. The area strictly devoted to the Day Hospital comprisés three -

rooms—Day Room and offices, Television Room, and Lounge—occupying 1066
square feet of space, or slightly less than 5 percent of the floor's total area.

With more than twenty registrants on an average day, the present area is too
cramped to! accommodate daily programs and office ‘activities at the same time.
Therefore, we are currently considering the relocation of the Day Hospital’s offices
to other areds on the fourth floor. :

Registrant characteristics :
Day Hospitxl registrants range in age.from 51 to 93 years, with 70 percent over

70. The mean)|age was slightly less than 76 years. Nineteen percent are male and -

eight-one percent are female. Ninety-seven percent are white and eighty-seven
percent are Jewish. Seventy-five percent are single, widowed. separated or divorced.

Food-service-and-nutritipnal-counseling—A-hot— midday_ménLand.morni ng.and
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Forty-nine percent live alone in their own apartments. Thirty-eight percent live in
their own apartments with either a spouse, relative/non-relative, and the remaining
thirteen percent live.in the households of their children, other relatives/non-rela-
tives or senior citizen hotels, DCFs, etc. . o .
Almost 42 percent of the Day Hospital registrants live within a one to five mile
- radius of the Center. Thirty percent live a mile or les: uway. Twenty-eight percent
" live five to ten miles.from the program: ) .
_Diseases of the circulatory system account for fift /-one -percent of the primary’

————dingnoses-of-registrants-on-admission-to_the Day Hospital, Twentv-two percent have
diseases of the:central nervous system. musculoskeletal system and fractures; niné
percent malignant neoplasms; ten percent diabetes and eight percent have miscella-
neous other diagnoses. ' : '

Based on_the predictor scores obtained on New York State's Long Term Care’
Placement Form (DMS-1) 94 percent of the registrants qualifyv’for some level of
residential health care (i.e. SNF or HRF) on admission to the Day Hospital. With a
mean predictor score of 119.2, 76 percent of the registrants qualify for HRF care and |
18 percent for SNF care. DMS-1 scores ranged from 41 to 363. o

Some 58 percent of the registrants walk with aids and 16 percent use wheelchairs;
27 percent walk without assistance. : . o .

On- admission, 98 percent of the registrants had their own physician or were
regularly receiving medical care at a hospital Outpatient Department. '

Information and referral sources .
Referrals for patients accepted by the Day Hospital come from many/sourcea; 40
percent from family and friends; 22 percent from hospitals; 20 percent fro:n social
service agencies and other community organizations; 10 percent from the upplicants
themselves. and 8 percent from MJGC and other residential health car facilitics.
In analyzing where registrants obtained their information aboutithe Day Huspi-
.tal, 27 percent learned about the program from social service agencies and other
.community organizations; 24 percent from a hospital Social Service Department/
Discharge. Plann:r; 19 percent from advertisements; 12 percent from MJGC and
other residenti.; health care facilities. and 9 percent from articles 1 daily and

community newspapers. y , .
. B /

Utilizatior L ) ) // - -

Betwoeen October 1, 1977 and June 30, 1978—nine full months of speration—the

Duay Hospital had admitted 67 persons; 22 had been discharged; 15 remained at the

end of the period. The Day Hospital averaged seven admissions and two discharges

per month. During this period. 22 percent of the registrants attended once weekly.

id percent twice weekly, 22 percent three times weekly, and 2 parcent five times

weekly. The average length of stay, counting the total time lapsed from the day of

admission to either the day of discharge or the last day in the study period. is

almost 94 days. Twenty-four percent were in theé program for over six months; 23

percent for less than a month; 42 percent from 1-3 months, and i percent from #$-6

\ months. . .

N Almost 54 percent of the registrants.made at least one visit to o diagnostic or

* special care clinic at MJGC. A total of 123 visits were reported. ‘Jphthalmology and
- Optometry accounted for 42 percent of these visits; Podiatry, 30 percent; Denfistry.
. 9 percent; Psychiatry, 9 percent; ENT, 8 percent; and, EKG, 2 percent.

Almost 67 percent of Day Hospital registrants attended Phyeical Therapy;: 33
percent, Occupational Therapy; 10 percent. Speech Therapy: und 3.percent, Respira-
tory Therapy. Obviously, many registrants visited more than one Rehabilitation
service at MJGC. A total of 1521 visits were recorded during thé nire month period.
On the average, each person made 20.5 visits‘to PT; 16.5 visits to.OT; 20.4 visits to
Speech Therapy, and 23.7 visits to Respiratory Therapy.

While ezrly data does not tend to support the expected relationship between ]
DMS-1"scores and the number of visits to rehabilitation therapies, statistics ob-.
tained recently clearly show a strong connection between the two. This_discrepency
can probably be best explaihed by n combination of factors: the tightening of -
rehabilitation need criteria for Day Hospital registrants, greater admissions selec-
tively. ‘and the ‘increasing- conflict between inpatient and Day Hospital rehabilita-
tion programming and scheduling. ‘ e ’

. Reimbursement L . .
The primary source of reimbursement for Day Hospital patients was as follows:
: . ' S e ) ,. Percent

~—
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3
: 3 Percent
Medicare tincludes medicare/medicaid; medicare/private insurance; and,
medicare/self payo.......... ettt st srasensanes e sene s 1

Other third parties
Medicaid reimburses MJGC $23.95 per patient day for day Hospital care.
Transportation ' ’

Transportation is critical to the success of a geriatric daycare program. Yet it
presents the greatest amount of (rustration and is one of the most expensive’

- components. Almost 95 percent of Day Hospital registrants use some form of vehicle

transport 1w and—from—the-Center;~5-percent-walk-from home. Fifty percent are

transported by ambulette, fourty percent by taxi/limousine and five percent.by
family automobile. - ) =

Medicaid reimburses the commercial vendor directly at the established rate of $32
round trip. Registrants who are not covered by Medicaid pay these carriers a
discounted, but still high fee. In order to reduce tf‘;is heavy financial burden, MJGC
applied-for and recently received a Federal matching grant under UMTA 16(bX2)
program to purchase specially equipped vehicles to transport -Day Hospital regis-
trants at a nominal fee. This service will commence late next summer.

Conclusion and summary : < - )

The MJGC experience highlights important aspects of the planning, development
and operation of a daycare program within the context of a geriatric institution.
The institutional setting has had a clear impact on the delivery of these services to
the community and vice versa. : . .

The philosophy of the sponsoring institution, MJGC, has greatly influenced the
Day Hospital’s service orientation. Geriatric daycare can either focus on rehabilita.
tion or maintenance; the Day Hospital is aimed, by .and large, at increasing the
functional level of older adults. The type and combination of health and supportive
services, was, therefore not only based on the needs of the population-at-risk, but
also determined by the scope of institutionally-based resources potentially available
to the new program. The Day Hospital and its apparent success has had a beneficial
effect on MJGC. The traditional image of the facility as an “old age home” has
given way to local and national recognition as a Comprehensive Geriatric Center
and an enhanced reputation as an innovator in the fields of aging and long term
care. Integration between MJGC and the surrounding communities has increased -
tremendously. The program’s innauguration has also sparked the beginning of a

. new era of outreach and community service for the institution. The Day Hospital is

viewed by the Board of Directors and administration us only the first step in a-
series of contemplated programs to keep older people in their homes and out of
On the other hand, the Day Hospital has presented some difficult problems for
the institution. It has taxed the leadership ngilities of the administration and has
forced the facility into an on-going conflict over scarce institutional resources be-
tween the program needs of residents/inpatients and Day Hospital registrants.
From an operational point of view, the high rate of absenteeism among registrants
necessitates almost daily rescheduling of therapy and clinic services, and Medicaid-
policies and procedures require a vast amount of time-consuming paper .work which
could othergise be directed to direct patient care.
- The vital aspects of transportation, referrals, and financing represent the three
other major dilemmas for the program. A geriatric daycare program is not .really
viable without a solid transportation system. The coordination of this service, its

_high cost, the lengthy travel time for many persons, and the uneven quality are

frustrating to the Day Hospital registrants and' staff and present a great challenge.
Developing needed referral sources presented an early obstacle, although i is. the
program’s lifeblood. While the program now has a waiting list, it took many months
and a lot of time and hard work. This was, in part, due to MJGC's relative
inexperience in the community service field. More importantly, however, the mar-

keting- of “the program proved far more difficult than initially expected. Many

. «private physicians and hospitals considered the Day Hospital a direct competitor for
“"theif patjents. Senior Citizen Centers felt the same way about the role the program

could *play with their clients. An intensive educational program and constant re-

. minders of the responsibilities of these professionals and agencies to the aged helped :
_.to overcome much of this early confusion and opposition. With respect to financing,
i;non-Medicaid eligible older adults and their families find it difficult, it not impossi-

ble., to afford the full.cost of the program and non-subsidized transportation. While
MIGC has“provided financial assistance to many registrants from community funds

“in the form of a sliding scale fee, the financial burden for the institution is consider- .

- e
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" able. More importantly, the present Medicaid reimbursément. pefged' by the State

to one/third the facility's inpatient rate, is unrealistic and severely underestimates
the true cost of providing the Day Hospital’s intensive matrix of services.

The Day Hospital at MJGC—despite some formidable problems—provides a valua-
ble service to impaired older adults living in the community. With the strong
support and encouragement of the institution's Board, administration and-staff, as
well as the program’s growing acceptance among consumers and providers, the Day
Hospital has managed. in less than a year's time to help maintain disabled older

ple in their homes, make their lives more meaningful and productive, prevent or
orestall their premature institutionalization, provide relief and support to their
fnmiliers. and offer an easy link to a whole range of needed services on the contin-
uum of care.

The AMERICAN OCCUPATIONAL THERAPY ASSOCIATION, INC.,
Rockville. Md., May 9, 1980.

Hon. CLaubpe D. PEPPER,
Chairman, Select Committee on Aging,
Washington, D.C. .

Dear CHAIRMAN PePpPER: I am enclosing the statement of The American Occupa-
tional Therapy Association in conjunction with your Committee’s hearings on adult
gay care centers. I request that this‘statement be included in the record of the

earings.

 The Association a%plauds the Committee's initiatives regarding this very impor-
tant area of service delivery. We believe adult day centers have much to offer our
Nation’s older citizens.

We look forward to working with you as you seek to improve these programs, and

we offer whatever assistance we can provide. .
. Sincerely, ' .
Francis J. MALLON,
Director. Government and Legal Affairs Division.

STATEMENT OF THE AMERICAN OCCUPATIONAL THERAPY ASSOCIATION

The American Occupational Therap{ Association (AOTA) founded in 1917, now
represents close to 29,000 occupational therapists, occupational thera;g:rassistants
and students nationwide. The health professionals represented by the AOTA special-
ize in increasin% the independent functioning and productivity of people of all ages
who are physically, psychologically, or developmentally disabled.

Occupational therapists work in a wide variety of settings using rehabilitation
techniques to reduce pathology or_ impairment and help their clients achieve a
maximal level of independence. Occupational therapists are committed to the belief
that a health system which provides the best medical intervention in the world to
save a life'is incomplete if it does not include services to help ensure that the life
which has been saved will be meaningful and productive.

A significant proportion of occupational therapists and occupational therapy
assistants—approximately one-third work with' individuals over 65 years of age.
Occupational therapists are intimately involved in providing health care services to
older people both in institutional settings, such as hospitals and nursing homes, and

. through community based facilities and organizations, such as health centers, home

health agencies, and day care centers. Occupational ‘therapists, therefore, are .espe-
cially supportive of efforts to improve: the health care provided to the cou'ntgy's
older population and-the commend the Committee for initiating congressional dis-

. cussion of the role of adult day care centers in such efforts. Occupational therapists

have a long history of involvement in adult day care services. Consequently, they
have developed a deep understanding and commitment to the value of ‘adult day
care in assisting individuals to maintain their independence and sustain themsclvés
in the community. ) o

Adult day care was initially developed in Europe and is an established part of the
European and British health care system. The eariiest adult day care models were
termed Geriatric Day Hospitals which developed out of occupational therapy depart-
ments housed in general hospitals. The treatment program emphasized training in
activities of daily living, and selected craft activities «Jesigned for both groups and
individuals. Physical therapy, social activities and ass:ssménts of social competence
were also part of the program. The full time staff of the day hosrital was comprised
primarily .of 6écupational. therapists and orderlies, with clerical services and part--
time physical therapy, speech therapy, social work and medical supervision availa-
ble from the main hospital. . L - f T

s
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. - In the United States, adult day care is a relatively new concept. In 1974 only six-
rograms were in existence. Since then over 600 programs have been established.
he interest and involvement in adult day care have evolved primarily at the

community level with substantial support from both public_and private sources.

A guiding principle of the occupational therapist working in the adult day care

setting is that purposeful activity, or occupation, includigg its interpersonal and
environmental components, may be used to prevent and mediate dysfunction and to

v -elicit maximum adaptation. At the geriatric phase of the human developmental
continuum the need for adaptation increases as the functional capacities of the

human system begin to decrease. Adaptation is a change in function that promotes

survival and self-actualization. When a person fails to adapt, dysfunction frequently

occurs, and the individual becomes dependent upon external resources. The occupa-

v *tional therapist uses pur ful activity, that is, occupation which is appropriate for
a given older person, to acilitate the adaptive process, thereby improving functional
< performance and the client’s ability to remain n the community..

Frequently, adult day care centers are categorized as emphasizing a social/health
maintenance or a. medical model. Although the overall care provided in both ty
of programs is part of the continuum, the status of the majority of individuals bein,
served occasions the differences in emphasis. Occupational therapists, together wit
several other health professionals, work in both models. : .

Social/health maintenance model oo s '

As a part of the multidisciplinary team, the occupational therapist serves either

{ as a planner-administrator-program coordinator or as staff member or consultant. -

: As a planner and administrator the occupational therapist is involved in develop-
ing adult day care for a given area or community. Using Knowledge of behavior and
activity as it concerns the frail, at-risk, older population, the occupational therapist
plans a program which meets both the needs ofP the client population and those of
-the larger community. This involves workin, cooperatively during the planning and
formative stages with the professional staff of other service delivery agencies to
assure appropriate coordination and maximum use of existir:jg services. In this role, .
the occupational therapist must evaluate the community and determine the proper
initial program focus, which might be directed towards social services, health main-
tenance and prevention, medical issues, or some combination of these. The occupa- .
tional therapy frame of reference ‘assures that client, family, and staff concerns
regarding environment, activity, socialization, and physical and psychological func-
tioning will be addressed in the planning stages. . . -

Concern for these same issues will be carried over into the occupational thera-
pist's role as administrator and/or program. coordinator. Since occupational therapy
reinforces and supports the concerns of all team members, including the client and’
family, it acts as a unifying force and encourages effective implementation of a’
dynamic program and in ivigualized plan of care. . :

The occupational therapist, as staff member, evaluates clients considered for
Flncement in the day care center in order to identify their existing degree of
unctional capacity. The client's ability is evaluated in the three major areas of
occupation: self-maintenance or self care, productivity or work, and leisure or lay.
The therapist assesses the client’s occupational performance according to the func-
tional components of motor, sensory, cognitive, and intrapersonal and interpersonal

1., skills. Féllowinﬁ these evaluations, treatment programs are designed to achieve the
CE _thrée major goals of occupational therapy intervention:
* 1. The réduction of deficits in occupational performance.
"« - 2. The elimination of barriers to occupational performance.
" 3. The nurturing of competency in occupational performance. .
Many of the clients referred for a social-health maintenance model of day rare do
* not demonstrate severe deficits in occupational performance. Usually their i-«oblems
are confined to subtle losses in sensory and motor systems, physical endurance and
function, 'and cognitive and socialization skills. An initial evaluation enablés the
occupational therapist to identify specific problem areas and design a plan of
e - treatment which is then incorporated into the team'’s plan of care. Generally, these
clients do not require an intensive, long term occupational therapy treatment
program, but only short term treatment intervention. The occupational therapist
may also serve as a copsultant to the other team members and assist them in
implementing appropriate treatment designed to improve occupational performance.
' Many individuals in these settings have minimal sensory, motor and gnitive
: deficits which prevent successful integration of the new information which /is usual-
ly a part of tie center's daily activity program. These same clients t
awkward and clumsy in their movements, thereby presenting difficulti
time or when participating in an activity session. They may also de7onstrate a

short attention span, diminished self-esteem, emotional lability, low frustration
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tolerance, and poor peer interaction. The occupational thernpist, working coopera-
tively with the team will identify specific, meaningful tasks for the client. These

~ tasks will be structured, sequenced and appropriately adapted to address the indi- '
vidual’s particular problems. .

During the short term occupational therapy treatment phase, the therapist will
helﬂ the client develop a secure functional baseline, so that he can adapt to, cope
with, and, hopefully, overcome the deficits identified. In treatment, this may require

reinforcing new information by sequencing specific activities involving the motor, A
visual, tactile, kinesthetic and other sensory systems in addition to the cognitive
system. Environmenta] adaptations involving, for example, physical positioning are
also introduced. These approaches are reinforced by the total team in the center’s
daily activities program. As the client’s baseline functional performance improves,
the need for treatment diminishes and the daily program structure is modified to
meet the client’s individual needs. At this point, the therapist assumes the role of
consultant, periodically reviewing progress and routinely assisting staff and client \
with specific problems as they arise. . : :

As a consultant, the occupational therapist assists staff to.develop specific group

and individual programs which may be necessary to maintain the client’s functional
- level and/or prevent further deterioration. Group homemaking and feeding and
cooking programs, involving specific structure, placement, positioning and adaptive
equipment, can enhance client performance while at the same time contributing to
increased self-esteem and socialization. Work oriented activities, for example, use of
an assembly line or specific task assignment system, similarly require occupational
-therapy input to help identify an‘? develop appropriate procedures and methodol P
which will hasten client improvement. Enhancing the client’s daily life skills,
whether in the area of persona‘l self care or general self maintenance in the
commuriity, can also be implemented on an individual or group basis. i

The occupational therapist is- availalble to assure the development of specific

rocedures and approaches necessary to meet the needs of the particular clientele

ing served. The therapist is also used as an expert resource to client and staff .

when management problems arise concerning independent life skill performance. In
some centers, the certified occupational therapy assistment may also be a part of
the full time staff, functioning as program or activity coordinator. '

Medical model . ‘ ) .

_The role of occupational therapy in a medica! based day care program differs
somewhat from the social/health maintenance model. Essentially the difference is

~ one of degree and duration. In most medical model settings, clients will require an _ -

-extensive and intensive restorative treatment program. These clients, usually dem- ",
onstrate major deficits in functional performance, putting them much closer 'to the.
“rigk of institutionalization” level of care. Once evaluated, clients may be placed on
.a specific treatment program of greater intensitr than that required by social/
health maintenance participants. The occupationa therapist works closely with all
other team: members, as well as with the client and family to assure appropriate
integration and carryover of the established team plan and goals. - .

~ Consider, for example, the situation of a client who has had a stroke causing
sensory loss of the left arm and visual impairment on the left side demonstrated by
a left sided neglect. Typically, family and staff report that the client is constantly
bumping into things, that he refuses to use his left arm, even though he can move it
and has been observed using it. The arm is bruised, or may have had-a recent burn,
which was ignored by the client. The occupationai therapy evaluation indicates
perceptual problems, most significantly a left hemianopsia; eficits on the left side
in proprioception,. kinesthesia, sterognosis, and in touch, temperature, and sensa-
tion. The client is easily frustrated, very labile, and while fairly independent in a
wheelchair is moderately dependent in his personal self care.

‘The occupational therapy treatment for this individual will focubsogn sensorimotor
treatment to help the client reintegrate the two sides of his y. Training in
activities of daily fiving is implemented in conjuction with the day care nursing
staff, who emphasize particular techniques and approaches outlirhed by the occupa-
tional therapist to help the client increase awareness of his left side, as he performs
dressing and grooming tasks. Specific compensatory techniques afe taught to help
the client overcome his left field deficit, and these are incorporated into the day
care staff plan of care. . o

_In thig situation the occupational therapist would also work very closely with the
activities coordinator to assure that these compensatory technigues are applied in
the daily activity session. The social worker would work with the occupational

themgist to-help the family understand the problems and be supportive of the
-—¢lient's needs. The :occupational therapist would nlso work with the family and

-
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client to modify and adapt the home to meet the needs of a wheelchair bound

individual.
For both the social naintenance and medical type programs occupational thera-
pists support and encourage a multidisciplinary approach in the adult day care

:setting, The goal of promoting the client'’s u)ntmuod survival in the community

along with encouraging client self-actualization 'is shared by all disciplines. As part
of thu‘\mm veeupational therapists alert other members to client deficiencies in
functional or’adaptive occupational performanee and work cooperativgly in a team
approach to facilitate client potential for continued and/or improved i cpondencc
The American Qccupational Therapy Association is aware that differify opinions
on the effectiveness of adult day care treatment have been presented to the Commit-,
tee. The Association’s experience and information is much nore in concert with the
reports of the On Lok Day llealth Centers in San Francisco, California and the
Massachusetts' Department of Public Welfare than with the assessments provided by
Williain G. Weissert. Ph.D. of the National Center for Health Services and Research
tDepartment of Health and Human Services). Although the Association has not

- conducted surveys or studies in the adult day care area, reports from Association

members indicate that significant benefits—rel ated both to quality of care and cost
effectivenss—derive from the treatment ond services provided in adult day care
centers.

The A“uu.mon. thcrctore fully supports the continuation and expansion of adult
day care services. Furthermore, the Association urges Congress to provide support
for comprehensive and in-depth studies of this form of service delivery, Such studigs
are necessary so that effective and. appropriate support mechanisms, involving a
cooperative and responsible mix of public and private resources, cun be established.
The- ~\ssociﬁrmn4urthor urges that the discussion of adult day -care not get bop,,ued
down in unnecessary and wasteful distinctions between social and medical models,
In this context, it is hoped that o major emphasis will be placed on development and
nuntenance of a continuum of care, whose goal is independent living, to whatever
degree possible, and whose specifics are determined by the individual needs of the
person being s(-rwd In this way the primary focus will be where it belongs—on
each of the nation's older citizens.

The American Oceupational Therapy Association appreciates the opportunity to
offer these comments.

STATE 6+ FLORIDA,
DEPARTMENT OF HEALTH AND REHABILITATIVE SERVICES,

» Tallahassee. Fla., April 16, 1950.
Congressman CLauvk Perpex,

Chairman, Select Commttee on Aging, Subcommittee on Health und Long-Term
Care, Washington, D.C.

DEar CoNGREsSMAN Pepprr: In preparation for the April 23 Subcommittee hear-
img on adult day care, I am transmitting a recently comploted issue paper on the
addition of medical adult day care to the Florida Medicaid Program. A service
proposal hus been submitted to the Florida Legislature to implement the program
by January 1, 1481, ’

I hope the issue paper will assist you and vour staff's ongomx.: efforts to provide
adequate services for our elderly citizens. If vou have any questions, plen-»o do not
hesitate to contact this office (904/. l?«b—l()() 3.

Sincerely.
LuManie Porivka-WesT, |
“Medicaid Program Specialist.

Attachment.

Cuarrer 1V, Mebicat. Aot Day Care

INTRODUCTION !

Since the advent of Medicare and Medicaid. national and state reimbursement
policies have supported an institutional model of care for impaired adults in need of
health services. AAs a result, 70 percent of the 16.3 billion Medicaid buduet in 1977
went for institutional care nationally, whereas T8 percent of Florida's 1977 Medicaid
budget supported institutional .health care of the categorically needy. As u result of
this institutional care bias, nursing homes for long term care of the }lderly have
flourished. whereas non-institutional care facilities for the elderly in/ need of on-
going health services have been developed by the State primarily on o research and
demonstration project basis,
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The Florida Legislature enacted the Commnunity Care for the Elderly Act in 1976,
The law required 1IRS to implement and evaluate four different kinds of communi. N
ty care programs: home delivered care, l'umilydplucemont. senior center care and
ndult day care. The Florida Legislature required i specific evaluation of adult day
care programs, In addition, it required that community care services “when possible
shall be obtained under .. . the Florida Plan for medical asgistance under Title
XIX of the Social Security Pl'un". The evaluation results will be discussed in a later
section. Cd ‘ a . )

The Floridn Medicaid Program does not currently provide reimbursement for
medicully oriented adult day care. Although funding of adult day care programs is
possible through a number of other Federal funding sources, including Title 11T of
the Older Americans Act, Title XVIIl and Title XX, very few-adult day care
programs have been developed in the State or funded by HRS.

HEW has approved Florida’s 1115 Waiver application to waiW a number of Title
XIX rules and regulations in order to receive Title XIX funding of the Ancillary
Community Care Services Project. In additi « to other community care services,
medically oriented adult day care will be funded in part by Title XIX funds for the
first time. The five day treatment centers funded under the demonstration project
will be medically-oriented and will provide services b medical professionals in
addition to socially-oriented services. The Title XiX Medicaid Demonstration Grant .
will provide the medically-oriented, adult- day treatment services to ninety-seven
frail, elderly clients by the-third project year. This is a small sample of the target
group in need of such services, Therefore, a number of Medicaid eligible, primarily
impaired elderly persons in.need of services provided by a medically oriented aduft
day care program, -may continué to be placed in institutional care unnecessarily
because of the lack of appropriate community alternatives. . .

PROGRAM ISSUES
Given the incrensing%t‘l’ntion in health care costs and the political and economic
climate today, states are being compelled to seek the most effective uses of scarce
health financing resources. One means is to minimize the use of expensive institu-
tional and acute care health services and to maximize the use of less costly services
such as outpatient and preventive care.. Yet, as numerous studies have indicated, -
the cost/benefit results of institutional-versus non-institutional care are dependent

“on such intervening variables as the level of skilled nursing care required by a

service modet, the impairment level of clients, the average daily attendance by -
facility, transportation costs and start-up costs. .

It is a complex issue with no easy answers to the major program questions of
whether " medically oriented adult day care programs can (1) reduce
institutionalization and promote deinstitutionalization, (2) improve or maintain
physical ‘and psychosocial functioning, iind (3) be provided at a cost less than
institutional care for comparably impaired elderly. If the evidence indicates that an
adult day care program can positively address these program concerns, then it
would be in the gtnte's best interest to extend Medicaid funding to these programs
statewide in order to increase the resource base for this type of community care
alternative, . )

PROGRAM OBJECTIVES

The goal of medically oriented adult day care is to provide'noninstitptioqal
medical services to Medicaid eligible recipients who have chronic physical impair-

'ments which, in the absence of alternative services, would require nursing home

placement. An elderly person is at risk of institutional or nursing home placement
when one's ability to tend to personal health and 'daily maintenance needs are
inadequate to compensate for a physical or mental disability. . i
- Chronic health problems are common among the elderly and consequently medi-
cally oriented adult day care does not consist exclusively of restorative and rehabili- .
tative services. There is also a specific program objective to provide preventive and
maintenance health services intended to keep the -characteristics of aging from
unnecessarily debilitating an elderly person. .

Additional program objectives are as follows: ’ o

Provide outpatient medical care, including medical maintenance, pharmaccutical
services, crisis intervention, counseling support serviccs and referral. ‘

Develop and deliver services which wil‘l) enable individuals to maintain living
arrangements in the community which are suitable to individua! needs, resources
and preferences. - ‘ )

Link services with the needs identified in an individual care plan,

Perform a continual monitoring process of all individuals to ensure adequate and
nppropri::te care. ' .

.

B S5 o ,.
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BACKGROUND

The Social Security Amendments of 1972 (P.C. 92-603) requ:red the Secretary of -
HEW to establish an experimental program of adult day care in order to evaluate -
the effect of this type of program on promoting alternatives to institutionalization
‘und reducing the cost of providing nursing home care. HEW has funded a number
of resenrch and demonstration projects since that time to develop a medically
oriented adult day care model. As a result of the evaluation of initial demonstra-
tions, the Medical Services Administration of FIEW published in 1976 an informa-
tion memoranda on reimbursement under Title XIX for day hospital and day
treatment services,

Since 1976, Title XIX funding has been available for day hospitals and day
trentment- services. The day hospital is distinguished from a day treatment service -
program by its greater emphasis on rehabilitation and.restorative services and its
closer relationship with a hospital or rehabilitation center.. The day hospital offers
many of the same services as a generul hospital but eliminates the costly room and
board services of a twenty-four hour facility: There ure a number of basic services
that can be offered in day hospltnl and a day treatment ‘service program and which
can be funded under a state’s Title XIX progam including the followmg.

Medically Oriented Adult Day Care Services:

1. Medical services supervised by a physician, which emphasize diagnosis, treat-
ment, prevention, rehabilitation, continuity of care, and maintenance of adequate
medxcul records.

2, Nursing services rendered by professnonnl nursing staff, under a nursing plnn ,

of care.
3. Diagnostic services including. lnborntory, X-ray, and related clinical services.
4. Rehabilitation services:
(@) Physical therapy as ‘prescribed by a physician, npproprmte to meet the ambula-
tory needs of the patient;
(b) Speech therapy for patients with speech langunge disorders; .
(c) Occupntxonul therapy as an adjungt to treatment designed to restore 1mpmred
function of patients with physical and mental limitations;
d) Inhalation -therapy for patients having chronic upper respiratory problems.
3. Pharmaceutical services with the responsibility for obtaining, storing, dispens-
mg and admxmstermg medications.
. Podmtrlc services provided or arranged for under direction of the supervising
p sician.
i. Optometric screenmg nnd advice for low-vision cases by a licensed ophthnlmol-
ogist or optometrl

8. Self-care servigls oriented toward Activities of Daily" Living (ADL) and personal .

hygiene. This includes toileting, bnthmg, groommg, etc.

9. Dental consultation to assist patients in obtaining regular and emergency
dental care.

10. Social services for patients and their families to help with personal family and
adjustment problems which may interfere with effective treatment.

11. Recreational therapy to meet the psychological and social needs and interests
of the patient.

12. Dietary services, with meals of suitable quality and adequate quantity: to
attain and maintain nutritional requirements, including special diets. Dietary coun-
seling'and nutrition education for the patlent and his family is a necessary adjunct

" of this service.

13. Transportation service for patjents to and from thier homes, utilizing specially
‘equipped vehiclés to accommodate patients with severe physical disabilities that
limit their mobility.!

TARGET POPULATION

The mrget population for medically oriented adult day car consists of Medicaid
eligible,. chromcally ill, elderly, or other disabled persons who meet one of the
following criteria:

Are at the point of discharge from hospital or other acute facility. and who, except
for the availability of a “Day” program, would be placed in a long-term care
institution; .

Are residing in the community but are “in crisis” and imminently in danger of
institutionalization. These are persons whose disabilities and level of functioning
are such that without intervention, institutional p!ncement would likely occur;

! Information Méemorandum, SRD-IM-76-3 (MSA), Jnnuar:y 22, 1976.

7
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Are residents of nursing homes or other long-term eare fucilities, but for whom
institutional placement iy determined to be unnecessary, and are judged to be
appropriate candidates for a “Day"” program.

o PROGRAM BENEFITS AND LIMITATIONS ,

‘Medieally oriented adult day care is suited for olderly clients with one or more

. diseases or disabilities which are either painful'or which require substantial medienl

treatment. The major program benefit is that adult day care makes it possible for a
roportion of these physically impaired elderly to remain in the community. The
ollowing quote'from a preliminary report prepared by the Miami Jewish Home and

Hospital for the Aged Adult Day Care staff helps put this program benefit in

rspective: “Eighty-eight of the current day care cuseloads would qualify under the

K’fedlcuid regulations for nursing home care. Of this percentage 28 percent would be

classified as skilled care residents, 25 percent as Intermediate | residents und 47

percent as Intermediate Il residents.? :

The major limitation to u stutewide establishment of ‘medically oriented adult day
care centers is the possibility of their services being used in nddition to, rather than
a gubstitute for, nursing homes. The existence of the adult day care homes would
then increase overall costs withont reducing institutionalization. This occurrence
may be anticipated if the services are made available to all those who need preven-
tive medically oriented adult dng care rather than nursing home residents or those
about to enter nursing homes. The level of care to be provided by medically oriented
adult day-care would need to be determined for target &opulution parameters to’be

. developed in accordunce with a specified budget thresho

In a recent needs assessment survey of gsix HRS districts, transportation resources |
were designated ns a major factor limiting the widespread implementation of adult
day care. The transportation limitation was also noted in' HRS' “Evaluation of
Florida's Community Care for the Elderly Program” with the following recommen-
dation: “Adult day care programs and senior ¢enter programs are recommended for
more densely populated. areas, becnuse of the costs involved in transporting clients
to the center. Senior center care is more approprinte for less impaired, more
irlxdependent'clients; day care is appropriate for more impaired but still mobile
clients”.? o L : '

The transportation limitation is an important variable in site location planning.
With the increasing encrgy costs, there may be a future need to distinguish between
urban and rural service models. The allocation of HRS district service centers has
been accomplished by using clients’ zip code numbers aggregated as the site param-
eters. Bid sites are chosen for their close proximity to the ﬁnrgest number of client
residences. A similar plan could be used to‘locate medically-oriented adult day care.

However, such an effort could be too costly, if there were no existing structures to’
occupy. Start-up costs for new facilities are extemely high. This causes the adult day
care center’s per diem rate for the first few years to run higher than the average
nursing home per diem which covers twenty-four hour care. Therefore, it is advis-
able to use existing facilities to establish medically oriented adult day care centers.

-One means could be to confer with. Boards of Education on future plans to :inse i

existing public schools in neighborhoods with a declining school-age opulation. A

" agreement might could be developed between state and county officials to use clesed

school facilities' for medically oriented adult day care. .

Another recommendation on the use of existing facilities was made in the 1976
Senate HRS committee report on the elderly. This report encouraged the use of
nursing homes to provide necessary medical attention for the elderly and allow
them to return in the evenings. )

Mr. Art Harris, Florida Health Care Association, proposed in 1978 that existing
nursing home facilities could be used to provide potentially 3,000 adult day care
slots in Florida at an estimated per diem rate from $7 to $10 Development of adult

- day-care programs In existing nursing home facilities would allow maximum use of -
‘nursing homes and provide for quicker development of adult day care programs.
L

ADULT DAY CARE PROGRAMS IN FLORIDA

The first adult day care program in Florida was established in 1968, with Title IIl
of the Older Americans Act funding, as a part of the Pinellns Neighborly Center.
The Neighborly Center .was incorporated in 1966 as a Senior Center and, alter
completion of a needs assessment project in 1967, the adult day care program was
added. Since 1968, the Neighborly Center's adult day care program has expanded to

2 l[)lziRS Evaluation of Community Care for the Elderly Program. 1978..p. 6%,
* Ibid, p. 79. . :

;
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five sttes with o sixth site 1o open in April 1980 with additional Community Care fop
the Llderty state funding.

There are currently twenty-one adult diy care conters in Morida tunded through
Tithe 11 of the Older Amoepicans Act end Title XX of the Socinl Seeurity Act. The
local tateh requirement varies from W percent to 25 pereent, Thuese are primarily
“suciatly oriented” mdult day care for the frail elderly with limited incomes.

The 1976 Community Care for the Blderly Act «{CCE) authorized the funding of
two day care programs in addition to home delivered services, multisserviee senior
centers and family plucenment. The evaluntion results of the two C adult day eare
demoystration projects influenced the statewide implementation of adult day eare
in vlcx'on sites heginning danuary 1980, One of the CCR demonstration plju]jccls s a
medically oriented day care program and the other is social day care. Both will be
further discussed. :
Caseloud, utilization, recipiont characteristics, und per diem costs

A telephone survey of eleven Florida Adult Day Care Programs, coordinating the
twenty-one federally funded adult day eare centers, was conducted to obtain perti-
nent informution for an initinl analysis of ndult day care clients und services/ costs
tSee tuble 1L ALl but the two Title XX funded centers are being funded by the Older

Americans' Act (Title D and the required loeal revenue. Many of the adult duy

care vonters were provided county, municipal or church owned space os in-kind
mateh in addition to United Way, county and municipal governments, und other
agengies eash donations to meet the federal/local mateh requirement.

1:25
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The per diem costs for these socially oriented ndult day care centers range from
$9.75/day to $19.38/day. Major cost factors that are not included in some centers’
ser diem colculntions are meals provided through Title VII, transportation provided
y tho county or city, and special tHerapeutic services that are donated, o.g. speech
and physical thornpf'. Howevor, some adult day care centers include the aforemen-
tioned costs, as well as donated space costs, in their per diem calculations which
causes 80-much variation in the per diem costy, The average per diem cost for the
surveyed adult day care sites is $13.60 per day. .

The avernge number of 'purticipnnts at the twenty-one sites i8 30 per day. The
range is from cighteen to forty-five ‘per sites daily attendance. The occupancy rate

- range is from 66 percent to 100 percent with an nvornfe 86 percent daily attendance

rate. The variation may be in part explained by the different enrollment procedures
by centers. A number of tho conters enroll more clients than slots are available in
recognition of the average weekly attendance being 2,6 to 3 days per weck. Howov-
er, some of the centers enroll for just the slots available expectmf; five days per
week attendance. One adult day care center director with such a policy noted there
wis a "‘serious problem with no-shows.” . ‘ )
Prior to September 1979 the adult day care centers reported costs on a per diem
basig in the ‘quarterly reports submitted to.the HRS Aging and Adult Services
Office. The latter found the per diem unit of analysis unsatisfactory since Florida
adult day care centers vary in the number of hours open daily. Some ¢enters are
open from 7:30 a.m. to 530 p.m. daily to accommodate clients transported b
working relatives. Whereas, other centers are open from 9 a.m. to 3 p.m. with
center-provided transportation beginning at 8 a.m. and ending between 4 and 5 p.m.
The variance in the number of hours open and the fact that some clients only
attend for a portion of a program's day, lead to a res)orting change from a day to an
hour us the unit of cost reparting. The first quarterly reports using the hour as the
reporting cost unit were'suiomitted‘in January, 1980, } .
ariations in the cost reporting by adult day care centers may. still be expected
based on the differences in services provided, staff/client ratios and the distance
parameters for:transportation. One adult day care center will provide transporta-
tion to clients within a five mile radius; whereas, other adult day care centers
Brovide transportation to only a few clients because of the lack of vehicles. The
asco County Mental Health Services Adult Day Care Centers have transportation
waiting lists with slots available at their two sites. They could accommodate forty
more clients daily at the two locations, but each site had only one van. .
"The costs for adult day care are also influenced by the kinds of services offéred
and the staff/client ratios. The adult day care centers which provide a health
component through center staff with a medical background, e.g. an LPN or RN, do
report sliihtly hiﬁher costs for services. Since the medical component for the Titles
III and XX funded Aduit Dny Care Centers includes health support activities rather
than primary medical care, the cost differntial is not very large. The cost impact
seems to be greater for centers with a low client/staff ratio in addition to medically
oriented staff. . . .
Again, there are extenuating circumstancés to be analyzed for the adult day care
centers do vary in their use of volunteers to supplement the daily service programs.
For example, the Miami Metro Adult Day Care Centers report a 1:10 ratio for
salaried staff to clients. However, the four Metro Centers have an extensive volun-
teers’ program which augments the staff/client ratio to 1: 5. The volunteers include
student nurses supervised by a county provided nurse who also does the initial

; health screening and on-going health counseling. None of these medically related -

costs are included in the per.diem calculations averaging $17 for the four Metro
Adult Day Care Center. -

A last factor to be considered in the cost analysis is the variation in recipient
characteristics. For example, the Miami Metro Adult Day Care Centers serve many -
post-stroke victims who live alone. This is a particularly vulnerable population
group with many social and medical needs. However, another adult day care center
in Hillsborough County requires participants to be in “reasonably good health and
able to take one’s own medication” in order to attend the center. The most common
admission criteria across the Florida Adult Day Care Programs includes the frail
elderly in need of a protective environment. A'large majority of the clients being
served are below the poverty level which may be an indicator of an elderly person’s
need of a protective environment. The Miami South Beach Adult Day Care Center
Director foresees the elderly’s unmet needs to be reflected in the fact that at least
70" percent of their recipients are SSI eligible, but many do not .apply because of the
perceived welfare stigma. However, these same elderly will attend the Title XX °
funded, South Beach Center because individual income data is not requested. In
accordance with the Title XX group eligibility regulation, as long as”75 percent of



Q

ERIC

Aruitoxt provided by Eic:

]
124

the reciplents have incomes at less than 90 porcent of the State's median lncome,
individual incomo determinntions to not have-to be cogploted. 'The Fitle HI funded
conters also.do not tnandate inconie criterin since the only serviee regulation is that
recipients hava to bo over sixty years of urw. ‘

Nevertheless, the majority of the elderly in Florida’s Adult Day Curo Conters are
on limited incomes, All of the Directors surveyed indicated that income ussessment
i an inforinnl part of a Center's determination of o prospectlve recipient's need for
service. This initinl assessment for service needs also includes n physician's report
and usually an interview with an applicant’s family when thoey live together,

The latter is necessury to ascertain the need for a daily protective environment
and the capability of fuinily members to transport an elderly relative to the adult
day core site. . :

. SBUMMARY OF TITLE Ul AND XX ADULT DAY CARE.

In-summation, the uverage Adult Day Care Center caselond is thirty recipients
daily with an 85 percent average daily occupancy rate. The telephone survey data
results indicate that the occupancy rate could be increased in two ways: (1) by
providing more transportation; and (2) by truckink' recipients over a specified time
period, e.g. a4 month to derive an average weekly attendance rate. Then more
recipients could be admitted than slots are available since most clients do not
attend 5 days every week. None of the surveyed programs had a policy on length of
stay. It is viewed as a variable dependent on a recipient’s health. %)lost terminations

. are due to n worsened rather than a better physical and/or menta! condition.

llowever, three of the adult day care programs associated with multi-purpose senior
centers do encourige movement between the programs based-on a clients’ health
and daily living skills. It should be noted that a stabilization of condition is being
considered a success by many professionals in adult day care programs.

The average per diem cost for “socinlly oriented” adult day care is $13.60 with a
range of $9.75 to $19.133, There are numerous intervening varinbles to be considered
in costs comparisons: staff/client ratios, extcnt of volunteers’ use, transportation
and meals costs, types of services, and types of clients served according to their
ph%'sicul and niental condition, living situation und income. ' :
" The composite picture of an adult day care center recipient may be summarized
as follows: A frnil.'elderlf' person around seventy-five years of age capable of at least
one daily living skill although often in chronically ill health and in need of a
protective daily environment usually because of a limited income that isolates so-
many of the elderly living alone. The percentages vary by site from 34 percent to 75
percent ‘but many adult day care center directors felt that a majority of their
recipients would be in nursing homes if it weren’t for the adult day care.program.
The recipients’ living situations vary by program. An aduit day care center with
comprehénsive transportation services is more likely to serve the elderly living
alone. Whereas, the centers with very little available transportation are more likely

- to serve the elderly living with relatives or friends able to provide transportation.

Since all of the surveyed adult day care centers serve clients with a variety of
impairment levels, it was not possible tc correlate the per diem cost ‘variation to
specified levels of care required. However, a trend developed out of the telephone
survey of higher per diem costs for facilities serving higher age group clients, e.g.,

‘average age over seventy-five. Since deteriorating health is often a factor of increas-

inig age, the higher per diem costs for older age groups is reflective of the significant
relationship between levels of impairment and costs of care.

Community care for the elderly programing .

-As aforementioned, the 1976 CCE Act funded two demonstration projects for adult
day care. The Margate Day Care Program is basically a social program including
social services, supgrvision, a meal and snacks, recreation and some health mainte-
nance services. THere is a registered nurse on the staff and a Broward County
Medical Resource Center- physician assists in the medical screening und limited
medical care. ‘ ' P

‘'The Medical Adult Day Care Program is provided through the Miami Jewish
Home and Hospital for the. Aged (MJHHA). Medical day care includes all the social
services listed above as well as nceded medical care and is intended for people with
more serious chronic health problems. Thee MUHHA is a comprehensive 815-bed
nursing home with a 32-bed specially licensed geriatric hospital. The MJHHA adult
day care clients have access to physiotherapy, a complete range of medical special-
ists, X-ray services, laboratory services, pharmacy services and mental health serv-

ice. ) » :
A 1978 HRS evaluation of these two adult day care programs included an assess-

. ment of the change in impairment levels receiving adult day care services over one

year. The Multidimensional Functional Assessment Queéstionnare.(MFA) yielded
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impairment measures for socinl resources, economic resources, mental health, physi.
cal hoalth, and daily tiving skills, The MFA sources are ay follows: ‘
1w Excellont honlth or status,
2= Good houlth or status,
4=Mlldly impalred stagus,
4= Moderately impaired status, , . %,
hi= Severely Impaired status, '
. 6= Completely {mpulrud status,
A weore of one or two ropresents an indopendent person, A score of three indicatos
the need for oarly Intervention services to, arrest the process of decline. Scores four,
fivo, and six represent a high risk group for nursing care with &ix representing the
bed.ridden or completely paychotic, . ,

\\
- . AN
CHANGE IN MEAN IMPAIRMENT LEVELS !
Change in o
Dimension .
N el med
) time 2 ot
e e a1 e M e R e ek ki 2 g ey e A e it s £ e b
Social, 36 n t.4
Economic.......... 26 21 (#)
Mental health al 34 5,
Physical health... 45 .35 v
ADL....co...... L4 ' 37 +.3
NUMDEE MEIVIEWEH ..o e nell n=29,
' ibd, PR N B
. % No change

The evaluation findings note that the greatest improvement in mental health
occurred among MJHAA ‘day care clients; this was the only client group with access
to a full range of mental health services, Evaluation stalf also noted that the
unusually friendly atmosphere at Mnr;lznte which, they felt assisted the great im-
provement in social resources. The table results reflect an overall success rate in
that there was no decline in the status of the adult day care recipients. The sample
groups were small, especially in Margate, so that scores shoulJJ be used to make
only program inferences, : .

he HRS evaluation of CCE did not include a cost comparison of Margate and the
MJHAA Adult Day Cure Centers since the latter did not include. the medical costs
in their cost reports. The evaluation findings do note that the Margate day.care
program appeared more cost effective than the MJHHA program based on & com.

* parison of their social services and reported costs. Yet such a comparison is difficult

gince the medical component is intertwined with all the other services provided at
the MJHAA for the Aged Adult Day Care Center. In addition, evaluation findings
also note that che two day care pmﬁzrnms are both less expensive than nursing home"
care for comernbly impaired elderly. R

The per diem cost for the MJHHA medical day care program was recently
calculated at $24. Whereas, the Margate socinl day care per diem rate ws $16.25.
The maximum per diem for nursing homes ranges between $25 to $31 bassed on the

day care. The national average of 2.5 days per week and the telephone survey
results of Florida's 2.5 to three days per week attendance would lower the monthly
costs for adult day care in comparison to the nursing home cost.

* The CCE demonstration projects’ program and cost benefits have resulted in a

statewide implementation of CCE adult day care in addition to the other care
sent'ices. Table 2 delineates the site, funding and program information on the eleven
centers. ‘

- " ANCILLARY SERVICES WAIVER: PROJECT s

HEW recently ngproved the HRS 1115 research and demonstration project “Ancil- -
lary Community Care Services, A Health Care System for Chronically Impaired

- Elderly Persons.” The Department submitted a 1115 Waiver application in 1978 to

waive a number of Title XIX rules and regulations in order to obtain Title XIX

funding of the Ancillary Community Care Services Project. In addition to other

(3858 OmeRllm ) . . 1 ’.WO'
» . o o
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community care services, medienlly oriented adult day eare will be funded, in part,

: by Title NIX funds for the st time, There will bo flve adult day care programs

‘ fiunded under the demonsteation project, The project will he denigned to dovelop and
evilunte o varloty of intense medically oriented home delivered, day care, and
medie dwoelnl nssonsment seeviees aimed at meeting the needs of persons age nixty
ane oluor, Project nctivities are proposed for Duval, Pinelias, I’u'k. Broward, und
sl t ureas of  Dade  County,  Participonts will  be selected  from  the
noninstitutionalized, Medieaid eligible, age sixty and older population. The specific
waiver requested that adult day ciré sorvices bo provided under the direction of a
shysician, The diy caré project services will be directed by un Advance Registered
Nitrse Practitioner or a registered professional n-ase,

OTHER STATES MEMCAIL PROGRAMS ' .

A 1975 Comparative Study of Adult Duy Care in the US. in¢cluded three Medicnid
funded prograns in the study sample size of ten different programs, All of the three
Modicnid reimbursed focilitis were affilinted with a long-term, facility from which
they received in-kind or direct support. The study found that affilinted odult day
cart centers were able o offset oxpensive medical services in their per diem calcula-
tions, A mu{'or renson for this is the location of the adult doy‘care centers In .
oxisting medically oriented fncilities. As the study further noted, costs are invvita-
biy higher for new programs not yet at a fully operutional level. Additional summa-
rized findings are as f Tluwnz

Nursing seevices is the function with highest per dieny costs under health services;

Nursing homes may be cheaper for participants so impnired that they need day
cnre more than about three days a week; ‘

Transporta 'on is the most expensive non-health activity: and

Benefits in adult day care may far outweigh added costs of cave. The study
cuggrests the need for outcome studies to pursue this point.

1';1
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Georgia'’s alternative health services projeet ,

The gond off Georgin’s soventeen county demonetration proljvct I8 to test the effece
tiveness of comprehensive, Medicaid-funded community-based servicen o8 an altorna.
tive to nursing home caro for the olderly, A 1970 program evaluntion compnred
twolve-month recipionts of pro{vct sorvices with control groups. The availuble proj.
cet services are Adult Day Rehabllitntion (Day Care), Altornative Living Services,
und Homo-Dolivered Services. The projoct's admission ceriteria include clionts who
are living In n nurnln‘( home or hms applied for nursing home eare and those who
were identified as at risk ol‘onwrlnr‘( o nursing home within six months.

The evaluntion found that the higher risk reciplonts of project services had a
Jower mean monthly cost of all Medicaid sorvices than the control groups not
provided project servicos, On the other hand, ruciplonts of project servicen who were
categorized an at lower risk or nursing home entry cost the Medicaid program less
por person than high risk service or control group tmembora, :

The mean monthly costs of Adult Day Rehabilitation per person was $222 with o
standard deviation of $118 for o sample size of nincty-five clienta, Datn wan provided
on BVErnge -wwkl( attendance in order to caleulate a per diom cost. However, the
evaluntors faverably compared the avernge ndult duy caro monthly cost of $222 to
the $491 mean monthly cost to Medicaid for Intermedinte Care Facilities in Georgla.

‘The Adult Day Rehabilitation component provides’ambulatory health care and
supportive services to the chronically ill or convalescing clderly. Most of the clients
were recontly discharged from o nursing home, hospital or other institution. The
following services were provided: . .

Daily nurging services.—Monitor vital signs, supervise medications, health coun.
seling; coordinate and supervise treatment plans with gh{uiciuns. ‘ ‘

Medical social services.—Support, participant and thelr families; coordinate care
plans with the nurse: coordinate community services to meet client needs.

Planned therapeutic. services.—Crafts, music, educational and cultural programs,

Physical therapy, speech therapy, and occupational therapy.~—One Meal Per Day;
supervision of Personal Care: Assistance with dressing, personal hygiene and main.
tenance of clothing; trunsportation, if necessary; and specinl Medical Appliances and
Equipment which are not otherwise covered by Medicaid but which are prescribed
by o physiciun to serve n medical purpose, prevent illiness or injury or maintain or
improve functionnl independence.

he 1979 evaluation reported that actual costs for Adult Day Rehabilitution
exceeded contracted charges because many of the new programs were unable to
increase their client populations quickly enough to offset the start-up costs. Howev-
er, the reported rates were not adjusted following audits since the programs now
have o chent base which allows efficient use of staff, space and transportation.

The evaluntors compared mortality rates between project and control groups us
the primary effectiveness measure. There was a significant (p. 01) difference in
mortnlity within twelve months of enrollment between higher risk project members
(18 percent) and higher risk controls (46 percent). ’ ‘

In summary, project services appear to have increased longevity for those clients
who were clussified ns at higher risk of entering a nursing home within six months
of enrollment. Analyses of data on the mortality, functional status and morale of
project participants indicate that rrojoct services increased longovity within twelve
months of enrollment. These preliminary results offer evidence that a system of
community-based care can support nursing home eligible Medicaid recipients at an
average monthly cost per recipient which does not exceed the existing long-term
care system. Alternative Health Services, Annual Report, Georgia Department of

edical Assistance.,

Falifornia's adult day health care program ) ) ‘
The California Adult Day Health Caro Act, AB1611, was passed in 1978 after a
guccessful implementation of three adult day health care center (ADHC) projects. In
976, California received a Section 1115 Medicaid Waiver to test the success of the
first ADHC project, On Lok, in two other environments. The program objective was
to “facilitate the development of a state funded adult day health services program
by expanding the testing of adult day health services as a new health care delivery
system designed to meet the special needs of the elderly and disabled by maintain-
ing them in the community." ¢ . . )
Summary of evaluation findings.—Medicaid costs were significantly lower for
persons in Adult Day Health Care than for persons in the control group; Average
monthly Medicaid costs for ADHC were $226.60, 44.4 percent less than tﬂe average
Medicaid skilled nursing facility monthly reimbursement, 67.55 percent less than

* Ruth Von Behren. “Adult Dny Health Services Final Report,” 1978, p. 3.
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the avernge Medicuid reimbursemient for the Sun Dieko control group, and 4 poreent
morv than the combined control group monthly avernge $217.64% nnd Effectivenosa
Performunce Objectives were mot 76 to 100 percent of the tme, o, one hundred of
those clionts who had beon told by their physicions that their only alternative to
nursing care or o mental facllity win adult day care, wore malntained at home with
ADHC sorvices, 3 ,

Madicahd rurncipumn were 74 percent of the ADHC pepulation, The per diem cont
ol care at the On Lok focllity in 197K wan $&4 Tht averagoe days per persan per
month was 1234, Howovor, fluctuntions in the nverage daily attendance reduced the
monthly costa of core, '

The cost offectiveness of the progrum resulted in the 1978 Legislative u{»pru i
ntion of $100,000 in start-up fumllu for ncult day health cure centers. The Adult Day
Henlth Care Act of 1978 established ADHC as 0 Modieald Program with the follow-
ing per dlom rates:

Bane o TP TP e e et I s 0h aebe et ~H19.80
Addors:

Moealso i, e TP TP IPTTORTN v o

MDD w31

L Transportation ..o oo, e " X1

10 percent geographicnl differential....ooiiiiiin NPT e e 1.88

MAXINIUIN G ) RO T RO v e 24.40

The Legislative Act nuthorized the provision of adult duny health care on o short
term busis 08 u trunsition from home health to personal independence, or on o long-
term busis us an option to institutionalization. The Act’s guidelines nro as follows:

1. ADHC centers must be o commnunity-bused service with henvy community
involvement.

2. The centers must be aceessible to the low income elderly.

4. Growth of the program should be planned and controlled.

The lost point emphusized the concern of some Califoriin administrators that
rapid uncontrolled growth would occur. As u result, a county plan must be devel-
oped by an Aduit Duy Health Planning Council comprised of senior citizen repre-
sentatives nnd re?resenmtives from state oging and health programs. The state has
npproval power of the plan and individual provider npplications. All providers must
be Medicaid licensed every twelve months after an on-site financial management,
medical, and standards roview by state health officials. A final control is the 1978
Act's “sunset clause” which means the law will expire after five yenrs unless new

_ lagislation is passed,

© MARYLAND'S MEDICAL DAY CARE PROGRAM

Muryland begnn reimbursement for medical day care in Junuary 1, 1980. The
reimbursement i on an interim per diem nnd cost-related busis and thay not exceed
75 percent of the com(prehensive long term care rate. The rate ceiling is $24.98 per
dni for fiscal year 1980, ' :

ligibility criteria for medical day care include a Medicnid eligibility und PSRO
certification for long term cure. Specific mnedical day care services must be physician
ordered, and each participant must have a plan of care established by a physician
and updated every ninety days. -

A medical doy care provider must have as a minimum a full-time registered
nurse, a part-time activities coordinator, a part-time social worker associate, and a
staff physician who may be full-time, part-time or contractual, A full-time staff
member must be designated as the Health Director. The minimal acceptable staff
ratio is one staff member to six participants. o

The following services are mandatory: (1) Medical Services; (2) Nursing Services;
(3) Physical Therapy and Occupational Therapy as needed; (4) Personal care; (5)
Nutritional Services; (6) Medical Social Services; (7) Activity Program; and (8) Trans.
portation‘as needed. . -

The nbove services must be ordered by the participant’s physician as part of the
plan of care, medically necessary, and provided to participants certified ns requiring
at least intermediate nursing facility care. )

NEW JIERSEY'S ADULT DAY HBALTi‘l CARE

A facility must be licensed as a long-term care facility by the Department of
Henlth to participate in the New Jersey's Adult Day Health Care Program. Approv-
al by the State Medicaid Program is also required. New Jersey is planning to

’
‘ . : |
' . ) 1‘l |
o g : ¢ ‘

. - .
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:ixpuml the program to reimburse providers athor than nuréing homes for medical
ny care,

Kluw Jorsey rolinbursos ench long-term care factlity 76 porcont of thely ICF-B rato,
The avornge cont per doy In :‘23.1'... Thin rate does not Include physical and speech
thorapy services which are billed separately, The program has been in operation for
two yoars and Fr«wntly relmbursen for medieal dny care to three hundrod Medicald
rociplents, All billing 18 dono on 1 monthly basis and cannot be submitted lnter than
ninoty days after the date of survice,

WABHINOTON'N ADULT DAY HEALTH CARK HERVICKS

Adult day hoalth care servicos in Wushington are Medicnid reimbursed to facills
tiew with o contruct for dny health services with the Area Agency on Aging. The
Aren Agoncy must bo willing to use some of its State funds an match for the foderal
portion of the Title XIX reimbursemoent for those reciplents over sixty XOurs of nge.
f the Title XIX client is under sixty years of age, the entire por diem wili
reimbursed. The maximum Medicnid reimbursement for day health care {8 $20 per
diem, which Includes $2.00 per client per day for transportation,

The adult day health programa must oporate nt least five hours a day, three doys
n week and provide nt least one meal per day. A physician's written approval [or
day health services is required. :

NKED INDICATORS FOR MEDICAL ADULT DAY CARE IN FLORIDA

Florida's ropulntion over sixty years of age 18 projected to increase by 706 percent .
between 1977 and 2000. The ¢l erli' population is currently estimated at 2,205,678,
da’s population. Dade County has more, individ-
uals ovor 60 than sixteen other states. Pincllas and Hillsborough Counties have
more olderly than twenty-one other states.* : ‘
'f‘\é)proximutol 120,000 noninstitutionalized elderly have been identified by the
HRS Aging and Adult Services Offico as having an unmet nced for some type of

- long term care. There are an estimated 300,000 cldorly in Florida below the poverty

lovel. The porcentnﬁe of eldorly ‘below poverty ranges from 40.4 percent in Dixie
County to 9 percent in Broward County. ,

A 1979 legislative report on Aging quoted national data indicating that as many
as 320,058 functionally impaired elderly Floridians mni; be in need of long-term care
services. In addition, therc are approximately 27,000 oldorly in Florida nuruing
homés and 1700 geriatric pationts in state mental hospitals. There were 13,68
elderly patients in Florida's nursing homes in June 1979 that received Medicaid
reimbursed services.* . , . :

An immediate need indicator for adult day care is the waiting list number for the
existing adult day care centers in Florida. Ninety percent of the surveyed centers
had walting lists of over ten applicants. As ono surveyed director noted, the waiting
list number would be much higher if the program was publicized. Also, a majority of
the state's communities do not even have an adult day care center, much less n
maintained waiting list for care.

As discussed earlier, the HRS Offico of Evaluation and the Florida Research
Center, Inc. have conducted evaluations of adult day care programs funded under
the Community Caro for the Elderly Act. The results of the evaluations of communi-
ty care programs, including adult day care, support the concept of adult day care;
on the average, clients became less impaired; theprograms met the client perceived

"need for services; the rate of entry into nursing homes for clients in the program

was less than half that for the general population; and the cost of services was less
oxpensive than tho least expensive level of nursing care.”

Recommended program improvements )

In 1977, the House Committee on Health and Rehabilitative Services included the
following recommendations on Florida's Medijcaid Program:

The funding and administration of Florida's Medicaid Program should be oriented
80 as to concentrate as much on keeping its citizens well as on curing their sickness,

The focus of Florida's Medicaid Program should be altered so as to place greater -
emphasis on health care provided through alternatives to institutionalization. '

urthermore, the Legislative Committee recommend in their 1979 réport on

Aging that health-related treatment be advanced in some of the licensed adult day

* University of Florida, Bureau of Economic and Business Research, Older People in Florida:
A Statistical Abstract, 1976, p. 85. : . . . o \
17;)Report‘of the AD Hoc Subcommittee on Aging, “Aging: A Realistic Commitment.” 1979, p.
* HRS Evaluation of Community Care for the Elderly Program, p. 60.

@
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care contors, The Ancillnry Servicos Walver Project will fund five demonstrition
muedicnl adult day cire contors. [lowover, the unmet need for this service s
statowldeThe Muedicald program s eurrently modeled to nssist eldorly persona
whaose health s in o critienl state, often requirlng Institutlonalizatian, Community
provided sorvicen are oswentinl to address the chronic needs of Florlda'n agin
'mpulutlon bofore the :requirement for skilled care in necossnry, Department o
loulth, Educatlon nnd Welfare statistics indicate that more than 40 percent of all
non-institutionnlized poraons ovor alxty-five yonr of ngo and older wore found to be
Hmited In their netivity by chronic conditions, In additlon, the soverity of thewe
dinabilities increase deamatically with uﬁm

The current Medienld nvernge remibursoment raten to nurting homes are as

follown:

L S
SUICHE e e 6024 $all
intermediate | S w e e 56947 839
termedate ... . NERAN 46918 10

Bt o b 13 B o i MO YA

A cost/benofit comparison of thu\\lursimi home reimbursement rates to medical
adult day care would have to tonsider the lutter’s days’ attendance per month and
hours per day for Medicaid reimburserpent. The $24 per diem rate calculated by the
Miami Jewish Home and Hospital Medical Adult Day Care Center is comparable to
natlonal statistics and will be used for comparative purposes for a six- to cight-hour
service day. " :

MEDICAL ADULT DAY CARE: $24 PER DIEM

$268 3 days/week
384 4 ays/week
480 5 days/week

12 days pef month .. ...
16agayy ..
20 days

The cost comparison is favorable to medical adult dn{ care with the assumption of
comparnbly impaired individuals at the intermediate level being eligible for either
nursing home care or medical adult day care. The medical adult day cure rate does
exceed the Intermediate I rate by $35/month when a person attends every program
day for a month. As national data and survey results indicate, the average weekly
attendance is 2.5 to 3 days por week. This correlates to a $156.88 monthly cost
reduction for a person attending a medical adult day care center three days a week,
but eligible for Intermediate 11 care.

Title XIX funding of medical adult day care :

Applicable Title XIX regulations or guidelines that apply to the funding of a day
hospital or day treatment services program are us a follows:

Utilization review

The medical review requirement applicable to inpatient hospital and nursing
home services must be used for adult day care programs. These regulations require
4 medical review, including medical evaluation, of the need for care in an institu-
tion and provide a prescribed plan of care. This review must be made prior to
udmission to an institution to determine a plan of care.

Federal financial participation (FFP)

FFP is available under Title XIX for day hospital or day treatment services under
the outpatient hospital or clinic services definitions in the Title XIX rules and
regulations. Georgia is currently ex loring the possibility of funding their statewide
implementation of Adult Da habilitation services under the Home Health regu-
lations, governing licensed rehabilitative services facilities (440.70E). The direction of
HCFA secems to be to develop a new service entitled “Day Medical Treatment” for
proposed rulemaking within the next twelve months. '

Methods of reimbursement
Reimbursement must be based on the following conditions:

e
(g
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1. Reimbursement authority exists in Section.1905(aX2) ahd 1905(aX9) of the Act,
“and 45 CFR 249.10(bX2) and (bX9), i.e., “‘outpatient-hospital services” which is a
reguirement for all participating states, and “clinic services.” -

2. State payment structures will meet requirements for Federal financial partici-
pation if the provisions of 45 CFR 250.30(bX3Xi) and (bX3X)ii), relating to noninstitu-
tional services, outpatient, and clinical services, are observed. The upper limits for
payment will be reasonable and customary charges. . : _— <

3. As in the Skilled Nursing Facility, where payment is made on a per diem basis
according -to “customary and prevailing charges,” and a few patients receive large

“amounts of required nursing services. while others need only minimal medical
attention, this alternative proposal allows the same “averaging out” system for .

. computing reasonable charges in non-resident situations. : 3
“ 4. In the case of a free-standing Day' Treatment Center, the upper limits for
reimbursement- must not exceed amounts paid under Title XIX for similar services
in inpatient hospital facilities and skilled nursing facilities, less an amount identi-
«fied as the part of the cost appportioned to items, services, and equipment required
-+ fopoperation of a twenty-four hour day, such as additional professional third shifts
){} twenty-four hour day occupancy situation, additional housekeeping personnnel
and skilled workmen, light and heat, etc. In determining indirect costs, expendi-
tures for sophisticated equipment; ordinarily required only in the fully-equipped
inpatient faciiity, should be disallowed. . ) : :
’ n determining reasonable cost, in negotiations with a. facility which is Title
XVIII certified (or like facilities), the regulations of 20 CFR Chapter, III may be used
as a basis for identifying amounts to. be deducted for the Day Hospital Program.: -

In both the Day Treatment Center and the Day Hospital Program, that part of

—..  the cost which represents a substantial savings (i.e., the deductible amount for items
" apportioned to non-residency) should be carefully negotiated by the state. In this
way;  the cost of a “package” of services will be reduced by the efficient use of
expensive capital without incurring costs of twenty-four hour operation facilities..
Negotiations should be undertaken facility-by-facility or on the basis of average -
. charges in the locality. Care should- be exercised that there are no unnecessary
additions, in terms of personnel and equipment, which could nullify some or all of
the cost savings where feasible and in the best interests of the patients, of ambula-
tory services.*” - .
Program standards - . . :
Federal guidelines outline the following program standards:
1. To describe in writing its philosophy, objectives and.program for ‘providing
medical and ancillary health-related services to tion-resident registrants in its facili-
ties. B :

2. To providé a comprehensive assessment of the health status and the related
social, psychological, and cognitive needs of each individual patient and to make a
determination ‘'of the range and kinds of services required. These determinations

) must be made prior to the registration of the patient in order to demonstrate
satisfactorily the suitability of the program for the patient’s needs. .

3. To demonstrate to the satisfaction of the State agency that the organization has
adequate staff and facilities to provide the planned services for the types of patients
described in its program scheme. s ' .

4. To insure that the assessment of need and the individual treatment plan are
professionally prescribed by a physician or other suitably recognized practitioner or
interdisciplinary team; and that qualified supervisory personnel, approved by State
Licensure, carry out the plan of care. . ‘ S

FUNDING ALTERNATIVES

CCE funds . . :

The proviso lanEuage for the Community Care (Core) Services authorizes a ten
percent local match requirement for the ninety percent General Revenue funds (See
Table 2, Page 15). The General Revenue appropriated for Community Care for the
Elderly must be used to fund at least three of the €ight core services.” . _...--~

The CCE target group is as-follows: Age 60 and older, functionally impaired from: .
Nursing homes, State facilities, and. community residents’in jeopardy of a nursing
home or other institutional placem_en.t//'.y )

Approximately 60 percent of the population targeted for CCE funded adult day
care has been-1dentified Medicaid eligible .without anf' income criteria mandated
under the existing program. The Medicaid eligible population varies by an adult day

* Information Memorandum, SRS-M776-3 (MSA), January 22, 1976
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care center's location and outreach activities to make the service known to frail
elderly with poverty level income. At this point in time, there has been little need
for outreach activities because of the limited:funding for adult day care programs
and the waiting lists for service. Therefore, the 60 percent Medicaid eligible elderly
targ(ieted for adult day care may be representative of a-low estimation for service
need. . , . : o . .

The 1979-80 CCE appropriation is $3.4 million of that sum, $1,053,617 is allocated
for adult day care programs. Of the annual allocation of approximately $1 million,

" $343,000 has been earmarked for the adult day care services that will be provided

through the Ancillary Services Project (the Title XIX waiver project).
The remaining $710,617 could also be used to earn Title XIX funds, CCE funding
for adult dn{ care programs consist of 90% state General Revenue funds and 10
matching funds. Based on estimates of the CCE adult day care pro-
gramproposals and the results of a telephone survey conducted by the Medicaid
office/approximately 60 percent of the current adult day care caseload is Medicaid
eligible. A proportionate share of the state funds could be used to earn Title XIX
funds for medically oriented adult day care. :
The following analysis contrasts the current CCE adult day care funding method- |
ology and the alternative state—Title XIX funding methodology. :

" ALTERNATIVE FUNDING STRATEGIES

OCE general  Required local  poora) fungs  Total

revenue malch
A. Current funding strategy ... . O§710617 - $71.062 S0 $78L679
B. Potential funding strategy: ) . - .
Non-medicaid CCE ! 81241 28425 S0 31561
Title XIX 20UIL G2Y CAE .2 s 426310 0 612037 1038407 °
Tt o ' . TIOEN . 2B425 61203 1:354,079’

1 dd"ercent of the adult day care service. pepulalion is not eligible for Medicaid. Consequently. approximately 40 percent of the CCE funds could
not earn Title XIX funds. : )

The above analysis indicates that.Strategy B would generate-$612,037 in federal

" funding and provide for a total adult day care program of $1,354,079, or $572,400

more than Stragety A. This would increase total adult day care funds by 72.8
percent. Strategy B would also save local governments’ expenditures of $42,637. On
the other. Wand, if local matching were still required, local funds could generate
$61,204 in Title XIX funds and further expand the total adult day care funds.
The additional funds generated by Title XIX federal financial participation in the
adult day care program could allow the use of state and local funds that currently
earn Title XIX funds. -During fiscal year 1979-80, $110,761 of local and state funds
27 in Title XX funds for adult day care. Although the

$110,761 would only earn Title XIX funds in the amount of $158,993, $167,034 less
than under Title XX, Stratzﬁ:v B earns $569,400 more in federal funds. If this
alternative strategy were used, adult care Frogram funding would be released for
the funding of other programs or additional adult day care for non-Medicaid eligi-

It is recommended that a new service be developed for coverage under the ‘State

Medicaid Plan for 1980-81. Since HCFA is planning to propose rulemaking for a

new service entitled “Day Medical Treatment”, it is recommended that Florida use
this service title although the term “Clinic Services” will be used in the interim in

. order to secure Title X1X FFP under the existing regulations.

The intent of the new service, “Day Medical Treatment Clinic Services;” is to = .

' provide an alternative to institutionalization for the “at risk” population. All serv-

ices would have to be physician authorized with a treatment plan,developed. Since
there could be no age limitation under Title XIX and the program justification is to
encoura%; nursing home deinstitutionalization, definite gervice parameters: will .
have to developed prior to the program’s implementation planned for January,
1981. Budget authority will be requested to adjust the 1980-81 appropriations 1n
order to use part of the CCE funds-as match to generate Title. XIX funding. A

" budget issue will be presented in 1981, dependent on cost/benefit data collected that

will request addipional general revenpe fundirg in order to expand-adult day care
programs in Florida through the Medicaid Program.” . S
The Florida Medicaid Office has requested technical assistance from HCFA's

Region IV and Central Offices. Their representatives will be providing this assist-
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ance within the next ilew months sb as to plan for the receipt of Title XIX FFP for
medically oriented adult day care under the existing regulations for a specified

:target group, i.e., Medicaid recipients “at risk of” institutionalization or in institu-

t'ns.
finally, it is recommended that additional study be conducted on the viability of
implementing a separate component of Day Medical Treatment Services to provide

. for short-term day treatment for persons who would otherwise be inpatients in
- hospitals. The American Cancer Society has recornmended that such facilities be
_developed for individuals in need of continuous, yet intermittent, chemotherapy as
. well as other treatment needs that otherwise require hospitalization.

: ** STATE OF MARYLAND,
MEDICAL ASSISTANCE POLICY ADMINISTRATION,
DePARTMENT or HEALTH AND MENTAL HYGIENE, -
. Baltimore, Md.. May 6, 1980.

s

Hon. CLauDE PEPPER; i
Chairman, Select Committee on Aging,
House of Representatives, Washington, D.C..
DeAR-CoNGRESSMAN PEPPER: | was pleased to have had the opportunity. to attend
the hearing on day care held by the gubcommi;tee on Health and Long-Term Care
on April 23, 1980. I ‘would like to commend your staff for an excellent job of
selecting witnesses who represented various types of involvement with day care and
a divergence of opinion as to the value of day care. 1 was also gratified that the -
committee stated that written questions would be submitted to the witnesses so they
could prepare properly detailed responses. Since this has resulted in the hearing
remaining open, I wish to take this opportunity to present my strong support for
day care, my response te ceitain witnesses and some additional information.

Day care definitions : v _

I believe that the testimony indicated that various witnesses and committee
members meant different things when they spoke of day care. It is important to -
carefully define day care in its’ various guises and modes. Perhaps it is most
common to assume that there is only two models of day care, i.e., health oriented or
“day hospital” (known as Model I) and socially-oriented or “multipurpose” day care
(known as- Model II). Because there exists such a tremendous range of services
within the health oriented model, I believe these definitions are inadequate. Instead
there are really three levels: - . ‘ .

Level 1—Day Treatment which is a very intensive rehabilitatively oriented serv- -
ice. It occurs at a day care center affiliated with a hospital or a heavily skilled
nursing facility. C . -

Level 2—Day Health or medical day care which is a less intensive rehabilitatively

oriented service but provides such services as physical therapy, occupational ther- -
apy and speech therapy for those who need it and provides nursing services, social
work nutrition, transportation and activities for all participants. It occurs at a
nursing facility or a free standing center. T . .
" Level 3—Social Day Care which has no therapy or nursing but provides social
work, nutrition, transportation and directed ‘activities. This differs from a multi-
purposé; senior center in that there is more staff plus the programs and activities
are deyeloped specifically for individuals not just free choice group activities. This
type occurs at a free standing facility. ‘ o .

Per diem cost generally declines from Level 1 to Level 3; this is primarily due to
stafﬁng requirements but also to the need for specialized activities and equipment
for Leyel 1. s

It is/ not surprising that to a large degree current programs have oriented them-

.selves(to satisfy the requirements of funding sources and are not neatly distributed
within the three levels, Most day care in the United States is Day Health. I believe

that the fact that Dr. Weissert has studied Day Treatment instead of Day-Health
explains a large part of the discrepancies between his findings and the experiences
of both day care providers and state personnel who manage day care programs
through auspices such as Medicaid. S

Weissert study B : . '
Dr. William Weissert in his most recent study entitled “Effects and Costs Of Da
Care and Homemaker Services for the Chronically Ill: A Randomized Experiment”
has determined that day care is costly and ineffective. When questioned about this
study or its implications, he carefully retreats into the complex statistical method-

ology and states that in this case those were the findings. -
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I suspect that Dr. Wei..ert retreats into the study because; he ‘realizes that the -
study has two fatal flawr - .ad several other serious ones. In Dr. Weissert's defense, I
am sure that these flaw, are much easier to see now than in 1974 or earlier when
the study was designed. This is especially true of the first major flaw, which was to
study day treatment centers which were intensively rehabilitively oriented and
costly. In"part they were costly because they were intensive, in part they were costly
because they were located in hospitals with high overhead and|day care had to
assume a part of that overhead. ‘At the time the study was designed, there ‘was a
limited number ol facilities that could have been studied and a significant portion

‘were of the day treatment variety. Now there are over 600 day |care centers and
‘most are of the day health variety. The selection of the centers biased the'study .

tremendously. - :

Just as the selection of the facilities was critical so was the selection of the.
population to be studied. At the time, 1 am- sure, there were valid reasons for
chosing to study a Medicare population who weren't at risk of institutionalization,

but now it seems ill-advised. That the studied population was not at risk of

“institutionalization is clearly shown by Dr. Weissert’s own figures: only 11 percent

of the experimental group and 21 percent of the control group used a nursing home.

" The studied group was not nursing home bound. As was clearly demonstrated by the

questions raised at the hearing any federal interest in funding day care is as an
alternative to institutionalization, not as an add-on service. Since the Weissert study
does not address this need, it is virtually useless. : / .

_It would have also been better if a Medicaid population ‘was covered. Since

Medicare does not cover day care, the findings are practicylly moot. However, .

.Medicaid does cover day care as an optional service and is reimbursing for ‘it in
seven states. Lessons about day care and the medicaid population would have been - -

valuiable. Dr. Weissert himself hinted that the wrong population was chosen when,
in response to a question from Rep. William Ratchford/as to whether standards.
were needed, he suggested that the population be narrdwed. I believe he felt the
population should be narrowed because he knew his population was not at risk.

In addition to the two critical flaws above, both of which I feel invalidate/the
study there are two other serious flaws. I mentiory these in the hope that any
subsequent study could avoid them. The first is tha}/ the providérs chosen were not
all experienced. This is demonstrated by the fact {:gt they had trouble filling their
quotas. and the fact there was no waiting list. Neither case is typical. Ordinarily the

"+ only centers that.don’t have waiting lists or are not filled to capacity are those that

- are all private pay. However there is rarely a situation where a center with public

seven days for- nursing

" people, day care costs more.

funding can't fill the funded slots. The very fact that the quotas were unfilled
resulted in a higher cost per person per-day. In effect the start-up costs were
amortized to the study participants. . - . .
A second serious flaw is that Dr. Weissert designed the study to determine if day -
care was an alternative to a skilled nursing facility. Experience has.shown that it is
more typical for a daf' care participant to.use day care instead-of an intermediate
care facility not a skilled facility. Again the choice of day treatment model not da
health led to the selection of skilled.facilities. Yet Medicaid spends billions eac
vear for intermediate care facilities,.in some caes for people who don’t need to be

. there. | :

It is easy to see how this design led to inaccurate results. The first conclusion was

that day care is not an alternative to nursing homes: However, if a population that

was at risk had been studied, the results would have been quite different. Also day
care would have proved to have been more of an alternative if intermediate care

‘facilities, not just skilled facilities, were considered. .In Massachusetts where ali

participants are deemed at risk the staff has determined that one-half would be
institutionalized without day care. : B )
The- second conclusion was that day care was costly. Part of the cost was due to

. day care, in the study, not being an alternative service. The costs in the. study,
‘which represents 1975 and 1976, were over $50.a day. Yet states that offer-day

health not day treatment are now. four years later, paying only about half of that. .
Testimony revealed that Massachusetts is paying $24 a day and Washington is

" paying $26. California and New Jersey also have rates that are in the low to mid

twenties. Interestingly, none of these states are low cost states. If the .effect of
inflation during the last four years is considered, the difference is even more
remarkable. S, e ’ o
As day care is typically utilized an average of two or three times a week versus
gome care the cost savings grows. Mr. Jeffrey Merrill is
correct that no service i1s more or less expensive for everyone but that it depends on -
the individual participant. Dr, Weissert has amply demonstrated that for the wrong.

1
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Georgia alternative health services’ ' - : U
The State of Georgia has obtained a waiver to study day care and home delivered

- services. -Their. preliminary results are that: “The mean cost per person to the

Medicaid program for all services for recipients of project services was considerably

“lower than the mean for control group member who received nursing home serv-

ices".!

The project services also resulted in significantly lower client mortality rates .

lwithin 12 months of enrollment with no evidence that the increase in longevity was
loffset by lower functional status. In effect Georgia is finding that day care and other
alternatives when carefully selected are less costly and are an effective service.

. General Accounting Office study

. The General’ Accounting Office in its Report to the Congress entitled “Home
Health, The Need for a National Policy to Better Provide for the Elderly” published
in December 1977 concluded the families will help with the care of tﬁe
they are given a respite and some support. Day Care can be a very effective way of
providing respite for the family and needed services for the participant.

" Cost effectiveness : .

Many of the questions raised by committtee members indicated concern with
whether day ‘care is cost effective. T would like to caution the committee that cost
‘effectiveness cannot be the only.standard by which day care is judged. As Ms;
Ansak, Executive Director, On Lok Senior Health Services, dramatically “testified
the cheapest course is to let the elderly die. : . .

When Medicaid was-created as the Nineteenth Title to the Social Security Act

" nursing homes were included as a covered service because it was felt they would be

more cost effective than high priced hospital beds. Since then the federal govern-
ment and the states have spent billions.on nursing home care, the costs of the care
has dramatically increased, much- of the care is inadequate, and now another
solution is souggt.

takes uand just be based on cost effectiveness. Certainly cost is and should be a
criteria, but it is no more important than that thé care ge medically effective, that
the quality of life be considered, and that the elderly be treated with the dignity
and respect to which theyv uare entitled. ) - : .

Medicaid and day care

-As there are no federal standards or regulations for day care as a covered medical

service under Medicaid, an excellent opportunity exists. Day Care can be structured
under Medicaid to address some of the committee’s concerns. It can be assured that
day care will serve as an alternative.by limiting.it to those who are nursing home
bound. In Maryland we limit day care to those who have been PSRO certified as
requireing nursing home care.

*.. The cost of day care can also be controlled to some extent as a ceiling could be

imposed .or the reimbursement rate could be tied to, for instance, a percentage of
the nursing home rate for-day health and percentage of the hospital rate for day
treatment. 1t should ‘be kept.in mind, however, that the average. utilization of day
care, two or three days a week as opposed to institutionalizdtion seven days a week,
is in itself a savings. o :
Continuum of care \

In conclusion I would like to say fhat Day Care is not a panacéa\.' It-can be a very
good and useful service for the right person. I believe that this is fhe key: that the

_ service be appropriate for the individual. Day Care can fill ‘part of this need, but

what is really needed is a continuum of services. I strongly believe that the appro-
priate use of a continuum of services is the cheapest and ‘most effjcient use of

. resources. In many places now, the only choice is nursing homes, which\has created

an artificial demand. By developing and funding alternatives, th(\ tremendous ex-
penditures for nursing homes will decline and the elderly will have real choices to

meet their needs. Hopefully these choices will enable many of the elderly to remain

in their homes and communities and tc live and die in dignity. - .

Finally, T would like to send you a report prepared by the Maryland Department

of Health and Mental Hygiene entitled “Report and Recommendations on Alterna-
tives to Long-Terrh Institutional Care”. I hope it proves useful. Also I would recom-

" mend that. the committee .give. serious consideration. to requesting the General
Accounting ‘Office to study day cate. 1 have much respect for their work. Unlike

some studies which use sophisticated methodology ;in liei of common.sense, the

*Georltin Department of Medical Assistance, Alvtornniive Health Service Annual Report 1978~

elderly if.

This attempt to offer alternatives should not repeat past mis- -

o

79 Atlanty, Ga. p. 120
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GAO has always impressed me as starting with a common sense abpronch and then

" doing whatever analysis is necessary to reach a valid conclusion.

If I may furnish the committee with any additional information, please contact
me. ’ : . .
Sincerely, - '
. - - Lypa B. SanFoRp,
Chief, Division of Program Development.

Enclosure.

(Nore.—The report “Report and Recommendations on Alternatives to Long-Term Institutional |

Care,” has been retnined in Committee files due to its size.)

' Sknrtor Crrizens, INC., DAY CARE FoR THE ELDERLY, .
.JosepH B. KNowLEs CENTER,
Nashville, Tenn.

A day care program for the elderly began operating in April, 1972, It is now
under Third Party Funding Provisions of Title XX of the Social Security Act, Social

‘Rehabilitation Services. It is administered by the Tennessee State Department of

Human Services. As a United Way Agency, Senior Citizens, Inc. participates in this
program. A R - o C
e now give day care to tw_e'ntf'-'one per day who are over sixty years of age and
: and who suffer -some degree of physical and/or
riental handicap due to a variety of causes. Among this target group, it is our aim

“to, .reach such individuals for whom our program acts as a deterrent to

institutionalization or efables family members to be gainfully employed so as to
keep the older person in the home. It is likewise aimed to include those isolated
individuals who could profit from culturally enriching experiences and peer-grou
associations. The program includes transportation, afternoon snack, noon meaﬁ
health maintenance services, informationaroand/or referral services, social welfare
:e}'vices, and a varied program of crafts, parties, and special activities, including
rips. : :

abouteight%'different individuals. The caseload has now narrowed down to about
thirty-five. The average attendance is three times weekly. Profile of the program is

" 85 percent female and 90 percent black. There are also 8 partially sighted partici-
pants in the program. These 8 individuals initially presented problems to the staff .

who had no special training to work with partially sighted individuals; therefore, a

* program specialist trained in working with the handicapped, has been added.

After a participant has been in the program a few months, we are able to observe
remarkable improvement. . -

Some of the areas where improvement. is greatest is in their orientation to time -

and place; in their improved ,self-imn%e and positive ego development; in increased
physical activity; in conversational skills; in better grooming and cleanliness; and in

their overall outlook on life, which is much happier and more optimistic.

Generalized services . -
1. Counseling with aged individuals and their families. )
. 2. Health supervision of Day Care participants.
3. Motivation counseling aimed .at creating and supporting a desire to interact

‘with others, and to become more independent.

4. Group activities in keeping with the needs and capacities of the participants.

Specific services - ' c :
1. Day care program N B -

(@) Includes daily individualized and group activities. Some of these are handi-

work, games; crafts, music, art, and various ongoing classes at Knowles Center such
as gotte , sewing, communication skills, and emphysema exercises.
b).

Includes transportation to and from Center, morning and afternoon group or

individual activities, snack time, noon meal, and rest time. . .
(¢} Includes definite programs.for cultural enrichment: book reviews, travelogues,

group singing, and trips to community attractions.

2. Social services S . . —_—
(a) Includes: evaluation and diagnosis:of each participant, with activities planned
on individual basis, - e o :
(6) Includes. supportive therapy, crisis intervention, outreach, .referral and re-

n order to have a capacity load of twenty-one per day, we have worked with .

.

T atiorforparﬁcipgntsﬂnd%hefr—'fami !y' R "

12
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(¢) Includes motivation counseling by interpretation of behavior -and aspects of
aging to participants and family members. -~ - . .

{d) Includes counseling on all aspects of consumer problems, emphasizing the
basic requirements of food, clothing and shelter. L s : )

J. Health services - : .
(a) Includes individual assessment, determination of medical regime as ordered by
Rhysician, advice for those not under medical care so that they can utilize existing
ealth services, selected screening tests, nutrition information, and foot care. -
(b) Includes emphasis on.personal hygiene regarding cleanliness and grooming,
with the aim of motivating individual to assume responsibility for self care. Co
) Includes daily progfam of exercises as appropriate for elderly participants.

- 4. Food . . ! } )

(a) Nutrition .is included as it is one of the National %riorities for the elderly. A

definite program is presented giving the participants basic information on food
selection and how food relates to their total well-being. .

(b). Provides a well-balanced three course meal five days a week. Special diets are

also served. ' . »
(¢) Provides mid-afternoon snack including either fruit juice or fresh fruit, ice
cream, or diabetic fruit, if necessary. : ) . B ‘

3 ﬂauspoﬂalion ‘ - )
(@) Includes picking up participants and returning them to their homes. A 15-

»geassenger bus owned by the project is used; also we rent an additional van from '

nior Citizens, Inc.- .
(b) Includes limited transportation for clinic and doctor appointments where no .
other transportation is available. .

Eligibility for participants )

The project is limited to individuals sixty years of age or older who are deter-
mined to be eligible- under Third Party Funding of Title XX of the Social Security
gect.'.’l‘he project is administered by the Tennessee State Department of Human

rvices. . ‘ i : - )

Senior Citizens, Inc., is a multi-purpose center for individuals fifty-five years of
age and older. There are thirteen branches and one mini-center-(open five days a
weeh) in.the Donelson area. All the branches, including the mini-center are in
Metropolitan Nashville. The main Center is open six days a week but the branches
meet only on their one day a week. There are 4,200 members of the Center with an
average daily attendance of 360 at the main Center and branches. Programs offered
by Senior Citizens, Inc., include educational and craft classes, recreational activities,
couqseling services, health consultation and information, food and rehabilitative
services. . ) . - o

There are several other services housed in the Senior Citizens, Inc., building. They

- are: Foster Grandparents program; Mobile meals for indigent elderly who are re-
- ferred by Visiting Nurse Service; Homebound meals for those who are unable to

prepare their own food, a year-round Trip program, and a second Adult Day Care
proFram which operates five days a week for those who.need the service. There is a
staff person provided. This program is funded under State funds provided by the
Tennessee Commission on Aging. ' o .

The Title XX Day Care program, as described, is the other special program at _-
Senior Citizens, Inc. One ‘of the attractions of the Day Care program is that it
functions as an integral part of this multi-service agency, giving the participants
many more opportunities ﬁecause of its location. Day Care participants are enrolled

" in J)ottery class, emphysema exercisés, liquid embroidery, organ and piano, crafts,
an

also.take part in physical fitness activities, as well as enjoying the parties and

- films.

After 8 years, we are convinced that this type of intervention and the services
“provided through this program does prevent unnecessary hospital stays or referrals
to Nursin%1 Homes. Of the approximately 350 individuals given service by the
program, the families have expressed repeatedly how helpful it is. Not all of the 350
were admitted to the program. From the approximately 180 who were participants,
we have lost 15 by death, 8 are now in Nursing Homes, and 4 are now in institu-
tions. Some improved to- the point that the program was no longer necessary and . -
the others have moved away.. - » S o .
The Day Care program has indeed made life enjoyable again for those who had

given up and were just existing. For this we aré grateful. : . -

.
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* Prime Time DAy CENTER,
Evanston, Ill.. April 29, 1980.

Craupk PepPER. ) :
Chairman, Select Committee an Aging, - -

House of Representatives, Washington, D.C.”

‘Dear CONGRESSMAN -Pepper: | wish to'submit the following facts and information
to be placed in the Congressional Record as testimony for establishing Adult Day

.Care Ceriters for the Elderly.

The recorded interviews with adult-children tell-more elequently than' descrip-

tions or factual -information how “effective and accomplishing attendance at Adult
Day Centers can be. . : \
he chart defines various types of day care centers and demonstrates the flexibil-

ity and adaptibility of the Centers to fit'the endless medical, social and psychologi-
cal needs of the senior citizen.’ : . )

You are to be highly-commended for your efforts in establishing this viable
alternative for the maturing adult who otherwise might be condemned to a bleak
existence in a nursing home that doesn't answer his/her needs. ) " o

Thank you for the opportunity to record my testimony in" the Congressional
Records. o - s

Sincerely, .
SHirLEY SIDRAN, Director.
Enclosure. ‘

Following are interviews with families whose elderly pnrerits are attending the

~ Center: :

Bob Clark, single and in his early 40's, has had sole responsibility for his mother,
Elsie, an 82 vear old former piano teacher when she left a long established house-
hold in Pittsburgh three years ago. They live in a large apartment building where

“close to 75 percent of the units are rented by widows 60 years of age and older.

Although it would seem that this environment could provide a large number of
potential friends for Mrs. Clark, many of the women have lived in the area for years
and have already established personal relationships which she, a transplant from
Pittsburgh, hasnot. .-~ - ’ . S

“Mother isn't accustomed to/going our and making friends,” Clark says. “She
doesn’t play bridge, and, as her slowing down became more noticeable, it began to

‘make people her age uncomfortable.”

Clark . read about' Prime Time, The Home’s Day Center, in the local Evanston
Newspaper ‘and says, “It was/exactly what'I felt was needed.” At first he was
hesitant to send Mrs. Clark evéry day, but he found that it was necessary for her to
establish daily relationships w'y'th people. o . ) )

“She is now much keener mentally,” he says, and credits it to her “having to use *
her .brain every day.” She h?s a better memory, and now her blood pressure has
goné way down as well. From/ the first couple of weeks, I noticed that when I picked
her up each day, she was Aharper. Now I'm finding I can relate to her as an.

. adult. . . . ] have more confidence that when I ask her not to do something she

won’t do it. She tends to bé much less confused. She needed the social interaction
very much. - : L ) .
Clark has observed that his mother’s endurance is better as well, and that she has
become “peppier . . . and more willing to do things.” .
One Saturday she went with me to pick up a friend at the trdin, then to her hair

dresser, after which we had lunch, went to look at condominiums and do’E8me

errands, and finally back to the train—all with only an hour’s nap in the afternoon.
Before Mrs. Clark started at Prime Time, her son had-to slow. his own pace when
he was with her for fear of tiring her. But now, for instance| ". . .'we have tickets
for the piano recitals at Orchestra Hall. We used to leave at intermission, but now
we stay for the whole performance, eat dinner, and then come home. Oh yes, she’s
coming out. She has a friend here too, Ellen. One week Ellen was away and mother
missed her. I heard about Ellen every night. o . :
He continues, “This has been a life-saver for her and selfishly, for me . . . if it
weren't for Prime Time, I would say that for her own.good, we would have to get
full-time help during the day or go to a retirement home or a nursing home. And
while I feel there is a need for those, I feel that the senior citizen, as long as

.possible should be maintairied at home in a family environment, even a limited

one. R tia :
Helen Schmidt, age 88, lives with her widowed daughter on the first floor of a-

two-flat, family-owned building. The sécond daughter is married and lives with her
family on the second floor. : : o - ’
e
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In contrast to Bob Clark and his mother who live alone in a large apartment
building, one would thinkthat this integrated family living arrangement would ease
Helen's problem of being alone. And for a while it did help; but both daughters, Bea

. Arndt and Joyce Daley workand Helen was left alone all day.

She had little desire to eat the meals the girls had left for her, lost all motivation
to keep herself occupied and ‘hecame nervous. Medication only seemed to make
matters worse. She was not awaxe of family activity around her, taking no part in

.family gathers, and seemed to be “totally out of it.” . . o

She was hospitalized during the Winter to determine the extent of the deterigra-

.~ tion and was diagnosed as being over-medicated. Upon discharge, it was recommend- -

ed that she should not be alone. When asked if Helen could read during the day, her

. daughter replied, “Yes, she has cataracts, but she can read with the use of magnify-
ing glasses, But I think you can do just.so much, you can-watch just so much TV. .
The weather was ‘extremely bad last year. It was hard for us to take her out because -
of the snow and ice; she was unsteady, 50 she just felt completely isolated and -
cooped up. As a result, she became so frustrated that she couldn't deal with being - -
alone each day.” - . .
' The daughter continued, “We talked to the doctor about a-day center, and he

- thought it was an excellent idea, so we began to look izto this type of care-—and it
has been marvelous for her and for us.” ° .

Bea found out about Prime Time by contacting the Commission on: Aging in-
Skokie Village which gave her the name of Prime Time. The two sisters visited the
.Center where arrangements were made to send the regular Center invitation to
_Helen, asking her to visit for the day. Helen reluctantly agreed, "but she was going \
to go just this once, dnd that was it.” o . : ST

: Bea continued, “She came the day of the invitation, had lunch and enjoyed it.
_That was on Thursday. She went back the following Tuesday and had such a good
7 'time that she’s been there every day since. . . .” . ‘
N Joyce commentéd on the change they’ve noticed since she attends the Center. - -
\ “We were remarking this evening that she is so much more alert than she was last
.+, winter. Things that she just never thought about any more, all of a sudden are
. coming back to her mind and she seems to-be really ‘with it' again. She's still
‘forgetful, but she’s not like she. was before where you had. a difficult time sometimes
having any kind of conversation that made sense.” - . R
When asked how her attendance at the Day Center.has affected their interaction
with her, Bea continued, ‘We certainly feel more at ease. We leave in the morning
with the nice feeling of knowing that she’s going to be with someone and be happy.
When w\e\come_home, she's had a good day. It seems now that she’s settling down
and feels contented. I think 'she considers it a job. While working with the crafts,
she knows she’ll be able to sell them when she's finished, and she feels useful. Just"
as both of us go to work, she now feels on the same level that she goes to work, too,
and has a job.. She often says, ‘Well, I have to .go to work tomorrow.’ It's a
. tremendous boost.for her self-esteem. I don’t know what we would have done if we
.-hadn’t found Prime Time. Our.only other alternative would have been to find a
sitter, and I don’t think that would have made her happy. She enjoys being with the )
ladies. They're getting to be sort of friends now and that's important to her. I think -
a si}tu(:ir would ‘have been our only alternative and I don’t think it would have
worked.” N “ :
Joyce added, “No, because thé Center gives her a sense of independence. She feels
she isn't dependent. I think if someone came in and sat with her it would make her

" feel that she was really at the end of the line. I don’t know any other way that we

would have dealt with.it because she could not have been alone really very much

longer. It's.just been very gratifying. And we're very grateful for the program. It's

been super. It certainly is a wonderful thing. It's done so0 much, and I'm sure it’s

done equally as much for the other ladies that are here because I think Mother is

one of the oldest ladies here, as I'm sure it's done as much for them.” ' :
The following is an effort to define tﬁe\concépt of day care:
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. Modaity Major service objectve ’ Type of chent . \S@m setting
- Community care To provide the services and Individual with medical or Specialized sen
program. - programs necessary o prevent cognitive impairments that homes, social
long term institutionalization; would not allow them to leave and free standi
i.e., meals on wheels, their home. individuals whose ’ :
) . outreach, friendly visitors, overall capacity for
. transportation, in home health independen! functioning would
b care, legal aid, counseling. not be possible without these
’ supports.
Crisis center .............. To provide a protective - "+ Individuals with acute coguitive or Psychialric hospital, nursing
) ’ environment to assist the functional psychiatric problems home, of free standing
L4 individual in coping with their not fequiring medical facilities. - ..
. : specific problems and management. . ’
. ‘ ) situations. - ’
“Chronic care day To assist the ndividual to achieve The individual has acute or Nursing homes. or free standing
. center. ‘ and maintain themaximum chronic cognitive, o functional  facilities.
. level of functioning. This would  impairments not requiring :
include a transitive, or nursing o other medical
protective environment that supports.

assists the individual and their
family in dealing with the --

multiple problems of daily - :
living. ! E .
Day hospital..... ...... To prowde care resources and . The individual is in active phase  Hospilal, rehabifitation center, or
’ medical supervision to help the  of recovery from an acute nursing home.
.individual regain an optimal iltness. They should be no .
level of health following an longer requiring a twenty-four
acute illness. hour inpatient setting, but can

benefit from the day services
of @ rehabifitation center.

Res'ou,r‘ce 10; the chart. Philip Wéxlet_ and Eloise Rathbone-McCuan, Adull Day Care, Communty Work with the Eldetly, Springer Publishing Co.,
 New York, p. /. . . . . -

~

SuBMITTED BY- ALBERT R. S1GEL, MD.," PRINCIPAL INVESTIGATOR, ADULT RESTORATIVE .
" Services, THE E. S. EpGERTON MEDICAL RESEARCH FOUNDATION, WICHITA, KANS.

In small communities and rural areas, physically-disabled adults need an alterna-
tive to institutionalization. Day treatment can serve adults who continue to live at .
home. It can use existing personnel and equipment. Through an Administration on -
AgEF Model Project grant No. 90-A-1620(01), “Adult Restorative Services,” The E.
S. Edgerton Medical Research Foundation is demonstrating the day, treatment con-
cept in four rural Kansas communities. . o .

Local nursing home staff are trained to offer individually prescribed and group
activities to chronically ill or'disabled adults who come to the nursing home for day
treatment, but live in the community. Participants and other community residents
who do not take services are followed for 24 months for changes in physical condi-
tion. Evidence is sought of ‘improvement, stabilization, or deterioration of ability to
accomplish activities of daily living with a degree of\independence which allows the
individual to live alone or with family in the familiar community, retaining estab-
lished ties and. social roles. Restorative' services are offered in cooperation with
other social and health sérvices. : . ' -

Licensed adult care homes operate in small communities which may lack other

. - health services, so establishmént of restorative services'in these existing facilities
v may be a practical means of offering restorative services. for rural. residents. Client
treatment is reimburseable through some private insurance plans, Veterans Admin-
istration and Medicaid. Project staff have developed arrangements with Kansas
Medicaid for clients determined to be medically and financially eligible who come
into the treatment sequence with medical need. _ . . o
» ) Arrangements for reimbursement ‘and definition ‘of policies and procedures to:
. meet reimbursement agency’ criteria have been very time consuming. We strongly’
urge communication between agencies and bureaus to eliminate some of the contra-
dictory requirements. Medicare does not pay in an Intermediate Care Facility (ICF).
- It is important that medicare regulations be altered to pay in an ICF facility, thus

v

[
o
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eliminating the costly three-day hospital stay and the Skilled Nursing Home (SNF)
uirements. : . ] S
urrent programs do not adequately reimburse organizational costs, especially’in
rural areas, for transportation and time spent in travel. (For one elderly couple,
living.9 miles from the nursing home, the cost of gas for her therapy 3 times per .
week represents 9 percent of their total income. They do not have available discre-

tionary dollars.) -

State laws should require private insurance to cover home health, day care and.
hospice services, v S o
Financial assistance, when proven necessary, should be available to families who , .

wish to and will keep their aged at home. - .
There is a lack of alternatives to nursing homes. Home health, day care and
homemaker services should be available to dll aged. Each county should have these

services, , . .

This Adult Restorative Services project concentrates on making restorative serv-
ices available in the home community which will improve quality of life for. chron-
ically ill and disabled adults who now do not have access to therapy or who must be
separated from family and familiar surroundings in order. to receive services. There

"is growing awareness of need for restorative services and concern for mechanisms

for delivery as numbers of potential consuniers. increase in rural Kansas. Local

* citizens, professional organizations and State agencies may cooperate to implement

similar services throughout the State if this project demonstrates that affiliation.
with existing licensed nursing homes is effective. for the patient and practical
financially. Rural Kansas' model of services affiliated with licensed nursing homes
may be used in other states so there is potential for wide use. ’

~

Saint Jouns HospiTaL,
Springfield, 111, April 11, 1980.

...Congressman CLAUDE Ev.PEPPER.‘

Chairman. House Committee on Aging,
Washington. D.C.

" (Attention: Miss Lou Bracknell)

Dear CoNGRESSMAN PEPPER; In response to a suggestion from Edith Robbins,
Division of Long Term Care,.I wish to inform you of a program to sensitize medical
students to the realities of aging in our community. The medical students of South-
ern Illinois University in Springfield, Illinois, as part of their rotation through
Family Practice come to the St. John's Hospital Adult Day Care Center. As part of
their conference, they are shown from examples of nursing assessments, completed
in the-home, medication profiles that blatantly reflect medication abuse and misuse
in individuals before their entrance into the program. Realistic problems with

"activities of daily living that prevent integration with the community are discussed
- as well as the center’s approach to helping the participant and his family minimize

those problems by maximizing their abilities. .
Our staff has observed that participants in the Adult Day Care Program have -
shorter and- fewer "hospitalizations then what had been reflected in their past
medical histories. Although our participants have hospitalizations, they are fre-
uently less acutely ill when diagnosed and frequently can-be. managed medically
through the health care services of the program. :

Prevention of acute illness, control oF the effects of chronic illness, care planning
and problem solving are vital comEOnents of our Adult Day. Care Program. Involv-
ing the forty-five participants in the choice and decision- making process has been:
beneficial to their mental and physical well being. - : :

It is my hope that-this information will be useful to you in testimony before
Congress, Future legislation that recognizes the special needs—medical, social, emo-
tional and psychological—of those over 60.could prevent growing statistics of social-

Sincerely, ) :
e ! MaRry Jo Skusg, R.N,, .
Supervisor, Extended Health Seruiceis.A :

,l
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@ljeNewﬂo:k Eimes .
Day Care Offers
Option for Elderly

By LILIANE DROYAN KODNER

HE stroke was not #¢- 4 Pt it
left 66-year-old Jacs, sitierina
. paniyzed

and unable to speak. After two .
years of rehabilitation in a nursing fa. -

cillty, a social worker advised Mr, Rit-
ter that he could retuen homie and con-
tinue treatment as an out-patient.

It was then that his wife learned of
the institution's adult day-care pro-
gram, which would provide the neces-
sary transition between 24-bour purs-
ing home care and community living,

*“The day center has boen

- - for- my- husband, “~said- Mre- Ritter =~

from thelt Brooklyn apartment. “He
€an be homne agaln, talk o his friends,
and still get physical therapy and meet
pew people.*

"An B-Elrﬁld man who lives with
his wife in their Bronx apartment was
becoming increasingly confused and
forgetful. His 78-year-old wite, who sul-
fers from arthritis and a heart cond!-
tion, felt isolated and unhappy about
Der hush e @

04 L

Their daughter, who ldllv;‘ with her
family oo Long Island, ¢id not waat to
place her father in & nursing home, bt
was unaware of available options..

She learned from a gariatric center
in her parents* neighborhood that Its
day-care program could provide ber fa-

ther with professionally supervised -

Eroup activitles that would keep him
alert and soclally involved; ber mother

could recelve needed long-tesm health -

care. The program would also arTange

“Day care has made a tremendous
diferesice tn thelr lives,” the daughter
said. *'Dad couldn’t function at alf —

now he's smiling again. Mom's condl- -

tions are being treated, and she's more
interesting and happy because her
mind Is being used_ | don't have to go to
sleep worTying about them anymore.” -

Because of the high cost of nursing
home care and the human conse-
ks grow L fning ways o caring ot
has grown in ways of or
inflrm older adults in their own neigh.
borhoods. Adult day care, an {dea bor.

" rowed from England and Scandinavia,

is one of the pewest community pro-
grams being developed (0 increasa the
choices avallable to older people who
cannolanger live on their own,

Adult day<are centers, also

hospl
at shortening & tal or nursing
boms stay, like Mr. Ritter’s sltuation,

or preven ttutional placement,
llk_‘a_hl:u delwple from the Bronx,

from three to Six hours daily, one to
flve days a week, depending on Individ-

u3l necds. Whila no two programs are .

alike, they share similar goals of pro-

venting physical and mental decllne

and teaching self-care 1}3&: o promota
TR 3.

~ 2 part-ime &id> to give
« Jeirapartment, .




O

ERIC

Aruitoxt provided by Eic:

*An older person's abllity to remain
=ndent and function nmchw'en
level of health primarily depends
‘available community resources,’* uld
Dennis Kodner, director of planning
and community services at Memﬁm
tan Jevun Geratric Center,
SpONSOrs A day hotplul. *‘Day care ll
an
many aged le who n»ed I »um
care,” n-uf”’ i
Accorting to the Ho.\lm Sysiems
Agency of New York City, thero are
more than 40,000 elderly persoms in
numnn homu {n and sround the city.
mo Congressional

but can be ndequntnly ured r (n thelr
com:

A mujor pmblem mm adultéaycare
is financing. Medlu‘ld the state-nd.

PIog] 24

for the

wuru of funding for this service in 14
stales, including New York. In most
cases, the stato pays the entire cost of
thaymgnm {or those who are eligible,
o Fedol;;l ; d

T anyone aver Im! yment lor
lpecmc treatments pva.
day<care center. Indlviduals no! wv
ered by either of thege public programs
may {Ind that the cost of day care —
though less than nursing home care o
may be beyond their private means.

Senator Bob Packwood, & Republl.
can {rom Oregon, plans to (ntroduce &

- bill to expand adult day care and in-

home Services to all disabled persons

and those 65 and older. Jeff Lewls. an

alde to the senator, said the bill would

combine all noninstitutional care lnto

ono comprehensive system

cll.nlncre existing ﬂn:uu:lol bumerl
€

J& 10 be fatro- .. ..
du“ before May 30, will be called the

Community-Based Long-Term Care
Act, he said.

12
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Financing and Programs

Medicald: Financially and medically
needy individuals may qulufy for Gay.
care services without charge if tncome
and assets are below state minimums.
For {nformation on eligidility and the
address of a Medicald office pear you,

call the New York City Human Re- -

sources Administration, $54-3050.
Modlcare: The Federal health Insur.
ance program for {ndividuals over 63
not recognize day care as & sepa.
rate service, However, under Part B
(medical insurance), It pays part of the
bill for physiclan services, thenw;nd

" Aault Day-Care Centcrs-'—

Jowish Homas and Hespltal for the
Aged Day-Care Program, the Bronx,
2839200,

Metropalltan Jewish Gerlatrie Coo- ™

ter Day Hespital, Brooklyn, 833-2000,

Meateflors Hospttal -and Medical '

er After-Caro Program, the
Bronx, §204172.
Moshalu-Monteflore Day-Care Cen-
tar, the Bronx, 831-8084,
Peainsule Hospltal Centce Rehablll-
tation Division, Adult Day-Care Pro-
gram, Quecns, 43-7100.

Future Programs

other skilled care p
In need of active mubllluuon. For in-

formation: local Soclal Security offices
and adult day-care centers, .

Insurance and Privato Payment: In.
surance companles may reimburse
certaia out-patient medical services
rendered by adult day-care centers.
For informatlon, call or write your In-
surance company. Individuals not cov-
ered by either public or private insur-
ance may be eligible for payment on a
siiding scale or a full of partial grant.
Out.ol-pockst costs may range from 535
0 340 & day for the program. For infor-
mation, consult tho adult day<care cen~
tor.

Additional programs that have been
approved in New York City and are
scheduled to open over the naxt several
months:

Eeth Abraham Hospltal, the Bronx,
$20-3881.

Daughters of Jacob Geriatric Center,
the Bronx, 263-1500,

Ecer Nursing Homs, Staten Island, -

#7181
szlnh Institute of Geriatric Care,
Queens, 43-2100, et H

Mary Mannlog W o Mu-
hattan, muoow' S

‘The Hebrew Homa for the Aged at -
Rliverdals, the Bronx, 488700
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.~ Letters

On Adult Day Care . . .
TOTHE HOME SECTION: [ .
v - . Liliane Droyan Kodner's article
*'Day Care Offers Opticn fde Eiderty,"
. y 13) made s clear ntalligent
. R . case for the adult day care sllernative.

chaired In ms-n. &3 8 promlising pro-

spective component of the wide rangss

of services provided the elderly. A puot
program set up in Norwich bas shown *

the cost-sffectiveness, as weil as the

human benefit, of adult daycare.

Since that pliot program was con-

cluded last June, the state bas seen the

" estabilshment of 17 adult day care pro-

Norwich program were stark: $113.07s
week per client Ln total public cost for
day care, Against an avirsge weelly
-per<lient coat of $28 (n & skilied nurs-
Ing facility. The social advantages, of
course, cannot be measured in dollars
and cents: tbe comfort and relief of - \

of unnecessary dumpﬂons of persor.al

and tamily lives; s general casing nl

The great ptoblem confronting the

proponents of adult day care nationally .
13 the mﬂble inadequacy of govern. . \

y
care centers. And when older citizeny,
are unnble to galn access to or relm.
bursemnient for such comrmunity.based :
‘services as day care, they ofiep-find - !
themselves -ﬂh m afternative to insti. : B
which their
will be Rlly :nvend byMedJm(
{1 the m.ntts ahead: | and several of
. my .leagurson the Select Commitime
on Aping will press forward in cur el.
forts (0 expand Medicare reimburse.
! menls for adult day care services, and
1 10 prumote the creation of a new oflice
i . for adult day care in the Department of
;‘ ' Healthand Human Services.-
|

WILLIAM R. RATCHFORD
: United States Representative
\ Fitth Distnict, Canaecticut
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B4 Carseons §bwwt.t Orore s Duw s
Wassnaton, D.C. 20V13
(o) ti%r 30
' 400 KANF My
Lraiiro, Kinnane soser
. (1ee) 1352000
178 Jowers Hick Bt
Fhitasass Hocwrd, Koumdr 41008

Congress of the Tuited States oo
ouge of Repregentatives
Wasplugton, P.E. 20515
July 11, 1979

Honarable Joseph A, Cdllfuno, Jr.
Scecretary -
bepartment of Health, Rducation nd Welfare \
200 lndependence Avenue, S.W. : ‘ \_

Nuhhinglun, D.C.

20201 i {y'

Dear Mr, Sccrekary: B
We are addressing this letter to you to express our deep
concern for the Bederal response to the clderly and their
families in nced of adult day hecalth facilities as an alterna-
tive to institutionalizition.

The Sclect Committce on Aging eonductcd hearings in Lex-
ington, Kentucky, on July 6th to assess the Federal response
to the health, cconomic, cducation, und social service nceds of
the urban and rural elderly. Those who testified on altcrnatlves
to institutionalization,cited adult day carc programs, in
Rentucky, as a humane and cost cffective supportive scrvice.

The two Centers for Creapive Living in Lexington were
pioncer projects in this field, and received Medicare reimburse-
ment during the HEW pilot program mandated by P.T. 92-603.
Medicare funding has been discontinued, however, and through
lack of funds the program is now threatened to the point that
the two centers have been forced to merge into one, and to cur-
tail services. Witnesses at the hearing on July Gth cmphasized
the success of this program in meeting their needs,and stredsed
that more innovative adult day health carc prograf® of this
typv are nceded to £fill the gaps in the health carc continuum
in Kentucky.

We would like to request that you review and .advise us on
the current Department polxcy on reimbursement of adult day
care under Medicare. : \

Further, we would recommend that a focal point be establishcd
within the Department to coordinate’ the myriad of health and
social service funding sources that may be utilized for adult

et

P

v
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Joseph A, Califano
July 11, 1979
Page 2

day caro, with the goal of providing a clearinghouse for the
dissomination of information and technicil assistance to
State and local agencies and centers which secck to establish
or maintain day care programs.
Finally, please advise on recommendations for legislation
. to support adult day caro.

My additional information or assistance on adult day
carc and realistic funding options for programs such ag tho
Center for Creative Living would be appreciated.

'
Thank you in advance for your assistance.

> /A o
r«'m-f_w:;) /(:-’:’/ 2 Sty s 2
LARRY™, ‘noekfns . CLAUDE Eplrfrg
Mimber of Congress . Chairman, /sclicct Committee
: on Aging
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JAMER ABUNON & DAK.
AANKING MIHORITY MEMELN

"a |
i t

\
.S, Wouse of Represeutatives
SELECT COMMITTEE ON AGING
SUBCOMMITTLE ON HEALTH AND LUNG-TERM CARE
718 tousk Oreice BUILDING ANNEX | o

Washingtor, B, €. 20317
1203) tas-2301

April 4, 1980

~

bear Friend:

Your assistance ls requesited fnoa matter of concern to the
Subcommltted on Health and Long=Term Care of the House Select
Comnlttee on AgIng.

. On April 23, 1980, the Subvommittee will conduct a hearlog in
Washington, D, C., on the subject of adult day care. Preparatory
to that hearing, we have developad a survey for the purpose of
collecting (nformation cuncerning adult day eare prugrams {n the
Staten.

We would deeply apprectate your cooperation {n completing the
encloned survey and returnfug {t to our offieen by April 15, [t
[s likely that the {nformation requested {8 maintalned by different
pursons In State poverument. Tt would be most helpful (f you could
designate one person {n yuur Agelicy to act as the coordinator of
responses to thlg-survey. In cases where a preclse response 1s not
posathle, please supply catimates and so lndleate.

Survey responses should be addressddl to the Subcommittee on lealth .
and Long=Term Gare, U. §. llouse Select Committee on Aging, Room 115,
llouse Annex No, 1, Washingten, D. C. 205615, ‘

Many tl\‘:mku for y;mr willingness to bue of assistance in this
lmportant yndeavor,

Kindest regards, and .

- ' Sincerely,
. - . Pt

.

./ L. )
ol h LA g Crtotnn

N Clinge Peppu / James Abdnor
‘(:h.'n/irqu'm Ranking Mlnority Memher

Enclosyre
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. v
ADULT DAY CARE SURVEY ™7 )
Subcommittee on Health and Long-Term Care .

U, 8, House Select Committec on Aglng
April 4, 1980

- " Ploase respond to the following questions by Aprif 1%  Where exact responsus
are not posalble, please glve cstimates and so {ndicate. Your coopuration and
asplstance are mont deeply appreclated,

. 1) a. Are adult diiy care services provided In your State? Yen No

b, 1f g0, how many programs are there?
c. In thia number vstimated or exact?
LN »
2. a. How {8 adult day care funded {n your State?
State Plan for Medicul Assistance (Title XIX) Yes ' No
Title XX Plan (soclal sorvices) . Yes No
b. . Of the following potentinl sources of fanding, which have been fdentifled,
which have been used in your State to develop or pay for adult day care
programa?  (Please check.)
. Title XVILL, Social Security Act (Medicarce)
CTitle XtX (Medicatd)
Tirle XX (qoclul services)
_Title ITI, Older Amerfcans Act
// Muntui Retardation Fac{lf{tles and Community Mental Health Centers
/ Constructfon Act, Titles I and 111 , .
{ .
Heaith Revenue Sharing Act, Titles [ and V
HBducation Acts
Domestic Volunteer Service Act
___ Community Services Act, Title I{
Comprehens{ve Employment and Training Act, Titles I,II, and VI .
Urban Mass Ttransit Act .
Housing and Community Development Act, Title I
State and Local Flscal Assistance Act
c. How much will be spent for adult day care In the current ffiscal ycar In
your State? If possible, please break down among the various [unding sources.
L]
» ,’
; -
f .
. . .
/
1 ~ el
. N N
' 1 </ :t
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4)

5)

"

| 180

List all services provided through the adult day care programa fn your State
and designate by (%) which arc the most commonly provided. FPleame indicate
which mervicem are cavered by Medteatd (Title XIX), Medicare (Title XVIII),

.woctal mervicen (Tttle XX), or the Older Americans Act, Titlae III.

What (s the aversge cost per cliont:

per month ’ per yuat
Tr eligtbility criteria under
] )

Pleasn provide statistics for the following, tn the form of an annual report,
if posntble. . .

per day

Hap the State entablished statewide adminalon
‘thin program? If wo, what are these?

A.. age ronge of adult day care clients o .

b. median age of clients
c¢. mean age' of clients
d. types of physical or mental handicaps

at a gl&en

annually
’ time

¢. total number of clients served

7) How many persons would you estimate to be in need of adult day care in your
State? . .
On what {nformation do you base this estimate? Please describe the results
of any surveys or st ‘'les which have been conducted in your State with regard
to the need for adul: .ay care or community-based long-term care in general
an attach any pertinent materials.
8) a. How many persons could be diverted from nursing home care 1f adult day
care were fully funded in your State?
Lt '‘b. With full fundlng for adult day care, could persons who currently reside
v in nurslng homes return to their own homes or communlties?
Yes No
1€ 8o, how many would you estimate?
9) ;a. Docs your State have standards for adult day care? Yes No
‘b. 1f a0, arc the standards for funding ‘licensure ‘_both
Pleage attach a copy of these standards.
10) | What other services such as transportation woﬁld be necessary for day care
to be successful in your State?
11) 1n your view, what are the most significant barriers to the development of

adult day care as' a full-fledged component of a "contlnuum_of-cure?"

O
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14)
15)
16)
K
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a. What Lé the per diem Medicald reimbursement rate (or range) in your

State for care lnx-:

8NP (nkilled nursing factlity) —
1c¥ (lﬁturmudluto care fncllléy)

béhor (please lndlcngo 10V01,;f care) X

b. What ‘La the average daily census of nureing home residents in your
State? Please limt by SNF, ICF, or other. '

Has your State undertaken an analyais of the cost benafits of adult day
care programs? If so, please cite findinge. If not, has u consensus
daveloped ‘rns'nrdlng the cost benefit of adult day care?

a. -What procedures have beert devoloped by your State to approve the
operation of adult day care centers which provide services covered
under Medicaid?

b. To what extent has adult day care been considered in the State health
plan as a way of meeting the long-term carc needa of the impaired elderly?
. ! . .

1

Please list and discuss any recent developments or pendlng‘plnns or proposals
{n your State with regard to the development of adult day care nervices for
the elderly. -

Please attach a short summary or history of any cases which demonstrate
significant improvement in the functioning status or living situation of |
older persons as & result of the availability of adult day care.

bt
BRSO
e



Prepared by Jantce A. Lamb

ADULT DAY CARE SURVEY -RESPONSE ANALYSIS
: Septewber 23, 1980 ’

This analysts was performed -baséd on the responsos recelved from an adult
day care survey developed and administered hy the House Select Committee on
Aging, Subcommittee on health and Long-Term Care in preparation for a hearing
held on the subject on Aprit 23, 1980. fuestionnatres were mailed to every
Medical Assistance Gffice In each of the fifty states, plus Puerto Rico, Guam,
the Virgin Islands, and the District of Columbia. Out of 54 questionnafres,
responses were recefved from 32 states for a response rate of 59%.

A reglonal analysis conducted for any possible response bias showed that
caution will have to be exercised:for any generalizations or conclusions to he
drawn from this survey as the South and West tend to be more heavily represented,
while states In the Mid-Atlantic and Central regions showed only meager response
rates (407 and 417 respectively). 507 of the states {n the New England reglon

. rosponded, while there was no response from any of the territories surveyed.

B;arlnq the ahove cautions in mind, the findings of this survey are as
follows:

Four states, Alaska, Colorado, Oklahoma, and Wyoming, responded that they
had no day care programs, and were, therefore, omitted from most of the tota
response counts. Of the 28 remaining states, the total number of programs ree
ported was 799, but within this number, the range varfed from 1 - 204.

Only 25% (7) of the =tates fund day care through a State Plan for Medical
Assistance, while 93Y% (26) of the states use Title XX funding, Including the
seven states also using Title XIX. Title !l1 of the Older Anericans Act and
?gysral ;;ntc and local funding were the third most popular sources of funding

 each), » = .

The mast frequently provided service listed by the states in their day
care programs was nutrition (R9%) followed by social services (86%), health
services {75%), and transportation {71%). For a complete listing, please see -

- attachment.

The average cost per client ranged from $5.30 (Georgla, Title XX services
only) to $37.50 per day for Utah mental health day care services. The mean per
day for 26 states responding was $14.03, the medtan was $15 per day.

As to the characteristics of clients being served in adult day care programs,
the age ranges most frequently reported were for 60+, closely followed by programs
serving ages 18+, The most frequent medfan ages reported were 75 and 7R though
few states answered this questfon. Heading the 1ist for types of handicaps of
clients served were mental disorders (467), heart disease (43%), stroke (327),
and arthritis (32¢). A complete 1ist may be seen in Attachment A.

~
,\cf‘f
4
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The numbar of clionts served annually varied widely from 25 (ldaho) to
2,500 (Florida), The mean for 24 states rosponding to this question was 595,
Tho modu, however, probably reflects a more accurate picture and shows fiqures
in the 200's most frequently cited. Number of clients served at a given time
t ranged from 11 {Idaho) to 1,700 {Massachusctts and Florida), The mean hero. was
420, while the mode showed that the categories 10-99 and 100-199 contained the
most frequent: number of observations, - .

Estimated population In need of adult day care per stnte ranged from
several hundred (ldaho) to over 70,000 {Georgia)., However, only 11 states
report having done any kimt of Survey or study with regard to the need for day care.

- Claims as to the number of parsons who could he diverted from nursing homes
¥ alsa varied widely., Guesses ranged from 50 individuals (Alaska) to 90% of the
potential nufsing home population (Pennsylvania), Howpver, with full funding,
933 of the states thought they could return curreént nursing home residents to
their communities. [stimations as to how many persons this would affect also
varied from the frequent response of unknown to guesses of up to 50% of the nurs-
ing home lmpulatlon. .

With respect to Standards for adult day care, 507 (14) of the responding states
havobstnndnrds for fundifg, 39% have licensure standards. and 21' have standards
for both.

for day care to be successful, 46% of the states listed transportation,
257 lsted additional medical sevvices, and 21% additional nutrition services
a5 necessary service additions,

Present barriers to the development of adult day care were lsted as:
- funding by 93x of the states, community awareness by 18% of the states, and
transportation and trained staff were mentioned by la% of the respondlng states

Per diem Medicaidyreimbursement rates for SNF's ranged between $16.20 (Georgia)
to $59.16 (New Mexico), though the average rate equalled $35.43. The ICF ratcs
ranged from $14.60 (rlobraskn()] to $41 (Rhode. Istand) with a mean of $27.52.. -

Datly census of nursing homc resfdents for SNF's ranged from 80 (lowa) tn
17,532 {Massachusetts). The mean was 4,794.8. [n ICF's, the daily ccnsus rangcd
from 122 (Californfa) to 28,476 (Massachusetts) Thus, the mean was 10,069.6.
. (1t must be pofnted out that none of these mean figures is a very accurate reflece
) ‘ tion of what the reality probably ts, as the response rates for this question were
again very low.) :

A €dst benefit analysis of day care has taken place in only four states:
California, Connecticut, Florida, and Texas. A majority of the states reported
havIng no cost benefit analysis results and only 29% report any kind of consensus
regarding day care has been reached. '

0f the seven states providing Medicaid services in adult day care centers,
six(6) of the states have state {ssued standards and requlations that must be ~
followed by all providers. Generally, AMA’s, Medicald Offices. and Review Teams
. monitor compliance. Nebraska has standards for out-patient clalm basfs only.
~ Two states, Florida and Connecticut, are in the process of developing procedures.

O
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Ten (10) statas do, howevar montion adult day care as a specific part of
their State Health Plan and at least five statos are makiung plans to try
to secure Medicare/Medicaid coverane for day ‘caro services,

Conclusions

In sumnary, the simple fact that Texas alone has 204 adult day care
programs compared to only three years ago when the Directory of Adult Day
Care 1listed only approximately 00 programs available In the entire United
States, attests to the curront popularity and growth of these programs despite
minimal Federal assistance in their development and Vack of solid empirical
evidencn as to their effectiveness, : %

It appears from the survey that day care in this country {s serving quite

" a varfety of individuals with a variety of service options, supported mainly

through Title XX and state and local contributions, It also appears that
finding and maintaining funding sources fs of great concern to many of the
states and may explain why attempts to secure Medicald/Medicare funding were
often mentioned under the category of recent state developments,

In a time of increasing elderly population, high costs of nursing home
and ICF care, it appears that day care is currently functioning as a needed
alternative on the local level regardless of the eventual outcomes of further
cost-benefit analysis.

i
<
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ATTACIMENT A

ADULT DAY CARE SURVEY RESPONSES

(] .
1) Are adult day care services provided ip your State?
28 states responded YES: Californfa, Connecticut, Florida, Georgia,
Hawaii, ldaho, Indiana, Towa, Kentucky, Louisiana, Massachusetts,
Mlcht?an Minnasota, Nebraska, Mevada, New Jersey, fiew Mexico, North
¥, Carolina, Oreqon, Ponnsylvnnlu. Rhode Island, South Carolina, Tonncssec.
- Texas, Utah, Virginia, Washington, West Vlrglnln.
4 states responded MN0: Alaska, Colorado. Oklahoma, Wyoming.
32 Total Responses )
b. 1fso, how many programs are there?
Qut of 32 states, there was a grand total of 799 programs.
The range was from 1 - 204.
The median was 11, /
The mode was O (closely followed by 7). !
The mean was 25. ,
c. Is this number ‘estima'ted or gxact?
9 states gave estimations.
t
¢ 2) How 1s adult day care funded in your State?
’ State Plan for Medicaid Assistance (Title XIX):
2540 (7Y responded Yes: California, Georgla, Massachusetts, Hew Jersey
Texas, Washington, Nebraska.
Title xx:'
937 (26) responded YES.
Both Plans:
259 (7 same. seven above.
b. Identify potential sources of funding.
28 Responses
93t (26) Title XX
. §71 (16) Title (1}
329 (09) CETA, Titles I, II,
- 25%  (07) Title XIx
185 {05) MR/CNHC, Title I, Title I11
187 (05) Urban Mass Transit Act
. 18% (05) State and Local Fiscal Assistance Act
7% (02) nomestic Volunteer Service Act
7% (02) Health Revenue Sharing Act, Title I, Title V.
4y (01} Title xvIll
4% {01) Education Acts
’ 1
"
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394 (11)  Speech Therapy

186

Community Servicey Act, Title ]I

An (0
(0 Housing and Community NDevelopment Act, Title |

An

)
)
LT3 {l(n} Ment{oned some sort of genoral state/local tunding
16 {10) Mantioned private funding

Idaho {s untirely dependent on Title XX for funding.
Californta 4s using Tithe XVIII undor Section 222,

Oregon day care s entirely funded hy loca) and privato funds.
CAverage of 1,82 funding sources used per dtate.

to How much will be spent for adult day care in the current fiscal
year in your State? .

The most frequently cited sources were Title XX apd Title Lif:

Title XX range: $2,990,605 (Pennsylvania) - 46,000 (Massachusetts) = $2,993,605.

Mean for 21 states:  $640,396,66,
Tithe 110 range:  4226,569 (Minnesota) . $31,735(Montama ¥ « $194,834,
Other fiqures vnrtgd widnly,
List ald services provided thr‘-()ugh the adult day nr:;qr.nns in your State,
25 Responses
R9v (25) Mutrition
A6% (24) Soclal Services

755 (21) Health Services (see breakdown) '
117 {20)  Transportation

68Y (19) Recreatfon

50Y (14) Educational Services
46% {13} Personal Care

46 (13) Referral Services
434 (12) Counseling

43% (12) Physical Therapy

43% {12) Occupational Therapy
397 (11) Speech Therapy

39~ (11) Rehabilitation

14% (04) Outreach .

11% (03) Assessments

+ 7% {02) AMdvocacy

Varfous single responses inctuded: remotivation, chore and homemaker
services, training and self~help skills,

Health Services Breakdewn

435 (12) Physfcal Therapy
431 (12) Occupational Therapy

et
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124 (09)  Hurwing Servicos

W A09)  Individua) Hioalth Plany
261 (0} Madtcal Supervision

18 {08)  Emorgency Services

18 (05} Medical Consultants

71 {02) Physictan Servicnes

1% {02) - Podiatry Services

11 (01) Dontal Services

(Tor nnknown reasons, Flarida, lowa, and Virginta did not respond to'the
survices question.)

‘

What {5 the average cost per cliont?

Por Dy < 26 respanded,

Ranqu: 45,30 {Georqia Title XX services only) - $15,70 (Mental leatth
Services In Utah) = 330,40,

Mean:  $14,00
Meddan: $15.00
;

Range: $409 (Minnesota) - §106 (Georgia Title XX) = $383.00

nth ~ 15 responded.

Mean: ' $224.73
Medlan: $208.57

Par Year

Range: 46,292 (Washington) - $1,026.14 {Hew Mexico) = $5,265.86.
Mean:  $2,943.46 (much of the information was tncomplete) i
Median: $2,544.85 :

Has the State established statewlde admistion or eligibility criteria
under this program? If so, what are these?

68% (19) states have some sort of state criterfa,

361 (10) mentioned Title XX eligibllity requirements.

21% (06) mentioned Title XIX eligibiiity requirements,

7% (02) states are in the process of developing criteria.

Refars to the characteristics of clients served.

a. Age Range: Most frequently reported ?anjcs were for the programs
serving ages 60+, clasely followed by programs serving ages 1R+,

. b Median Age: Most frequent median age reported was in the 70's

with 75 and 78 listed most. (Only 12 responded. )

€. Mean Age: In the 70's most frequently 1isted (12 responded).
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d. Types of phytical or mantal handicaps:®
2) Responsos,
46% (1) Mantal Divorder (Including emotiona) {mpairment)

431 (12) Heart Diseaso
121 (09) Stroke

321 {09) Arthritis

29t {08) BYindness/ Vision [mpairments
25% {07} Hearing Impafrments
25% (07) Dlabotes

213 (06) Frail

21% (06) Mi1dly handicapped

211 (06) Deprassion '

184 (05) Respiratory (emphysema)
18% {(08) Hypertension

147 (04 Nouro\o?lcal Disorders
14% (04) Physical Detertoration
14% (04) Cancer -

141 (04) Chronic Bralin Syndrome
111 (03) Menta) Retardation

) 3) Parkinson's Disease
11t (02 Moblllt{

111 {03) Speech Impalrments

71 (02} Socfal Impalrments

7% (02) Rmputees

7% (02) Chronic lmpatrments

71 (02) Epllepsy

Single responses Included: paralysis, wheelchair patients, HCVD, high
AOL rating, restoration needs and bladder/bowel {mpalrments.

e. Humber of clients served anpually:
24 Responses
Range: 2,500 (Florida) - 25 (Idaho) « 2,475
Mean :
Median: 329
Mode:  200-299 category
Number of clients served at_a qiven time:
22 Responses
Range: 1,700 {Massachusetts and Florida) - 1 {ldaho) = 1,689
Mean; 420 . .

Median: 276, .
Mode: 1099 and 100-199 categories -
i .

150
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1) How many parsons would you evtimate to he In need of adult ddy carp
In your state? On what Information do you hase thia estimatel?

Estimated population in need ranged from several hundred {ldaho) to
10,21 (Gnor?|n).
Medn out of 17 fiqures offered was 16,476,

1 States raported having study resulty

#)  How many persons could be divarted from nursing home gare 10 agutt day
care ware fully funded In your State?

. 8. HNumbers vary widely from quasses of 50.100 tndlyfduals to claim
. of 50 and 901 of potantia nurying home ¢lients,

bo WIth full funding for adult day care, could persons whi currently
restde In nursing homes retirn to their own homes or cotmunit{ey?

93¢ (28) responded YES, Only Utah disagreed saying In question
16 that it 1% gifficult to move people from an {nstitution back
Into the community,

) ' €. Estimates range from unknown (5) to 10,530 or 50% of the nursing
home population.

9) Daes your Statn have standards for aMult day care?  Are they for funding
or t{censure or hoth?

a8

‘esponses

39% (11) have Vicensure standards.

501 ldi of the States have standards for funding.
211 (06) have standards for poth.

10

What other services such as transportation would be necessary for
day care to be successful {n your State?

25_Respontes

LI33 (13; Transportation
25% (UA) Additiona) Medical Services )
217 (06) Additional Nutrition Services
14% (04) Home Health Services
14t (04) Homemaker Services
142 {04) Psychlatric/ Counseling
111 50]) Additional Funding
77 {02) Housing
7% (02) Outreach
7t (02) Recreation
7% (02) Chore Services
7% (02) Telecare '
7t (02) Personal care
. 7% (02} Social work

1.1
(I

ERIC

Aruitoxt provided by Eic:



.

trained staff, appropriate facilities.

Other responses included:
weekend support services, I and R, etc.

what are the most siqrificant barriers to the development of adult
day care as a full-fledged component of a continuum of care?

26 Resgonses

331 (26)
18% {05)
14% (04)
142 (04)
11~ {03}
117 {03)
11% (03)

It
K

7%

9
Community Attitude/ Awareness

Client Acceptance
Lack of Knowledge

Third-party Coverage ~
Rigid/confusing Requlat\ons

. 72 {02)

Others included: philosophical differences, h\gh per person césts, lack of
.appropriate definitions, etc. .

in:
_SNF

Range:
Mean:

tack of State Licensing

What s the per diem Medicaid reimbursement rate

%’fyour State for care

459,16 (New !mxlco) - 318 20 (Georgia) = $42.96.

tedian:

Mode :
1

- 29 Responses
$41.00 (Rhode Island) - $14.60 (Nebraska)

Range:
Mean:

tedian:
. Mode:

326.00 approximately

“Other types ranged from $15 cap on rest homes in Massachuseits to $80
for ICF/MR's in lowa.

b
SNE

Range:
Mean:

Average daily census of nursing hbme residents in your State?

47,532 (Massachusetts) - 80 (lowa) = 17,452

Median:

Mode:

11,000 - 12,000 .rarge

>




- :
Ice
20 Responses .,
Range: 28,476 (Massachusetts) - 122 (California) = 28,354
Mean 10,069.6 ' *
. Median: 8,498
Mode : 3,000°range- -~ . )
lJ)A Has your State undertaken an analysis of the cost benefits of adult
day care programs? If not, has a consensus developed regarding the
cost benefit of adult day care? Rk
Y ‘24 Responses ¢ . . ’ ;
79 (22) states have no cost benefit analysis .
142 (04) have conducted analysis -
7% {02} in progress : 4
43% (12) no consensus
29% (08) consensus is cost benef’icial
14) What procedures have been developed by your State to approve the operation
- .o of adult day care centers which provide services covered under Medicaid?
""—-\‘\ - ’ -
) 24 Responses.
. b states have state standard/requlations that must be followed by all
proyiders: AAA's, Medicaid Offices, and Review Teams monitor compliance
with vequlations, .
. i
1 (Hebra;ka) -has standards for out-patient tlaim basis only.
. 2 States {Florida and Connecticut) are in the process of developing
procedures, - »
b. To what extent has adult day care. been considered in the .S'tate
’ Health Plan as a way of meeting the lTong-term care needs ‘of the
impaired elderly? | . .
363 (10) states said it is a specific part of their State health plan.
'32% (09) said itsis only a minfmal consideration or none.
25 {07) mentioned considering expansion of services or availability.
47°(01) state {Washington) has recommendations in-draft.
15) List any recent developments or pending plans in your State with regard
. to the development of adult day care services for the elderly. .
23 Responses - .
“1a7 (08) Attempting to secure Medicare/Medicaid coverage.
14% {04) Working on legislation for day care licensing or-
developing standards. ° .
11¥ {03) have pilot projects under consideration.’
'
- !
\
7
~ /
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11% (03) Attempting to develop additional programs.

11% (03) Want to expand Title XX coverage.

7% (02) Have Long-term Care Task Forces {nvestigating alternative
services. . .

7% (02) Gave day care low priority-and have little hope for expansion.

Others mentioned: Virginia Institute of Adult Day Care, provision for
start-up funds, and development of long-term care plans.

*Note: Questions having fewer than 22 states responding, i.e. 20% of the
data is missing, must be viewed cautiously as the validity and
reliability of the remaining results becomes questionable at *nis
point.
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FOREWORD

The National Center for Health Services Rasearch awarded a Conferpnce Grant
to the Department of Public Administration of the University. of Arizona to
conduct a National Conferance on Adult Day Cara. The Conference provided
a forum for discussion and debate on the present state of knowledge and
future diréeElgpa that should be taken. Participating in the dialogus wera
a selacted. group of researchers, practitioners and policy gnak'ers actively
involved with or concerned about this newly emerging alternative in long-
term care. P : .

.The conference réport on Adult Day Health Services, based on the recom—

mendations of the Conferenco participants, provides provocative ideas

-about the perceived role of the services, the settings in which they should

be offerad, their place in the health care system, and the role of the
Faderal government in relation to program development., The views and
reacommendations contained in this-report are those of the Conference par-

ticipants, and no official endorsement by the National Center for Health -

Sarvices Research is intended or should be inferrad.

. " .

We ars particularly grateful to Brahna Trager, who translated the lengthy =
1ists of recommendations emanating from the specialized subject groupings

ing;A the well-ordered Comprehensive report of the Conferance findings.

Wa appreciate the generusity of the Health Care Financing Administration
in permitting Mrs. Edith G« Robins to continue with her role as Project
Officer after her transfer to HCFA. Mrs. Roblns’ dedicated leadsrship
coupled with her comprehensive knowledge about adult day health services
addad greatly to the total effort. ’

. | .
wWe thank the Administration on Aging for providing the consultative ser-

vices of Mrs.- G. Sandra Fisher, and for supplemental financial support.
And our gratitude is extanded to the many participants who served on
special committees, led task forces, and shared their expertise in all
aspects of this complex endeavor.

In view Of the growing concern.about the need to establish viable, ac-
ceptable community-based alternative forms of care, this report, repre—
senting the opinions and recommandations of experts, should serve 2s a
valuable additional resource in the field of long-term care.

Theodore H. Koff, Ed.D.
Principal Investigator
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INTRODUCTION

Adult Day Health Care Services have become an important

community resource. The population in need of these services

is characterized as vulnerable, at risk, dependent or semi-
independent, usually b;éauée of the presence of disability or
i&pairment. The need arises when chronic impairment and a
combination of pﬁysical and social circumstances threaten the
individual's capacity to function in a éersonal‘environmept
and place unusual and, at times, insuéportable.pressufes'in
self-care and caretaking responsibilities on those who are
concerned. M '

. The number of elderly persons for whom advancing age
has broug’ 1eve£e disability has become.significant in the
population of the U.S. Analysis éf service utilization by
this group with its multiple needs indicates that use of the

resoﬁ:ces which are inapprppfiate and uﬂne;essarily costly

may occur in the absence of appropriate care. " This trend has

- stimulated interest in thé dévelopment of community_services

which offer care, sometimes of long duration, and of good

quality, in order to sustain personal choice for continued
life in thebcommunity, and at the same time contain precipi-
tously’ rising costs. (Younger AdQLEs whose impairments may
have occurred in childhood or early life are in many ways

affected by«siyilar pressures and have similar needs.)

.y )
™~ - i -
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Admittedly, it is difficult to define or delineate the
pppulatioa"now described as those.in need of long-term care
since many acute care needslare alﬁovinappropriately met, and
many thonically-iil pe?sons require substantial care only
during episodes of acute illness; Nevertheless, it has been
generally agréed that the develoément of non-institutional

community care ‘resources has become important in an effective

.social-health delivery éystem. Althotugh three-fifths of the

population over 65 have no chronic conditions that affect
their usual activities, there are almost four million non-~
institut;onalized ‘older persons in the United States who are
severely limited ‘because of chronic illness. Another four and
one-half million non-instxtutionalized older persons are re- '
stricted in the amount or kind of aq;ivity they are able to
perform.1l/Concern for the health status of this population has
been accompanied by awareness that. sharply risiné health costs
must be viewed in the coﬁiext of cost-qﬁality effectiveness.
Increases in hospital beds, in nursing home beds ana in utili-
zation of these and othef'health care resoﬁr;es have raised
qﬁestions about inapptoériate resou:ée develop@ent and, is'a
consequence, abqﬁt expenditures which may be exéessive because
éare that is related more closely to need. and is more respon-
sive to community éhoica is not available. '

The concept of community care systems or "anetworks" of-
. )

t . s .
_non-institutional services directed.to safe maintenance of
-individuals in the commun;ty and 1n the :e:sonal\envxronment

has grown in theory.if not groportxonately in- sunstance, since

- ii -
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the 1950's. Recognition of the need for continuity in cafe,

- services which include such resources as Home Health Care,

Meals;on-Wheels,'Cong;egate Meals cgnters.léenior Canters and
rgcrqation and social programs, special tranﬁportatidn ser-
vices; and, finally, Adult Day Health qaré ;e:vices~is in-
creasingly evideﬁt. These services which have developed un-~
eyenly, both with respect to diitribution and service scope -
in th; United States, repre#ent effPrts to confrontvthe faét
éhat new approaches are required in order to grovide for what
has been described as a "community supﬁort system" -- a gervice

sequence increasingly necessary in planning for long-term caie,

particularly fsr the elderly population. Projections indicate °

that there will te substantial increases in this population in
‘the u.s. Sy the end of this century, a factor which gives added

“M";iqn'l'fl'é;x‘igamﬁ-o“ the potential” scope and intensity of the need ™

for new appioaches. . .
In the -two confﬁ:enéas deséqibed in this report, Adult

Day Health Care Services have been characterized as "an idea
whose time has come.” Conference members noted that "in spite
of the.amblguities in funding and the absance of'much-aeeded
central reso&icés for planning, guid&nce, coherent'meéhodoloéy
and caﬁtrg; leadarship, there has been su;p;ising'growth in
Adult Daf Health Care programs ovér'tha'last‘fou: years." In
1974, when one of'the first of the studies of Aduit Day Health
Care 5exviceslwa;-§nda:takan, fewgr than ls.programs could be
" identified in the United States. In 1877, prior to the Arling-

ton Conference reported here, a dirgctorﬁ of Adult Day Health

- iit -
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Care programs listed 200. By 1978, at the time of the Tucsén
.Gonference, this number had'grown to 300, and early in 1979,
. it was estimated that approximately 600 programs of varying
quality and emphasis were in existence in the U.S. This es-

calating service growth within a.relgtively short period of

time supports the conclusion arfived.at by Conference paztici-.

pants, tha; Adult Da&.ﬂealth Care Services merit serious con-

sideration and justify their inclusion in policy making, plan;

ning, funding and inplementatidn of long-term care health-social

resources in . the ﬁ.S.

- iv -
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Purpose of the Report

This report has a dual purpose. It summarizesy;he pro-
Eeedings of a two-part conference grant sponsored by'thg
National Center for Health Services Research (PKS-DHEH): It
is intended also to serve as a resource document for those
who are interested in the present stétﬁs of Adult Day Health

Care* in the United States as it was reflected in Conference

discussions.

ADULT DAY HEALTH CARE CONFERENCE

| :

In September of 1377, the first of a planned two-part
conference on Adult Da& Health Care took place in Arlington, .
.Virginia. More than eighty people represeqtidg providers,
planners, policy‘makgrs, funding sources and related govgrﬂ;
mené and private service fields attended. Although the titlé
assigned to theAConférence was "Resaarchable Iﬁsue& in Adult
Day Care," the discgssion ranged over 1l aspects of the field.
In addition to a.list of issuas requiring clarification through
rasearch, the group effort produced quegiions, problems and
-recommendations} many of them'centrﬁl to thas services, but not
necessarily subjects for research. ’

‘ The second part of the Conference took placg a year lLter

in Tucson; Arizona. Material produced in the Arlington Conference,

f' Throughout "their development there has' been coﬁside:able var-

iation in the titles assigned to the services. This has contrib-
uted at times to misunderstanding of their content and purpose.

. The title, Adult Day Health Care, has been considered accurate

and descriptive and is used in this report.

-1 -
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because of its range, seemed to call“for a more focused effort.
The format og the two conferences differed somewhat. The
Arlington Conference heard presentations by providers repre-
senting different service emphasis and patterns of service de-

livery. Speakers also discussed major areas whfch'are of con-

4 cern to all service programs. This was followed b} small group

discussions, following the nominal group process, in gpich issues

were ranked in the order of importance.

The Tucson Conference assembled a small group (nine mem-
bers) representiné different ;ervice specialties. This group
reviewed the materials produced at Arlington and discussed in
greater depth key areas of concern to those involved in Adult
Day Health Care in any-.capacity. The goals ?f the discussions'
were intended to produce a document thch wo&ld enhance the
development of this relatively new care modality in the ynited

States.

Focus of Conference Discussion

Because of the nature of the services and the level of
their present development in the United States, clear defini-
tion of the subject areas presented in the Conference was dif-
fimult. There was a good~deal of overlapping in discussions

~he subject areas. It was recognized that aﬂvariety of
. fictors might condition or affect the establishment of ser- '
vice pu:p&se, of service eﬁphasis, of the manner in which

programs are organized, administered and delivered—the most

(H-NG3 QN 1277
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important being the effact ot,funding and reimbursement

sources on all arsas. _ ‘ \
The COnﬁlrence discussions did; however; clarify manyff
of the ambiguiciai which appeared to obscure elements con{g L
sidered common to-all service programs. , Information con- % -
Eerninq the tield in its present level of debelopmenc and
indications About future' needs Ahd future davelopment emerged.
Two subject areas apéeared to be of overriding concern and
interest: (1) the "model;" concept which has heen prevalent
in Adult Day Health Care, apd (2) the present funding si:ﬁa-
tion as it affects the‘devalopmanc of Adult Day Health Care
as an abpropriaca cara modality in the community care continuum.
Other discussion areas dealt with plarning, organization
and administrgcion, delivery patterns (free-standing; multi-
site: networks), .and common areagysuch as staffin%, training,
qualily assurance, and the virtually universél problem o;
tiansportation. . ‘ )
Conclusions which evolved tFom the discussions were in
all cases tentative; the field 1s still too new to justiff
absolucéﬁ_in any area of the zervices.: Neverthelgss, cartain
priﬁciplas-and convictions do appear to have a,ceﬁtaip ring of
"for-now-and-tgt-the-tucure-as-wgllU: Primary among these 7as
t?e principle that Adult Day Eealth Care is not a single ser-
. vice but a range of services provided in a variety of secciégs

.
that represent part of the community care contiauum, inextric-

" ably bound into the gommunicﬁ support system--and that adult
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Day Health Care is a modality which offers an as-yar-un;ea-
lized (on a national scale), but invaluable, new rasource to
vulnerable populations for whom there 1s at present no care

resource or none as potentially effective.

\ . ADULT DAY HIYALTH CARE "MODELS"

Many communities searching for a way of describing,
limiting or defining their Adult Day Health Care Services
have used the "models” concept which has evolved in the -,

Y AN
United States. Providers have tended to use the "models"*2/ )
category or to have a-“models” label ‘asaigned to their pro-
grams in order to lndicate primary service emphasis, target
populations and/or servicd combinations provided.

Categories which were developed initially classifie:
centers as "Restorative",-'Main;enance" and "Social.” A
fourth category'was classified as "Mixed"---usually hyphen-
ated to describe such combinations as "Healch-Maintenance”,
"Maintenance-Social®, etc.

The 1978 Direciory of Adult Day CQre Centers provided
a éuide for users which described three of thae four models:

Pragrams are classificd as Restorative,
Maintenasice, or Social on the basis of in-.
formatlon at hand. - ) o

1; Restorative programs are thouse
offering intensive, health-supportive ser-
vicey prescriked in individual care plans
for e§ch participant. wWhare prescribed,
therapeutic sarvices are provided on a

one-to-one basis; constant health monitor-
ing and psychosocial services are an integral
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part of the total program. Participants

in the Restorative Adult Day Care program
ultimately are discharged to a setting
whare lass intensive services are provided.

s b Maintenance proqrama are those
with the capability (in terms of health
professionals on the staff and appropriate
facilities and equipment) to carry out 4
care plan for each participant. Services
include health monitoring and supervised
therapeutic individual and/or group acti-
vities, in addition to the psychosocial
:ervioc:. .

!

" e. Social r.ograms are those in which
prime emphasis i on activities and lunches
provided in a p:.tected setting by a staff
that does not include health professionals.
In many instances, Social Day Care programs
arrange for the delivery of health or health-
gupportive services outside of 'the Day Care
setting and provide transportation to such
sarvices.” .

” These classiticaticns'hive not been considered defini-
ticns. Guidclines for project grants funded underJSection
222 of Public Law 92-603 mandating dewonst.ations and exper-
iments for the purpose of testinq Adult Day Care and Home- i
makgg Services, described "a program of se:vicas provided ‘
undecﬁheslch leadership in an ambulatory care setting for

adults who do not require 24-hour institutional care and vet,

dus to phx_ical and/or mental impairment,-ére not capable of

full-time inéependent living." The proqcams we:s to be di-

N
rected to "meeting the health maintenance and restoration

* Programs listed in the 1378 Directcry classified themselves:

9 as Restorative prog-ams; 138 as Social pregrams; 72 as Main-

tenance Programs. 'J5 programs classified thumselves as ‘lixed b
Maintenance~Restorative programs; abcut 12 as Mixed Maintenance-

Social programs. Puerto Rico summarized its services a&s total-

ing 65, of which one-half provided meals, recreation and other

services usually considered standard for Social programs.

<5 /
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'
neads" of participants as well as.providing socialization.
Thay could serve elther short=term or long-term need. Staff-
ing required in; the demonstrations included nursing; reha-
bilitation (physical therapy, occupational 'the.rapy and speech
therapy) and provision for personal cara; nutrition and social

work services.

(This description of demonstration requirements resem-

bles the Restorative model of Adult Day Health Care. As in

)

many Adult Day Healtﬁ Care centers, this resemb}ance was a

- matter of degree in project sites. There w&s a wide range

in service intensitf and in population characteristics in the
projects.) 3/
In a report of a 1973 study of Adult Day Health Care,

two "models” are described:

' Model I or Day Hospitals were described as 'having a
strong health care orientation which exélusively sought to
'provide physical rehabilitation as a treatment goal...In

its most health care-oriented form, it provides rehabilita-
tive care to a selected group of individuals who show poten=-

»
tial -for improvement...In its less health care-, more so-

. ~cially-oriented form (Model II or Multipurpose), some pro-

grams aschew all but superficial health observation or
custodial supervision and instead emphasize social inter=-
action...Others my serve disabled populations which show )
little‘potential for rehabilitation but who require health

: : P Le :
super:vx;;ion, custodial supervision, nursing services,

-6 -
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assistance {n activities of daily living, recreational the‘rapy,

social interaction and transporcacion."i/

The Restorative Model"

A restorative center is described as oriented to patients
who ars "in need ~f extansiva rababillcat}on---who would be
in a skilled nursing facility leche centexr services - za
not available; who can be returned to self-care or shifted
to lower~level services within an established time period.”
It is gcal-oriented and time-limited (3-4 months).

Centers which emphagize rehabilitation or :storation
follow established patte : in initial assessment in or-
der to determine Fha parzzzkpanc's potential for achieving
treatmenz goals; in prqvision of aescablished treatment
regimes; in review of plans and prograss at escgplished
intervals, Thay tand to accept a highar éroporéion of

whgplchnir patients who are in the younger age rangés and

maintain a relacibe}y.hiqh staff-to-patient ratio with

grasxtar emphasis on tha servicaes of health professionals
" health cara servicas. (The {}ans-Cencury Report 5/
v 2

--tad that thase centers unxvaﬂ a relativély large

giwap of stroke patients with multiple chrénte coydﬁcions.{'_

L.

* The axanples described are those presented at the Arlington
Confarencs, ey 40 not necessarily describe all centers
Wiich ca. ry similar titles,

-7
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The Maintenance Model

An example of the Maintenarnce iodel ia described as
"not as ataff intenaive” as tha Restorative model. AlY
participants have an {r!: al assesgztient. Reassessment of
those in maintenance 8 based on the expectation that
sarvice will be extan Jvar lonqger periods of time than
tﬁosa ln‘the rest-at> . itevel. Hdaintenance services em-
phasize  *-aliza' - auaii@y orientxtion, recreation,
podiatry. The center ugsas the services of the Volunteer
Improvemené Program, drawing from its own clientele for
volunteer sarvices. (This service combination was des~'
cfibad_in the program example at Arlington; 1t may differ

in other centers.l

The Soclal (or Psycho-social) Model

——-+The example described is a center located in a retire-
ﬁent area. Oriqinaﬂly established as a muléi—purpose senior
center intended to prdvide relief for families in which
there is an elderly family member, within l% years the pro-
gram evolvad into a free-standing Adult- Day Health Care
Center. Its population is largely in the very elderly‘(84-
98 age range), and consists primarily of people who live
alone in hotels or small apartments. The major emphasis is
on gsoclalization. The proqram‘objective is to keep people
in the community as long .as possible. NB direct ‘health ser-
vices are provided, although an RN d;rects the program and

makas an'ini;ial home visit for assessment purposes. . The

-8 - -
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group procuss is usad ex..: .. v.,; and effectively at the
center, and participants ,.'‘ s larqe'part in determining

what the center program will be.

The "Modals"” Apﬁ}oach . b

w

A numbar Jf quastions were raised concerning the cate-

gorizaticn of centers, the "models® approach and the clamsi=_ ..

|
fication of the population sarved to fit these catagories.
Thase questions have been raised elsewhere and have been

the gubjcét of considerable discussion: Do _these discrate

cateqories fit the real service needs of populations in

which there is a high incidence of impairment and disability

with considérable fluctuation, both upward and downward, of

individual health 3tatus? Movement to differant lavals of

care may be required fraquently and problems may arise when
services in different combinations or of different inten-
sity are not available under the same roof. It was suqqestid
that the "models” concept might be considered an effort to
skew services to funding sources - to provide sarvices which
can be reimbursed and/or to label them aécordinqu. The

real difficulty which has led to sarvicg categorization

might be found in inadequate funding and in the absence of

a clear definition of the snrvices.’ On the basis of pre- ’
sant knowledge and experienca, it appears ‘that these arbi-

trary Labéls do not accurately descriiie the fiald of ser-

vice and the population in nead =f Aduler May Health Care.

- q -
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A morae offoctive approach requires answers to thé
questions, "Who is Adult'Duy Health Care intended to sarve?"”
and "what are its piogram goals?" wWhile these questions
cannot be answared definitively at this time, they can be
dealt with\4n a broad framswork which establishes the para-

Y meturs of Adult Day Health Care. Areas requiring further
enduity and'research can be delineateavin order to clarify
what should or should not fall within these par&maters.

There Ls, moreover, a body of knowledge available to the
field although ‘c|may not yet ' : generally formulated.

o Regarding th@ first question---the target.population
(who is Adult Day Health Care intended to serve?). Eoten-
tial consumers fop whom Adult Day Health Care is appropriate:
may be found in the following population groups: ‘

~ the physically disabled or impaired elderly

~ the disabled (young, old, long-term, short-term)

- tha developmentally disabled (young, old, with

varying severity of disability}

- all adults who have menta} health erblems

agsociated with physica. ‘mpairment.

The term ;Adult Day Health Care" appears to establish
the services as Ii&ited to adults and/or to the elderly.
The younger age group for which Day‘aealth C;re programs
offer many of the same services requires programs witﬁ /
emphasis on the special needs of children and young adults.

The taryet population for adult services, therefore, in-’

cludes the Eollowiﬁg groups:

- 10 -“f~—
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- t?-zgovolopmantally disabled over the age
o

=~ adults who are disabled as a result of trauma
(stroke, accidents and othar disabling eventa)

= the disabled or functionally impairad elderly
(this grouping was cited as ona which {4
numerically largae).

m~w~wmm~Tha’éircumstancel of ‘nead may vary considaerably,  Vari-

ous combinations of need.are found in all three subgroups=---
developmental disability, disabiliéy as a résu;t of trauma,
and disability which:is the rasult of single or multiple
chronic illnesses occurring as an adjunct to or_as by-
products of the aging procass).

All of thase populations could be cons%dered potaential
caﬁdidates for Adult Day Health Corr. Whether ade¢ ia:i
and ;ppropriate servicas are deve;opad, howaver, depends
upon policy and funding. (The terms "adequate” and "appro-
priate" are meant to qualify consideration of potential ser-

vice usa.!

Functional status within the thrae groups ‘is considered
a primary factor which Qualifies potential consumers‘in the
population for Adult Day Health Cara. Functional status
is further qualiéied by additional criteria: ’
. = the intensity of the disability
- the quality of :the disability.

Intensity is classified as minimum, moderate and severe

along the scale of semi-independence to dependence in func~

tional capacity.

-1 -
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\ Quality of disability aa it relates to functlon is
*intended to doscribe the naturs of the disabllity as it
may affact special neads for care (relatod to factors
"which limit program capacity to provide needed care=--
incontinence, wandering, destructive or unpredictable
. - behavior).

Linked to functional -factors, and intimately related
to tham in assessment of service need, are adequate living
arrangemants---the quality and availability of an affec-
tive perqonal-support system. )

The prasance or absence of peopla in the

home is not true indicator that there is a

reliable resouzte in the home. For example,

the presernze in the home of working adults or

children who are alsoc disabled or ctherwise

limitad in care=-taking capacity may not con=

stitute an adequate resource. The term adequate

implies a reliable environmant in the broadast :

sense. . o

The combination of functional disability and limita-
tions in the personal support system comprises major elements
in the criteria which identify the potantihl population for
Adult Day Health Care services. o

A third:dactor---the need for preventive sexvices=--
was relataed to broad cbjectives in programming} Preventive
intervention in order tq:control daterioration and excess
morbidity is a general ob:ective; it may, howevar,'estab-"
lish the need potential in selected population groups. Ster-

eotypes which assume that "progress" in care is an absolute

measure of program success and that the "outcome" of "goal-

- 12 =
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orientaed" treatment will invariably‘achieve restored funcw
tion may, in fact, ignore subtle Procosses which are also
A measure of aucc;ns. Such iluumptions may affect come
munity expectations and community support and deprive
potential users of substantial benefits which cannot in-

variably be ralated to conventional measurss of "outcoma,"

Mental Health Problems

Adult Day Health Care as a resource when mental health
problems are present is affected by a variety of factors:

= The extent to which a center emphasizing a
$ -vice mix (and a variety of problems in its
C: isumar population) is able to integratae dis-
or.ented participants in tha ger'-e group.

- The impact of people with mental health problems
on attitudes of other participants. .

Providers present a variety of attitudes and responses:

= Given a limited number of places in the centar, -
the best use of both staff and facilities may be
to allot those places to people who fit most .
closely into the centsr program. Although phil-
osophically it may be desirablu to have a center
serving varlous diagnostic groups and various
levels of need, it may become impractical and
detrimental to the center programs to accept
groups whose care needs do not parallel those
of the larger participant group.

- Where there is a sarvice mix and flexible ad~
mission policies, {t is quite possible to accept
and effectively sarve people from mental hospi-
tals or with psychological problems and to see
positive results from their exposure to the
centar program. The proportion of such parti-
cipanta jhould not be too high; it may also
depenc upon the composition of the total par=-
ticipant group and staff willingness and capacity
to accept and- serve such participants.

.

-13-
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= It {s possibla in a multi<service contar
to accept and serve a very wide variaty of
disabilitiea., wWith raspect to organic brain
syndrome, behavior of the individual is of
great impQrtanca. Paeople who ara vary con=-
fused and' disturbed, or who are aggrassive
and destructive, or who hava other problams
which present difficuties in management such
ag a tendency to wander, may requiye a spa-
clalized service program---ona that is more
stable and routine which might be leas stim-
-ulating and . productive for other-participants.,

- Staff attitudas and the attitudes of other
participants (apprehenailveness, depression)
may affect the caiacity of the center to
accept and effectively serve this group.

In a multi-level gervice center, too large
a numbar of any one disability may affect
the sarvice balance. It is possible, how-
ever, given adequate staff and facilities,
to develop sub-group activities for some
portion of tha participants, utilizing the

" core sarvices for sPecial needs as thay ha-
come appropriata.

.

Problems arise when attempts are made to defina the

potential population in terms of mental health and/or

mantal illness:

- Serious quastions arise when attempts are nade ,
to distinguish between candidates for the psychi-
ztric day hospital and those for whom Adult Day
Hoealth Care would be most appropriate.. Thare
is a great deal of mislabeling in the mental
health field, particularly in the older age
ranges. Daevression, apprehensiveness, anxiety,
forgetfulness and seemingly marked dislocation
in "normal" interaction may be the results of
social isolation, limitations in physical func-
tioning and trauma resulting from lifa style
changes. In many of these situations, skillful
assessment and treatment have produced marked
reversal of seeming mental illness or organic
brain syndrome. .

- A distinction may also be made between mental

illness without physical limitations and mental
healsh~problems with associated chronic illness.

- 14 -
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jas wall as soclal need.”

("I don't know of anyone who is chironically
disabled who does not have a mental health
problem. ")
Arbitrary exclusion of participants with mental health
problams is neither feasible nor desirabla. Problems of
overlapping health, smocial and paychologlical status cannot

ba resolvad by attampting to eatablish discreta service....

' programs for éach’diaqnouis. Distinctions ¢an best be

‘made by developing admissicn criteria in individual cen~
ters when purpose, staffing and service scope determine
what groups can be effectively served. Sych criteria are
clearast when problema in behavior present overwhelming
matagement and treatment problems (bizarre behavior which
is upsetting to tha center group; destructiveness, atc.),
or when, on the other hand, Ehay appear to be reversible
or manageable ithin the scope of tha service program.
Diagnoses which may havae arbitrarily assigned participants
to such categories as chronic or organic brain syndrome,
sanile dementia, and all the various psychologlcally des-
cribed personality states require careful assessment and
sarvice trlals to determine thelr accuracy and the appro-
pr%ateness of center services.

"We have all geen some of the moat meressivebtunc-
tional gainsitrom people who come to the center from mental
hospitals. Thaey are in the center, howaver, because the

basic nead is for physical carae due to functional problems

.
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The Potential Population Defined
A dagcripelon of tha populations for whom Adult Day
Health Care could he appropriate and thae dcno:ul goals of

» the rervices ls possible:
Adult Day Health Care Services are most
’ apprapriate for dependent and semi-independaent
B indiv?duals'who-n physioal and psycho~social
L] ) ) naeds have been assessed in depth by a qualifiad

multi=disciplinacy team of profssaisnals who

datermine that effactive services may be planned

for the individual and family. Service nbjec-

tives are to restore and/or milnia!, optimum

health and functional status. Prima.y quali-

g{inq criteria ara functional impajrment or

llbilit{, qualified b{ the leval and Juality

of such disability combined with or lntaracting

with the availability and quality of the par-

sonal support system.

Adult Day Health Care is basad upon a ganeric concept.
There is room within the general framework for Considarable
elaaticity‘in different programs with raspect co selaction

of participant groups and the emphasia in the sarvice program.

PATTERNS OF SERVI?E DELIVERY

Deiivarx pattarns in Adult Day Health Care vary. Frux
standing centers may be single units in a given coﬁmunicy.
Servicas tay be provided by mora than one unit, each under
separate auspices independantly administared. )

'/ Saervice delivery pattarns have also been daveloped -
which rely on linkages of different kinds:
. ) Satellite Programs
Tha multi-site or "satellite” orqanizationallgit:ﬁ;1

1s described as a chain of community Adult Day Health Cara

- 16 -
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conters cnntrally administered but gttategically placed in’

neighborhoods from which the‘participant populntion is

\ .
i A . N

\\ The axample described at tha Conference consists of

six Adult Day Health Care Centers. It has.the £ollowing
characteristics- ' ' , |
- Requnsibility for planning and evaluation
~ is placad in a central office sarving several
; se:vice units in the community.
- Administrative services, budget and billinq,
purchasing, supplies, food, etc. are provided‘
centrally to all units. )

- Standards and program monitoring emanate from
" the central office for all'unitdg,

" The central otfiée also:
- Employs coordinators for the centars.

- Provides rotating specialized staff (physical
therapy, occupational therapy, speech therapy).

- P;ovides training and staff nevelopment programs.

SChedules transportation| for all centars,

- Applies a staffing pattern which includes for
each’center:

K coordinator
- .. A professional counselor - v

A nurse. .

_ A soclal worker ;
Paraprofessional staff
Staff (physical therapy, nursing treat-
ment and other profassional se:vicesl.

- Sarves population which includes all levels of
ability and all ade ranges. (Eive of the centers
serve participants who are sixty years of age
and older; one servas the disabled in the younger
age ranges)l. (Of the 115 participants served
daily, 30% are in wheelchairs.) All levels of
disability are served in all centers.

-
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© = Offars sarvices which,inc}:de a typical range
.~ of sarvices provided by staff teams. (Profas-

sional services provided by the central office
. C are scheduled in proportion;to tha treatment
. neads of participants at aach sita.) o
S .+ =+ = Provides well-developed transportation system
N which serves the participant groups in.all
" . .'centers and which also provides for special
needs (physician-clinic visits, shopping and
recreational transportation). L

.

‘fThe example described is considered,veiy etticienq.
i'?ts; advantagas include maxdmum qse‘bt staff &4nd transpor-
fl ;ation,‘provision'ot community-wide services‘wh;ch ara uni-
form in quality and aqapéed éo'tﬁe neighborhoods in which
.7\, the centers are p}aced; and great !1exibility'in~sta££ as-
xsignments% The ceﬁter‘staéts are highly méti&ate& and “;
garry'fqll responsibility for the ‘quality otﬂtheir pro-
‘érams. .Each' center is resﬁonsib;e for its own intaka,
assessment.and’gare planning.. The central office inter-
veqes‘only to égnitor standardg and provide assistdnce‘;s
nqéessary. o ‘ { ‘ v
Satellip§ programs are not common. Thelr organization
~ requires an igteq:ated affort in communit} planning and
supbﬁrt and a‘gommitment to general service availability
Aand-xtandard'sé:vica quality. ‘Advpntiges in coordination
are accompaﬁied3by an unéerséanding by état:,‘participants

and community of the goals of the comnunity ©rogram.

Network Programs ' o
Thésa programs are usually planned and organized at
the state level. The programs which operate in different

N
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{ comunitiss may be:d?slimila: in lémb respacts sut haye
‘ce:tain common elements and a;e dependent upon central
planning.

' An example of a state n;two:k contqinl 16 centers
tﬁrouqhnut the state. Services and staff a:o‘plnnnod on
the basis.of the £ollow1n§i§lsﬁmptiqnlx

- Oldar people have multiple problems and cannot
be divided into target groups or disability
areas; anyone the centars might serve in this

¢ age group is likely to have problems in more

than one area. ; .

-~ There .is a neaed for participant "mix" in order

. to provide for interaction. People.who are
sevarely disabled physically may have no ‘paycno-

_ logical limitations; those who have psychological
limitations may function well physically. Em-
phasis on the help which participants are able
to give cne another as part of the total treat-:
ment program is necessary. B ' .

- Peopla with multiple difficulties require a

team treatment approach. The concept of models
is not accepted’'bedausa it tends to-separate
groups. Participant status at entry and changas
in different areas of need may occur at different
times in the course of treatment.' o

o

* = Authority for care belongs with the participant
who makas the decision about care plans which
will bast meat his needs., Case records are

. open and available to the participant. The
_ services are goal-oriented and emphasize par- .
ticipant autonomy. ° .

- The concept of -the team approach is developed
with the coordination of a "team manager" rather
than a physician as a means of encouraging inter-
action. ., The community support systems vary. .In
the bast, the centar staffs work closely with

public health nurses, Home Health Services,' Maals~

on~Wheels, etc.

- 19 -
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Dcvclopma;e of networks of Adulcrbay Health Cantars ——m
throudhoue a states or portion of a state or ragion has '
advancagQIL The staff which is ralpohlible for sarvioce
. quality develops' considerable expertise. .Admission cri=
‘ cari;[ larviceg and administrative pra;ticat pay'bé more
consistent and oquiéabl;, and pareicipantj who nmeet cri~-
.'eerka An one cnhtdr may be'mora.raadilf acceptad in a
center in anothaz geoqraphic area of the. network whan
¢tnacelnury.' Tha standardized and consistant ecrvica paccern
.increales public underscqnding of the'value and availabil-
i€y of the aervicas. Standard procedu:es !or raporting,‘
data collection, guidelines which assure qualicy are .mora

readily developed and increase accougtability. .

PLANNING; ORGANIZATION AND ADMINISTRATION

blanning, orgahizacion and administration in Adult Day
Bealth CaTe Services have been profoundly affected by the .
absence of broad public poiicy with ‘respect to these ser-

vices as well as to all resources for long~term cars. In-

consistencies in naticnal and stata actlpn'have impeded

consistent service provision. .;‘ . o L
: . N

_An important aspect of thiz absence of national leader- .
© ship and of cohérent planning has been the prevalent com-.
Plexity in the array of funding sources, diffaring reimburse-

ment metﬁnds, diffaring eligibility and service requi:emencs'
. ; v Y

)
{

. c
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ch:duqhouc the field. Tho need in these areas of essen-

. uu national panoy---tundinq and program dtvilomt -

 reflected imthe need !cr parallel gt!ort: at the state and

local lavels was cxuupiﬁulyldilcussed in can!c:-nécvlcaaions.

.
»

.

Planning ,
l:!uctivo planning for Adult Day Honlch Care s.rvioan
at the national, state and local lovcll is dnpcndont upon

the :ocoqnicion of these ll:ViCll as a part of cho care

‘continuum - an essential componnnc in a much—nood-d nutwo:k

of community. lczviccs. ;This in turn implies a po:copcion

of the naeed for othl: components in the community notwo:k

without whfch Adulc Day: Elllth Care cannot !unction adoquacoly.
B Plnnninq e!!o:ts should not be bllld upen tho concopt -
that Adult .Day Health Care is oxcluuivuly gr.primnrily an
Alcornacivo to institutional ca:n, an idea which is daif- -
ficult co aradicate in many policy-making and planninq
o!!orts (And in planning efforts !o: other neaded community

services luch as Home Health Care, Homemaker Services, and -
L 3

apuﬂal-noods transportation),

- It is k q:oa: mis:ako to sell Adul:
Day Health Care of any kind as an alternative to
institutional care. Undoubtedly, if Day Care were
fully developed in a variaty of models, some pecple
could stay out of institutions., Most of the people
who would be helped by Day Care, however, would not: -
have any services at all without Day Carae and they
need these services desperately. If we sell the
services as an alternative to institutionalization,
policymaka:s and legislators will have un:ealistic
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axpactations and’ will ‘be disillusioned., Day
Care should ‘he .s0ld baecause it is a good program
in all of its manifestations, and not as the
Tythical, magical alternative to inltitutional-
, Lzation,

[

The alternatives iaaue was dilcullhd from many aspects,

The dangezs of thc"aithar-or mentality" in planning was
ltr.llgduv Planning for Adult Day Health c.:J should be
unrelated to planninq for insgitutionai beds,

A sharp distinction shduld be made betwean misquided

'afforts to develop the' sarvicaa as alternatives to ingtitu-

,tionalization for cost *ontainment purposes and a planning

approa;h to the provision of day care services for the pur=~
pose of reducing lnappropriate naayof institutional and
&ther. resources, Provision otﬂhdulh”ﬁay Haalth'Cana Ser=
vices wi11~at:an§then community‘syatems, inc:aase options

for the community and widen the range of choices for indi- |

fvidual consumers. The choice of services should be appro-

“priate to the need. A wider range of options ensures such

appropriate choice.

Planning must take into conside:ation the target
population and the ranga of needs chat it is possibla for
Adult Day Health Care to meet. Planning decisions are

yased upon the relation between these. Within,the,broad
ramework which may emphasize or combine di!tarant Lavala -

of care, servica combinations and different approaches to
e:nice’aﬁracion, ic is essential chat planning 'avoid non-

purposeful centers where people are just dumped oxr: acceptad N

- 22 -
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with no agreement by the staff, ‘ﬁnrticipantl,v the family
(or the planners) on what the expectations and goals are."
"To plan for Adult Day Health Care services, the
goals of the service must be recognized by the planning’
conntiéunnoy. The sstablishment of (community)fn-gd,!or
the services within the array of community resources which
are considered essential raquiron that specific £unctionn
be olearly defined.  The dentitioltion of the target pop-
ulnticn...will help cllrity the need for nnrvicnn.‘ Dnliq-'
nntinq the intake crltnrin will help to dxnplny how the
nc:vic- fits within th-...nuppcrt nyntlm.
An axanple of a’ plnnninq effort ntrcnnun key nlamcntn
which arze essential to norvicp development:
- Planning Stage - Ru#ilwinq the Fiald
. Prior to opening the Adult Day Health Care
N Center program, specialists on aging visited
Adult Day Health Care Centers throughout
the ragion and the U.S. and spent one year
in the planning stage. They were concerned
about tha types of services they should
offer, tha types of facilities in which the
centars should he housed, and the mathod
to be used to transport- plrticipanta to ‘the
. centers. . v .
- Dovolcpinq‘CQmmunlty Support ‘
Sinca the concept is a new one, a large
group of community reprasentatives (health
cara and social services providers and others
with knowledge and interest in community

sexvices) was organized.  Community support
- was therefore available -to’ the planners.

Establishing the Purpose .
After considerable discussion concerning

. population need, thrae major puzposes were
developad.‘

- 23 = .
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1. To improve and maintain the partie
cipanta' level of physioal, social
and emotional function.

; 2. To prevent or delay institutional
care by providing a reeource which
could enable the pa:ticipant to
live at home.

. 3. To provide relief to relatives. who

r . are employed, or who may be required
! S to ‘provide continuous care to a dia=-
.. . abled family member. v

« The Population Served

. 1. The center serves a population of which

Ly : 808 of the participants are living in
! , families in which both adult spouses

© (in the family) are employed. Situa~
-7 : : tions in ‘which the participant livas

: . only with a spouse are those requiring
care which cannot ba handlnd by th- .

spouse. .

2. Most participanta have ssvere physical
impairments and many ara on medication
© (50% in .wheel chairs - 25¢ in walka:ﬂ

3. Molt.participantl require szpecial diets."

- Services Provided
1. Social and recreation activitias,

. 2. Nuzlinq and personal cares anluding
preparation and administration of.
medication; suparvision of activitias
of daily living; supexvision of por-
sonal hygien B

3. Rehnhilitation (only when :aLmbu:sedl.

4, SOGial work - counseling hnd group work
. with participants and family members.

' Sih’Nutrition seﬂvicea.
6. Emergency.services,
7. 5pac1alizad transportation for all par-

ticipants to all centers and. to other
community resources.

-24 -
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8. A Work Activity program (shsltexed,
paid ‘employment).

Setting

A declision was made that health facilities
would provide the best settings bacause they,
are barrier~fres, have kitchen facilitias,
avallable therapy, special bathing facilw
ities. All centers are housed in nureing
homes, but maintain their own staffs and

are administratively separate from the ine
stitution in whioh they are housed.

Projections

Planning envisions a senior center and a
nutrition center lavel of sarvice as well

as movament in the coxe program toward
greater emphasis on medical sarvices in ordar
to provide for greater gcontdnuity. This
would also lay the groundwork for Medicaid
reimbursemant, and ensure future sligibilitcy
for participation’'in a national health in-
surance program. .

Spnclallhlpqcts

.. Participants are transported to other community

rasources included in the core plan in order
to aveid the inatitutional "set" which ean
develop in day care and stimulate broader
contact with tha community. Transportation
t0 and from the center and for other purposaes
is contracted for with a specialized trans-
portation system. Thers ars two specially
equipped buses for each of three centers and
all participants are transported. No parti-

" cipant is required :oAspnnd mora than 4S5

minutee in travel.
Shelterdd wWork

The work activity program is provided through
an arrangement th a shaltered work program

.-in a rehabilitation center and has besn an
‘important canter resourca. About one-half
- of thea canter za:;icipants who have been in

. -the work activ
a relatively full~time sheltered work (6 hours

ty program ultimately go to

a day) in which they earn a smgll income.
! o o
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*Planning requires not only goal ldentification,

"« definition of sarvice modality, and designation of the

target population, but alsc a dolcription of proposad
implementation including !undinq and & mnthod of. cvalul-
tion or’ monito:inq. The melumantation p:ocull |hou1d
indicata the physical facility to ba used, the manpower
required to staff the program, and the availability of ‘
both. A :;alintic description of anticipatudf!undinq
sources should include steps taken and claarances obtained
which will assure !unding'ot tha proposed hudget."

C:.ae ttresi is placed upon the importance of tha ra=~
latioﬂship of Adult Day Health Care to other sarvices.
Community support is stimulated when‘meo:cint referral

points are identified and reliable arrangaments are made.

This was described as a "marketing" or "packaging" approach,

aﬁd emphasized concrete planning. For example, it is im-
potLane that the community not be misled by casual assur- ;
ances chat‘:e!a::als will come from hospigaln unless there k
i3 a realistic expectation based upon transfer Agreaments

and similar a::nnqnments. ‘A major elemant in pl ing is

a systematic and continuocus process of mutual ed cation
between refarrer and’ referea When valid referral sources

and referral procedures have bean established, ara mulﬁ

also be a realistic un&e:standinq of what the s;rvices can

and cannot ot!a:. Interpratation ot the servicas and thei:
pu:pose ensures app:op:iata use ot ‘the se:vicel. The

- 26 -
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long=term care needs of the populstion sre frequently so
pressing that there il s tendenoy by referrer to "dump"
problems on svsllable rescurces, frequently withcut re=-
ference to their usefulness., Thie is s psrtibulse dsnger
in Adult Day Heslth Services unless their precise function
is understocd. e

cx-rLcQ in pgogonﬁlelon'oivcho ;.:vlc.l and their
potantial may affect commdnlcy lupbort significsntly. The
state, the community and the consumer may hlVl"ViELOUI con=
ceptions of the meaning of such terms as ggglgg, restoration,

and sogcial. They may also be. limited in-their understanding
of the provisions ln'loqlllatlv., regulation and funding

- sources, Such misunderstanding can lead to unrealistic

-

expectations. \

\
Support from designated planning groups and groups

“whose membership or constituency may ultimatel b.ﬁ.tle

from cha'dnvolopmone.of Adult Day Health Care [ervices is
assantial - Health 8yse‘ms Agencies, Area Agencies on Aging,
mental health and mental retsrdation centers, and similar
programs ‘- play an important part in enhancing ;.:vic- da-’
velopment, Their anolv-maqt will ensure lneoquelon of '
this service in the communl#y system and LnC!!llﬁ under=-
standing of its place as !meortant unit in the'long-
term cars sequence, broadening the innq. of avnliaplc op- -
tions (Day Care, Day Hospitals, Respite c:r.,'ﬁome\FOALeh‘

\

Services, Senior c{neorll; ’ \

- 27" B
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1

ORGANZZATION AND ADMINISTRATION

Considerations whicn affact organisation and admin-
. istration of the sezvices in addition to those related to
. limitations in public policy were, identified and consoli~
dated into three major subject arsas '
“ = Service combinations; their efficacy in maxi=
ml:ing-rnnou:con and meeting consumer nesds}
the effect of state coordination on promoting
servicas; manpowsr considerations.

‘= Development of needs hssesament mnthodoloqxf
relationship of site selection and population
need to continuum of cars, and impact of eli-
gibility standards on utilization,

- Promotion; developmant of acceptance of Adult .
Day Health Care am a modality of sexrvice delivery.

"In the hupan ﬁcxvionl arsna thers aras,,,two classic
quastions whic?\u:, continually besing balanced in shaping
public policy...:, How can resources be maximized?; and,

How can the nn‘&u‘o: potantial clientele be met?,.,.0ur
collactive OXPIZAﬂnClI would p;obubly suggast that the quol;
tione ars fraquently not clnutly\ete;culnsﬁd or answersd
vary systematically. Ona way of characterizing...is by dis-
crate populations (i.s. physically lmpulta&;..handicipﬁnd...
mantally impaired...by level of need). Another approach
might ba the functional level without ‘regard to discrimi- _
nating among client populations, In this array, pazticplur ./
clusters of Pto!;lllonll staff would be alaments of the
‘concinuum...disﬂotane day care programs wodld take on the
i characteristics of the staff but sarve a variety of cliants...

1
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_ 'Hhat is suggested.here is-that policymake:s should
wo:k from an optimum continuum of care to an aqency struc—_
tu:e that will be;t support it, :athe~ ‘than the :eve:se....
Federal—State organizational structure affects p:o-
grams ac: the local level: '
“Hhen a poorly-pe:ceived p:oq:am ‘is funded from the
Federal level, the state implements it in whetever wey is -
‘ most convenient Consequently, the service end whicqghas TR o
had no impact’ on the first two decisions is forced to 'make S
widh what is. '
P:oblems e multiplied in the £ield at the delivery

s

/
.

. —level and there is no centrel point at- the Federal level ) R
fxom which assistance c¢..a be obteined.__ P A
‘/ "The field is beqqinq for some help in the areas, of ’ -

c

orqanization and administ:ation. IP:oviderg :eceive liter-
elly/hund:eds of cells ‘and letters asking for help with such

RS v )

questions as-

f; How did you get ADHC written into your plan? It's
i not a recoqnized sdrvice. How did you get. £undi“q?

A Bow are p:oblgma with licensuxe dealt with?" .

. Guidance is not evailable at any point in the Fede:el

stzucture, althouqh by now the:e 'is a considerable: eccumu-.
" lation of information ybich could be,assenbled_and made -
evailable . :
One of the best possibilities, if initiatives fo: inte-
gration at the Fede:el level are an urn'ea.listic &pectation, . -

WLll.be a movement %o organize the fleld (providers. state
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T
e officqs, constituents,: plapners) to, push for assmpt:l.cn of
i.bi]_tty by the part!}ular office ar jurisdict:l.cn D
‘ ' in which'the problems in the fielde&derscood
“" - . 'I‘his éentxal focus is’ needed in po]:Lcy, progxam imple-
‘ meritaticn, and’ in the crucial area of financing, :Ln which
the states are now the rec.'/f.plmts of disorgamze'd E\mdink
which then affects org,anizat:l.on. adzﬂ.niscrat:l.cn and, ult:l.-
mately, service effect:l.vmess at: the de'l.ivery level
was recognized t:hat: while the variety of pressmes at the '
Federal level could affect: the choice and ultimate effec-
‘ t:l.vmess of such a focus, it offerfs the best possi.bilit:y
. fcr mteg;rat:ed effort. The demand for i.nclusicn of bot:h
) health ccncent: and social content in. service provisicn
* 7 acourately reﬂects ‘the averlapping need fcr/ Both se.tvices o
Ainthepopulatimmdiscnewhichmighc {lso have the best
possi.biht:y for receiving serlous ccns/ide_ratrlm 'Ihere are
. rad.ona.], ways to ozganize and struct:ure serv:t:es~ \
= ) When thete is ccnsidezaticn of a s:[.ugle agency (state or )
Federal), major emphasis mist b_e placed upon the optimm
range of sexvice int:e:esr_s', Adult Day He’alt:.h Ca:é is .possiblj‘t:oo o

1

]

.s:mll a program wit for a single struct:ure iang-t:e-nn care, in
AwiﬁchAd.ﬂcDayHealmCareisviewedas asign.i.ficant:pro—
. gram elanant:, would protvide a more ccxgprel'msive Erame of

-~ ;' 'reference for placement of broad service responsibility. .For

A le, placanénc of :’es‘pcnsibi].it:y ina s‘;[:}gle state -

& ’ /

ERIC

Aruitoxt provided by Eic:



202
ofénAdult:DayHealthCarepmgr&nwitlﬂnthecorelmg:
msystanisbescasmmdinthecmtmofwndmdtyofcare.
P mes:mcuzesmuldbebmdm@sodm::hacmpmu
. ‘-ofcbesystanCDayCare,KmeHealdm naytbapmh ete.) are
.mwzemmmmedmamumwmmuprmumuy
-_~'inmedofﬂmmugeofserviceswhichsmhasysmmdd
pravide Thep’rogramshouldbebroa.dmxgh “anludeall
'_poptﬂa:!.mgrmpsinneedofcareandshouldmcbelimitedm L \
 the aging. Tt should mludeunsemmdoflmg-cem;axmu o ; -
asslwrct:ednca:re' ‘ i B :
- For the immediate fucure, mphasis—inmchapmgrmnshould
.bemrm-insdmdmalcaresincedevelo[mmcofadequateami
‘relisble comumity services will ulcimately stimilate effective

-parmers}ﬂ.parraxmcs formvemt:ofccnsmsbemaxall ]
'cmpamcsofm.re bothd'xoseoftheinst:l.mdonanddnsein\
cheemm.mil:y ' '

M Considerat:l.ms :Ln plmﬂ.ng lead inevit:ably to the in- -
' foumt:i.m base requ:Lred ‘for :Lt:s e.ffect:l.veness Siuﬂ.larly,.
programs which a;edeveloped require a relisble info:mt:i.m base
for eva]_.uat;.;!.;‘:‘;..of thah:\ iupact: upon t:he populat:!.aas servgd and for
measmanmt:\of the degree to which effort and financial invesmt: '
- are fulfilling cammity (la its broadest: sensé) :an:mt: R et
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T basis for acquirinq necessary information for"
these purposes is usually a well-developed 'standard -data
collection system which will: . (1). permit proqrams to - '
o " “évaluate their own perforﬁance over time, (2) provide a
basis for comparison uith'other proqrams-'and (3) ulti- .
mately contribute to the qeneral acquisition of reliable '
\: l-information concerning the field. Such information pro-.

\\ "vides objective support for‘policpnakers,,planners and
. service providers. ’ ' )

The Adult Day Health Care and the lonq-term care £ie1d
in' general have been‘handicapped by-the absence of an e£- )
,fective and comprahensive data collection system.

The basic data set for lonq-term care' which is being
developed for qeneral use by the National Center for Bealth
‘‘Statistics has“important implications for planning and eval~
.uation in Adult-Day Health Care. Unique'aspects of long-

__term_caze,uhich require’ analysis include those which indi- "

..... /cate “where people with lonq-term care needs are placed how
they move (or do not move) through the care system; legal
status or guardianship (probably.particular to the long-term
care populationlx Data which measures client progress and
evaluates program actiuity for cost-reimbursement analyses
are assuminq increased importance.

‘ ’ To produce a data source, the most eifective record
'for Adult Day Bealth Care is one which combines both health
and social material, rerlectinq increased understanding of
the se:v_ces as comprehensive.

C. 32 -
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In the develophent,of Adult Dey Health bere record
systems, the basic record should be combatible with related.
records, i.e. those of nursing homes, hospitals and other

community service records. Such compatibility would pave

‘the way to achievement of an inclusive pictuce of the pop~-
3 - .

‘ulation and servicekutilization. It would answer guestions

concerning ‘the relative ﬁsefulness of different services
an& identify'pcpuletions for which they are most effective. .
It would indicate the results and ultimately the costs of
se:vice provision. The collection of basic data in no. way
implieq’tpat the facility shoﬁld-ﬁot keep suchvrecords as
are essential to_sexvice_needs of'e,giVen prdgrem.'-Careful
planning should eliminate the duplication of records.

"To be beneficial-and effective, systems must always
be based cn an analysis of the reasons foz the need and

demand for services. .Otherwise, it is possible that good

“intentions will be harmful rather than helpful, particu-

larly if attempts are ‘madie to solve non-medical problems

with medical methods and techniques. -The importance of

medical factors can be overemphasized because individuals
often mention medical problems first, this being easier and

more acceptable. Of greater importance, however, may be

: unde:lying social and economic problems. The difficulties

in developing 2 basic data set revolve around such problegs as:
-~ The need for definitions which have not yet »

been established and are difficult to develop
“--(What is a client? What is a vigit?).

- 33 -
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: = The ‘need forla data system whica wiil be
- equally applicable to agencies of different -
size and staffs with different levels of
- skill. . :

- The need to design a'dnta set which will
distinguish between the various levels of
i*r~(The range. from restorative to social
:~how much service can be attributed ta
— edch.)’ 'The need for a method which will assess
: total client requirements and relate these to
the supporting environment.  (The "fit" be-
tween needs and envi:onment ) e

= The need to develop a data set which will
" provide a continuous record of the client -
as he/she moves from environment to environ-
ment (hospital, home care, day care, the long-
term care institution, self-care). ]
- The need to develop a system of cost infop- ’
mation which will make it possible to detmarnisa
the true costs of care.
'« The need o develop a method which will assess
the population for whom day care is most ap-
propridte, both for people in’the community
© and {2 ho'pitalized oz institutionalized
i persons. o .
S- Tha need for a system which will offer a re-
liable base upon which providers can evaluate
. the p:og:ams they administer. i o
. It is p:oﬁnbly impossible to obtain this array ot re-
qui:ements to: inﬁormation trom any single record or record
system. The:e are, moreover, a numbe: of policy questions
which cannot‘be ansahxed ﬂrom a data system. The function
" of data collection is to establish basic intormation drawu
frod the services. Information which is more complex in
nature o: which £ills a one~time, or limited, need. éan best
be obtained ‘rom special studies. A p:actical_mini;um data
set should be acceptable :o: the entire populationfin need

< - : RIS
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-of long-cerm care. in all seccingl.

The data set which hat been developed by the National
Center for Health Scetiscice covers the £ollowing informe-
tion areas: :

- Personal identiticetion---the assignment of a

unique number to each individual .in order to
identify all records of sexvice.

- Demographic information Lsex, birth kece, race-
ethnicicy, marital etacus). .

' - Personal attributes (usual. llving et:angemencs
S 27 ineluding lnlticutional care, location).

l.- Court-ordered conet:eincs.; ' .

T - Bealth status (.vision, heuing, xp:eu.ive '
communication, recaptive communication, and
other indicators relating to interaction ot

© . the individuel with his enviro t).
~ Eight areas of function Lincludin mohilicy .
and activities of daily living) in order to

. develop profiles describing the lavels of .de-
pendency of groups of individuals. “

This c&retelly‘de;ined and coded data set ghould make
available co'plunne:s; policymakers, ﬁﬁird-bezfy payors,

. providers end'othe:s‘info:macion with which thay will be
able co evaluete programs, compe:e costs, :eview service

_ouccomes, enalyze population needu, identify/se:vice re-
,quirements end compare elce:netive care systems Each
'iten in the NCES minimm data set is -etined, and the
reasons £o: its inclueion and its ancicipeced usetulness
are explicit. It should provide the loncherm care fiald
in general and Adult Day Health Ce:e as af pert of the field

with information which will provide:a h7pis for rational . =~

planning, eveIpecion‘end accountability;
/ AN
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. RESEARCH
Rqsearch‘opportunit§es in Adult Day Health Care have
been :elativtiy'limited. In part, this may be attributed

to the fact that the services are new in the 'United States.

In their debelopment,.ndult Day Health Care r‘x.'t:»g'x:a.zns"have

_p:esented such a wide range of pu:poses, objectives, and

.services, that it has been dif!icult to estahlish a £:ame

of reference upon which reliable :esearch efforts can be “

€

based.’ ' : : oo . . i
- Selected research efforts have been attempted. The

‘mOSt recent was funded in 1976'33 a result of Public Law

92-503 (the '222' expe:imentsl. In 1974,-a study of ten
Adult Day Health Care Cante:s Lthe T:ansCentu:y Reportl

' was conductad. A more limited study involved an analysis

o£ a -urvey conducted by questionnaire. 7

The findings of the TransCentuzy Report substantiate
gene:al reactions in Adult Day Health Care: variety in. the

range of mpdels, ta:get populations,.servica "mix”, staffing

'patterns, and differencas in cesting.: Fu:the: program de-

veloument. experience, and Flarification +#ill be required
in order to identify those areas o: in:ormatiou which are .
centxal to the fi:ld on which use:ul :esenzch eftorts can

~

 be:based. o : : - ..

Research issues will zcquire greater usefulness when

. many ofi the basic questions identified‘in confertnce'dis- ’

cussionsj(planning, purpose, population,‘o:ganizatiop and

P

3

v
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'eﬁminiséracicn), heve been more precisely addressed. The
" NCHS long~-temm care data set and speciel studies which may
»be'develcped to meet plnnning and program needs will con=

~ tribute subscentially to the field of kncwledqe. At this

time, hcweve:, further research’ CO ccnsclidace "what is now

‘known* ebbuc Adult Day Eeelch Care could p:cvide guidance .
" to communities invclved in planninq ezfo:cs. Funding of

such e!tcrcs ac the nacicnal level would subscencially assisc

1n mmdx planninq efforts. ) ) . o /“
B /
v N . . .”‘
SERVICES, FACILITIES AND TﬁANSPORTATION 7 /
Services

At any given time,’ the service prcq:am is de:ined by
combinations to the. pcpulacicn served, the puzpcse (cr

' purposes) of the~cence:,/and the individual servide needs
. /o .

of chs participant gregﬁ; ;henges in the partic pancv"mix"
and participant stacds require adaptation in service em~
phusis-andi in_scme cases, changes in the program itsels
over time. o I / . V

/
Using the ccncept of a depcndenc c:;semi-independen‘

pcpulaticn-whoee need So: care is based upon. a combination

of varicus disabilicy levels end limitacions in the peruonal

support system,. decisions ccncexninq service emphesis range -

:and intensity becomes a task :equirinq cchLnuinq analysis

o! the :equizemence in any given cence: of the pa:tic ipznt

'pcpulacicn ‘or p:c]ecced pcpulacxcn.»

'r,‘ N
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The process hy which the service complex is estab-
v lished is determined by detined admissions criteria and
the application of multi disciplinary assessment and care
e .planning.' For example, a relatively large proportion of .
Lpartic:.pants with mobility limitations may require a range
'of services empha.izing treatment as well as greater em-
phasis on the provision of physical support services. A
,‘relatively large proportion of participants with chronic
- illness may require_health.monitoring,nattention to medi-
cation, and.observation otjchangingthealth status..i

Structured approaches Lo’ service emphasis in all programs
are essential. "All participants in Adult Day Health Care have
some impairment. Itfis important that.theyservices which are
providod !it'participant need. This canhot be J casual'decision
but should be based on precise and factual information about
what is needed and servzce capacity.

The Conference discussions indicated that there is less
contusion about services than has been assumed. Certain ser-.
vices can now be considered common to all centers. As'a minie
’mum, the service complex should include-

- Nutrition services - the provision of one or more
meals, and nutrition counseling. :

Health services - at' a minimum, health supervision
" and health counseling which are.reliable and "more
i - than a casual nursing visit." ..

; " = Recreational and social activities planned for the
N ’ levels of need of the participant group. .

- Information and valid referral services.

", = Social services integrated in assessment, care olanning,
counseling, and interac ion with home and community. '
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Services which may not bc)common to all centers ari

those which emphasize treatment: nursing care} therzpies

.

(physical, occupational and speech); spacial diets; and.
pcrlonal'caro.‘.sPecial proqram5~luch as education, rema-

dial'e:iining, sheltersd employment. and art therapy bioaden
thé'sorvito range and reach special'pirticipant require-

- ments and interest.

Transpo:tation

Transpo:tation receivod considerabla emphasil in

?both conferences. Transpo:tation is a high-cost service
~ in most.centers. Tha,use of family, neighbors and. friends

. ko e:anspo:t participants to and from thc center has been

vieved as a stimulus for involvement in’ the center program
and to help motivata the participant and/or the tamily-
- "I don't beliave in providing e:anspo:tation for
all partlcipants unless it is tho only way to get tham
there. Family and neighborhocod resources are a tool which
help pqople stay more indepgndent,‘and &£ you provid‘ Ser-
vices in&iscg}min;taly, yo;‘takn over family :esponsiﬁilgty.
The more ‘we e;:ouzaéo family responsibility, the more co-
opqzation we gat from families in other treatment areas.”
‘an opposing view has also been exprassed: ’
- 'Tzanspo:tation is limited and expensfc-, pazti-
éula:1y~to: participants who are Ln wheel chai:s, 508 of "
our pa:tici;adts are in wheel chairs and live with working -
:alativas}'zat'have spouses who can't d:ivg. Transportation

» . . ) r
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'is eszential for all of these participants.'

- 'Research on £amily responsibility indicates that’
family nembers do not abandon their impaired relatives.
When the menial and routine pressures are removed, !ami-

lies do not withdraw. On the contrary, objective evidence

‘indicates that the quality ot !amily interaction then

improves.
Many providers ‘who administer small, sinqle programs

do not consider transportation a major problem. In a state

&

network, however, the range and cost of transportation pre-

sent massive problems. These were identified as depending
upon such considerations as the number of communities
served by a single center, distances.in the area of pop-
ulation covered, participant volume, variation in attend-
ance, the degree of family involvement, availability of
community.provided vehicles,‘availability of'specially
equipped vehicles, availability of private special-needs
transportation, program ovnership of vehicles and resources
available for the coordination of avvariety‘or transporta-;
tion methods. ) ‘ ‘

» - 'A sound transportation plan is crucial to the
success of an Adult Day Eenlth care proqram.

- "a qreat deal of rationalization is prevalent con-

cerning transportation. Administrators find it di!ficult

to confront the fact that their services are not accessihle

to the people who may need them most.
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It was generally aoknowlsdgod tﬂat transportation is
a high-cost item in Advlt Day Health Care. In some centers
transportation may be almost equal in cost to some levels
of treatment, and this maf incrsaso the per diem coat sub-
stantially. Although cost is a significant problem {or
center programs, the absence or limitation of adequate
transportation for the disaolod is an issuo.woich axtends
bayond the Adoit Day kealth,Caro center movement. It

_presents sorioos probisﬁs to manf other' populations, comi
'munit& resources and sor#icos as well. Communities whic

spocial—noods transportation involving.uso of oquipmsnt f
for multiple purposes. . would include provision of | o

!

'transportation to various community agencies, to congregate 1

/
‘ meals centers, to clinics and physicians o!!icss, to spe-

cial recreation and shopping as woll as to Adult Day Health

CAra. " 'Such arrangements requirs a high dogroo o! coordination.
; "Transportation can be directly considered progra-

matic;.it is a policy and administrative matter and the

'altarnativos can be undorstood and rocommandations mado

concerning the virtuos and disadvantagoa of di!!oront

.mothods without waiting for the answers firom rasoarch.

A positivo approach to provision of transportation
is based upon assuranca of program accossibility: "A good
program must be assurod of accessibilicy to its services;
transportation must be availablo; it mustlbo safe and it A

must be reliable.” ‘ I
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‘variaty of settingx, many of them not ‘initialiy intended

Vs /

- Standards and regulations should include
appropriata transportation as a requisite
in Adult Day Health Cars. Appropriate

i transportation is intended td include

\ vehicles for special needs. Centers ac-"
cepting participants in wheel chairs should
be required to provide vans or buses which-
are adequately equipped. Transportation
personnel should be screened for the same
qualities and temperament as other’ center
personnel and should be trained and capable
of responding to participant needs, to emer-
gencies, and/or othex exceptional occurxences.

Discussions of satety extended to tha parsonnel em-

ployed in providing transportation. Drivers and attendants

"~ must be carefully trained in transfer activities, first aid,

aﬁd Eapability in emergencies. They must also be familiar
with the program and sensitive to participants and’ their
respon§337-\xhe se:vice package should be detined‘as be-
ginning when the drive: arrives at the participant's door.’
The driver, therefore, must be in tune with the center's
progrgm goals. Transportation is-.an integzai part of the

sezviée.'

,Facilities’

© Adult ﬁay‘Bealth.Ca:e centers bave been housed in a

_for their programs. A number of centars have been created

in nursing homes, in.soma'instancas as' an extension of the

inipééiené facility. 1In a very 1imited- number of pro§:ams
housed Ln nu:sing homes, thn service has been used as a
combined: transitional program for in-patients, as well as '
se:ving participgnts from the community. Still othar programs .
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have used in-house settings which are independently aa-

ministered units making use of available lpace‘and ocaa=

.sionally, but not invariably, using the institution'l

*

‘. Questions have Deen raised cohco}niﬁq design require- .

ments s, vibacc, equipment, safety and-accaisibilicf.. The

“lack of definitive information in this reosrd has under-

scored chn need for specific re;darch on theli mattéés as

well as lqﬁare footage per participant, ralative cosés and

‘cost trade-offs whnn Lnlticutional settinqu are selectad

The use of nuraing homns“and othor insticutional settings

raises qu-stions conce:ninq the ettact of the sattinq on
'participant attitudes. Insticutipns ottar such advantaqes

as barrier-free space adapted to individuals with a variety

of mehirmants, and, in some instances, available back-up

' staff for treatment which might not be available in a free-

standing sattinq. .
‘on the othar hand, participant and communicy reactions

may consider a center in an institutional'settinq as' sar-

" vice delivered in a 'medical model', or, as related co
1stnxeo:ypes associatad with lonq-cerm insticutions./ sglt-

percaptions of pa:ticipants as "patients" or as inéolved in

a care sequance which might and in an insticution are fac-

cors which may atte:t the selaction of the settinq.
Adult Day.xealth Care Centers are alsovhoused in.

- 43 -
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‘fxl .unussd hospital space, and, in some instancas, in specially=
cdnstrugtadvtacilitips.
_ It was generally conésdad"that'a variety ot settings
v is probablyvboth realiastic and desirable. Nithin this broad
| ‘ ‘framework, howaver, the physical requirsments ot the setting
i ' and the cost-related eldments which affect ths sslsction of
ths‘setting must be considered, In addition to practicality
and cost, a primary factor in the chéics of setting should
bs:community and participant attitudes.,

The géhtrai reéuiraments of the physical plant,inlall'
‘sqttihgs wﬁich maé Se considered adequate can be identified: .

- All centers must beLdesigned or adapted so that
thay are easily accessibla for both wheel chairs
! and walkers whather or not stata and/or local
’ requlations require: such access.

- Minimum fire and satety precautions must be D
assured whether or not state and/or- local
regulations rsquirs them, ; h
Jarrier-free space should ' bs a requirement T
in all centers serving participants with ) .
mobility limitations. . v

- Safety equipment (grab bars, railings),
passage ways 'and .doors must be adapted to .
the characteristics of an impaired partici- —
pant ‘group. .
g - Toilet tacilities—-"toilating is a sensitive
area and must be stressed in sexrvices for
: disabled, impaired, or elderly people.” In .-
N many centers not initially intended for day
- care purposes,’ toilet tacilities have not ' Lo
-bean appropriately adapg . Such facilities
. should be constructed o adapted to insure
easy access for wheel chairs and walkers, space
‘ and. equipment for transfer, and protection of
; i privacy. New construction should consider the.
. \  ratioc of facilities to participant group size
- ' (England requires a toilet for every 20 teet in
new day hospital construction).
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o ?hokchdice of setting - inltitﬁﬁi0951 cr fceestanding -
may bccomc a major issue in planning. The lack of available
lpac., the high cout of dusi:able spac., u:ban population
‘concentration, rural distances, and uimila: chn:acte:istica
affact the choice of sctting. )

An arbitrary approach which indicates that one actting
-'is preferabla t-.c: another appears to be undesirabls as a 4
:.qui:cmont in vicw of tha vcry‘godd p:o; ams which may be.
found in Bohh_institutions and freestanding. acilities (and
some quite poor programs which may clso be found in either).
Setting per se doec not Lnscre'excellence in the qgality of
- the services; ~ i
There is room fo: :escn:ch concerning the elements
which make a setting desi:able or undesirable. An insti-
tutional setting might p:ovide-staft and faéilities which
" makae ‘the choice desirable. .fThc importnnt.thing is to find
a place with a spiecdid staff and leade:shlpucommittcd-to‘
the p:ogrcm. This makes‘chs'diftercnce."‘ This is not al-
wafs possible, and the availability of spaca .in an institu-i
tivnal sctting may not countnxact negativn :eactions on
. the part ot pa:ticipants. Tha assumption that such a set-
* ting is a "health setting is not invariably supported by
excallence in service delivery.
Increasing opportunities may appear for utilization of
vacant‘space in hospitals as hospitcl occupancy -rates de-

cline, releasing barrie:-f:ec space with the possibility of
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back-up,ita!! and equipment. Offsatting the advantaga of
‘mergéd costs of equipment and ovarhead in hospital settings
is the fatt that costs of space in hospitals are still a

. " good deai'highe: than in other setgingn._ Moreover, ele-

ments of Adult Daylaaalgh Care which are unreslated to treat-

ment (social services, recreation, etc.) might be less
available in thess sattings. '

' , "It is essential that all settings provide
for the Adult Day Health Care program a. staff,
si:ce, participant population and service com-
bination which is distinct, and .that its goals
are understood to be directad to the provision
of a distinct care modality. "The Adult Day /

Health Care center must have identifiable space e
and identifiable staff," ‘

o ' STAFFING AND TRAINING

Att;tudes and cdnvictions c;ncerning staff qualifica-
tions and the importance of professicnal sarvicas vary..
Some pr Qider§'§e§o:: excellgnt,:esults using qtatt.com-
posed almost entirely o!vpa:aptofessionals, st:eésing par-
sonal temperament and on:the-job tr#ining as primary qual-

. ifications (viewed.as moté acceptable to participants thin'
staff with pro!assional‘qu;lifications).

Other p:bvide&s exp:esséé the conviction that adeduata
dssessmeng ang'gbal-oriehted sgrvices'depend upon qualified
séatf'in key aspacts of .the service.. o

: ‘"Whather a center provides medical, nursing,

\ soclal theraples in a package or selacted combina-
tion, depending on community nead, the staff in each

Y
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category will hsve the background (in selection,
training and experience} which has bean generally
accepted as.constituting the protection of qual-
ity that profassion or category. While the
amount of staff time required b{ the centex's
population may be open to question; the adequacy,
of the staff time allotted to that population
m:I not be open to question, Given the datermin-
ation that there must be a matching of services
to participant need and that these services must
be adequate in quantity and of good quality, the
issues that remain open are still those related
tot: (1) how-the ideal service package. is to ba
determined; (2) what conditions that decision;

(3) how staff/patient ratics will be established;
(4) how these fit with-a changing or varied or
segregated participant population.”

Sqéffinq and training can be approached in a context
which .legbliihos‘objactiva criteria:
- ‘wStaffing pertains to tha quantity, qualifi-

v, cations and distribution of staff providing tha
sarvices, and staff training will include ataff
orientation, in-service education, on-tha-job
training, off-the-job training, and general prin-
ciplas of staff development.” o

seaffinq and éroéiam Goals
! ‘In general, and Ln_apieq of ditteQanccs in péoqrgm
emphasis, Aduie Day Health Care centers 40 share common
goals, “Th; §eﬁeral cbjectives of'thp Qq:vicas may‘bi ax-
éralled in ﬁi!fa:ane'unxfice co@binaeions‘with Qarylng sar-
vice emphasis. Th&y'do..hownvcr, impdse the riqui;émene‘
;hae all staff mu:éxpossass cebeaiﬁ aeeéihuees, scme of
them difficule go/describt objectively, yet central to the
‘ qualiey/of—:hQ‘icgvices. fn:ms'sugh‘as fiexibiliﬁx and-
s _ggﬁéégx werQ'hsed. "No matter what discipline tha ‘staff .
comas fraﬁfind no matter how good the training program is,

[~ 47 2
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there are certain innate qualities of tolarance and
flexibility which are absolutely essential.” Staff
members must bs ondowed with the ability to be satis=-
ticq wigh very small anremohta of ﬁhanqa.hot neces=
sarily basic to their tachniquau:\tho kind and naturae
of the demands made uﬁonithpm are varied and qu1t9 dif- -
ferent from those tqunﬁ in other care :ettiﬁgs. Minor

mannerisms, -the tons of voice, the choice of language,

.can be otdgraat‘importance.‘ To soma extént, undarséanding

can be provided through training, but most of it will have

already been present in.the individual.' "Compassion isn't

" enough. It may in some forms be a disadvantaga.”

The selaction of staff and subsaquent training will
depend very much on tha guality.ot-program”leadership. It
must ba,strong) committed and knowledgeable and capable of
providing essantial bick-up.

In training aefforts, one of the diiadvantAqes'has been
the absence of a comprehanaive:co:a training proqfqm. For=-
mal training in the various protesliénal'tields_trom-which

staff membars are drawn should bo'supplementad,with training

directed to the special requirements of Adult Day Health
Care. 'Ona of its maj&r ingzgdiegts‘is :elianée oﬂ.a multi-
disciplinagy approach, regardless of model. There is - or .
should be - an intertwining of disciplines and/or a crassing-

‘over of functional staff lines. As a rasult, "turf® pro-

. blems may arise and ths training program must take these

i

factors into account.
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‘The lp.oilllchnrnoccxiltiol of both Adult Day Honlcﬁ
Care and Home Care r.qulxd constant interaction botwc.q;
statt, plrtioipnnt,ntnmily nn& community, and the blgndinq
of services to meet both health and scoial need. Arbi-
trary distinotions iin these areas cannot be made. These.
conlidorleioql reaquire uore .Qp.:til. than is required in
the provision of cure from a ;;nglo Qi;qiplin.. Suoh
.xp.:til. does not 6ccur withéut a methodological approach
to exnihinq in both the core program and on=the=job e:ninm'
ing, and this applies: ‘to all staff who will be anolvcd
in any way with the pazticipant\anq hil,tamily. ‘ .

Tﬁ;-tonm concept has bdcn‘ihponcpdly'atrollcg in -

" Adult Day Health Caré. Understanding of team composition
‘is beginning to change. ‘In’place of a hlerarchy which is
 fairly rigid, a mors practical approach (often called

matrix management) appears to be both effective and prac-
tical. At any given time, one, or perhaps two, people
wili be p;ovidinq care sarvices, nithoqqh the rescurces

o! the entirs éelm ara available.’ Thi participant is

'Alliqn.d to a prima:y pro!ollionnl who coordinates the

care which has been uq:nnd upon with both. th- participant'
agqrovnl andvin accordance with staff recommendations. The
primary profussicnal is alvays aware of what is happening
and.ﬁaccmes the llnqli Qourc; o!wintormntion to !amiiy and
oéhnrs. Thc;e must, howaver, bLe ﬁézuctu:o in this pyproach
that is naeither casual nor accidental; it must parmit

)‘ - 49 -
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changes in the teanm 15 accordance with changas in partici-
pant status. When thia occurs, ruponsibilitin are shifted
on a plenned basis. , *
In thae, light of these requiremencs, there is an urgent,
present naed for the development of a core creining program

" spacific to Adult Dey Health Cara. : \\\\

scalf/Participant Ratios AN

Determination of the numbar and kinds of staff as thaey

relats to the range of participant neads has been a general’
_problem in tha fiald. A precise and clear-cut method of = '

determining sEeff/ﬁerticipent'racios was described:

-~ An analysis of perticipenc "mix" and the service
neads based upon admission criteria, eseessment
and care plenning.

- Devalopment of precige staff job descriptions
based upon participant population. These des-
criptions include task analysis, identification
of the casks thet each: staff member performs,

~ Length of time required for performance o£
tasks based upon time studies, observation
! -and objectiva "job logs® (these provide in-
formation concerning the optimum or minimum
number of participants requiring skills or
tasks which can be served by a ‘given steff
member) .

~ This information provides the base upon which
avaerages can be developed: the average number
of individual treatments, the average number
of group treatments, the average number of
‘agsignments to each staff membar, and, consa-
quently, the number of treatments and parti-
cipants for which staff of a given-§ize can
be responsible, On the basis 6f this, infor-
mation, the size of the staff needed for any
given number of participants can be determined.
The method justilies the staffing’'pattern; it

v
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also provides an cpportunity to compare -

individual ‘staff performance objectively. \

1f the participant requirements exceed the

~ttlo, this is an indiocation that service

quality is being reduced. C

In dilculllhq this methodology, it was recognized

that it nay bc‘nccqlqnzy to experimant in the initial
phases of program dcvciobm‘ntv The mothodolcqyiin easier .
to apply with a larger staff; availability of a small
staff may require reduction in the partioipant population,
or if participant nesd dces not justify full-time stalf,

| ‘
part-time staffing may be provided using the same mathodology.

o

Q0ST, FUNDING, REIMBURSEMENT

Cost containment is 4 .common objective Lg health care
lnxv;écl."rn Adﬁltloqy Health Care it is not possible to
support t._hc conclusion that costs are q:un:; than or less
than nther typulvcz care and such coﬁcluu}éﬁp would be '

questionable since tha sexvices are not comparable to other

)cnzn nodalitics. Studies to date have not demonstrated

that costs lrc-cxcclllyc: they have lqdicggcd a range of
costs in programs with different service npphauilf The
i;lu. of cost containment has, however, been an initial
motlvntiéq factor in some program development. In.one
state, t%c initial “objective was té develop Adult Day

Heal*h Care as a low-cost "alternative.® "There waz pressure

- 51 -
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to pto;ridn the services only to those who have been in
musing homes or discharged from hospitals.” This npproach
was cf!occivnly countaracted with data mdlcndna that Adult
Day Health cn:n costs in the stata were not axcessive,
Conqcrns which ave more provalent ars related: to
sarvice funding which will ensure contimuicy) to problems

with miltiple tundina sources; and to the variety 61’ relmburses

ment practices vhich impeda oftecr.iw nd:dnil:rnciqd
Coa of tha program exmplu which illustrates tha history
of finding a financial base describes an established center
" ateached, to w rehubilitaticrhospital,” :Tttwaldaviloped as a
_day hospital .und later multi-lavel services were added.
Fedaral funding was cbtained initially for an imvative
dmuu:ncicn program (Medical Services Adninistration and
. the Aduinistration on Agi.ng) th the demonstrstion (3 years)
ended, the center tirned to the community for continued
funding : and mppm Success in this effort was at:t:ribuced
to swu'al fact:m tha program was tesponsivn to commmnity
need and appropriata to the resources of the {nscitution in
“which it was based (although a majority of tha referrals came
" from the in-patient facility); the institucion had long experi-
enca with rehnbiliéadm services and cmdnﬁiq of staff; tha
aduinistration had considérable expertise in daveloping and
“costing the service unit and in obtaining reimbursement for
services.' At tha present tima, #hn center relies on

-52-
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multiple reimbursement sources; 1) Lniﬁ:lnoi carriers,
Titles XVIII and XIX; fses from families; fund-ralsing
and donations, Interpretation to both partioipants and
chsibommunicy of the complicated reimbursement arrange-
ments s both difficult and confusing,

I Refefence il«!ruﬁucnc;y made co'ehi “skewing” of the
service model to neat reimbursement sources, and to man-
agamant strategies geared to tha ipx&ttlnq of the service
unit fot reimbursement purposes. fhc axcess panpower and
complcx adm1nL|cra=ivc Problems which this practice entails
affects program development. It arises £:§m the Iimited’
approach to service dcv‘xopmnnc and funding which has bcin
Cost effectiveness as an objective is addraessed in

terms of the need for measures of appropriate costs for

- various levels of cara. "Although the same numbn:'o!lpqr-

scnnel {s available in nursing homes, day care rcl;cl more
heavily on skilled staff and therapeutic staff - tﬁ.:couc
i3 high."§/ - a raference which hqlinuccndu to compare the
Adult Day Health Cara with Nursing Home énrn as i!_thly are
an@ndcd to serve tha same populaticns and thereby offer
sarvicps directed to gimilar goals. This confusion in pur-
pose affacts program development. "Adult Day Health Care
has,cm‘xqad in chn‘Unitad Statas in the absence 6! axplicit
financial provision in public policy £o:ldiscinct1f'¢ddigq
such an element.to the health care system. Against the

~-'83 -
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fisoal odds impad{ng their groater dbvclopmcnt. Adult Day
Health Care programs have grown in humber, The phanomanon
of this growth in a ﬂinancinlly-uhinv;tinq anvironment,
_ . " aven more than the lmpressive persistence of the underlying
o concnbc‘it-olz. attents to the apparent validity of grafting
‘ day care onto the social health cara gontipuum,”
~ Funding probleme are attributad to the absence of
'billo recognition of the need for tha development of the
aa:ﬁice-.and the gact that thare has been no earmarking of
7 funds for thess sarvioces by Fedaral, state and local author=-
Lgiol, ’Proqraml attempt, wich varying success, EO‘IGCUIQ

funding from the gollowing sources:
t = The Medicaid programs of one-third of the states
permit rsimbursement - not for day care in its
entirety, with the sxception of a very faw states,
but for specifisd health services given within

! day care programs to individuals eligible for
Medicaid, - e

= SSA Title XX Social Sarvices Funds are used to
" .reimburse day care programs in two-thirds of the
states - again, by no means on an open-ended basis,

"= Revenus-sharing funds have bean us;d for day care
in one-third of tha states.’

= Medicare naticnally pays for those health ser-
vices that are specifiaed in its benefit packages
for those eligible, and day care programs can
saek cartification to be reimbuyrsed .for providing
such services under the spacified conditions.
{This is dons in a very limitad numbar of programs,)

- Private health insurance carriers likawiss may
be billed for covered sarvices for thair sub-
scribers. :

= The Older Americans Act, through several of its -
tizles, makes some funds available through grants
.to selacted programs.

'
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= Some United Way funde in various communitias
subsidize day care programs,

« Philanthroplo nutggrt'zrom foundations, ghuroh,
fraternal, and sinmilar private organisations and
individual patrons on cocasion come into play.

= Some local public funds are sonmetimes channaled
to day care support.

= Several Federal agencies grant funds {n support
of research, demonstration, and evaluation of
relevancs to these agencies (e.g. trans-
portation, mental health, training, ate.)

= Faes are collected from the partiocipants themselves.

"With this variety of Appor:unicicl lccminqu to be
tapped for support, the very range of possibla sourcas ic-.
flacts the fragmented provisions that charagterize this
country's health n.:v%cnl." '

At the point of delivery, this multiplicity of funding
sources imposes an ovcrvhilminq burden on providers. It
also reduces acc;alibilicy to the services of unknown, but
probably sizulblt. numbers of potantial consumers for whom
gublcancial expensas for inappropr;acc.cnzc now baing made
could ba reduced, and for d:hﬂgs who are not receiving care
of any kind in spite of gericus levels of impairment.

Disculsioni of appropriate £undiﬁq cmbhdlizc the aelim-
1nl:1qn of means~tested access and lhqqclt approaches more
closely alfqncd with equality of entitlement for vulno:ablc
populations. This approach 1§ ona which preseants Adult Day
Health Care as a legitimate én:a'uodalicy. no longer innc-

vative, with demnstrated effectiveness, 'Tha services should

- i o - 55 -
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be Lnui:uuonquud as a universal urvtco in the communicy
support system and publiely funded.® ; B
‘ Two separate but concurrent efforta are required in
. order to make the services universally available: (1] Capa=
oity huilding (cnpiea;f:atlon for creation of the rescuzces) =
"the day of demonstrations and lccd‘monuy'il over” = and a
plnnn.¢ approach éo\eh. development of sarvices, probably on
o an incremental bglil\yhich will make such services available
- to' the population at ;\§k is necessary. Such funding would
most properly be ldentified in the lonq-icrm care budget,
(2) Development of effective roimburl.mnnt methods or
N mechanisms~«~a probluk which is prcvalanu th:ouqhoue the
antire health care delivery system. 'rcc-zor-lnrvicc reaim-
" bursement Ll not a raliable or nquieublo basis for the sup~
port of the services." :

Soma aexploration is required rolatiy. to tundlltot
capacity building. The tnalibility of combining existing
funding sources for all lonq-tlﬁm care gervices 1nc1ud1nq
Adult Day Health Cars would h;vn advantages as an intagrated
system of providing financial support.for an inclusive ser=
vice package., A second poasibility (leas probable in the )
presant economic environment) is Aﬁpropriation of adequate
funding desiqnatnd'tor Adult Day Health Care. In the dis-
cussion of the relative aﬁvantaqcl and disadvantages of
categorical varsus comprahnnsiﬁ- funding, balanced funding
for Iong-eatm care is considered the most desirable objectiva.

N
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:fL;J Bogoveg, Ehe relatively brief- histoéicol poaition o£ Adult
: Day Bealt.h Care: miqh.t: (place it at:-a disadvnm:aqe in com~ .
pstition with othn: established sexvicss. Ths naed £or
-msnpowe: and t:aininq £unds and p:ovision £or service _
evaluation nnd continuous monitorinq in such an affort is
" avident. : ‘ v '
_ - Cux:enu priorioiss‘in'fosogrcn in areas of cosus o:o
_‘those related to the dab.lophsntiof unified cost iccountlng )
-, and :simbuxsemant machanisms, methods for channelinq multi-.‘
ple—sourco funding into ‘an intaq:nted tundinq system, studias
of the effacts of funoing on.lavelsuand quality of care and
“of the effects of funoidg‘oh servico combinations'with dif-
te:ant se:vice pa:ticipant groups and in di!fe:ent locations
and settinqs. . ’
C- Conside:ntion must be qiven to ‘the adoption of a
clear national policy for the development of Adult
~-Day Hqalth Cars seryices. in the community care

system with necessary provision for financing and ’
melemantntion of such a policy.

N ot o

A}

- STANDARDS AND REGULATIONS

. - . A .. )
"although standard,‘rule and requlation are frequently

' used interchanqeably, a standn:d i=s usually defined as some- ‘
thinq established by qenernl aqreement to serve as a bnsis .
in measu:inq cnpacity, quantity, etc.

Rules and requlations tend to be used interchanqeably

and in tandem in qove:nment circles. yAlthough riles and
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L gglations may serve as quides, criteria or standards,
they are more frequently used in the sense of requirements,

- \
. obligatory or demandcd as a condition.

"Rules and regulations might bé defined as musts,

while standards might be defined as shoulds.”

These distinctions havo not usually been made with
re!orenco to Adult Day Health Care services. " There 1is,
however, a need for assurance of consxstent services and
account;bility. If this is a need for standards, what .
should their ourposg be for the field? If this is a need
for:requlotions,.should-thoy be met by all protidcrs for
purposes of 'eimbufsement or should the purpose be protec-
tion wh.ch guarantees observance of overall objectives and

purposes of the services,iregardless of reimbursement. source?

. (RPgulations, when they are establishcd'by government,'con--

tain elements which may protect the public, they may also

be requirements 1Lmited to reimbursement or essential for

licensure D E—— - )

Ahe developmont of standards has more frequently oc-
curred in the voluntary servicc sector, in professional

fields of_practice, in commissions, .as goals of,excellence

which may or may not be achieved but which establish opti-'

mum measures of quality.

-~ An illdstration in the developﬁent of standards at the

- state.level describes a program dsveloped as’ a state net-

.work (3 canters growiog in numker to.13 .in’ a relatively-short
\ .

B ' . i
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timaspan) which began without standards. or regulations,
adopted the "222"* framawork as a cﬁméorary measure and,
with the ;ﬁaétgant of enabling legislation lisce&m;equired
gervices and‘détintd a need for basic :candaxﬂi whiéh_
%wpuld ensure that all peopl@ wera receiving basic core
's.:viées‘and that the peop;é’recaivinq the services were
keing ?:Ovidqd with appropriata éare.fs. . v
Standards "lay out a £r§m§work against which programs
may be implemented with appropriate r@gulacions.f Stand-
. ards may-?e.Qiawcd as "principles which assure quaiicyz/
‘as qﬂidnlinos,_as minihﬁm requiremoncs which specify Qhac
is essantialior‘as optimug objec:ives to be achieved in
";Aé%am‘ntal steps.” A long-rangs approach 1s'neca§5a:y_
in the establishment of a standa;d{tramewofk: e would
like to develop the optimum measure of exceallance in the
-—." programs. We recogﬁize.tha fact that as programs grow,
certain aelements will be developed which may incrementally

coma close to the opcimum. We ara working :owar§ an ob-

jectiva_ot quality and this does not necessaril? take into
considezation wh;é tha state will do today or what the
Fedaral government will do in theﬂfuture. We would like
to build a. framework within which;we can see some kind of
‘ expﬁndinq tuture.'..sganﬁa:ds or‘érinciples should include.

* Described above, Public Law 92-603, Section 222,
mandating demonstrations for the purpose of testing
Ad?lc Day Health Care and Homemaker Services.
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key elements which are essential to the services. In-
" cluded as essential are-architectural requirements; bar-
rier~free space which is identi!iable, accessibiliéfy'

adequate staf! services and admin‘stration which are‘also

identifiablex established staffing patterns and training

- methods; and purposeful goal-oriented sezvices Narrow
'standards or principles are a danger' “They become so

rigid that it is not possihle to incorporate ne -e;perienco

and new knowledgo as we learn’ more about the s ices.”

Because many levels of government as well Js other

— public and voluntary groups are (and should be} involved

in sexvice development, participation in the &evelopment

\\bf standards, principles, and regulation 7H£;ld include

. these groups. - : /’ ///
! & ) I

! i i} /
quar:n;‘qgu.rm ASSURANCE : //
Factors which affect quality-i services have been’

__~"__md_~described in the previous sectiors. Tﬁoso whico'aro gobtle
‘are possibly difficult to idem:if.y - leadership, comit:-

" ment, interparsonal rslationships, ambiance - others are
'measurabla and have bean described under thxee:headings:
Input Moasuros Process Measures, and Output Measurca.
These wera outlined as tollows.i.

Input - What is availablo for provision of the
" sarvice? (It is taken as given that the providers
have good in*entions L
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1) 1Is there trained staff to doal with an older
population (the services. describcd were related
.- oldor peopla), e.g. R.N., M.S. w ¢ This train-
- ing deals with add-on educaticn which is specific
l to the pa:ticipant group. ’
'2) Are there lufficiently variod programs in the
' facility so that thers is a‘'match between tha
client and the services? (Io theres a varied
_"manu” of service?) . )
3) 1Is chl:o‘&_minimum'}ength of stay and goal’
orientation? ! o
4] 1Is ther. a blurring batwcen pro!essionals as
the various pro!essionals broaden their pro-
fessional discipline? (Doos,each pro!esa#onal
only do his owo pzo!elsionalfﬁork or is he ablo.v
to do other prolpsifonol work?) This is-a re-
quisite for a team approach. . (The physiciin
should not always be the team ;eader.L‘
5) . Is there a data system that is vali&, reliable,’
" relevant to the issues concerned with in that
-facility and is it portable? Does it cover

other programs? [ ll

Process - What goes on in the prograﬁ to !osﬁ;r
quality of cara? ’ '
. Critaria of Procass: ) .
* : N 0
1) The evaluation should .be comprehensive anii form
N
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the basis for ‘the design of individually "
tailored treaément, rehabilitation and re-

socialization prograns.

e . . o
' 2) Approach to :g-evaluatioy - at some specified

" interval the program should be changed if you
' .- are doing éomething. Is there re-e&aluat@on

of treatment goals and reassignment of treat-
ment modality?
3) Ié/therﬁ a casé.management approach? You must
be'gﬁara'of';hat'is in the community since 1o
,f,ingle prdqr;h offers eyerythiné.' '
4) Does thé initial evaluation 1nc1ud9 the eventual
. home environment to which‘the person may wish '
to return or be rehébili;atad,veié..stairs,
stove, thé #v;ilability of a social network.

which may be nascent or which must be Ereatedg‘

A._.OutE. 101 <O, ._..A.,._._...__..____._‘___-H..‘_.-_..

_ Measures of Output:
- 1) Méasurement of any change in functional status
of tha individual. Improvement is not always
a necessary butcdme} with quita disabled popu=-
lations, stability or slowing of the deteriora-
tion may be all that can’ be expeétga. The par-

" ticipant should be able to show change over t;m;.
Criteria for such change might be greater sutonomy,
batter mental and physical health and se;!-care

P capacity. - ‘
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2y _Re-intagration into t#ﬁdéommuniéy. This .may.
occur in many forms. b o
3) Self-perception of the individugi‘- G:aduat;&d'
as a méé;l éo: othe:,pacicnts ;o othef loveis
of cnzeyb# as a visible~mbdel’o£ how’imﬁzove-

ment can occur.

B "rhnre mayvbg a qeed for :eﬁearcﬁ in scme Qreas’which
will érd#uce objeccivh measures of guality. irhn;e is, how-

 aver, alQLady»stbstgncial_qgraement on ;hryice_qualityﬁin
‘axaas whi;h m@y.be.considexnd cbmﬁon to all p:oéramx:

-'Planning and development. The sarviéa-p:ogram
is dasigned to fit designated population need -
rather ‘than funding sources. S

- Admission criteria. Clearly defined as to the
population to be served and the services pro-
vided with assurance that there is a reasonable
»"£it" between the two. . e

- Provision for program change. “If it is deter-
mined - that service need has changed, there mist N
be willingness to change the program. accordingly.” -

- = Searvice objectives: The services provided are

N based upon recogniticn of the overlapping pro-

blems which exist in impaired or disabled popu-
lations. Attempts to make distinctions between
"social” need and health need ara avoided:

"The prasence of disability or impair-
mant carry an implicit, assumption that
the need for sarvices will involive con~
‘'sideration of multiple factors and demand
-a servica emphasis which responds to this -
- multiplicity. Both health content and.”
© -social content are quality requirements.”.

- Auspices. Who can do the baest job? - "It is not a
quastion of deciding for or against a given aus-
"pPice.  We must discover the advantages and dis-
advantages of different auspices. There are -enough:’
programs in the field at the present time to make '

\
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‘evaluation between auspice, oopulations sexrved

and service adequacy possible. This information
should not be directed to the elimination of any
given auspice but rather to indicate advantages
which may be maximized and disadvantaqes which )
"should be avoided. } ‘ ) R

L - Setting.. Physical setting considered in practical
terms. Attention to ambiarice. "There is a com-
mon assumption that people who are disadv§ taged

. ' egdfomically are uncomfortable in settings' that

. : have aesthetic quality and this has been used to

' " rationalize the placement of some programs in -

dismal settings because thay are cheap and avail-

. able. -There is ample evidence that the response

to the environment has a positive relationship to’
treatment outcone. "

Staffing and training. The necessary quallfica-
. tions of staff are already well-known to experi-
- enced providers. Staffing patterns and training
methodology have also been.developed. Provision
of well-prepared, adequate staff is a major

' quarantes- f service quality. "If there-is not
‘sufficient money to provide adequate staff, the .
size of the participant group.should be reduced
accordingly. There is a level below which staff
ratios should not be reduced.” |, }

Policies. and’ proceduras.‘ The range, duration

-and intensity of services are based on established -
procedures £or assessment, care_ planning and._evale=.._.. ...
“uationi T

- Coordination. utines are built into' the internal
service system and extended to related community

' sources in a's ctured manner, "The assumption
that coordinatjon will occur spontanecusly is not
valid.” Therelis. a methodology which extands be-
yond the will cooperate., : .

- Consumer part cipation., Consumer participation
goes beyond .the consumer and his individual care
plan. It ingdludes established channels .enabling:
consumers ‘an :amilies to. affect program policy
and practices. ’

| . _

- Community partic;pation. 'Zstablished methods for

interpretation, and re-interpretation exist. Chan-
nels for community response are established.

cei - S &
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= -Data Colloé¥40n and Evaluation. A data system for
purposes of sarvice planning and evaluation is
- established. ‘A common goal in addition to service
} data should emphasize longitudinal analysis iden-
E tifying special \attributes of the population served,
. ' the services and \results of.cara in order that
- planners, provid and the public will be reliably
" informed. [P ) ’ :

R 4 I ‘
- Standards and Regulations. A"broad framework
- outllning principles for quality services is
established in order to assure that ragqulations
reflect a concern with quality in the services
more closely. - . Ce ]

\
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SUMMARY

Aduit Day Health Care Services have increased nume icaily
i . in the United States in recent years. - With this increase
there is an evident and groﬁing need for clarification of
the purpose of the services, ;ha gopqlations which they are
_best adapted to serve, service combinations wgich are most.
‘ effective, and methodology which will maximize thair efﬁec-.
tiveness. In all ;: these areas, tée:e is variation in pro-
grams;' The establishment of consi§tent practice will.sﬁppoft
_ service quality and_enhance public understanding. Some as=
pects of service development will'depend to a éonside;abla
degree/dn research., . _ .
The Arlington-Tucson Confe:ences attempted, in reviewing
the present s.atus of the field, to establish a framework

within which reliable present knowledge could be identified

and resea'chable igsues delineated - an approach dixected ‘
to eliminating unnecessary vagueness whe:e possible and con-
solidating a practical base for future inquiry and reliable
sexvice dévelopment. In tha discussions which took placer
in two cohférence sessions separated by an interval of one.
year (Sepiembe:, 1977 = September, 1378}, tha'same'subject
areas were addressed: the variety in'proéram émphaéis {ser-

vice models); services and facilities;: staffing and training;

_65.-8,53 0--80——16 . S
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service delivery patterns; plannidg; organizarion and ad-

ministration; cost; evaluation and. research; standards and

' :egularions; quality assurance.,  In the first sesaion, how-

ever, the format was One which anolved subsrantial numbezs
of participanrs from a wide variery of’ programs and Lnrer-
ests and, in the second, ‘a smaller group which could affac~

tively examine the results o£_exrensive'd;scussion in greater

‘depth in order to establish present starui and indicate

future direction.
Most discussion began trom an awareoess of tha variety
i1 exzsrzng program aporoaches and this appear-d to limit’

cons;derar;on oi a common knowledge base upon which consis=-

" tent program develoomenr could occur. Howeve:, the aArlington

Conference p:esenracions and discussion as'well as the closer
examiaarion undertaken in Tucson Lndicare commonalities in

vxr:ually all programs. The popularions ‘to which the ser-

’f”655;?3&3"AiEEEEEéwZHE“EHe ooréose and definicion of the
‘eervices appeared to be priﬁa:ﬁ to consideration of many of

. the questions raised conce:ning Adult Day Zealth Care such

\

as service models, standa.ds, sraffing, t.axn;ng, and costs.

A framework consxdered suffi cienrly broad and ‘lexihle
describes the popularion for which Adult Day Bealth Care is
most aporoorxate as including dependent or semj;.ndedendenr

adults” “who, because of functional ‘impairment combiried with

——

* T"te.re is general agre_!ne.nt that dav hea th care services
are appropriate for all age gToups; there are, however,
special service characteristics wh;ch separate services
adapted to children ané adolescents Irom those provided’

to the adult group. .

-
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Limitations in the personal support system, aze in need of
servicessuhich restore and/or maintain optimm health and
R functim in a setting adapted to‘diis method of cave, . .
. The apptopﬂawms of the services and thea!phasi.s in
' service provision are detexmined byche needs. of t'he'paftiﬁpﬁ:_ '
.  growp and are based upon assesshent by’ qualified mulctdis-
‘ ciplimzy professicnals, o _ .
‘Staff selection, preparation and trainirg are based upn
“established pethodology; Selection emphisizes colerant and
flexdble perscnal dma'ctal('.-is'd;ba*; £rufessinnal  trainfng meets
‘ the ‘standards of the individual dscipline; and cn-the-job
. tratning for all staff, including paraprofessionals and all other
staff, provides special knouledge and skill required.by the
special chavacteristics of Adult Day Health Care.
L , Sexvice caq:ositim and stﬁff-partid.p@: ratios are
~ . i .. derived from a contimung analysis of service plans following
puﬂ,cipan: assessment and the capacity of the scaff to )
schedule treament and related activicles. Geographic problems
_and manpover resources may-alter the potential of centers to
offer a-full range of fullor part-dm services -and this may
in tum affect the capacity of 2 given ceater to accept
participants requiring services which are unavailable,

* Spec...: v -usiyisties of Adult Day Health Cave which af-
fect s Ly s oeen {dentified. The capacity in staff :
for acceprurce of such elements as slow increments of change . .
in participants, the crossing-over on a plamed basis of pro- .
fessional and paraprofessional skills, a tesm concept which

is flexible in structive are among those which require

special apoproaches to staffing. . :

f
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. . 1
Services basic to all Adult.Day Health Care were iden-

tified: health care; nutrition; social services; recreation

«

and social activities; information and referral; and trans-

portation. Those services which may not be«cqmmbd to all

- Adult Day Health Ca:exand are provided on the basis of par-

.'cicipanc need or special ptoq:am»empﬁasis include treatment

(therapies) and such programs as vocational training and
sheltered employment. ' L : .
Settings in which the services are placed may vary, but

ninimum requirements include space and activities which are

‘clearly identified as reserved £o Adult Day Health Care;

" barrier-free -space accessible to wheel chairs and walke:s,-

ptovlsion for privacy; access to emergency back-up and
other needed services with formal arrangements !or such
care; a' comfortable and cheerful nhysxcal environment.
Implementation will be achieved Ln che tollowing ways.
Planning, o:ganxza:ion and administration follow accepted »
practices considered assencial'to all communicy sé:vices.
The services are provided in response to val;d bommuﬁlcy
need and are perceived and‘accepced as such. They are in--
tended for a designated population rather than to meet an
available funding, source. Thﬁy afa integrated ‘into the
structure of community se:vices with ‘ormal arrangements

for refer:al and part Lcipan: move&pnc through the cnmmunzt1

~ system. Théy are realxstically funsed Administrative

struciure guarantees accessibility ko the se:vices and makes

provision for clearly-understaod aqusszons c-iterxa and

- 69 -
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‘ ‘ admissions procedure based on,assessment of assuxed quality.
Policies are established which clearly define the range,
intensity and duration.of the’ servicas.
There is, provision tor consumer and community partici-
paxinn in the service progrem.‘ Ettective dete collection
\v - .\systems are adapted to progren valuation and are also
aligned with data collection in stete and .national systems -
an effort which stimulntel progren comparison and broad ap-
- proaches to program development.

Stendards and requlations, which‘are fraquantly con-
sidered interchangeabls, are not universally .available or
consistant at the present time in Adult Day Health Care Sar-
vices, Regulations ars frequantly more cloeely eligned to
‘reimbursement requirements than to population need.. The .
astablishment ot guideline: as the base upon which netionnl
standards can be built can probably best be achieved at the

“Fedaral level with tha perticipation ot those providers and

communitiee in which there has been substential searvice’

experience. B o ) . '

B Funding, reimbursement and cost containment are: pro-'

blemx for present providers and for program development be~
causa of the multiplicity of Federel, stete and local fund- )

. ing sources with di!rering 9rogram requiremente. The variety

ot approaches to funding and reimbursement in d.tterent states
and the ahsence of consistent metbodoquy ralated to reim-

bursement and tg. cost analysis are barriers to etrective

A Ly =70 -
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proqrem developmen:. Experianced providers do not yet
have a’ channel which will maks possible the poolinq of such
information for b:oader usa.

These probleme and concerns are raeflected. in 511 areas
o! Adult Day Healzh Ca:e. TF’~e is e stronqu-expre:sed
need for ‘an of#ice or centrnl authori:y }t the Federal level
which will establish national r.licy, pool existing infor-
mation, provide leadership in the davelopment of sexvices
of good quality, iniciace action which will simplify and
unity funding and reimbursement, and provide for equi;able
tteatmenc-o! the populations for which the seryices are
appropria:e. - '

Adult Day Health’Care is considered a vitcal compdnent
in all long-term care services for which th;s suggested
Federal a§pfoaéh is essential. Their development as‘an,
ihporcant ee:vice‘in the continuuﬁ of caze svstem is de-'
vendent dpon coqsistent "edernl and state approaches Ln
order to maxipize af3 ective use of existinq *e{ouﬁces and
broaden ind;vidual and community optxons in the chnice of

approprzata care. . - ' \

N © RECOMMENDATIONS

A. Conference :e;ommendations on whick thers was substantial

. agreement: | C \

1. The develogment of adult Day Health Services -in the
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United States has progressed sufticiehtly to

‘ justify national recoénition of their valué as

E a component in community health care systems.

21 Thei; status requires a national policy with the
investment of funds for piann{ng, technical assis-
tance, program development, training and evalua4
tion, and research.

3. Therg is an avident and'pFes§iﬁg need for a focal
administrative unit at the Federal level for all
loqg-texm care sa:vices;-bpt particularly for °
nod-institutional community =services in ordér to
broadeA care options at the ser;ice level and

4;make effectivq use of national.health cara funds.

-4. The inclusion of Adult Day Health Care in an inte-

grgted Federal approach to long-éerm care will
i 'maximize the effectivénesé of other services.
S. Theré is a pressing need for a comprehensible and
) comprehensive resﬁructuring of funding. Rational
integrated fﬁndihg and reimbursement prac;ices
at Pederal and state lavels shoﬁld be directed
to minimizing inequities and unnecessary =oats
' in manpower in the preseﬁt system. .
6. ‘Equitéble treatment of populations in all areas

of the U.S. with respect‘po service antitlement

should be a major objective.
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‘B. Provider-consumer issuas produced substan;ial Aqrae-
ment in the .ollowinq areas:

AN - 1. The title "Adult Day Health Care” appears to be

$§\\\ l an accurate description of tha services, Agrea-
ment on A title which is universally employad will
increase public understandinq and support.

2, Establishment of sarvice pufboaq - tO restore
and/or maintain optimum health anq functional
status where functional impairment and 1limita-
tions in‘the per;onal suppont system raquibav

-health,‘social and support services - should
erase artificial distinctions baetween "health"
and "social“ surposas. The pu:pose stateament
recoqnizas the comprehensive and chanqinq needs
‘of a population which is tunctionally impaired,
dependent nnd/or semi~-indepandent, -

3. Consolidation and distribution,of materials from"

/the field is now possible. This material includes

aftective'cora training programs; data collaction

methodology; staffing methods; cost analysis sys-
tems; guldelines for standards and regulations.

This effort, assumed as a Federal responsibility,

shonld have highest priority in order to assure

consistent :ractxye of good quality in the davalop-
1

{ng tield. ' ~ Y
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gram records. : ,

jor areas requiring study and resaarch:

Estimates of population raguiring Adult baybﬂealth

Care Services. :

" Manpower raquirements ?or tha provision of Adult

Day ‘Health Care of good quality. .
Studies of space raquiramants for participant
groups of different siia in programs with dif-
ferant sarvice emphasia.

Studias of cptimum reqqirements in program setting,
Methodoloqy for integrgtion ‘of uniform long~-term
care data systems - and Adult Day Health Care pro-'
Effactive uniform matho?s for funding reimbursement
and costing of Adult’Day Health Care (Faderal-

state~-local).
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PROGRAM
ADULT DAY CARE CONFERSNCE
Arlington, Virginia Saptambaer 27-29, 1977
» oo ' ' o
INTRODUCTORY REMARKS

. Ted Koff, Ed.D., Associate Professor, University of
of Arizona - "...and it cams to pass..."

I3 " Edith Robins, Deputy Director, Divisibn of Long-Term

Care, Bureau of Health Services_aanearch/onaw

VARIATIONS IN ADULT DAY CARE PROGRAMS

1. Restorative - Mr. Loy Veal
2. Maintenanca - Ms. Marie Louise Ansak
+ 3. Psychosocial - Ms. Miriam Zatinsky
4. satellita Programs - Mr. Gordon Purdy \
5. WNetwork - Ms. Brenda Siqualand

DISCUSSION ' s

: HIGELIGATS OF SPECIALTY ARSAS

- 1. Organization and Administzation - Mz, Hadley Hall.
2. Planning = Dr. Ethel Shanas o

3. staffing and Training - Ms. Brahna Trager

4. Servicas, Tsansportation and Facilities -
. Ms. Eleanor Cain ' . ‘

. 5. Quality Assurance - Dr. Eric Pfeiffer [

: 6. Requlations and Standards - Ms. Vizginla Eart
.. 7. Cost Containment - Ms. Ruth von Behsen
8. Reimbursement and Funding = Ms. Charlotte Hamill

. LUNCHEON

Speaker: M=s. Berdice Harper, Director., Division of
Long-Term Care, Health Rescurces Acmiristration/DHEW
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L4

srAre-or~rgéFaar AND RESEARCH IMPLICATIONS

Dr. /Willliam Wélssert, Ph.D., Division of Intramuzal
Research, NCHSR/DHEW

‘

o/
: DISCUSSION

.

DAY CARE SXPSRIﬁENTS AUTHORIZED 3Y PUBLIC LAW 92-603, SECTION 222(b)

Ms. Sileen Laster, Deputy Chief, Rasearch and Devalophanﬁ
3ranch, Division ot Long-Term Care, Qffice of the Admine-
istrator, HRA/DHIW ' .

- DFSCUSSION wieh 3aneliscs

Ms, Charlotte Famill
Mr. Badley Hall

M. Rokert Mack |
?hillip Weller, M.D.
Mzr. Nitia Hehta

GENZRAL SESSION
_..Cpafiag Remarks - Ms. EIdith Soblns

Policy Issuas - Pazt [ - Ms, Idith Robins
7olicy Issues - Pars II ~ Ms. Eileen Laster

C?EN CISCUSSION with Panel
Mr. William Qriol
Dr. Zthel Shanas
4s, Sandra Fischer

Mg, EZileen Lester
“s. 3ranna Trager

MCMINAL GPOU? 2RCCISS AND CONFZRENCZ QBJETCTIVES

/ Or. Peter Orleans

“
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Progzam (Continued)

‘ GENERAL SEZSSION
’ ' Strategias for Follow=up = Dr. Jerry Solon

PRESENTATION of Nominal Graup Process Recommendations

Dr. Peter Orleans, et al.

DISCUSSION of Vote for Final Recommendations
oo = | h ' .
Dr.'}ed Roff .

CLOSING REMARXS

Ms, Edith Robins
Dr. Ted XKoff

N
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ADULT DAY HEALTH CARE CONFERENCE

Tucson, Arizona

Ted KofZ, Ed.D.

Edith Robins

Ssecialty Arsas

Ozganization and
Adainistzation

fPlanning

Staffing and Traliaing

Sarzvicas, Transpor-
zazion and Tacilities

Qualisy Assurancs

Regula:Loﬁs and
Standazds

Cose Containment,
Painbursenent Tunding

Cata Collection

i

September 19, 20, 21, 1978

principal Iavestigator

Confarence Grant “

Special Assistane Ui Cay tealth Cire Survices

Divisicn of long Tarmm Care, OSC,- HRB/

HCFA/DHEA :

Pareicinancs '

wiltliam Main, Council of Stats
Govarnments

$taven J. 3zody, ?h.0.
University of Pennsylevania
Departmant of Research - Madicine

Chaélo:ta Hammill

3uzke Rehabilitazion Cantar

Ann Xlapfish oo
Madical Assistance ?rogram

Mass. Cept. of ?ublicz Assistance

' 3srahna Trager .

Zeaalth Cara Consultant.

vizginia Hart )
Cepartment of Social Sesvices

Of2ice on Aging, Olvmpia, Washiagton

Jerzy Solon, ?h.D.
Censultant in Health Care Cryanizaticn
and Aging

Zthel Shanas, ?h.D. ' .
Universisy of Illinois
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ADULT DAY CAR%,FONF!RIHCI

. Plannt

! - N Arlington Conlnr-nc-'

Theodora H, Koft, 2d.D,
Princips] Xnvn-:llu:or "
: Collage of Bustnses &
Public Admintstration
Univevsicy of Artzons 83721

Marie~loutes Anssk

Executive Difector

On tok Senior Health Services
1490 Mason

San Frencisco, Californie 94133

Don Brice )

Kxpanded Medicere Banefice
Cemonstration Projece

2940 16th Straet

San Francisco, Californis 94103

Judy Culver

Asaistant Regional Aesith Adninistrator
DHEW Region IX *

30 United Nations ?laza

San Francieco, Californis 94102

G. Sandre Fisher
! Division of Resesrch Applications &
Demonscrations *
Adnintetration on Aging, DHEW
-Room 4630, HEW North Building
. 330 Independence Ave.
] ©°  Washington, D.C. 2020%

" E{leen Lester
*  Divisfon of Long-Term Care
Bureau of Heslth Services
Research / DHEW
3600 Fishars Lang
. Rockville, Maryland 20837

Barbars Ponny, RN
Me, Zion Hospital
Diviaion of Home Care
B Poat 0ffice Box 7921
San Francisco, California 94120

- 80 =

Edith Robine

Deputy Director .
Divieion of Long=Tern Cace
Office of the Adntatstrator -
Health Resources Adein,/DHEW
3600 Fishare Lane .
Rogicville, Msryland 20439

Sylvis Sherwvood, Ph.D.

Hebrew Rehabilitstion Center
for the Aged

1200 Cantre Street

Boston, Maseschusatte 02131

Brahns TrntLr

Heelth Care Coneultant

Post Office Box 96

San Caronimo, Californis 94963

Rick Zewadski, Ph.D.
Resserch Director ..
0o Lok Senfor Heslth Servicws
1490 Mason ‘

Ssn Frenciseco, Califorata 94133
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. Dtviston of Soci4l Rasouvess

Arlington Conference
. ADULT DAY GARL CONTERENCE
_!-ptnnb-! 1129, 1917

DARTICIPANTY

Mavie Loudlsa Ansak

On lok Senior Heslth Sarvices
1490 Mason 8¢,

San Francisco, CA 9413,
Bath Batnae "

Dept. of Hyman Rasourses : N

323 ¥. salisbury Sc. |
Raliegh, ¥.C. 27811

Marie Blank

Technical Assietance Prolrnu

Center on Aging’

Metionel Insticute of Mental Hnnl:h
ADAMHA. ?HS, OHEW

%oem 13-93, Parklawm 3ldg.

5600 Fishers Lane

Rockvilla, Maryland 20887

Louse Brackiall .
Salece Cormiczaee on Aging

Housa of Represantatives

House Offica !Lal.. W, 718
Annex /1
Weshingeon, D.C. 20313

Ruth Braver.
Urban'Zlderly Coslition
1828 L. St M4, -
Suite 303

Hashington, 0.C. 20038

Elaine 3rody

Philadelshia cnrintrtu C-nt-r
3301 01d York Raad
Philadelphia, PA 19104

Rerman 3rotman

Consulting Cerontologiat

3108 Holzes Run wad

Falls Church, ?1:;1011 22042

Ceorze Browm

Acting Oirector for Eldarly

Programs Division

431 7th sz, S.4.

foom 4216 K
Washingeon, 5.G, - 20410 .

« 31 -

frad Buchholes

Exacutive Diredtor .
Neighborhood Cirs, Ine.

440 2nd Ave.

$ct. Patarsburg, Fla. 3701

James J. Burr

Chiatf

Sarvics %nthad- Sranch

Oiviafon of Program Development
Public Service Adoiniatration
0ffice of Human Developmant
Room 2224, HEW South Building
330 ¢ Scramc, $.9. 7
Washingten, 0.C, 20201

Patricie ' Butler

Coloredo Oapt.: of Haalth
4210 T, llch Ane.
Denver, Colo. 80220

Eleanor Cain

Diractor s
Diviafon of Aging
241 Lancastar Avenue
Wilaington, Delavire 1980S

Patricia Caapbell

N.Y. Stata Offica Zor Aging
Expira Plaza .

Agency Bldg. 2

_Albany, ¥.Y. 1222

Patricia Carter
6500 4th Ava.
Takoma Park, M.0. 20012

Jeannette Chasbaerlata, 24.0.

Chiat

Nursing SRelated Therapeutic
. Peryonnal Sarvices

Contiauing Zducation 3zanch

Division of ‘Manpower &4
Training ?rograns

‘National Instizute of Manzal
Haalth

Alcohol. Drug Abuse. and Maatal
Haalth Adainiaczacion

Rooam 3C-22, Parklawm 3ldg.

5600 Fishers Lane

fockville, Maryland 9857,




253

" Leticia Chanbers Andrev H. Il-wnn. Je,
Senete Special Comm, on Aging ' Lockport Senfor Citizene c.n:r.. Ine
U.8, Sanate . 3) Ontario Street
Dirksen Office Bldg. : Lockport, New York 14094
Weahingeon, D.C," 20310 .
‘.‘ _ Dr, Helen Hackman, Director
: Hazel Croy . _ Arlington County Dapt, of Humun
Nursa Advisor, DPW ' Resources .
§00 Yaahingcon St. 1800 North Edison St.
M, J40 Arlington, Virginia 22207
, Boeton, MA 02111 |
" . ) - Hadley Dale Hall
. Judy Culvar ) ‘ Project Director
e stant u;tonu Heslth Adminiatrator R San Francisco Homs Health s;ntg. .
T . on e of the Reglonel Health Adniniecrator - 2940 16th Street
Regton IX Suite 301
50 Yulton Street Sap Franciaco, CA 98130
San Frencisco, C\ 94102
Cherlotte Hamill
Cachy Deignan Projece Director
Speciel Commitces on A;tnl Y The Burke Rahebilitation Cencar
U8, Senate 383 Mamaroneck
. Dirksen Office Bldg. . Vhite Plaine, N.Y. 10603
Roow G - 225 ' .
Washiageon,.D.C. 20310 . Virginia Hart
. Dept. of Heelth & Social Services
Sazdea Fisher . Office on Aging -
Social Sciences Anslyec : 0343 ¢
Diviaton of Resaarch Applicacione & : Olympia, Washington 9850A
; Desonecrecions
Admintecration of Aging Andrew Hofer : '
' Room 4650, HEW North Bldg. . ' Social Sciences Analyet
330 Independance Ave., $.W, Divieion of Research
Waahtngton, D,C. 20201 ’ Applicacions & Demonatretions
o Adainiscracion on Aging
Judy Celfand - . Room 4652, HEW Norch Bldg.
Acting Chairperson 330 Indnplnduncn Avenus, S.W. -
Maryland Assocfation of Adult Day Washiagecon, D.C, 20201 .
Care Programs ' . ‘ B
13061 Deanmar Dr. : M, Carl Holman '
Righland, ¥» 20777 Director
' ' Urban Coalition
Jeeate Gertman 1201 Connecticut Avenus, N.W.
0ff4ce of che Director - Washtingeon, D.C. 20036
National Inscituce on Aging .
- Nattonal Insticutes of Health - Joasph M. Holtzman, Ph.D.
Room 43-44, Butlding 31 . Assistant Professor
9000 Rockville Pike * Deparcment of Family Practice
Bechesda, MD 20014 : School of Medticine
- . Southern Illinoie Univereicy
: A John Hackley 421 N, 9ch S, -
Vice Prestdent . Springfield, tlinata 62708
Rillhaven, Inc. .
P.0. %ox’ 11222
Tacoma, Washingcon 98411
- 892 =
~
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JFafrfax, Vizginia 22030

Ldwin Kaskowits
Qegontological Jociety
Suits 330 ,
One Dupont Circle

Washington, D,C. 20014

Dr. fidnay Kata

Oftice of Hualth Sevvices & Fducation
Miahigan $tate Universicy

Laet Lanaing, Michigen 48833

Anne Xlapfish .

Medical Aseistance Proglanm

Maenachusetes Daparcaent of
Fublia Adsietance

600 Yashington Stveet. Room 1l

Boston, Massachusetts 01111

Ruth I, Xaee

Coneulzant on Long=Tara Mental
Health Care

9809 Arliagton 3laulavard

Theodore ¥, Rof?, 4.0,

Aseistant ?rolassor

Long=Tara Cara/Rnstrasent Housing Program
Deparinent of Public Adoinisiration
Caiversity 3¢ Arizona

Tugson. Artzona 43721

Abraham Restick

Oirector

Levindale Adult Jay Toestmens Program
1634 4. 3elveders Avenue

Baltisore, Maryland 21118

Francas X7amat

Divector. Day County Ziderly Sarvicas
150 4. Tlagar St

Suitae 1408 -

Miami, Tlorsda 3310

Carol Xurland

Chief Social Yorker

Division of Madical Assiscance §
Health Safsicas

" State of New Jetsay

326 Sast Stata Sireet
Treaton, New Jarsay - 08623

-3 -

Lauvence F. lane

Oiregtor for Public Policy
Amscican Assoc. of Homea for che Aging !
1030 L7ch Seress, MW., Suice 770

Washington, 0.C. 200)6°

»

Judy Lavor

. Policy Specialiet

Oftice of Platining and Eveluetion

Deparsmant of Health, Education,
and Welfare

Sourh Poreal 3ldg., Roow 439 F

200 Independence Avetiue, §.W.

Weshington, 0.,C, 20201

Joyce Leanss

Dirsctor

National Instictuce of Senior Citizane
National Council on the Agingi Iac.
1828 L Stzeet, MY,
Weshington. 0.C. 20036 .
Eileun Lentar

Deputy Chiel

. Rassarch and Oevelopmans Bcanch

Divieion of Long=Tera Care

O0ffice of the AdministTator

Health Reeourcey Adainletration

Room L11A-13, Parkiawn 3uilding

5600 Fishers lane )
Rockville, ¥D 20837

Roberz Mack
St. Camillus
81) Tay Road
Syracuse, . d.¥. 13219

Willism Yain

Project Dizector

Stste lssues an Covernment
Council of State Covarnaents
Tron Works Plxs

P.0. 3ox 11910 :
Lexingtan, Reatucky 40511

Raymond Mascalish

Exscutive Oizector

National Assoclatisn of AAA
1828 L Scraet. NY.

Suize 505

- Washiageon. D.C. . 20036
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floise MeCuan, Ph,D,

Caorge Warran Brown School of Social Work
Veahington Universicy :

. Louh. MO

Nitin Mehta

Priesen International |

1033 Thomaa Juffersom 8t¢, N.W
Suita 304

WYashington, D.C, 20007

Je Hal Mervchant

fealth Care Program Analyse

Diviston of Long-Tarm Care

Madical Services Adminietration
Health Care Financing Adnministration
Room 4528, HEW South Building

330 € Streac, 8.W.

Washington, D,¢. 20201

Mary 8. Murphy

Director, Aging Program
Nationel Associstion of Countias
1733 New York Avenue, N.W.
Washingzon, D.C. 200068

Charlotte Nusberg,

editor, Aging tnternacional
Room 312

1909 K Sc. WU,

Washingeon, D.C. 20049

.Robare Oliver

The Burks Rehabilitation Center
5835 Mamaroneck
White Plains, New York 10603

Senator Michael A. 0'Pake

Sarke County cownonvonl:h of PA -
Room 171

Main Capitol n&txding
pnrrtubut;. Penn. 17101

Uilltam Ortold

Staff Director . ‘
Spacial Comnmiztes on Aging

U.3. Senate

Dirksen Office Suilding, Room G=223

' Washtngton, 0.C. 20510

Peter Orleana, Ph.D.
228 Daxter St.
Donvur. Color:do 50220

i
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Joneph Paul

Tuacutive Diractor

Qartatria Authorisy of Holyoke
‘A5 Tower Wastfiald Nd,
Holyoke, Mass. 01040

~Juldus Pellegrine

liealth Science Adninistrator
Diviston of Health Servicea Kvaluation
National Cantar for Health

Servicas Research
Roow B+41B, Tedaral Canter Bidg. 72
3700 Cast-West Wighvay
Hysctsville, Maryland 20782

tric Pleiffar, Ph.D. '

Davis Inaticuge for Study &

' Cara of the Aging

c/o Dept. of Haalth & Hospttals
8th Avenue & Cherokae Rd.
Denver, CO 80204 v

Vickd Plowvman
404 9th 8¢,
Manhattan Beach, €A 90208

pr. Michaal Pollard

National Academy of Sciences
,Institute of Medicine

‘2101 Conseitucion Ave., XU,
Washington, D.C, 20418

Tom Porter

Committee Consultant .
Ansambly Sub-Committse on Aging
Room 38

' 1116 9eh St

Sacramento, CA 95814

Cordon Purdy
Project Director
Handoaker Jevish Nursing
Rowe for the Aged,
2221 North Rosemont Soulevard
Tueson, Arizona 83712

Dan Quirk
Exscutive Director
National Association of
Seate Units on Aging
1828 L Streer, N.W. Suite 500

washington, D.C. 20036
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Edith G, 2obinsg
Depucy Director
Division of Long-Tera Care

Office of the Administrazor:

Healch Resources Adminiscracion

_Room 11A - 33, Parklawn duilding

356QQ. £ishezs Lane
Rockville, Maryland "0857

Eltzabe:h Roct
National Associacion of Counttls - :

* 1735 New York Ava., N.W.

Washingten, D.C. 29006

Ruch Schankin

- Assoc. Adainiscracor

Chazpaign Count¥ Jursing Hoae
1701’E.°hazn v &
Urbana, Ill. _61081

Eric Schulzan

Nacional Council of Ssnio: CL:i:nns
1511 K Sc. -N.H.

Washiagzon, D.C. 20005

Sheryl Sciarepf, M.S.W.

Projecc Diraczor

Madonna Professiocal Care Ccn:et
Day Treacz=eac S¥rvices b
2200 S. 52ad 3¢,

Lincola, Nebraska 63506

. -Margaret Seslay
- Director

Task Torce on Aging

¢ U.S. Confarence of Mayors

1620 T St., M4, .
Washingcon,:.2.C: 20006

Echel Skaaasy Ph.D.
Oniversicy of Illinois ac Cﬁtcago Circle
College of LiY%eral Arts and Sciences
Deparzmear of Sociology

Box 4343 . :
Chicago, Ill. 50680 . N

Sylvia Sherwvod, ?h D.

irector
Socilal quan:alog-cal Raseasch
HebrevgRenaolli zacion Cln:c: for che A;cd
1401 c¥ecer Screac i -
Bof:an, Mass. 02131
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Mur{el Shurr
Federal Council on ‘Aging
330, Independence Ave., S.W. °
Room 4260
Washington, D.C." 20201 . «
I's .
Marcin Sicker, Ph.D. ”
College of Public Affafrs
Anerican Universic :
Washington, D.C. }0016’ .

Breada Siqueland

-Seactle Day Care Coo:dina:o:
8554 Séch NLE.

Seattle, Washington 9811S

Jerry Solon, 2h.D.

Consultant in Health Carce
Organizacion and \gtrg
13104 Macey Rd. )
Wheaton, M.D. 20906 =

Jed J. Spector, Chizf

Bureau of long-Term Care
/,/’P{O. Box- 2486

Treaton, N.J. 08608

Cleonice Tavani

Execucive 2ireczot

Fedaral Council on Aging

330 Iudzpe1dlnce Ave. S 4.

.Room 4260 .

Washington, D.C. 2q201 E

Pacricia Toy-

Day Ceater far Qldes Adul:s

P.0. 3dx 36205 °©

Forc Steilacoom Washington 98494

. Valeria,A. Tocci R
Coordinacor, Day Care for tlderly
Aduinistrazion cor Servizes to

) Chronically Ill' & Aging
Deparcaent of Jealth §

Yencal Hyziene
0'Connor Bldg.
- 201 #. Preston Sc.
Balcizore, Maryland 21201

Bratina Trager '

Healch Care Consulcan:
P.0. Box 96 .

San Ceronize, CA 96963
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Pete ‘l‘n!.nbt

Divisien of Mental Health

New York Deparizenc of Meatal Hygiene
44 Holland Ave.

Albany,” N.Y, 12229

Liada Van Buskirk

Lockpore, Senior Sitizea Ctr.
33 Oatario St.

Lockport, N.Y. 14094

Joan F. Van ‘lus:raad

Chief

Long=Tera Can Sn:'::ics 3ranch

Division of Health Resuurces U:ilizuinn -
Statistics .

National Center for Health.Statistics

Room 945, Parklawn 3ldg. ’

5600 Fishers Lane !

Rockville, Mazyland 20857

. Loy Veal, Director
Georgia Ilafirmary, Inc. b]
Day Caater for Renapilitation
1900 Abercorn Stresdt o
Savannah, GA 31401

Ruth Von 3ehren

Project Director

Adylt Day Health Services
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716 P Street ol ’
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Catherine M. Warson

Exscutive Director

San Diego Senior Day Health Carel/
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Saa Diego, CA 92116

Dr. Philip Weiler
Director
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Health Depa<teat
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Lexington, Kantucky 40504

Deborah Moaahan

University of Arizona

College of Business § Public Adninis:ta:inn
Tucson, Arizona 85721
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Robere $. Weiner

Majority Staff

Subcommittee on' Health &

' long Term Care

Select Committee on Ag-ng
llouse of Representatives.
house 0ffice Bldg., Room 715

‘Annex #1

Hashi_ng:nn. D.C. 20515

William Heisut.:. Ph.D.
Researcher

‘Pivision of Iatramural Research

National Center for Health
Services Research ‘
Room 8-30, Federal Ctr. 3ldg. 42

3700 Easc-West Highway
Hyattsville, Maryland 20732 '

June Yeske .

Meanonite Day Care

807 M. Main St. .
Bloomington, IL 61701 N

‘Miriam Za:iniky

Project Director :

Jewish. Cotmuaity Canter u£
 South Florida

South _Buch Activicies Center

Workmen's Circle Bldg.

25 Washington Ave.

!ua:u Beach, Florida 33139

53 :'.:.'.:;dski )
Oz Lok Seaior Health Services
1490 Mason Street
San Franciscn. cA 96113
A

)'ulph Sloat . \
Ceater Bldg. \
Rm 741 - :
3700 E.W. Righw:

Ayatcsville, D 20782

Arlene Osborn

State Issues on Covernzent v
Council of Stata Coverments

Iron Works Pike '

P.0, Box 11910

Lexington, Kentucky , 40511

Quemﬂe McGee

San Diego Sedior Day Health Care
2840 Adans Avs.

Suite 193 -

San Diego, CA ' 92115

250




o

ERIC

Aruitoxt provided by Eic:

5Avtd Butler

Director of Health _sul-vt:u
Study Branch

Division Direct R-Labu:.nmn:

8HI - HCFA

Baltimore, MD

- 37 -
.




259

ADULT DAY HEALTH CARE: FaMILY PERSPECTIVE
by

Edith G. Robins

[

- Adult Day Health services are appreciated and .enjoyed not only by
the users of the services, but alsoc by the caretakers of the recipients
— those vho aust make the nhard decision to institucionalize the irdividual
or to provide the supportive care to keep the loved one at home. ' Just
- what' Adulc’ Day Health Services means to the caretakers was graphically
described at a panel discussion held ia conjunctiocn with a workshop on
Adult Day Health Care in September.l1977 sponsored.-by the program in c‘\e
Champaign County Yursing Home in Champaizn, Illinois.

Mrs. Ruth Shankin, Administrator of the program, was the guiding force
behind this workshop, and Mrs. Allan Steinberg, daughter of a Day Care
participanc, chaired the panel discussion. Permission was generously
granted by all participants to reproduce che discussion, and a follow=-
up report as of May 1979 was provided to give added dimension to the
facts presented. (The verbatin transcript was edited to provide con~-
siseness.) '

The panel represents a cross section of the population from the
vantage paints of ages, relationships, socloeconomic and ethnic back-
grounds. Tae discussion reveals the problems faced, the ‘progress’ wala,
and the various ways people came to the program. If as is often sal
statistics are Eaccs with the tears wiped off, this discussion graph cally
porctrays the real problens Ffaced by disabled individuals and their ldved
ones, .and the happy solution provided by che Adult Day Care 2rogram. \

A report of cthe costs pwepared by the Champaizn County Adul: Day Care:
togTam presents the hard facts on the cost-effectiveness of these services
as they view.it. .

The Chazpaign Caunr:y Day Care Program provides a ‘blend of intensive
restorative services for participants released from hospitals and nain- -
tenance care for those wno have achieved maximum function. It is carried
out In separately identified quarters in the nursing home, by a sctaff
specifically assigned to this task. Participants pay their own way or
are assisted by "scholarshipl"” made available through donatad funds.

No Federal, State or CountyMsupport has been provided Eor this program.

The panel participants vere as follows: -

‘Mrs. Allan Steinberg, Chairman

‘Mrs. Leslie Belew R
¥rs. Robert 0. Barbre . :
Mr. Richard Chaffee

Mrs. Narbey Khachaturian

Mrs. James Scott

- 88 ~ \

ERIC

Aruitoxt provided by Eic:



o 260

5 Mrs., Steinberz: 1 susss mine is a precsy typical family -- chree children,

i . . a dog, a cat — and one extra that maybe not too many

u- aiddle Anerican families have — we have Grandma. . Grandma

. ’ came to live with us about five years ago. . She is over 80,

T and she is my mocher. Ve cannoc leave herlalone because

3 ". . she is disorienced much of the time...and I know that oy .
mother, even in her moat disoriented situacion is very ’ ‘ ]
concerned that she has her own home. The time arvived whea :
ve realized that this was gaing to be & major problem — .
vwa would have to find full-cfzse live~in help or full-cdze .7

_..dsy_care....It.vas chen-thac ve-heard abouc tHis pragraxd. . .

But before I describe our experience, I chought vou would
like to hear about the backgrounds and experiences of aome
ocher consumers of the program, their family sicuations, and
their needs for this kind of care.

Mrs. Barbre: 1 was thrust into needing this care for =y husband very
quickly lasc fall afcer he had an amputation. I %kaew abouc
the program because.l live nexc door to the Day Cace -
Director. Fortunately, che program has a bus chac Picks

) ~ hinm up in the moraing. I work as a regdzarad aurse, “and
e this meant that T could g0 on working. : -

I can't say -enough good things about the progras -~ it's
somezhing no gne All really undarstand unless they, lika ze,
could keep a loved one at home instead of haviag to place

- hiz in a nursiang home for full-cize sare. .

Mrs. Belew: My husband is disabled and has been for six years. Until
. a lictle morve than a year ago, he was ac least aole to
L walc around and talk —— buc chen he nad a stroka, and f
more strokes. Then he could noc do anyching for hizsell. . .
The Day Care progran has baea the ansver§or us...dother-
! wise, I could pot have caken care of hinm Mecause I %00 am
disabled. “hen he comes home rom ¢he Day Care program,
© his disposicion i{s so different chan it was whea he had to
1{e sick ac home all the :ize. .

But I do have a problem -- finances. I can’t afiord to pay

for cthe Day Care program. My church agreed to pay, and..

I began to gec help from some of my relacives, even cthough

ic vas nard for them...I hope someway,. somehow, other

people will be helped through Day Care as T was. and I . .
hope one day all people who need it will gec Day Care

rather than bs pjut in a nursing home. I appreciacse all thaz

has beea done. , . . N

Mrs. Khachaturian: We aze also very grateful for. evarything :h;c'has been

dona by the Day Care staff for my mother-in-law. Almoss

every day, she'll eall me {n cha afcerncon aad say,

"Oh, I had a very good tiae today with my friends.” We

never find dut just what she has done -- but we kaow she .
2T :

]
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has' enjoyed {c! .

She cime to this :runtry fifteen sea.s ago. Since sha
is nov 82, that neans she wae about 67 sharn shs came.
She didn't know the language, and so it was cifficult
for her to make friends. She depended greatly on ay
husband (her scn) for everything through the vears.

It was difficulec. We heard about the program through
an articls ic che. newspaper. .We d:dn't no ed the program
at.chac time, buc I rememered is.

_Then the time came. -My husbaad’s wother n.d gotten out

of & nursing home following & second hip fraczure —
and she was totally disorienced. She licerally ~
didn’: know, what cencury it was. We were fortunate in
finding sowvone who would stay wich her i» her avars-
ment twenty four hours a day, so ve were able tc Zake
her out of thc nursing home. In short order she
improved, and did not want anyone in her apart=ent. It
was act that cime chac ve found the Day Care prograd.

My nother is originally from Kentucky. She came here

about two years ago -- because of confusion, she
could no longer ctake care of herself. For about a
year, we were able to have her stay in her own home
which is a mile from.us, with me fust going over
several l:..::xes a day, and wicth her comins t:o oux house.

—‘_But wich :xy tvo small children. chat wasn't easy. . .

T found che Day Care prograu to take care of mother

© during che day, and I fcund a woman “ho needed a place

to stay to serve as her companion duting the evening.
I go in- and do che cleaning. . .

Sometimes a problem arises uhen the lady wants to
travel to her hometown. At such times, my mother
parcicipaces in cthe overnight part of Day Care. ‘I_.'hen
in che daytime, she goes to the program.

Usually, one day a week is all she needs.
How did you hear about this program?

By word of mouth. I have a couple of friends who

. worked part-tize at Champaign County at one tiz=e or

another, and they told me about it. When you .are lookZng
for help vou go through all chis calling -- you call
fifteen people you know, and everybody knows somedody
else that you could call and you spmd hours upon
hours on the calepnone.

> 90 -
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My vife had a severe s:roke ‘about four years ago.

She was receiving therapy at Mercy Hospital, and I~
found out aboutr the Day Care program from chem. So

I decided to try and keep her at home. This is a - .
very difficulc sicuation because she cannot talk.
Because of het seaverelr impaired condition, I had to
make a decision eicher co try to get help this way

or to put her in a nursing home full cizme.. Through

the help and undersctanding provided by che Day Care
program, I have been ahla to keep my job and work aad
keep my home cogecher. : ..
Mz, Chaffee, I cthink che group might be interescad
in knowing about your dinners and hov the program
helps you out that way. .-

Tes, :he Jrogran has been a lifesaver to ze. I
.couldn't have Zone on without it. I would have had
Lo put har in the aursing home on account of my work.
Because I work every day, I couldn’t work and leave
her home because she cannog stay home by hersels.

I vas alluding ‘to zhe fact that Mr. and Mrs. Chaifee
both sgay a 1lizzla bHit lacer and have dinner at zhe
nursiag hoce and zhea go homa, so that he doesa':

. have thac oblizacion %oo.

I chink we couched upcn the refsarral sources thag we
all use == Hosp tal social services, public health
nurses, word of aouth, and the Office on Azing.

so auch to all of us here. Ia
noraing she says, "I'a goiag
off co work.” In fact she really doesn'c rememper what
'she has done all day. If I ask her, she'll call =e
/:Ha: she veng to work and she did.whac chey told

" her to do and she made hats. Fifcy years ago, my
sother nade hats when she went o work. And we

just leave it at thac. 1 chink it is just the sense
of being part of the activities of lifa and have a
routine which has greatly benefited my mother and so
2any others-alse. I chink, Mrs. 3elew, you aighe
vant to talk a liccle about Hou yOur husband has
improved/in cthe program.

This prog:am has zeant
oy wother's case, each

been 3 differenc person since ke has
been/ azténding the program. . 3efors that time, he
"wad frustrated and very, very hard to get along with.

en he 2oes to Day Care, he is hapoy shén he comes
home. He does aot razmember the thiags he does, bug
ke knous that he enjoys whataver it i5 he does. and
he tries 2o tell ae as much as he can, but he can't

"l - ’/'
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talk very well, 1In other words, {t {s just the
° answer for both of us,

. He has greatly improved since starting the prograsa.
z He 1s able to walk beccer. And he {s beginning co
) . talk better, At times, he can say most anything he
. wants to say. Before, he could hardly be understood.
And so I chink that chis is che answer for us.

Mrs. Sceinberg: - I asked Mrs. Belew, because some of the staff told 5e
that when Mr, Belew sStarted the program he couldn't
L T ‘valk and he couldn't talk — and now if you happen to
’ be {n the ceater while he {s there, you see hia
pushing somebody else and really-actively doing che
things he couldn’t do before.

> Mrs. Khachaturian, would you cate .to comment?

Mrs. Khachaturian: My mother-in-lzw 13 new in this countTy, and did not
) . have friends — now she feels she does have friends,
. and chat makes her happy. She participates in acci- .
! vicies, and assists {n passing out coffee cups. She
alvays enjoyed being a hostess, and this wakes her
feel as though she {s having friends in for co:.ee.

v Mr, Chaffee: When I first brought my wife home, she was so dis-
> ' oriented and frustrated that she didn't even want to
. accept her own home. By being able to take her
someplace and get relief, her atcitude has improved
tremendously. She still has a severe impairment and
she cannot talk -— but you just don't know what it
means when a person does not accep: her own home!

Mrs. Scotet: " Mother never wants to go Co a nursing home, If T
drive by Champaign County and she sees the nursing,
home, right away she says, "I dom't need to go chere.

T see the Day Care program as sort of a halfwvay,
point. .It's the softening of the-blow for her and
for me when and {f the tizme comes when wa cannot
take care of her any longer. .

Mrs. Barbre: - “hen Mr. Barbre first starced, he was in need of
physical cherapy. : He didn’'t have his proscthesis at
che time. One of the big things for us {s not having
to take him to the hospital for physical therapy.

Urs. Sceinberg: T am glad you mentibned that. 'I chink an important
parc -of the Day Care program i{s the ability to give
all che needed physical therapy‘and ocher rehabilicacion
services in one place.

Three years ago, I dgdn'c know I had certaln friends ==

* -~ 92 -
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buc'now I know chac the Day Care staff are some of
my besc friends. The qualicy of scaff in che program
1s indescribably wonderful -- Jackie, and Vince, and
Mrs. Eccensohn to cencion a few. Thay view cheir
task as aoc only ctaking care of the users of che
program, buc of the fanilies as well. Many cizes [
have spoken with Mrs. Etcensohn about our concerns.
Her guidance as well as some of che liceracure she
‘has given me have really helped %o console 2a.
Apparencly I am in one of che mosc difficulc sizudcions
wich chree adolescenc children and Grandma in one
house. This cends to pull one in zany directionms.
Ic is comforting co knmow thac I £it into a certain
. category and that people underscand how I feel -~

- I can't properly express how iaportant that sarvice
has been. [ have someona who underscands and can
sympachize aad help ace.

I also know that my Tocher relaces o the quality of
people who care for her -— and she is precty fussy.
I've seen the van and I've seen how chey help her
gec on and off the van, and most izperzancly, I've

. sean how she relates co chese psopla. She doesn't
relace co cany peopla — buc chese are vary iaportanc
people to her, and I can'ct scress enough how mar-
velous the qualicy is. . :

I nighe jusc mencion the overnight capabilicies of

the program. .l kmow chac Mrs. Scocc has used 1t .

for her mother on occasion. For us, it has heen
marvelous thac we could take a weekend and krow that
Grandma was 0.X. I témember zhe firsc time I picked
her up 3fter a holiday = she just flurried around and
got her chings and said co che neavest person,

"I am going home aow because I do have a hcme you
kmow.” And I thiak chac's jusc a liccle bic of ia-
sighe {nco how imporctan: cthis program is.

CoL As with any marvelous progra:, [ guess thera ars
things we would like to have thac are noc provided
at the amomenc. Would anyond «w4anc, to comment on sSoge
unmet needs? .

, drs. 3arbre: I need che service on Sacurday and Sunday, because
' : I have co work on weekends. .

Jrs. ¥hachsturian: The weekend care would be wvelcome. My husband has
. .had che responsibilicy for so long of helping his .
. mocher i3 her aparsmenc, thaz the strain is begianiag
el _ to show. Ou weekends, he has to go and $ix her
<. food. We live out of ctown, and ic requires constianc

- 93.-
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We have vzied ‘bringing her to our house °
for Sunday dinger and that's fine during the meal,

sbut-five minutes after dinner {s over, she starts

wanting to go back to the apartment. .She 1s extremely
restless. and this has renlly been a big s:ratn on us.

I wish there vere more of a way :o mke :he elderly
peopla feel needed . R

On the days :ha: uy mo:he:-in-law does not come

to the program, the meals-on-wheels program has.
2130 been an enormous help. The woman wvho owds the
hoGse puts it in the refrigerator, and oy husband
heats it up in the evening,

Thare was one pariod of time when uy wife was in the
nursing home, After she came home, 2 student nurse
came to our home and helped my wife putr 2 meal together.
My wife can™t cook any longer, dnd she even forzot
vhere things were in the kitchen, This was a pilot
project, and che nurse worked vith her for six weeks,
Such retraining would
take a lot of time and patience, but perhaps it could
be undertaken {n the future.

Mrs. Belew. does your husbmd use sone other social
agency? ’ N

Yes, in :he beginning, sy husband went to Threshold
and he enjoyed it very much because he was able at
that time to walk around and cotmunicate. But that
vas only for short term treatIent ~- Such patients

had to be able to work again, and he won't ever be
able to work. Then the Lodge came into being, and he
was changed to that program. That program was also
helpful. But a year ago, after he had his last spell
of sickness he wasn’t able to attead the lLodge any wmore
because he could not take care of his needs. He needs
help in esting and in going to the bathroom. Day Cars
provides all chat help and that is vhy it means so
auch to us.

Both Threshold and Lodge are outpatient mental health
facilities — halfvay house programs.

Another aspect of the program;we should couch upon.is
cost. For a number of us, it’s che biggest bargain ia
the world. For some others, it is mofre than can be
handled, For example, Mrs. Belpgw can only af:ord a
few days a week because of the é\s:.

X,
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I was very concerned about being able to fiad funds
not only for oy husband but for many other people who

. T know who would like. to attend the Day Care program,

1 wroce a letcar to Covernor Thompson explaining my
fnterest in other people's needs, and my own problea
because I knew our financial arrangement 1is znot
permanent. As of October, the church will no longer
pay for my husbsad's Day Care, and I am searching for
funda so that hy husband can continue to go and I can
keep hin at home with ze. He hazes hospitals and
nursing homes. And I want him to remain a part of our
home a3 long as possible. The only way ve can do
that is if someone will tome Co our 3id wich funds to
help him to contiaue =0 g0 on.

Mz, Chaffee; 36 vou have any .commeacs about the cost
of the program? .

This program enables ze to work and keep our home
together and keep us frnancially solvent, If I

dida't have the Say Cara Cencer,,l'd have Lo put Iy
wife in a nursiag home full time which would xean

more expense. +This would cosc Je quite a bic and =make
a big differeaca. {1 3y finances. Alzer a while, cthis
would drain zy savings and I would become ingolvent.

Tor a aumber of us, Day Caras is aot only aa emotionally
satisfying route -- ic.is also an economically
begeiizial .one, However, there are a larze nusber of
people who cannot even aiford what I consider the low
cost of the progras we participata ia. - I chink we as
consumers aeed to wrize lettars to our legislators

to make ic possidle for those who are 2ligidle tor
Ticla AT¢ and Title XX to receive reimbursezent for
Adulc Day Cace services, and to sze iZ we can'c zet
money- for the ' funding of wore progans of this kiad.

...1 think the simplast way we could say "thank 7ou"
to the program is Co say this: "Ic has saved ay 1iZe."”

- 35 -
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FOLLOW-UP REPORTS 1 YEAR AND 8 MONTHS LATER (MAY 1979)

Mrs, Sceinberz's mocther. Rita Gerletz, has remained physically scable,
She concinues co acbulate unassisced, and needs supervision only wich
accivicies of daily living. She has had recurrent episodes of gout, and
has visiced her doctor in his office every few moncths, The family
aicuacion recains unchanged ~- working parents wich teenagn children,

a very busy household, and a sctrong desire co keep cheir grandmoCher
wich chem. Occasional overnight scays have been ‘provided by che Day
Cara prograa for Mrs, Carletz when the family i3 out of town. Nrs.
Gerlicz sccends che program 5 days a week; reality oriencacion and
socializacion are che most {mportant componencs im her treatnent plan,

. ’
Mr. Barbre has had 2 hospical admissions since che Conference. ‘He was
adoicced 10/19/78 Sor pneumonia, following a & day crip co Missouri.

- e was discharged from che hospital 11/20/78, and recturned to Day Care

the following week. Again on 2/18/79 he had an overnighc hospical
stay. His wife continues to work as & nurse and he accends Day Care
about 3 cimes a week. He ambulates wich assiscance and a walker, and
gait craining 1s still part of his creatlienc. His mental alertness
{s much tzproved. L

Mr. Belew was hospicalized 2/9/79 wich 2 stroke. He now ambulates witch
assiscance, raceives gait craining and therapy for isproving all '/
activicies of daily living skills. his alartaess has iacreased, and he
can express himself wich a limited few words. Scholarship funds are
necessary co keep Mr. Belew in che Day Care program, as the combined
family income is less chan S300 a aonch, including SSI. BHe atcends che
program twice a week, . ' .

Mrs. Rhachacurian accended che program uncil November 1978, whan:she
was hospitalized with pneumonia. At chat time, because of her weakaned '
condicion and severe mencal decerioracion, she was admitced as an
izpacient in che nursing home for long~term cars. . :

Mrs. ScoCt's mocher, Yrs. Acnes Retm, was in Day Care from 3/23/77
uncil 10/24/77. .Ac chat cime, she was admitred co Champaign County
Nursing Home's Long Tarm Care program for Incermediite Care. She died
on 3/28/79. : ‘

Mr. Chaffee had a heart attack on 6/13/78. While he was hospicalized,
his vife was admiccted co the nursing home shelcer care progran.  He

vas admicted co the nursing home during his recovery period. . Both were
discharged on 8/17/78 and recurned hopa. Mr. and Mrs. Chaffee’ chen
started «co accend che Day Care program. Mr, Chaffee requirés che
program because of his special dieC needs as well as che neced to
nonictor his blood pressure and pulse; Mrs. Chaffee receives speech |
therapy, and, her condition has basically been unchanged. 4
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, S SUMMARY OF 1978 ACTIVITIES |

CHAMPAIGN COUNTY ADULT DAY CARE PROGRAM

1978 monthly aversge, 350 clienz days, 250 trausporcafiou ﬁni:s . {
" Served 86 different clieats in past ] years.

85% dischazged co LIC E .
10% expired at homé or in hospical . ) P
5% discharged — 1., Program no longer needed ' '
2. Discharged out of town
3. Searvice not effactive

4.5 years longest Day Care Service
8 months everage Day Care lengch
"2.5 days per week, average days of service

Of the present total enrollment of 32
752 would qualify skilled in LIC
22% would qualify interzediace in LIC
3% would qualify shelter in LIC

Raferrals . N
702 famtlies :
20% Hospital Social Services
10% other agencies and Doctors

R Largest number of probless eﬂcoun:e:ed are in area of :ranspor:a:tou
1. Weather . .
2. 3us maintenance
3, Time involved
4, Scheduling.
5. Ramp at homes for vhcclchaits/
Most common needed procedures

1. Medications
2. Bathing
3. Beauty and 3arber scrvices .
4.. Azbulation i
5. Bowel and 3Bladder ctraining .
6. Feeding assistance '
7. Cathezar changes

-8, Dressing changes and soaks

" 9. Blood cests

-97 -
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~ DAILY COST BREAKDOWN \

Adoinistration
Indirect. Services
Phonia
Rent
Insurance
Direct Services
Scaff. (Coordinacor, 2 Aldes;
) ) Bus Driver)
. Fringe-Benefics
Contracted Professional Scaff
Food ‘ .
Supplies
Transportation
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EXCERPTS ¢ROM LETTERS
|

'

“Day Care was grei: tor us, Frankiy T don't kijow what we would. have

done without' it. 'Lt definitely prolonged the tim Mother could fEdy’

the
/aﬁd
nad to
Tges

{n her own home. [t helped her make the adjustment to living &
nursing hoza., She was able to paticipate in suitable aceivicl
make friends. - And:1 feel Day Care delayed the time before’sha
go on Welfare. There is quite a difference between Day Cate ¢
and the 9800 plus 4 month for, full time nursing care. T seill

rax dollars spent t?r such programs."

X RARAN R
. L]

"From the starc of the Day Care drogran, Ry husband's alertness inf
creased and.he became more like his old self. He enjoyed seeing

aany of his old friends, and felc he was doing me a favor because L.

vas able to continue in oy job as a registered nurse {n a loeal hospizal."”

Rk el
\
@, ..As for the Dav Care Program at Champaign County Nursing Home, 1
cannot say enough abour what they tave Teant 0 =e and ay wile.
Wwichout their help and. understanding, 1 do not know what condition

@y wvife and I would e in today. Yo one knows all the problems of this

situation until Lt happens to you and your wife. \
. RRRRNNR

"...As a working wife, mother of three adolescents, and daughter of
an¢ 80 year old woman, i have found this service of tadescribabla
benefiz.” 0 .

\ RuhRakk ;

. ! v
"My gother i3 forzeziul, disorianted, and anuious, and siaply cannot
be left alone any ionger. ' Yat, she still relishes her family stacls
and her home with us. It would de a major setback to her self image

vere she forced to leave the family and reside in 2 nursiag rcae.”
- ARARRNKR

s

{our Day Care program has been a Godsend. The ability to combine

care and stimulacioes and companionship for an elderly eizizen with
the maintenance of family stabfiliey is a remarkable solution to our
problem == and also one of the most. economical :ays~of harndling the
sizuaction. ,In_éddicion. tne shélter care service has done a great
deal for us ia easing the burden of my zother's care. 8y being able

to leave her fo: family vacationsgand short trips once in a while, our

spieiss are rejuvenaced and Wwe ara dnee agaln able to care for hez.
I should add thag the gualitwy of your sarvice is exceptional., He are

so pleased with veur super14:ive"szaif and the loviag concern and care

they offez.”

ARARAhN
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"Without the program I am afyaid that my mother would have :o e nlacrd {n a
residential nuraing home, This would be unfortunate — since Ac &% 80 much
more emotionally satisfying for har the way things are now, and so much

more economical for her, for us, and I believe, for usociety, I do hope the
County will ses fit to continue the program and I -will be happy te provide
any kind of assistance I can offer in the provisidn of this excelloene

service to other County residents,” ;
o . ARRRAAR , \

NOTE: 1llinois has not been providing reimbursement for Adule
Day Care through Title XIX and has provided .Tizla:XX suppurt -
L\ .. on avery'linited basis, Hovever, the Tllinois General
Asgembly {s considering che appropriation of $2,5 willion
in Stata of Illinois General Revenue funds to the Illinois
Departaent of Aging for Adult Day Care Programs.

. - = 100 -~
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MASSACHUSETTS ADULT DAY HEALTH SZRVICES ' )

Edith G. Robins

Special Assistanc for Adult Dav Health Services

Division of Long Term Care

O0ffica of Standards and Certification

Bureau of Health Standards and Juality, HCFA ‘

ittt 10 ERE fOUT_years since the inception in Massachusetts of the firsc
\ Adult Day Health Program reimbursable under Madicaidi the-program-hes
. sharply escalatad. As of May 1978, 39 programs have baan approvad for
o Madicaid reimbursement. )5 of which are oparational and serving mors |
s than 300 t{ndividuals; the remaining four programs are expected to start
', sarvices in the summar months. Of ne )9 programs, 10 are in aon-

profit nursing homes, 8 are ia Pro-:iatary nursing homes, 16 are in free

standing cocmunity ba3®d facilitir., & in chronic disease hospitals and

L in an acute hospital. It i{s also anticipated that additional pro- '

. grams will be approved in the coming months.

An indication of the acceptance of the program within Massachusetts
is the fact that the prescreening procedure for.applicants for nursing

. home placement or for home health services now requires that consideration
first be given the potantial of utilization of Adult Day Health services
as a viable al:nrqacivc services before other placements can be approved.

: \
Iaclusfon of the 1978 narrative report of Massachysetts in this pub~
licazion!does not imply official endorsement of all tha facts included;
rather it is intended to facilitate a sharing of information for all
who are concarned with program development, For tora speciilc
information about the Massachusects program, inquiries should be
. addrassed :o: . N

. Anne Klapfish '
“\\ Director, Adulr Day Health Services
Massacnusetts Medical Assistance Program
Room 740 :
600| Washington Street :
- Boston, Massachusetts 02111
i

‘
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ADULT DAY HEALTH SERVICES
MASSACHUSETTS MEDICAL ASSISTANCE PROGRAM
YEAR END REPORT FOR FISCAL YEAR 1978
(JULY L, 1977 - JUNE 30, 1978)
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1. INTRODUCTIONM

Background

Between February 1975 and January 1977 che Massachuseccs Medical
Assistance program (Medicaid) awarded sii conctracks to nursiuy -
homes, hospictal and community providars to Operaca adulc day care [
centers in che Commonwealth for a one year piloc scudy. The major
faccors prompting Medicaid to enter inco che adulc day caru piiet

BEE e g g Ay QLR . - : s

\
: “
« lacreased accancion }o a wider variecy of service . :fons
wichin & continuua of care.

- rederal laniciactives in che area of adulc day care and other
elternatives cto inscitutionalizacion,

~ A greater awarensass on the part of policy aakers chat from
both a qualicy of life and fiscal standpe - it was no longer
desirableor feasible to rely gnly on the insticucional
model to menc the needs of a growing chronically ill population.

The Concepe

'Alchough new to Massachuseccs adult Jay care was not a totally new Q
concapt either haciqnally or laternacionally. 2sychiacrically
oriented adulc day care began in England as_early as 1940. - That
couatry as well as che Scandinavian cpunc:iké in che 1950's expanded
the day program concept £o serve the physically impaired and.socially
isolated clieac. Ia this counzry, in 1972, amendments to the Social
Securicy Act authorized HEW cto iniciace pilot day care programs .
tor Medicaid and Medicare eligible cliancﬁ. Basic federal guidelines \\\
wera drawn 4p’ o govern thase experizental programs. These guidelines
2!towed the possibilicy of chree very distinct models of day care to
3453!. - , .

~ che cﬁctapeucic or resgorztive model; designed primarily for
the short term rehabilitacion ciient.

- the na;ncenan:e»aodcl} designed for the chronietlly 1ll or
d'iabled .lienc who aeedad health-supervision-and-sociali-—
zszion to maintzin hig/her ‘functional scacus.

= - o

- the socisl nodel; Zesigned for the frail elderly who needed
socialf{zacion and supervision but who had no specific healch
neads, ' .

In Missa.husects .t was felc that a merging of these varlous models

sculd be more approLriate bald for the pilot study and the apparent

needs oz the popus. ioa. As a resulc, guidelines were daveloped which
were more Specific than che general Federal guidclines to govern the

s{¢ pllot prograns. The major comporients of the Massachusects day

caty prograns Wers:! ' . N

- lo3 - : N
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~ health restoraticn, monitoring and supurvision

- social service counseling fer program parLicipnnC1 and
their famillas .

- thnNPGUFiC r\...: - & and socializacion

- personal care.

- t: sportas: ‘
Staffing . idelin.s - wired ghuc the prcgéam‘hava an R.N, for a
minimum ot wo hours per day, an activities director for a minimum of

four hours par day, occupational, physical and speech therapy
consultants and an overall staff/participant ratio of one to six.

3

"1t was decided o allow programs to accept both private bayihg as

well as Medicaid eligible clients. The major criteria for acceptance
to the program was based on the client's eligibilicy for Level 111

nursing home placement.

Ic vas hcped by Medicaid staff and :he pilot programs chac adult
day cara vould: ; .

~ be an al:aran:ive td or delay premature institutionalization
- offer respite during che day co family caretakers

- prove to be a cost-effective service option

The Evaluarion

A report published January 27. 1977 entitled "A Study of Adulc Day

‘Care Centers in Massachusetts" by Catherine M, Smich, Jeanne
.lucero and Hazel Croy, R.N. evaluated the firsc year of adult day

care in !assachuse::s. The report demonstrated that the program
had achieved ics gaals, seenad to be cost eifective and vas a

viable and needed service option in Massachusects, In additisn the
report shoved a high-degree of client and family satisfaction with

the program. Ic¢ vas felt by many of the clients and their.families that
this vas a program that could meet several of their needs within .
one setting as opposed to having to obtain piecemeal service from

other health and social service programs.

The results of the pilo: evalua:icn encouraged Medicaid to expand che
nuober of adult day care* programs in Massachusetts. The piloc
guidelines vere -evised (the most notable changes being an increase in
*The name Adult Day Care was Ecrmally changed to Rdul: Day “ealch
Services in June ‘077. e .
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the minituz staff/nursing t- ...tre u¢ €0 four hours per day and the
insistence that program-sites .:c.ld be barrier frae for the handicapped),
4 request for Proposals. disseminated to interestad providers and an
inter-agency task force developed to review and approve incoming
proposals. During Medicaid's fiscal year 1973 eleven new adult day
care programs begun operating i{n the Commonwealch. .

1

II. FY'78 REPORT '\J

| This report will fosus on.chs followins«arcaa«olxadul:.d:é healsh .
based on data accumulated from the 17 programs in operation during
fincal year (,978 (FY'78)

- Popul;cioq Profile
ﬁ: ' A. admissions
B. dischatges
. tunctiona! disibilities
VD. diagnoses
E. 'socilal informécion
F..other services in addition to adult day health
~ Program Information
' - Transportation Information
The following narrative will firs:'sumaariza the ;rogram and
population aspects listed abova. The charts which follow this
narrative describe in more specific detafil, by program, each of the
areas discussed. We will conclude this .report with-a brief summary

and five month update. An appendix to this repor: should be published
in Februdry 1979 listing complete cost information for each program.

f

III. (MARRATIVE SINGGARY _ ' .

POPULATION PROFILE

A. Admissions - 336 new clients were admitued to adult day health
programs during FY'78. 52% of tusse adeizsions ware referred fTom
' health related facilities and ovgsafzatiens. 22% were referred from
Home Care Corporations and orhe - zcrinil'y * 1ial serv?<e organi-
zations. 147 were referred b ‘anily, s.'{, -r friends, and 4%
were ‘referred from some other si:ree. I iompasiscn with the pilot
year, e see an Increase in kealth ovgsnize .lon ref:rrals. This
increase—is-veflected largel¥ aza »: mificantly iz an increase in
referrals from hospital dic~hares olann.: . Musai~al discharge
planners make zhe bulk Oof . siv ! " °- rule-*als rer szexed
~ reluctan: o vefer to adult .4, ~ th pregrams ia rhe carly. stages.

- 10§ -
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A large part of the discharge planner referrals wag made to programs
which were part of the original pilot project. "his sugeesca that
longevity of a program counts (n establishing' jcself firmly

enough to actctract chis cypes of roferval. The second largest block

of healtch organization referrals come from che Visiting Nurse
ssociation (VNA), The VNA has access to many cliencs who wquld

be appropriate for day health services. It is inceresting to note
that the highest percentage of VNA raferrals was made to free

_sranding comnunity based adulc day health.programs..as..opposad..£o ... ....

““inursiag home based ‘programs. Thera was a large increase from the

‘pilot year in the number of refurrals made by Home Care Corporations
and other community agencles. Thare was a sharp drop from the

pilot year in referrals made by family. This suggests chat adulc
day health is becoming more widely accepted in the community health/
social service natwork as a viable service option and an integral
part 'of the cunrinuum of cars.

Each of che clients admitte. in FY'78 as in the pilot year wag
deemed! at risk of Lavel TII or Level II nursing home placement by
Medicald scaff. - ) ' :

Discharges ~ Of che clients discharged in FY'78 (106): 37% were
discharged to inscitutional care; 157 went to skilled nursing
facilities (SNF); 17% to intermediate care facilitias; 2% to

. chronic hospitals and 3T cto rest homes. In many instances chose
" discharged to ICT's and rest homes would not have had to be

institutionalized {f chere were a stronger family support system

for evening and weekend care. It is interesting to mention cthat a
large percentage of those discharged to insctitutions were discharged
from nursing home based adult day health programs, This is most
probably explained by two fartors; (1) gonerally speaking, nursing
home based programs seemed v willing co dccept a sicker kclientele;
(2) many of chese programs took clients only as emergency pespite

for families until 3 nursing home placement could be found. There
was absolutely no evidence that nursing home based prografis were using
adult day health clients as'a means to f£1ll empty beds. Many of che
clients discharged went to different fnscifucional facilicies. Iz
should also be noted cthat the transition from community to aursing
home seemed much easier for those who had become more familiar

wich the institutional setting in an.adult day health progranm.

62 clients relocated = in over 507 of these cases adult day health
stiff arranged for their transfer to another day program both within
and out of state (as far as Florida).

62 of the clients died.

422 oL the parcicipants were discharged to the co-munity - this does
not mean, however, that 427 of the participants got betcar. Therr
were several reasons for this type of discharze. 29% of the clients
were either afraid’:o come or did not feal comfortable. Fear was
caused primarily = "vaveling in winter w2ather. Pcople were '

- uncomfortable i{. 4 wiriety of reasons. Family members often

pushed the clie:. [ai. the program uawillingly: two people had a
language barzi.r :vollem; two felt too young; one woman was
” . .
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anbarrassod by incontinanca on che way home {n tha van, Mora
than 90% of those clienca discharged, bacavas of faar or dislike
renainad in the program for leas than ona waek. Thare waa no in-
dication that che program sicta, free sCanding or nuraing home
basad, caused dislike, 9% of this population was discharged bevause
of disruptive or abusive behavior to othar clients. Thare ware few
{f any othar resourceas in Cha cocmunity to help thase c¢lienta
although soms agraed to mental health counseling. T:ansportation
difficulties caused tha discharge of another )% of the cliencs,

- “*"*“““-*'““'“"""‘%Vfﬁ:‘-’"m'"‘qin‘"uuly'vg.g.;gkgg;‘-gllqvilced-»Chl~n¢ld -for-ADHS.-for .. . ... .o

another 3% of tha clients, while 3% of cthe clients despice problems of
" thair own had Co.laava tha program to take cara of other family
membars., .67 of the population, unfortunately, had to laave tha
program bacause they could not afford ft. Tha absance of liccla,

1f any, funding othar than Madicaid for Adult Day Haalth Services

{a parcaivad by both the Medicaid program and individual program

scaff to ba a big drawback in accessing participancs from zhe
community who need care. On the brightar aide, 14X of cthe .lients
dischargad to the cotmunity had improvad after chair stay in the

ADHP and were discharged to mors independent living situacions,

4 Tnirtaen of cthis l4% were refarred to and participated in Senior
Centar programs in thair community. One person vas placed in a
paying job. -To ease tha break from the ADHP many of thesa same
participants recurned to the program ons Or two days 4 ‘twk as
volunceers. . . :

The ADHP staff in all cases tried to arrange appropriate refetr-als
for those discharged to the community., 40% were referred Co Home
Health Agencies for nursing or aide sarvice; 25X vare veferred o
Homemaker sarvices; 10% were referred Co mental health services)

6% to hospital rehabilicacion clinics} 3% to family service organi-
zations;and 5% to congregate housing) 3% of the discharges vaplaced
ADHS with private duty anrsing or a nired conpnn%on.

C. " Functional Disabilities - The follrwing func:ionil areas wers survayad
to deternine the degree of disability in each of the areas among day -
.healch parcicipants,

. = moblilicy !
=~ walking ' C . P
- Pl:hing
- stair clizbia
- dressing
- faeding’
-.éatla:ing

- wheeling

- 107 -
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In four of the eight arcas sutveysd (nohilicy, walking, stair
cliobing, and bathing), over 30% of cthe day hwalth admissions
vete to some Jegros disabled, &!% noedad aesiatance in dressing,
232 in colleting and 172 in fueding, 203 ware whealchair bound,

In comparison wicth the pilot year pacrticipante thare was e
elight Lncrease in disabilicy in the areas of ambulation, dressing
and baching. There was a huge increase in the number of wvheelchair

bound participants, emph .:ing the importance of the barrier= . .
~rfree-requitements Thate Was"a subatantial decroass in tha number
of participants requiring assistance with feading. /

The nursing home-based program ovarall had a mora disabled population
than the community free-standing programs, although tha percentage
of cha disabled at the Dorchestar, Holyoke and Cambridge programs
were very close. Thare was significancly higher disability ia
nursing home-based programs in the areas of dressing and taileting
as vell as a significancly higher proportion of whealchair bound
cliants. .

The lowast per.cntage of.disabled clients ware in the Lyna,
Chicopes, Rorbury and Brighton programs. This in part is probably
due to the fact that these programs have fewer facilities for the
disabled in teras of bathing facilities or physical charapy
aquipment. -

Overall about 5% of the population was incontinent. In almost all
instances of incoatinence, however, the nrograms had bladder
tatraining clasaqs in effect.
Diagnoses - While multiple diagnoses are prnvalenf,in an aged or
disabled population as a whole, we falt it would be useful to list
the diagnoses of day health participants to emphasize some of
the sarious healch disorders smong this population which indicate
a nead for nursing care and monitoring. The top nine diagnoses
overall vere not suprising considering the population and wera
as follows: ) ) .
Rypertension - 262
" Arthricis -"172 ' , .
' Congestive Heart Failure =~ 92
Diabates = 192
Depression - 16X
Arterio §olerot1c Heart Disease - 8%
" CVA (Stroke) - 18%
Angina - 7%
Cr.ouic 3rain Syndrome = 7%

~ 108 -
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As is avident from the above lisced diagnoses as vell as from
experience, one of che most imporctant functions of the progrvam
R,N. {3 one of observation. Hypertension for example, in and of
itself, L8 a sarious health problem which can lead to stroke

or heart attacks, With careful monictoring and observation of tha
hyperteansive par-icipant che R.N. can do much to avarc the possi~
bilicy or at a minimum be alerted to the imminent stroke or

heart attack. ’

E. Soctal information - The social information charted dealt wick tha

age, sex, housing and living arrangementa of the day health
parcticipant admissions, Not surpriaiagly 79X of the population

wa3 oval the age of 60, Of chat percentage, 46% were 75 years

of age or ‘older. Less than )% of the population wag under 30

and the rest betyean 50 and 60 years of age. While the majority

of persons sarved are elderly it 1s imperative to nota that this
service model can be just 4s ralevans for 4 younger chronically

111 and/or disabled population. We are currently seeing a growing
numt © of rafarvals of clients in the thirty to £ifcy year age group.

54% . : the population wvere apartment dwe’‘ars, 7% lived in Senior
Housing, 3% lived {n single family hcses, while 1% lived in
rovaing houses, congregate housing or other housing.

Surprisingly, 40% of cthe participants lived alone, 232 with
children, 21X with a spouse, 92 with a relative, and 1% with
a friend or othar,

In comparison with the pilot program participants the only major
differance vas the increase in the nunber of persons living alone,
It should be noted that almost universally the day health staif
axpends a great deal nore effort for those clients living alona.
These afforcs range from coordinating bettar housing, homemaker
and home health aide services to grocery and clothes shopping

and laundry,

15% of the adaissions to adult dav healch’in FY'78 ware male,
65% were female. :

F, Ccher Sérvices in Addiction to Dav Health - In addition to the
services recaived in the adult day health program we surveyed
addizional therapy, home health and homemaker services received
by participants on admission and to the general adult day health
populati:a in June, 1978.

We found that of those adoitted in FY'78, 19% were receiving
physical therapy, 72 were receiving speech therapy and 13% were
receiving occupational therapy. These figures dropped scmewhat
_rwhen a survey was done of ‘the sverall population in Junu. At
that time 13% were receiving physical therapy, IX spesch.therapy,
and 8% occcupational therapy. The admission figures correlaca with
the high degree of disability deconstrated and thae high occurrence
of parcicipants adaitted who had a sctroke. The drop in the June
figures cotrrelates with the fact that Medicaid as well as other
thizd parzy payars will only reizburse for a linited number of
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direct therapy treatments. Follow-up therapy done by day health
staff increased from admission figures ot cthe June figures.

In cerms of home health and homemaker aarvical. 15% of tha population
on adnission were teceiving Home Health (VYA 4and/or home health
‘aide) services only, 217 were receiving homamaker sarvices and 8%
o vore recelving a combination of home health/homemakar gservices.
- With the exception of & drop from 8% to 3% in those receiving combined

homemaker/home health services thare was no signigicanc change in the . .

" fdbar recaiving thede scrvices in June.

Romemzker secrvices cannot be performed by adult day health scaff
(a.8. housaclqaning) Ic {s tharefore logical, especially considering
the high parcantage of participants who live alone thac 21% Lf noc
more lhould ba raeceiving thesa services. Wa are ofcen quascioned
as to why day healch participants require home health service in
addicion to day healch service. Day health parcicipants are receiving
such servtca‘!er a variaty of reasons:
Exnmoles
=~ a person who attends cha program two dayu a ueek but is a
diabetic who cannot self adminiscer insulin nmav ne-d 4 VNA
nurse to adminiscter the insulin che other five Jay..

-~ a person who rqquirns adulc day health services but cannot get
dressed by himself/hersel? {in the morning without assistance may
need a home health aide each day to assisc in this activity.

"While the Cepartment care 1y monitors to assura aco-duplicacion of
services we recognize that a combined package of sarvices (day healch
and others) may be necessary to meet an individuals nceds.

PROGRAM IMTORMATION

Wich expansion of the program the number of persons actually being
' sarved has doubled in ona years gime. The daily capacity for service
has increased from 103 slots per day to 400 slots per day. The poteatial
number of slots overall, given that average attendance is 2.7 .days
per week, has increased from 150 slots to approximately 600 slots.
Actual enrollment has not kep: up with the potential number of slots
for. several reasons:

~ the relative newness of so many of the programs (no new program
opened unctil 6 moncths into the fiscal year and several opened
9 months or la:er ineo the ffscal year).

- reluctance upon the part of other agencies to refer cliencs uacil
the new program had proven {tself.

! Significancly 692 of the clients wera Yedicaid eligible. While some
i of this may be ateributed to the effects of paverty on healch it is
. probably more relevant that Medicaid is the major funding source for

the progranm. . .

. Uhile 2.7 days was the average scheduled attendance for each earollee,
1. . 2.3 days was the average number c¢f actual days. Programs could figure
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on sach client on avsrags being abssnc 2/5 of a day per week.
Therafore 'if a program had twenty cliencs a day scheduled, one or two
clisncs on an averags would be absant each day. With the excepcion st
the Holyoke program the heaviest abssnces wers shovn in the community
based programs. For Msdicaid clienta absance due to {llness was
doublw absence due to other reasons. For salf-paying clisnts absance
due to {llness or ocher reasons was about the same,

NSPO b

Each adult day health program has a transportation provider number
with Msdicaid and can draw on a variety of raaourcss for securing
adult ddy health transport. Such resources range from private
transportation companies, to having their own program vehicles o
oaxinizing on communicy transportation rescurces. Medicaid always
enchurages programs to use the lowest cost, aopropriata means of
transporcation, Pragrams that have the least difficulty in cranspor=
taction ure those programs which have cheir owm vehicla or coneract
for transporcacion services with one provider. Those experiencing
the most difficulty ara those who are coordinating the use of several
tri.nsportacion providers (up to tweiva in one inscance). .

However, the data demonstrates that overall the programs are securing
ralacively lov cost transportation services. - -

152 of all ctrip- caken usre by taxi ]
2 of all crip: :aken wers by chair car ] U8 costly |

36% of all trips caken were by program vehicle ] .
30% of all crips raken ware by community resource ] low coat or free
12X of all trips taken were by family members ] \

Our best astimate on cost is chat over-all transportation costs were
$4=-$5 round trip per person on average.

K ' -1 -

ERIC

Aruitoxt provided by Eic:



O

ERIC

Aruitoxt provided by Eic:

-~

28y - ,

Massactioserr DEPARTMENT oF Pumtice WeLFars, MEMCAL ABBIRTANCE PROGRAM,
Apnure Day Hearm Seryicks=~Cost Rerort .

¥

l INFIRODUCTION . f

. !

Although there ave over 00 known adult day health und social serviee programs
geeanrcally known as adult day eare programs) in the United States very Tow data
roports have heen waued on either the conts or other aspects of the progeam, This is
probubly dbe to the fuct that many of the progroms are still in the development
stage and hiave not been in existence long enough and/or had the resources to
denerete such reports, -
~The Massuchusetts Medicaid program sponsored six adult doy health programs in
1276, Due to the suceess of these pilot programs expansion of the number of
programs wan indtiated in 1977, As of March 1979 the Massachusetts Medicaid
program has approved thirty-seven programs for operation an the State with thirty.
two in netunt operation, . )

In July of 1977 Muodienid requested existing ant all new programs to submit
monthly cost report forms to the Department. Aicough a flat per diem rate of
$133.00 per person had been established to cover all projtrim costs with the exception
of transportation and direct thernpy costs this 1itc wag based on unsophisticated
u}ml lSwr ps inacedrate cost duta. 1n fuirness to bods the providers of service and
the
to assess the validity of the present rate structure, :

Becnuse of the incrensing number of inguiries the Massnchusetts Meticnid pro-
grum has had from prospective providers in our own Stute regarding the true costs
of Adult Duy Health Services and becnuse of the Multitude of inquiries from bo
single providers and governmental ngencies in severnl other states regurding ghe
siime issue we have used the monthly cost report forms to generate this cost report
on ndult day henlth services in Massachusetts, T
Tt should be clenrly understood that the Massachusetts Medieaid program throug
this report is not saying that all adult day programs nationwide should -or wil
experience similar costs. Regional differences und differences in program nodels®
may muke the costs apprecinbly higher or lower in other states. For exampiv, aiv’

intensive care and heavily staffed Doy Hospital progiam is more than likely to
exhibit 0 much higher per diem rate than any of the programs in this repsri. A
lesser staffed program whose purpose is primurfly socinlizotion and minimum  er-

vision conceivably should exhibit lower per diem rates than shown in thix -,
unless such a program is in a state or region with higher salary ranges, oo
utility costs, ete. than Mussachusetts. “ -

lu this report the Departient is merely trying to demonstrate what' i
the true coste of adult day henlth services in Massachusetts for o model « ;
been highly suceessful in meeting the combined henlth and social serve'e n .a

population that is at risk of institutional plucement. o
. /

PROGRAM SUMMARY ;
: /

‘The costs of the fullowing prbgrunm are listed in thig reporty
DProgram Site - /,.j/‘

Amberst Adult Day Center Nursing Home (for profit)
Therapeutie Day Care for the Elderly . Nursing Home,”
DNon Oriope Adult Day Center Nursing Home
Community Day Care for the Elderly Community Center
Lynn Adult Day (.‘cl}tor Multipurpose Senior Center
D'Youville Hospitality Center Nursing Home

epartment it 'was felt that more necurate cost datn would have to be collected |

Cambridge Adult Day Center
Nevins Adult Day Center
Holvoke Adult Day Center
Hollingsworth Aduit Day Center
C&ROP Adult Day Center i
Dartmouth Adult Day Center

COST APPENDIX--AVERAGE DIRECT AND TOTAL PER DIEM COSTS OF COMPARABLY SIZED PROGRAMS .

’
Ll af pecupancy (percent)

Programs with 1S partiopants per day
100 .

Freestanding Center
Nursing Home
Freestanding Center
Nursing Home (for profit)
Freestar .ing Center
Nursing ‘lome (for profit)

Average direct Average lotat
. cost per diem cost per diem

$1.80 $§13.08

.
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CosT APPENDIX—-'AVERAGE DIRECT AND TOTAL PER DIEM COSTS OF COMPARABLY SIZED

\

PROGRAMS—Continued
\ . Level of occupancy (percent) : :;:t'ag:r%m consel'w !1%#\
90........ - 8.64 14.54
85 . 911 . 15.34
80 : , an 16.36

Programs with 21 to 24 participants per day: .

100 : 9.20 [LRY}
90 10.22 15.75
o 85 : 1081 16.66
! 80 11.50 1.12

Programs with 30 participants per day: . )
100 : . 983 12.23,
9% 10.92 .13.59
85 ‘ 1156 14.39
B0 e o1 1529

< ' B A
/PROGRAM DEVELOPMENT COSTS
) . .
As Medicaid is a fee for service reimbursement agency the per diem rate funding

is for operational costs only and does not take into account the initial costs neces- .

sary for the development of an adult day health program. Adult day health pro-

grams in Massachusetts must seek initial start up funds from resources other than

.the Medicaid program. : i -

Due to the many inquiries however that the Department has had regarding start
up costs we have summarized in this report the typical developmental costs experi-.

‘enced by the Medicaid approved programs in Massachusetts. In this report we have

exhibited only the range of developmental costs and not the actual start up costs

- experienced by each individual program.” - :
'DEVELOPMENTAL COST SUMMARY
General costs L C e
" Most programs have found that due to initial cash flow problems and slow
enrollment build up that a minimum of two months direct operating costs are
necessary to cover initial salaries, consumables; supplies and overhead costs. Most
programs also have added an additional three months salary for the program
director so that .he/she may be hired prior to program operation: for organization
and administrative purposes. ‘ o
Two months of direct operational costs has ranged from $16,000 to $17,500 gor a

‘program with a capacity™for thirty participants per day to $7,000 to $13,500 for a

program with a capacity for fifteen participants per day.. . D

Equipment costs S : '

Equipment costs vary from program to program depending on the setting and
participant capacity. Many program are able*to obtain donations for many of th
items required, thereby substantially reducing the capital equipment cost. Experix
ence has shown however that whether donated or purchased the following minimum
amount of equipment is necessary in starting a program:

S Equipment .

Furniture:* . ' . Price range
Large activity tables (for dining al80)........cccconevrverenrerneerevennnne $40-3100
Small game tables..........c.cconreereeiereniereerseneense $30-360

/______Bili_ning chairs (1 for 5 participants) ... v $160-$240
Couch.......... $300-$500

. AT ChAITS s s sttt ssss s as st ssessens e $40-3100

- Table chairs o $15-335

Coat rack/lockers . . -~$15-$300.

Storage shelves...... . : : $300-$200

Medical equipment: ' N
Emergency oxygen...........c.. : ... $40-%60

- " Drug cabinet. e treees it seenes besnatetse s stas $15-$35

LAIEE SCALE ...veeeteeeettirerenenecnemneaesiaaeettenssaetonsessstansssss rssssssssasassss brbsstsrastssstsies $100-$150
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item and the size of the program.

Small rofrigorator........cecevvornion, Aisorsntesestrensasnseseseesssrsnsoronsroresesmaesessies W $1656-$240
Nursing/personal care items {first aid supplies, foot busins, urine

testing kits, blood pressure cuff, dressings, scissors, 0te.) ..., $100-$300
Whoelchair .o et rr s ons v $160-$300

Ofﬁco equipment: |
Desk(s), stationery, file cabinet, pens; pencils, charting records, otc.. $400-$700
Kitchen equipment:

© SROVE. s s 160-$300
Refrigerator : we $150-$350
Coffee pot $30-350
Miscellaneou $20-$40
Miscellanous equipment: : .

+ Housekeeping supplies................ e s bR rssesarts PO $16-$30
Activity BUPPHES ..o scctirsssiessrnsssssensssses oo e $50-$100
Television (optional), . $1560-$500
Stereo/radio ........... 4bes st en b e eee 18 0b e tseb e srobees e rebes o8 $160-$300

$100-$300

Miscellaneous costs: Advertising, postage, application fees, etc.

' Depurtment on capacity. L
Noteé: The range for total initia]l equipment costs: $3.000 to $10,000 depending on the cost per

RENOVATIONS ‘

This report does not cover any -price ranges for renovation or building costs as
they are so specific to each individual program. Approximately one half of our

: grograms ‘have experienced renovation costs ranging in extent from making one
athr

oom accessible to the handicapped to total construction of a day health center.
It is worthwhile to mention that some programs have substantia ly lowered the
labor cost of renovations by using the labor available from trade schools and
technical high s¢hool programs; .

In conclusion we can generally say that it is safe to assume that a program with a
capacity of fifteen participants per day may experience start up costs ranging from
$10,000 to $20,000 excluding renovation costs. rogram of thirty participants per
day may experience start up costs ranging from $20,000 to $40,000 excluding renova-
tion costs. . YL o

It is important to reemphasize. however that the range of costs reported here
should be looked at as a guide rather than an absolute. Initial staffing, speedy
enrollment, space and equipment costs, donations available, etc. are all unknown
variables. The Department has seen one program with a capacitoy of twenty per day
develop successfully on a shoestring developmental budget of $6,000. .

REPORT SUMMARY

In summary the foilowing may be concluded: )
Based on the total program costs submitted by the centers surveyed in this report
the average total cost per diem for all the programs is: 100 percent occupancy,

- $13.16; 90 percent occupancy, $14.62; 85 percent occupancy, $15.45; 80 percent occu-

pancy, $16.46. L .

Transportation costs average $4.00 to $5.00 per person per day. Adding the trans-
portation ¢ost to the average total per diem cost we see the maximum costs for
adult day health services ranging in average from $18.00 to $21.50 per person per

day. . .

Sn Average 73 to 74 percent of the per diem cost goes towards personnel ex-
penses, with 13 percent allocated to program expenses and the remaining 13 percent
allocated to overhead costs. ‘ T

70 percent on average, of the dollars represented in the total . per diem rate are
direct or actual costs to the adult day health program. The remaining 30 percent
are inkind or donated costs. .

It is important to note in this summary that while the figures represented in this
report as total costs are those submittedrgy the programs these total cost figures are
not necessarily all used in calculating the Medicaid per diem rate for adult day
health services. The Massachusetts Rate Setting Commission is the governmental
unit responsible for sétting rates for Medicaid program services. They are mandated -
by law to base rates on fair and reasonable cost. The Rate Setting Commission
would very like?' delete some of the costs listed in tiis report when calculating a
per diem rate. ‘For example, if a program was overstaffed based on the Medicaid
regulations of a one-sixth direct care staff ratio extraneous direct care staffing costs

_would be deleted when calculating a rate. It can be assumed that a new rate (soon

2000

65-858 O—80——19
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to be established) would fall somewhere between the direct cost und total cost per

diems listed in this roport,

While ol of the Medicnid clients admitted to the adult day health programs wores
considered by professional hursing staff to be eligible for Level Il or Level 11
nursing home placoment und with the average multi-level nursing home rate at
$30.61 in Massachusetts it would seem based on the costs exhibited in this report
that not only is adult day health o substitute servico for institutiona! care but also a
cost saving service in comparison. HOWEVER, to adequately compare institutional
costs to adult doy health costs it would be necessnryr to complete a much more in

o reiterate, the intent of this

depth report than the on¢ we have presented here,
dult day henlth costs in Massachusetts of a

report has bue= to exhibit the true o .
program that very successfully addresses the multiple health and social needs of its
participants.

~
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DAY HEALTH SERVICES TO NUPSING HOME AND MENTAL HEALTH RESIDENTS
WASHINGTON STATE DAY HEALTH SERVICE PROGRAM

Washington State day health etandards allow day centers to asrva nursing hbme

residents for‘'a maximum of three months when it is a roalistic goal to move
‘ the resident to a lowar leval of care within that time period. ' The original .
- version of the atandards prohibited day centers from enrolling nursing home
residents, but this policy was changed to accommodate parsons participating
in the day'health program who suffered an acute episods and had to go to a
nursing home for a relativaly short period of convalescence., Tha day center
diroctors felt these individuals would have a better chance of laaving the
nursing home as planned if they tould resume attendance at the day centar as
‘soon as physically able. The threae-month limitation was instituted because
it was appropriate for peraons expectad to have a short nursing home stay and
because the Department of Social and Health Services was concerned about
paying a day center to provide services to a client for whom the nursing home
was receiving payment for full-time cara. oL

-

——

- Ona .day 'can!:n:' also serves residents of the State Mantal 'Hcspical." In these
cases the hospital pays the day center for sarvices rendered and the thres-
month limitation does not apply.

The day centers have besn successful in helping their own clisnts raturn to
the community after a recuperative stay in the' nursing home, but of aven more
interest is the success thay have had in relocating mental hospital patiants
and nursing home residents who are not former day health clients. Some
nursing home or mental hospital residents have baen halped to move into a

. congragate care facility or‘.adult family home and.others have bean able to
move back with their families or even into.an independent living situation.

Presanting problems of both nursing home residants and mantal hospital patients
are somewhat tha same. Most suffer from low self-astesm and loss of faith in
their ability to be independent and make decisicons., ' Thay tend to be isolated

- and find it hard to form meaningful relationships. Most have some degrea of’
depression and feel a gense of loss. Disorientation and confusion are carmon.
Many nursing home residents have major physical problems, either a serious
disability or a chronic illness. . :

Servicas provided by day health centars to halp nursing home and mental
-hospital residents move to a lower lavel of cara are variad. Wheelchair
bound clients ara taught how to transfer safely and to care for their
personal needs. Occupational therapy, physical therapy, and speach therapy
/ - are provided as needed. Clients learn how to do rehabilitative exarcisas,
' understand the purposes and sida affacts of their medications, and relaarn
how to perform the activities of daily living, Day centar staff help the
client find a new living situation, arrange for neaded services and bacome
involvad in community activities. Soma clients receive indfvidual or group
theragy to overcoma emotional problems and others are encouruged to more
independant. Day cantar staff educata “he client's family on tha effects
of tha illness or disability and how to give the client necessary support
vidhcu: discouraging attempts at independence. . .

.
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Day canteare are most successful when assisting nursing home residents who do
not require skilled nureing care and have not been in the nursing home for a
long period of time, such As & year or more. A long period of residency in
e nursing home tends to reduce the client'y confidence in his or her ability
to manage alone and some clients who initielly express e desire to leave the
nureing home change their minds when faced with the difficulty of regaining
control over their dailly lives, For reascns not fully understoud, length
of stay in a m-q}nl hospital does not seem to be as critical & veriable as .
length of stay {n a nureing homa. Possibly this is because most mantal
hospital patients are in and out of the hospital, so even long=term patiants
heve had occasional pericds when they went back to living in the community.
Both nurging home and mental hospital clients are more apt to succeed in
leaving an institutional environment if 'they have the support of their
physician, family, and frienda.
Day health staff are convinced that more nursing home residents could move to
a lower level of care if thay could raceive day health services for longer
than three months, This limitation has caused them to terminate clients who
ware almost rsady to lsave the Nursing home, but Neaded a lictls more time.
washington State will ba examining its policy in this regard to determine if

it shuuld be more flexible and allow day health sarvices %o continue when

there is claar avidenca the client has made prograss and is still a likely 4
candidate for more independent living, ’ '

BN
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